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SHIFTING THE BALANCE OF CARE - UPDATE
Introduction

This paper provides an update on the development of an Improvement Framework for Shifting the Balance of Care and an associated Resource Framework that will enable partners to realign current and future resources to support the delivery of new models of health and social care. 

Shifting the Balance of Care - Improvement Framework

The overall aim of the Improvement Framework is to enable Boards and their partners to focus their joint efforts on the key areas where shifting the balance of care is necessary for the delivery of Single Outcome Agreements, HEAT targets and Local Delivery Plans.

Eight  improvement areas have been identified as key to the delivery of  national and local outcomes and targets:

· Maximise flexible and responsive care at home with support for carers

· Integrate health and social care for people in need and at risk

· Reduce avoidable unscheduled attendances and admissions to hospital

· Improve capacity and flow management for scheduled care

· Extend the range of services outside acute hospitals provided by non medical practitioners

· Improve access to care for remote and rural populations

· Improve palliative and End of Life care 

· Improve joint use of resources (revenue and capital)

Within each area a number of specific, evidence based improvements have been identified.  These take into account the current range of high impact changes that have been developed over the past few years (e. g Long Term Conditions) – most of which have improvement in the balance of care at their core.

The Improvement Framework is being developed as part of the work of the Shifting the Balance of Care Delivery Group.  The intention is that Boards and their partners will be asked to use the approach to inform their Local Delivery Plans for 2009/10 and joint outcome-based planning and delivery.

The SBC Delivery Group does not intend to develop national measures for shifting the balance of care. Instead partners will be expected to agree and monitor how far and how fast the cumulative effect of shifting the balance of care is, and to use existing measures to assess progress.  Attempts to force change would lead to disengagement and a requirement for proofs of compliance which would increase bureaucracy and make change more difficult to deliver.  
The SBC Delivery Group believe that advocacy is more important and although the Group agreed that there should be no central compulsion, there will be a central drive to share information, support and incentives for change.
Integrated Resource Framework

We are also developing an Integrated Resource Framework that will enable Boards and their Local Authority partners to be clear about the cost and quality implications of local professional decision making and provide an evidence base for reducing variation in practice and outcomes.  It will also provide partners with the information required to strategically plan and review services more effectively and to enable realignment of resources to supports shifts in the balance of clinical/care activity within and across health and social care.
Taken together the Improvement and Integrated Resource Framework will provide partners with a strategic focus for planning and delivering shifts in the balance of care, as well as a means of measuring the overall impact of the changes that are implemented. 

For further information please contact Paul.Leak@hpct.scot.nhs.uk
Community Health Partnerships

The role and importance of CHPs in delivering local improvements in health and services has been reaffirmed by Ministers.  CHPs are the key mechanism through which:

-
shifting the balance care will happen;

-
tackling health inequalities can be achieved locally; and

-
tangible improvements in the health of local people can be demonstrated.

In order for CHPs to deliver service change and improvement they must have the capacity and capability to effectively shift the balance of care.  Boards and their planning and delivery partners therefore need to support CHP development.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                   
We will be commissioning a study of CHPs to consider the progress they have made in relation to their specific areas of responsibility and to identify the factors that have facilitated or hindered progress.  This information will inform policy and development priorities and case studies.  A small Research Advisory Group will be set up to inform the project and will include representation from COSLA and NHS Board Chairmen.
Aligning Development Support

It is clear from the eight improvement areas that Boards and their partners are expected to implement a wide range of strategies and high impact changes and actions, often within relatively short timescales. 
 The Scottish Government provides significant development and improvement support to Boards and their partners particularly through the work of the national Improvement Support Team and Joint Improvement Support Team. This development and improvement support is intended to support the delivery of a wide range of priorities e g improvements in the management of Long Term Conditions; Telecare; joint commissioning.  
Work has started on mapping out the links between the national improvement programmes and the eight SBC areas for improvement  to provide a coherent picture of how these activities fit together to maximise their impact on shifting the balance of care. Work is also underway to map out the educational, training and organisational development support provide by NES, NHS Health Scotland and NHS QIS
During the next few months we will be discussing with Boards and their partners how we can best support them in taking forward actions that will support shifts in the balance of care as outlined in the Improvement Framework.
Information in this paper

This paper summarises the SBC framework in a number of Annexes listed below

Annexe 1; Summary of  SBC framework
Annexe 2: Long list of proposed SBC changes + impact and some evidence
Annexe 3: High Impact changes by SBC improvement area
Summary

Significant progress has been made in defining and developing our strategic approach to shifting the balance of care.  
However, there are a number of factors that may affect the speed at which change can happen including:
· transitional funding to facilitate service change 

· willingness of partners to realign health and social care resources

· time taken to educate/train the workforce to deliver new models of care

· level of devolved decision making to CHPs 

· support for clinical and other professional leaders in service redesign

· speed of implementation of the e-health strategy

· extent of Local Authority and Board partnership working

· change  in public expectations 
Shifting the balance of care is a prerequisite for delivering improved outcomes.  The priority improvement areas and a range of evidence based high impact changes have been identified that will support the delivery of outcomes. We will continue to share the Improvement Framework with stakeholders over the next few months to agree on the best way of turning the Improvement and Integrated Resource Framework into action locally.
Shifting the Balance of Care Division

November 2008







Annex 1
Shifting the Balance of Care

Improvement Framework – Summary

Policy context

1. Demographic and workforce pressures, the expanding cost base of the acute hospitals, and the need to improve outcomes for individuals receiving health and social care in community settings ensure that shifting the balance of care is a strategic objective for the Scottish Government, the NHS, and Local Authorities.  

