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PURPOSE OF REPORT  
 
The purpose of this report is to provide the IJB with an update on progress of the 
Older People’s Strategic Delivery Plan for the period 2022-2025. 
 

 
1. RECOMMENDATION(S)  
 

It is recommended that the Integration Joint Board: 
 

• Notes progress to date against the programme of work outlined and 
funded under the Older People’s Strategic Delivery Plan 2022-2025;  

• Requests a further progress update in twelve months’ time; and 

• Endorses the intention to evaluate the impact of the IJB investment in 
the Older People’s Strategic Delivery Plan and for the outcomes to be 
fed into the budget setting processes for 2024-2027.  

 
2. SITUATION/BACKGROUND/MAIN ISSUES 
 

The three-year Older People’s Strategic Delivery Plan for 2022-2025 was 
agreed by the IJB in March 2022, with a significant investment within year 1 to 
support the achievement of the objectives. This report provides the first 
update on progress against the plan . 
 
Considerable progress has been made towards achieving the key strategic 
ambition of whole system integration. This is against a backdrop of continued 
Covid-19 recovery, a rising demographic and complexity of presenting 
conditions of people aged 75 or older and staff recruitment and retention 
challenges.  
 

  



Wider context 
 

The heatmap in Figure 1 illustrates how the Perth and Kinross population has 
changed in structure over the last 40 years. Since 1981, the proportion of the 
population aged ≥ 75 years old has more than doubled, the proportion aged ≥ 
85 years old has trebled, and the proportion aged ≥ 90 years old has nearly 
quadrupled. Currently, 24% (nearly a quarter) of the local population is over 
65 years of age1. 

 

 
Figure 1 Demographic heatmap illustrating population structural change for 
Perth and Kinross since 1981 (source: NRS mid-year population estimates).  
 
Overall since the early 1980s, the proportion of the local population aged ≥ 75 
years has grown at a rate over three times that for the population as a whole, 
reflecting a trend seen across Scotland2. The scale of this demographic 
change has clear implications for increasing demand for health and social 
care services for older people.  
 
One measure of the extent to which the working age population supports 
those in retirement is the “old age dependency ratio”, the number of people 
aged ≥65 years per working age person. Using this measure, Perth and 
Kinross is in the top Scottish quartile for old age dependency, with a rate of 
increase that has outstripped Scotland as a whole, particularly since 20103. 
The current old age dependency ratio for Perth & Kinross is 400; meaning 
there are around 400 people aged ≥ 65 years of age per 1,000 people of 
working age. As this proportion of the population continues to age, this ratio is 
likely to increase meaning that a smaller pool of working age people will be 
available to recruit into health and social care services to look after the older 
age groups in the population. 



 
 
Figure 2: comparison of the old age dependency ratio for Perth & Kinross against 
other Tayside HSCPs and Scotland as a whole 

 
Despite the effects of the Covid-19 pandemic, work to support older people to 
be able to remain mentally and physical active, and to continue to live 
independently for as long as possible means that the older people who 
require health and social care support tend to be frailer and have a more 
complex medical history. As people age, they are more likely to be living with 
more than one long term health condition4 which in turn makes it more likely 
that they will need to seek help from our services.  

 
Figure 3 (below) illustrates the prevalence of a number of long-term conditions 
within Perth City, North Perthshire and South Perthshire that accumulate 
within the population as comorbidities associated with age.   

 
 



 
 
Figure 3: Estimated prevalence of long-term conditions in Perth City, North 
Perthshire, and South Perthshire (source: Public Health Scotland Locality Profiles 
2020/21) 

 
Overall, 21% of people in Perth & Kinross were living with a long-term 
condition, compared to 19% in Scotland as a whole in 2019/20 (the most 
recent data available from Public Health Scotland). 

 
In summary, progress against the Older People’s Strategic Delivery Plan has 
taken place against a backdrop of Covid-19 and a population cohort 
accessing our services which is increasingly older and frailer.  

 
  



Performance in the wider context: 
 
Despite extreme challenges associated with demographic change, the effects 
of the pandemic and workforce pressures, key indicator data supports notable 
performance improvements. This is particularly the case in recent months. 

 

(a) 

 

(b) 

 

(c) 

 

(d) 

 

 
Figure 5 Key 65+ indicators for Perth and Kinross5: Demonstrating that as the 
population continues to age (d), demand for our services is also increasing, 
although emergency bed days and bed days lost to delay are starting to 
reduce from their respective peaks in January 2023. 

