DISCHARGE
WITHOUT DELAY
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Delayed Discharges Occupied Bed Days for Adults aged over 18

* Enhancement of Integrated Care Teams )
* Care at Home Improvement Plan Pandemic =
* Integration of Discharge Hub / Hospital Discharge Team
* Consolidation and development of discharge planning to ensure
earlier assessment for discharge needs

improvement
relative to
Scotland

significant staffing increase
due to innovative
recruitment marketing

* Development of fully Integrated Discharge Hub
* RVS Simple Discharge Service continued
* Additional Rapid Response SCOs in Perth City
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Sources: PHS (delayed discharge data), NRS (mid-year population estimates data)



Older Peoples Strategy
Strategic Delivery Plan for Older Peoples Services 2022-2025 — signed off

by 1JB

Strategic themes

— Early Intervention
— Shifting the Balance of Care

— Capacity and Flow (including Discharge without Delay Programme)

Investment of £6.4m into Older Peoples Services
EMT Approved Winter Resilience Plan
Reinstated Silver Command Structure oversee DD Trajectory Management

EMT commissioned Whole System Dashboard to consider pressure points
in service delivery



Discharge without Delay &t

Perth and Kinross Supporting

= healthy and
Health and Social indepe)rlvdent

Care Partnership lives

Our vision

: : . HOME FIRST PRINCIPLES
*People are supported by a single integrated team, working

in the best interest of them, their family, and carers

Every older person

Discharge hould h h
planning starts in r:a';ust o av(fr:ur?it
*The right people, delivering the right care, in the right the community SRSt

place, at the right time own home

eproactively ensuring unhindered pathways that enable
optimal outcomes

*the best possible experience across the entire care journey

Older people are Decisions about
and beyond not assessed for future care needs

their future care should not be made

needs in an acute when patient is in
Workstreams

*Frailty at the Front Door
*Planned date of Discharge
*Integrated Discharge Hub

°Interim Beds
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Care Partnership

P2P Calls
Ensuring we get the right person to the right place, first time
Adding value to every patient journey

Ambulatory Assessment
Delivering the right care to the right person
Hospital at Home

Acute Frailty
Delivering the right care to the right person (e.g. at the front door)
Preventing deconditioning & prolonged admissions

Alternative Pathways — capacity and flow
Clinical Forum to ensure maximised opportunities for interface working
Urgent Care home visiting

Sustainable workforce
Service delivery with kindness and resilience
Improving workforce recruitment and retention