What are we shifting?
2. We aim to improve the health of the people of Scotland by reducing inequalities and increasing our emphasis on health improvement, more continuous care and support in the community and preventative medicine.  SBC describes changes at different levels across health and social care – all of which are intended to bring about improvements in health and better service outcomes for people, providing care which is quicker, more personal and closer to home. 

· Shifting the focus of care – by increasing the rate of health improvement in deprived communities by enhancing anticipatory care; moving away from services focused on acute conditions towards systematic and personalised support for people with long tern conditions; developing continuous, integrated care rather than disconnected episodic care.  This means shifting our view of individuals as passive recipients of care towards full partners in improving their health and managing their conditions.

· Shifting who delivers care – providing more care and treatment in the community requiring professionals and staff to develop their skills, expertise and roles.  This means moving away from the “independence” of individual practices and professionals towards extended primary and community care teams that make better use of generalist and specialist expertise.  This requires partnership between organisations and professionals and agreement on outcomes and care pathways delivered by community based, multi agency teams.

· Shifting location of care – by improving access to care and treatment through changes in the location of services; providing a wider range of diagnostic procedures and specialist services in communities.  We expect to see changes in acute hospital activity as we develop the community infrastructure, information systems and workforce capacity.

Links between SBC, Single Outcome Agreements, National Performance Framework and Community Care Outcomes Framework

3. The National Performance Framework was introduced in November 2007.  It sets out a clear Purpose for Scottish Government which is to create a more successful country where all of Scotland can flourish through increasing sustainable economic growth.
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4. Five Strategic Objectives support delivery of the Purpose and these are supported by 15 national outcomes which describe what the Government wants to achieve over a ten year period.  Progress on these outcomes will be measured through 45 national indicators and targets, and reported on Scotland Performs (http://www.scotland.gov.uk/About/scotPerforms). 
5.  Local Authority Single Outcome Agreements (SOA) set out how local outcomes align with the national framework and how progress will be measured. These SOAs will be updated and submitted on behalf of the 32 community planning partnerships in April 2009.  The 2008/09 SOAs draw on the outcomes and indicators in the National Performance Framework, as well as a list of 49 further indicators (Menu of Local Indicators) drawn up by the Improvement Service.
6. Guidance on the preparation of the 2009/10 SOAs is to be issued.  It is expected to promote short, strategic agreements underpinned by (but not including details of) robust local performance planning and management systems.  It will also locate existing improvement frameworks including the NHS HEAT system, the Community Care Outcomes Framework, and Early Years and Anti-poverty frameworks.

7. NHS HEAT sets clear targets for NHS Scotland.  NHS Boards produce Local

Delivery Plans setting out how they will contribute to this with a quantifiable trajectory and a risk narrative for each target.  Boards are held accountable for delivery on this at the Annual Review.  A number of HEAT 2008/09 targets can only be delivered though shifts in the balance of care.
8. The Community Care Outcomes Framework (CCOF) consists of a suite of measures across six inter-related themes, one of which is shifting the balance of care.  It sets out measurable outcomes and it is being actively promoted by COSLA, NHS Scotland and Scottish Government as an effective performance management framework for community care partnerships. 
9. One SBC measure is the National Indicator “Increase the percentage of people aged 65 and over with high levels of care needs who are cared for at home”.  This is also a HEAT target and a CCOF measure.  Work is underway to re-define this measure so that it captures information about levels of dependency as well as where people are cared for; the current proxy definition has only captured information about inputs to date.  It was included in all 32 of the 2008/09 SOAs.
10.
The relationship between the proposed SBC improvement areas and the HEAT and Single Outcome Agreement measures is illustrated in the diagram below.  It should be noted that there is not a one to one relationship between SBC improvement areas, shift/improvement achieved and National Performance Framework.
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11.
SBC is an improvement process so it is proposed that no targets for SBC will be set nationally, nor will there be a separate SBC set of measures.  Instead, SBC will help local partners achieve their HEAT targets and SOAs and their community care outcomes.  So communities will be able to build on the measures and information systems already in place.  It will be necessary to bring all SBC measures together so that local communities can monitor their own progress. 

SBC improvement areas and high impact changes 

12.
Eight broad SBC improvement areas have been identified through the Strategic Policy Analysis Collaborative (SPACE). These are:

SBC IMPROVEMENT AREAS

1. Maximise flexible & responsive care at home with support for carers 

2. Integrate health & social care and support for people in need and at risk
3. Reduce avoidable unscheduled attendance and admission to acute hospitals
4. Improve capacity & flow for scheduled care

5. Extend scope of services provided by non medical practitioners outside acute hospital

6. Improve access to care for remote and rural populations

7. Improve palliative and end of life care 

8. Improve joint use of resources ( both revenue and capital)
13.
A large number of high impact changes were identified as key in SBC across the 8 SBC improvement areas.  This is a large number for CHPs and Local Authorities to implement even though they incorporate changes recommended by groups working on different aspects of SBC e.g. Long term conditions, End of Life and Palliative Care, Remote and Rural.

14.
While each high impact change is valuable, some will enable larger shifts in the balance of care in the short to medium term than others.  The SPACE process has focused on identifying which changes have the most significant impact on SBC in order to enable CHPs, Local Authorities and other partners to focus on the most effective way of making change happen.

15.
Each of the possible high impact changes has been assessed against the following measures of impact:
· Number of people affected

· Feasibility/speed of implementation

· Evidence of impact on outcomes

· Multiple impact of each change across a number of improvement areas.

16.
Shifts in the balance of care in each area are achieved through many changes.  Some changes have a higher impact or affect a greater number of people than others.  Below is set out a ‘long list’ of possible high impact changes which has been drawn from a wide range of sources (published literature, workshops, surveys and interviews and existing policy strands).  Also see appendix 1
LIST OF HIGH IMPACT CHANGES

ACROSS ALL SBC IMPROVEMENT AREAS

1. Enhanced unpaid carer capacity and support 
2. More investment into improvement in existing housing, equipment & adaptations 

3. More extra care (new) houses 

4. Redesigned home care services to provide flexible responsive intensive support 
5. Tele-care to provide 24/7 risk management, remote, personalised, specialist support  

6. Tele-medicine & tele-health to support care delivery 

7. Self directed support 
8. Increased domiciliary based assessment and rehabilitation
9. Anticipatory care and crisis prevention. 
10. Case managers or key workers to coordinate personalised care 
11. Multi-disciplinary extended community teams including carers and users. 
12. Single 24/7 point of contact for local information and access to community services 

13. Overnight response for people in need

14. Expanded intermediate level services providing alternatives to acute admissions
15. Robust community emergency and urgent response systems 

16. More near patient testing
17. Better community transport

18. Integrated equipment library and adaptations service 
19. Self-held personal care plans/records  

20. User participation in care planning 

21. Joint targeting of resources towards those people who are at risk 

22. Enhanced third sector organisation involvement in service delivery and support
23. Continuity of information across organisational boundaries. 

24. Increased clinical and social network effectiveness

25. Mentoring, peer support/ expert patients to encourage self-care

26. Co location of services and teams across agencies

27. Better management of transitions between child and adulthood and between working and retirement

28. Medicines management  by pharmacists to reduce ‘poly pharmacy and increase medicines concordance

29. Improved referral management
30. Reduce variation in health and social care
31. Redesigned care pathways to optimise capacity and provide care closer to home

32. Reduce pre-operative bed days
33. Improved quality of routine health & social care through use of protocols

34. Non medical prescribing within protocols for common conditions

35. Change referral permissions so that people can self refer
36. Increase screening, consultation & treatment by non medical practitioners

37. Better access to psycho-social support
38. Integrated services across health and social care with single point of access

39. Community based one stop shops/ ‘fast’ clinics
40. Electronic prescribing and postal dispensing
41. Mobile services to support community hospitals and extended teams

42. Obligate networks between remote and rural areas and larger centres

43. Extend gold standard EOL care to everyone in their last 12 months of life

44. Plan EOL care with family and carers with particular focus on last 48 hrs

45. Develop community hospitals/local care centres facilities to provide more services
46. Aligned/pooled health and social care budgets
47. Develop multi-skilled generic workers  working across organisations

48. Fair share resources for each CHP
17.
Many of these changes affect more than one of the 8 SBC improvement areas.  The ‘map’ of the 8 SBC improvement areas and their associate Changes is given in Appendix 2 in which those with multiple impacts have been identified.  Each area is described in outline below.  
MAXIMISE FLEXIBLE AND RESPONSIVE CARE AT HOME WITH SUPPORT FOR CARERS
1.
 Most people want to be cared for safely in their own home for as long as possible.  The ideal situation is that the package of care should increase with a person’s growing dependency without the individual needing to move out of their home.  Maximising care at home seeks to improve the quantity of care as part of rebalancing the focus away from institutional care, and to improve quality, flexibility and responsiveness in order to prevent inappropriate admission to hospital at times of crisis, as well as delay or avoid the transfer to a care home.

2.
The aim is to provide better support for individuals and their carers in order to improve and their experience, deinstitutionalise care and encourage personal choice and independence as well as reduce risk.  The role of unpaid carers is particular important and they role that they play needs to be recognised more fully.
3.
What are we trying to shift?
Providing more care at home while supporting carers, particularly unpaid carers, should;

· Improve the individual ( and families & carers) experience for people who want to remain at home

· Reduce the length of stay and proportion of bed days in acute hospitals/care homes
· Minimise risks to individuals by making use of existing technology 
4.
What does success look like? 
· Increased investment into intensive care at home and reduced residential care.

· More extra care housing

· Increased investment into housing adaptations, improvement and equipment

· Development of active carer support networks

· More respite care available 

· Smaller proportion of people being admitted to hospital
· Integrated rehabilitation services in the community

· Mainstream telecare
INTEGRATE HEALTH & SOCIAL CARE TO SUPPORT PEOPLE IN NEED & AT RISK.
1.
Better integrated care between health and social care services increases the effectiveness of different aspects of health and social care for people with complex needs (often with more than one long term condition).  It is enhanced by multi-disciplinary and multi-agency teams working together and ‘bundling’ several aspects of care together in a consistent way, tailored to an individual’s needs.  Targeting these care bundles or packages towards people ‘in need and at risk’ will move care ‘upstream’ and prevent crises or adverse events (e.g. falls, acute exacerbations) and improve the quality of the patient’s experience. 

2.
This builds on the Multi Agency Inspection of Older People (MAISOP) assessments that are being rolled out across the country and links closely with maximising care at home. 

3.
What are we trying to shift?
Better integration of health and social care for people in need and at risk, should:

· Improve the individual’s experience particularly for people with long term conditions and with mental health conditions

· Increase independence and self care

· Reduce duplication between health and social care and so make best use of available resources ( people, assets and information) 
4.
What does success look like? 
· Community planning teams developing robust joint plans using community care outcomes framework

· Multi-disciplinary teams co-located with joint budgets and joint equipment budgets using  combined information systems

· Growth in Self Directed Support and personalisation to ensure care packages meet individual peoples’ needs and choices.
· Targeting people who are not yet in crisis (e.g. SPARRA risk prediction tool)
· Fewer hospital admissions for people with long term conditions
· Ensure care meets minimum standards (e.g. medicines management)

· Coordinating different care strands (e.g. case management)

REDUCE AVOIDABLE UNSCHEDULED ATTENDANCES AND ADMISSIONS TO ACUTE HOSPITALS
1.
The majority of hospital inpatient admissions are unscheduled.

 http://www.isdscotland.org/isd/4066.html  
Analysis of activity and costs in some Board areas have shown that about 45% of healthcare costs are due to unscheduled care admissions.  Many of these admissions could be handled in a different way if appropriate intermediate level services were in place, for example extending the use of community hospitals. 

2.
There has been significant success in finding effective ways of managing access to unscheduled care and much has been achieved in A&E in acute hospitals; improving the management of A&E front door hospital services.  The next stage is to provide better earlier, more appropriate interventions to avoid acute crisis hospital admission in the first place, particularly for out of hours.  Part of this means identifying and targeting those people who are at risk of admission and providing the appropriate information, support and care in the community.
3.
What are we trying to shift?
Reduce avoidable unscheduled attendances and admissions to hospital should help deinstitutionalise care and reduce length of stay and acute bed days.
4.
What does success look like? 
· Growth in intermediate care solutions ( e.g. rapid response teams, use of community hospitals for step up step down care)

· Reduce unscheduled mental health admissions 

· Reduced avoidable A&E attendances

· Links to End of Life planning (e.g. EOL care plans)

· Delivering 18 Week RTT

IMPROVE CAPACITY & FLOW MANAGEMENT FOR SCHEDULED CARE 
1.
Reducing waiting lists and waiting times for scheduled care has been the focus of attention over many years, mainly by acute hospitals.  It remains a priority for the Scottish Government to reduce the waiting time from Referral to Treatment (RTT) to 18 weeks to ensure that people receive treatment as early as possible and avoid complications that often arise from late stage diagnosis or treatment. 

2.
There is often a threefold variation between practices in the rate of referral for specialist scheduled care.  There is evidence that earlier access to diagnostic tests and preventative/prompt treatment in disease processes improves outcomes for patients, e.g. in cardiology services.  Better management of referrals to acute hospitals and redesigning services to provide more local consultative capacity (e.g. in dermatology) will also contribute to reducing waiting times.

3.
What are we trying to shift?
Reduce waiting times for treatment to 18 weeks by 2011 (18 week RTT).  Reduce avoidable scheduled referrals and help achieve and maintain waiting times to help reduce acute admissions and bed days.

4.
What does success look like? 
· 18 week RTT achieved and maintained

· Community hospitals doing more diagnostics locally

· Reduction in variation between practices for referral

· New models of care for dermatology and other elective medical specialities

EXTEND THE RANGE OF SERVICES PROVIDED BY NON MEDICAL PRACTITIONERS OUTSIDE ACUTE HOSPITALS
1.
Clinical skills are in short supply in some areas and this is likely to get worse as the population and labour force get older.  Non-medical professionals could help in community settings by contributing to an extended range of local services.  Not only would this improve access but would make better use of existing professional skills.  

2.
Extending the range of local services provided by non medical practitioners would free up medical time and skills.  It would build on the success of for example free eye examinations in contributing to the diagnosis and monitoring of diabetes and the development of the minor ailments consultation service by pharmacists.  This could be extended to early multi- disciplinary assessment of sight; hearing; walking and diet in older people which could help avoid or postpone adverse events.
3.
What are we trying to shift?
Increase use of non medical practitioners’ skills to improve access to services, reduce pressure on GPs and address skills shortages, particularly in remote and rural populations.

4.
What does success look like? 
· Self referral to non medical practitioners for specific conditions e.g. musculoskeletal problems

· First point of contact minor ailment and chronic illness services to be provided by pharmacists

· Screening and treatment provided by non medical practitioners e.g. optometrists
· Greater number of AHP,  nurse led intermediate level services with specialist input from consultants

IMPROVE ACCESS TO CARE FOR REMOTE AND RURAL POPULATIONS
1.
The overall aim is to increase local access to skilled health and social care in remote and rural areas to help make local communities sustainable.  Delivering for Remote and Rural Healthcare
 was launched in May 2008 and the recommendations are being implemented through the Rural and Remote Implementation Group (RRIG).

2.
Some of the key recommendations include integrated and co-located extended community care teams, increased use of tele-care, tele-medicine, tele-health solutions to support local care delivery and diagnosis, more anticipatory care and the development of obligate networks linking rural communities and specialist care.

3.
What are we trying to shift?
Increase access to care in remote and rural populations; reduce inequalities in access and increase the sustainability of local communities:

4.
What does success look like? 
· Obligate Networks working well

· Robust community emergency and urgent response systems are in place

· Increased use of technology to support local delivery, diagnosis and care at home care (telecare and telemedicine)

· Reduced travel (and carbon footprint)  for consultation and routine care from remote and rural communities to specialist centres  

IMPROVE PALLIATIVE AND END OF LIFE (EOL) CARE AT HOME AND IN CARE HOMES
1.
Currently over 55,000 people in Scotland die each year.  Unlike the past, when many people died suddenly and at any age, largely from infectious diseases, the majority of deaths now are of people over the age of 65 and follow a period, possibly prolonged, of illness and/or frailty.  This has wide-reaching implications for the type of care that will be required.

2.
Palliative and end of life care are integral aspects of the care delivered by any health or social care professional to those living with and dying from any advanced, progressive or incurable condition.  Palliative care is not just about care in the last months, days and hours of a person’s life, but about ensuring quality of life for both patients and families at every stage of the disease process from diagnosis onwards.  A palliative care approach should be used as appropriate alongside active disease management from an early stage in the disease process.  Palliative care focuses on the person, not the disease, and applies a holistic approach to meeting the physical, practical, functional, social, emotional and spiritual needs of patients and carers facing progressive illness and bereavement.
3.
The Scottish Government published Living and Dying Well, a national action plan for palliative and end of life care in Scotland in October 2008.  The actions identified within this plan are reflected below.

4.
What are we trying to shift?
· The number of patients and carers with their palliative and end of life care needs identified.
· The number of patients and carers with their palliative and end of life needs assessed and reviewed.
· The number of patients with care plans developed, implemented and communicated across care settings and systems to all involved professionals

· The number of health and social care professionals with the knowledge, skills, competence and confidence to care for patients and carers with palliative and end of life care needs.

5.
What does success look like?
The consistent delivery of high quality palliative care to everyone in Scotland who needs it, on the basis of clinical need not diagnosis, and according to established principles of equity and personal dignity.

BETTER JOINT USE OF RESOURCES TO SUPPORT SUSTAINABLE COMMUNITIES 
1.
Joint use of resources, both capital and revenue, across organisational boundaries in local communities will help provide better integrated care and support sustainable communities, reduce duplication and minimise the carbon footprint.  The resources include:

· People

· Buildings

· Information 

· Technology

2.
What are we trying to shift?
Shifting the balance of care requires realignment of existing and future resources to support new models of care using an integrated resource framework to inform decision making by partners.  Joint usage of resources can be achieved through CHPs and Local Authorities working through Community Planning Partnerships
SBC is also trying to increase partnership working in practical ways through Community Care Planning Partnerships (e.g. co-location of care teams) to increase effectiveness, reduce duplication and avoid gaps in care pathways. 

3.
What does success look like? 
· Co located multidisciplinary teams works in the same space to facilitate integrated working

· Generic workers across health and social care
· Aligned / pooled budgets
· Continuity of information

· Reduced carbon footprint of local services

SUMMARY AND NEXT STEPS
1.
At a final SPACE workshop on 9 October the 8 improvement areas and associated high impact changes were endorsed by the wide range of stakeholders involved in the development process.
2.
Further work to strengthen the evidence base is ongoing and the outputs from this process will be used to inform:

· A national framework which defines the potential scope of SBC within which local systems can shift the Balance of Care

· Validated shortlist of High Impact Changes which contribute to the overall shift within CHPs

3.
SPACE has brought into focus how SBC can be put into practice locally to improve health and social care and reduce inequalities.  The focus on a relatively small number of validated high impact changes in SBC will allow local community systems to improve outcomes in both health and social care where there is the greatest need and the greatest opportunity.

4.
The emphasis from December onwards will move to local implementation with local plans within the SBC strategic framework set out above.  It is expected that priorities and plans will be incorporated into commissioning work and local area development plans for 2009/10 and beyond.

Annex 2; Long list of proposed SBC changes + impact (not in priority order)
	 
	Possible High Impact Change
	Impact

	1
	Enhance unpaid carer capacity and support 
	It is important not to overburden carers but they are empowered to do more, they can help reduce use of acute hospitals and care homes as well as improve individuals experience

	2
	More investment into improvement in existing housing, equipment & adaptations 
	Allows more of the existing housing stock, both  public and private, to be used for longer by people who require care rather than them having to move house 

	3
	More extra care (new) houses 
	Extra care houses are self-contained homes with design features and support services available to enable self- care and independent living.  They are popular with people whose disabilities, frailty or health needs make ordinary housing unsuitable but who do not need or want to move to long term care (residential or nursing homes).  This will help to reduce the need for care homes

	4
	Redesign home care services to provide flexible responsive intensive support 
	Redesigned home care services provides flexible responsive intensive support around individuals needs ensuring personal choice, better use of people and resources

	5
	Use tele-care to provide 24/7 risk management, remote, personalised, specialist support  
	Telecare alarms for Flood, Fire, Falls, and vulnerability detectors provide 24hr passive monitoring.  This reduces risk and raises the threshold when someone needs to be admitted to a care home 

	6
	Use tele-medicine & tele-health to support care delivery 
	Remote monitoring of physiological conditions can help an individual to take control of their own situation.  It raises the threshold when someone needs to be admitted to hospital;  improves clinical decision-making; and avoids the need for patients to travel

	7
	Self directed support 
	Self directed support gives individuals responsibility for funds to directly purchase their support and employ personal assistants.  This empowers people to be more independent and to have more personalised care

	8
	More domiciliary assessment and rehabilitation
	Domiciliary assessment and rehabilitation for some conditions by health professionals, particularly for those who cannot travel easily may mean fewer visits to hospitals and GP and  takes home circumstances more fully into account

	9
	Anticipatory care and crisis prevention
	Reduces avoidable unscheduled acute admissions, for people with a pre-existing condition particularly older people and those with mental health conditions 

	10
	Case manager or key worker to coordinate personalised care 
	Case manager or key worker or local area coordinator to coordinate personalised care for named individuals by providing an interface / interpreter role for them with care organisations.  This ensures seamless personalised care for individuals who should be oblivious of who works for which organisation

	11
	Multi-disciplinary extended community teams including carers and users.  
	Multi-disciplinary extended community teams, including carers and users, that provide better communications and coordination of care across health and social care and helps patients to avoid hospital admissions.

	12
	Single 24/7 point of contact for local information and access to community services 
	Single 24/7 point of contact for access to local information and access to local services.  This local directory would help to avoid having to dial 999 to get help.  At the moment their community alarms are often the only other way of summoning help 

	13
	Overnight response for people in need
	Rapid response (not emergency) to assess and provide care to people at home (particularly overnight) would reduce avoidable A&E attendances by providing more appropriate alternatives.

	14
	Expand intermediate level services  to provide alternatives to admission to acute hospitals
	Expanding services in community hospitals (and at the intermediate level) particularly for older people and for palliative care, helps to reduce avoidable unscheduled acute admissions.

	15
	Robust community emergency and urgent response systems 
	Robust community emergency and urgent response systems using multidisciplinary teams, including paramedics, can provide 24/7 access for urgent care.  This allows OOH services to be provided in a different way and avoids some A&E attendances

	16
	Develop more near patient testing
	More near patient testing in high street, GP practice, home and community hospitals can give more timely diagnosis.  This can include specimens which can be captured locally by non medical professionals and interpreted remotely.  This avoids some visits to hospital for simple tests

	17
	Better community transport
	Better community transport can improve access and reduce carbon footprint and support sustainable communities

	18
	Integrated equipment library and adaptations service 
	Integrated health & social care equipment library and adaptations service could include wheel chairs, telecare and telemedicine equipment can provide a more efficient service with better access to a range of equipment.  

	19
	Self-held personal care plans/records  
	Self-held personal care plans/records which will allow people with LTCs  to take more responsibility for their own health and ensure better coordinated  care

	20
	User participation in care planning 
	User participation in care planning articulated by individuals or advocates speaking on behalf of patients results in better coordinated patient centred care

	21
	Joint targeting of resources towards those people who are at risk 
	Joint targeting of resources towards those people who are at risk ( of hospital admission) – development of joint register of people requiring  intensive health or social support helps reduce avoidable unscheduled acute admissions, particular for older people and those with mental health conditions

	22
	Third sector organisations contributions
	Third sector organisations contribute in many different ways to supporting health and social care services and in many cases provide services and support for the most disadvantaged groups

	23
	Continuity of information across organisational boundaries.  
	Continuity of information means that data is entered once, increasing accuracy and is available when it is needed.  Joined up information essential in the future to ensure high quality care that is tailored to someone’s personal needs

	24
	Increase clinical and social care effectiveness 
	Increase health and social care effectiveness by devolving budgets and decision making responsibility for improvements in care pathways

	25
	Mentoring, peer support/ expert patients to encourage self-care
	Mentoring, peer support/ expert patients to support people individuals and/or their carers to do more for themselves – possibly using remote support via video conferencing.

	26
	Co location of services and teams across agencies 
	Co location of multi- agency teams based in purpose designed office space, with user friendly IT environment can promote patient centred care

	27
	Better management of age transitions 
	Better management of transitions between child and adulthood and  working age and retirement ensures that people understand the changes and receive support when appropriate

	28
	Better medicines management  by pharmacists 
	Medicines management can hep reduce the number of (older) people admitted to hospital.  Reminders can help people remember to take their medication

	29
	Improve referral management by developing a feedback mechanism 
	Improve referral management  by developing a feedback mechanism to enable dialogue between specialists and generalists about specific patients to manage referral thresholds  will help reduce in variation in referrals rates to acute hospitals

	30
	Understand and reduce variation in health and social care
	There is usual 3x variations in way clinicians provide care.  Comparing and understanding variation can help improve quality of care, reduce in inpatient days and increase in day surgery rates 

	31
	Redesign care pathways to optimise capacity and provide care closer to home
	Redesigning care pathways can reduce bottlenecks and increase flow through the system.  It can also  enable more care to be provided closer to home

	32
	Reduce pre-operative bed days 
	Reduce pre-operative bed days by pre-op assessment, protocols and local diagnostic work-up will reduce in a reduction in acute bed days

	33
	Improve quality and standardisation of routine health & social care through use of protocols
	Protocols based health and social care will improve joint working and reduce in the system.  

	34
	Non medical prescribing within protocols for common conditions
	Non medical prescribing  within protocols can help reduce attendances in GP surgeries and increase local access to care

	35
	Change referral permissions so that people can self refer 
	Changing referral permissions so that people can self refer or can be referred by non medical practitioner within protocols will Increase access and reducing waiting times e.g. musculoskeletal, physiotherapy, etc

	36
	Screening, consultation & treatment by non medical practitioners
	Screening, consultation & treatment  for minor ailments and chronic diseases within protocols by non medical practitioners will reduce load on GPs and improve local access to care 

	37
	Better access to psycho-social support
	Many GP visits stem from the need for support and counselling rather than from physical symptoms.  Additional support would ensure more appropriate support is available to people particularly those with Mental Health issues and those needing palliative care as well as their families 

	38
	 Integrated services across health and social care with single point of access
	Integrated services with a single point of contact will make best use of limited workforce ( e.g. OT, rehabilitation)

	39
	Community based one stop shops/ ‘fast’ clinics
	Conditions and care needs are closely linked, yet older people often have to go through different assessment pathways.  Community based one stop shop particularly for older people – e.g. assessment of eyes, ears and walking would help anticipate future needs

	40
	Electronic prescribing and postal dispensing
	Increases access to care particularly those who find travel difficult 

	41
	Mobile services to support community hospitals and extended teams 
	Mobile services, sometimes using specially equipped vans to increase access to local services/diagnostics when number of patients may be small or hard to reach.  

	42
	Obligate networks between remote and rural areas and larger centres 
	Clinical support networks  will be established between remote and rural areas and larger centres to improve working relationships, increase access to care and enhance patient safety 

	43
	Extend gold standard EOL care to everyone in their last 12 months of life


	Extend gold standard EOL care to everyone in their last 12 months including people in care homes

	44
	Plan EOL care with family and carers with particular focus on last 48 hrs  
	Plan what individuals and their families want at the end of  someone's life  particularly in their last 48hrs care to allow people to die with dignity in a place of their choice

	45
	Develop community hospitals/local care centres/hubs to provide wide range of facilities 
	Provide a much wider range of local health, rehabilitation, social, housing and employment services.  Co location of services and teams across agencies promotes joint working and flexible healthcare teams.

	46
	Aligned / Pooled budgets  between health and social care
	Greater flexibility in the use of health and social care budgets and joint use of facilities/ resources can speed up the delivery of joint outcomes.

	47
	Develop multi-skilled generic workers  working across organisations 
	Developing generic workers who are multi-skilled and have a range of competencies across heath and social care enables the provision of a more flexible and responsive service

	48
	Equitable funding for each CHP community
	 While there is equitable funding at Health Board level based on the Arbuthnot formula, this does not yet extend to CHPs.  


References for evidence and good practice are available on the Shifting the Balance of Care website:
www.shiftingthebalance.scot.nhs.uk
 Annex 3; High Impact changes within each SBC improvement area

Shaded areas to demonstrate multiple impacts of 19 short listed High Impact Changes

	Extend the range of services outside acute hospitals provided by non medical practitioners
	Improve access to care for remote and rural populations
	Improve palliative and End of Life care
	Better joint use of resources 
(revenue & capital)

	Enhance unpaid carer capacity and support 
	Enhance unpaid carer capacity and support 
	Non medical prescribing within protocols for common conditions
	Single 24/7 point of contact for local information and access to community services 

	Use tele-care to provide 24/7 risk management, remote, personalised, specialist support  
	Use tele-care to provide 24/7 risk management, remote, personalised, specialist support  
	More investment into improvement in existing housing, equipment & adaptations 
	Expand intermediate level services  to provide alternatives to admission to acute hospitals

	Use tele-medicine & tele-health to support care delivery 
	Use tele-medicine & tele-health to support care delivery 
	Redesign care pathways to optimise capacity and provide care closer to home
	Better community transport

	Multi-disciplinary extended community teams including carers and users.  
	Anticipatory care and crisis prevention.  
	Redesign home care services to provide flexible responsive intensive support 
	Third sector organisations contributions

	Single 24/7 point of contact for local information and access to community services 
	Multi-disciplinary extended community teams including carers and users.  
	Use tele-care to provide 24/7 risk management, remote, personalised, specialist support  
	Continuity of information across organisational boundaries.  

	Overnight response for people in need
	Robust community emergency and urgent response systems 
	Use tele-medicine & tele-health to support care delivery 
	Align health and social care terms and conditions of service to enable joint working

	Expand intermediate level services  to provide alternatives to admission to acute hospitals
	Develop more near patient testing
	Extend gold standard EOL care to everyone in their last 12 months of life
	Better management of age transitions 

	Robust community emergency and urgent response systems 
	Better community transport
	Plan EOL care with family and carers with particular focus on last 48 hrs  
	Redesign care pathways to optimise capacity and provide care closer to home

	Develop more near patient testing
	Third sector organisations contributions
	Equitable funding for each CHP community including acute hospital costs
	 Integrated services across health and social care with single point of access

	Integrated equipment library and adaptations service 
	Mentoring, peer support/ expert patients to encourage self-care
	Case manager or key worker to coordinate personalised care 
	Develop community hospitals/local care centres/hubs to provide wide range of facilities 

	Better medicines management  by pharmacists 
	Co location of services and teams across agencies 
	Multi-disciplinary extended community teams including carers and users.  
	Aligned /Pool budgets  between health and social care

	Redesign care pathways to optimise capacity and provide care closer to home
	Improve referral management by developing a feedback mechanism 
	Overnight response for people in need
	Develop multi-skilled generic workers  working across organisations 

	Improve quality and standardisation of routine health & social care through use of protocols
	Redesign care pathways to optimise capacity and provide care closer to home
	Expand intermediate level services  to provide alternatives to admission to acute hospitals
	Equitable funding for each CHP community including acute hospital costs

	Non medical prescribing within protocols for common conditions
	Electronic prescribing and postal dispensing
	Develop more near patient testing
	

	Change referral permissions so that people can self refer 
	Mobile services to support community hospitals and extended teams 
	Integrated equipment library and adaptations service 
	

	Screening, consultation & treatment by non medical practitioners
	Obligate networks between remote and rural areas and larger centres 
	User participation in care planning 
	

	Equitable funding for each CHP community including acute hospital costs
	Equitable funding for each CHP community including acute hospital costs
	Third sector organisations contributions
	

	 Integrated services across health and social care with single point of access
	
	Continuity of information across organisational boundaries.  
	

	Community based one stop shops/ ‘fast’ clinics
	
	Increase clinical and social network effectiveness 
	

	Better access to psycho-social support
	
	Better access to psycho-social support
	

	
	
	More extra care (new) houses
	

	
	
	Enhance unpaid carer capacity and support
	

	
	
	Self directed support 
	

	
	
	More domiciliary assessment and rehabilitation
	

	
	
	Anticipatory care and crisis prevention.
	

	Maximise flexible and responsive care at home with support for carers
	Reduce avoidable unscheduled attendances and admissions to hospital
	Integrate health and social care for people in need and at risk
	Improve capacity & flow management for scheduled care

	More investment into improvement in existing housing, equipment & adaptations 
	More investment into improvement in existing housing, equipment & adaptations 
	Redesign care pathways to optimise capacity and provide care closer to home
	Use tele-medicine & tele-health to support care delivery 

	Enhance unpaid carer capacity and support 
	Enhance unpaid carer capacity and support 
	Community based one stop shops/ ‘fast’ clinics
	Develop more near patient testing

	Use tele-medicine & tele-health to support care delivery 
	Joint targeting of resources towards those people who are at risk
	Improve quality and standardisation of routine health & social care through use of protocols
	Improve referral management by developing a feedback mechanism

	Redesign home care services to provide flexible responsive intensive support 
	Use tele-care to provide 24/7 risk management, remote, personalised, specialist support  
	Redesign home care services to provide flexible responsive intensive support 
	Understand and reduce variation in health and social care

	Use tele-care to provide 24/7 risk management, remote, personalised, specialist support  
	Use tele-medicine & tele-health to support care delivery 
	Use tele-care to provide 24/7 risk management, remote, personalised, specialist support  
	Redesign care pathways to optimise capacity and provide care closer to home

	More extra care (new) houses 
	More extra care (new) houses
	More extra care (new) houses
	Reduce pre-operative bed days 

	Plan EOL care with family and carers with particular focus on last 48 hrs  
	Case manager or key worker to coordinate personalised care 
	Mentoring, peer support/ expert patients to encourage self-care
	Improve quality and standardisation of routine health & social care through use of protocols

	Develop multi-skilled generic workers  working across organisations 
	Single 24/7 point of contact for local information and access to community services 
	Align health and social care terms and conditions of service to enable joint working
	Change referral permissions so that people can self refer 

	Equitable funding for each CHP community including acute hospital costs
	Overnight response for people in need
	Case manager or key worker to coordinate personalised care 
	Screening, consultation & treatment by non medical practitioners

	Case manager or key worker to coordinate personalised care 
	Expand intermediate level services  to provide alternatives to admission to acute hospitals
	Multi-disciplinary extended community teams including carers and users.  
	Equitable funding for each CHP community including acute hospital costs

	Single 24/7 point of contact for local information and access to community services 
	Robust community emergency and urgent response systems 
	Single 24/7 point of contact for local information and access to community services 
	

	Overnight response for people in need
	Integrated equipment library and adaptations service 
	Overnight response for people in need
	

	Develop more near patient testing
	Anticipatory care and crisis prevention.
	Anticipatory care and crisis prevention.
	

	Integrated equipment library and adaptations service 
	Third sector organisations contributions
	Self directed support
	

	Self-held personal care plans/records  
	Continuity of information across organisational boundaries.  
	Continuity of information across organisational boundaries.
	

	User participation in care planning 
	Better medicines management  by pharmacists 
	Integrated equipment library and adaptations service 
	integrate health & social care continued:

	 Joint targeting of resources towards those people who are at risk 
	Understand and reduce variation in health and social care
	Understand and reduce variation in health and social care
	Expand intermediate level services  to provide alternatives to admission to acute hospitals

	Third sector organisations contributions
	Screening, consultation & treatment by non medical practitioners
	Mobile services to support community hospitals and extended teams
	Use tele-medicine & tele-health to support care delivery

	Better medicines management  by pharmacists
	Community based one stop shops/ ‘fast’ clinics
	Third sector organisations contributions
	Self-held personal care plans/records  

	Mentoring, peer support/ expert patients to encourage self-care
	Mobile services to support community hospitals and extended teams 
	Joint targeting of resources towards those people who are at risk
	Develop multi-skilled generic workers  working across organisations 

	Redesign care pathways to optimise capacity and provide care closer to home
	Plan EOL care with family and carers with particular focus on last 48 hrs  
	Non medical prescribing within protocols for common conditions
	Equitable funding for each CHP community including acute hospital costs

	Non medical prescribing within protocols for common conditions
	Develop community hospitals/local care centres/hubs to provide wide range of facilities 
	More investment into improvement in existing housing, equipment & adaptations
	Plan EOL care with family and carers with particular focus on last 48 hrs  

	Electronic prescribing and postal dispensing
	Equitable funding for each CHP community including acute hospital costs
	Integrated services across health and social care with single point of access
	Develop community hospitals/local care centres/hubs to provide wide range of facilities 

	Self directed support 
	
	Enhance unpaid carer capacity and support
	Aligned /Pool budgets  between health and social care

	More domiciliary assessment and rehabilitation
	
	Co location of services and teams across agencies 
	User participation in care planning

	Anticipatory care and crisis prevention.  
	
	Better management of age transitions 
	Increase clinical and social network effectiveness

	
	
	Better medicines management  by pharmacists 
	Better community transport

	
	
	Better access to psycho-social support
	Robust community emergency and urgent response systems
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National Performance Framework (2007)
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Single Outcome Agreements (SOAs)

PURPOSE
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NATIONAL OUTCOMES & INDICATORS
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Why now? What’s changed?

Scottish Ministers are committed to a single purpose (7 targets) and  5 cross-govt Strategic Objectives (Healthier, Wealthier, Smarter, etc) and a related set of National Outcomes and Indicators for the Scottish people. These were set out in the NPF within the Scottish Budget in November 2007. 

For Healthier Scotland, the National Outcomes include that we live longer, healthier lives and have tackled the significant inequalities in Scottish society.  

As part of this commitment, the Government is seeking to ensure that the public sector and its partners focus on these outcomes and are effective in delivering results.  We now have: 

		A National Performance Framework (which sets out 15 National Outcomes, 45 National Indicators) 

		A Concordat between central and local government whereby local authorities and their partners are funded and accountable for delivering on a set of outcomes aligned with National Perf framework (Single Outcome Agreements)

		A review of the HEAT targets for health improvement underway, ensuring alignment between HEAT performance measures and national outcomes and indicators
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		Maximise flexible and responsive care at home,  with support for carers 



		Integrate health and social care and support for people in need and at risk



		Reduce avoidable unscheduled attendances and admissions  to acute hospitals



		Improve capacity & flow for scheduled care



		Extend range of services provided by  non-medical practitioners outside acute hospital



		Improve access to care for remote and rural populations



		Improve palliative and end of life care (EOL) 



		Improve  joint use of resources (capital and revenue)



Reduced inequalities in time and geography 

Decreased institutional beddays

Prevent adverse events by earlier interventions

Better use of medical and non medical professionals 

Reduced overall  infrastructure costs and minimise carbon footprints

Use existing technology as fully as possible

Improved individual experience

Shifting the Balance of Care links to Health & Wellbeing Outcomes

Improvement areas

shifts/impact
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Increased independence and personal choice

National Performance Framework