 



The charts in Figure  illustrate that, while there has been an increase in in 
≥65-year-old emergency admissions, the associated bed days have seen a 
rapid reduction, supported also by improved delayed discharge performance. 
This illustrates the positive impact of the Strategic Delivery Plan to improve 
capacity and flow through secondary care and shift the balance of care back 
into the community.  
 
Comparing our local performance to Scotland shows we are demonstrating 
strong performance despite our particular local challenges. (Figure 6 & 7, 
below).  

 

 

Figure 6: 75+ bed days lost to delayed discharges: Perth and Kinross and Scottish 
performance comparison: the number of bed days lost to delays in discharge have 
declined sharply in P&K from a peak in October 2022 compared to the national 
picture, where delays have been more sustained for longer and are reducing more 
slowly67.  



 
 
Figure 7: demonstrating the significant progress made in reducing the number of 
people delayed in hospital when they are clinically well. 
 
3.1 PROGRESS TO DATE 
 

Workstream 1: Early intervention 
 

Over the past 12 months, we have continued to work with key stakeholders to 
further strengthen our alliances with community partners, third and 
independent sectors with a focus on prevention, early intervention, and 
targeted actions on the wider determinants of health delivering a range of 
programmes to support older people to remain as active as possible. The 
embedding of the Paths for All approach to develop dementia friendly walking 
initiatives has been particularly successful, with the indoor and outdoor 
spaces at Blairgowrie Community Hospital transformed into more dementia 
friendly environments. Work to expand this approach at Murray Royal Hospital 
has commenced, and discussions are underway to extend the approach to 
Crieff and Pitlochry Community Hospitals. Of particular note is the work 
undertaken in partnership with Live Active Leisure to encourage older people 
(whether living at home or in a care home) to take part in physical activities to 
help improve their mobility and strength, and to protect against falls. Figure 8 
(below) illustrates the great strides made with this work, with significantly 
more older people taking part in the 2022/23 financial year than in the first 
phase of the programme. 
 

Area of Work 
 

Annual 
Total  
(21/22) 

Annual Total  
(22/23) 

Care Homes receiving regular 
group activity sessions 

18 16 

Attendances at Care Home 
Activities 

3,639 4,290 

Referrals received for Care at Home 
intervention 

166 203 



Area of Work 
 

Annual 
Total  
(21/22) 

Annual Total  
(22/23) 

Care at Home visits made (1-2-1 
home exercise programme) 
 

896 1,313 

Referrals received for Activity 
Referral Scheme (clinical 
populations) 
 

353 483 

Health Walk attendances 7,752 
 

7,100 

Attendances at Sheltered Housing 
group activity 
 

1,909 2,848 

Community Classes delivered 1,630 
 

1,727 

Attendances at Community Classes 9,755 
 

16,281 

 
Figure 8: Engagement with Live Active physical activity programmes 

 
We have also had considerable success with the implementation of activity 
workers to support older people to remain mentally and physically active while 
they are in hospital. Despite some early recruitment challenges, the workers 
are now in post and supporting people in Tay Ward, Perth Royal Infirmary, St 
Margaret’s Community Hospital and Psychiatry of Old Age wards in Murray 
Royal Hospital to undertake activities which are meaningful to, and enjoyable 
for, them while they are in hospital.  

 
The Enhanced Care Home Support Team has received positive feedback 
from care homes about the work they have undertaken, a selection of which is 
provided below: 

 
 “The input provided to date from the Enhanced Care Home Team has been 
very welcomed at Corbenic Camphill Community. Their active approach, with 
time taken to really get to know the service has been both refreshing and 
reassuring. The level of interest shown has helped foster a genuine sense of 
working together to move toward solutions for some of the challenges faced in 
the service delivery. The visits to Corbenic have helped us communicate and 
demonstrate the quality and type of service we are striving to achieve in a 
place that really has to be seen and experienced to fully understand it. The 
supportive approach and time spent visiting the service by Kerry in particular, 
has been a significant step in fostering very positive relationships that are 
proactive rather than reactive, and have been much appreciated.” (Corbenic 
Camphill Community) 
 
"The enhanced care home visits were good for the home, they weren’t about 
looking for faults they focused on helping the home well done to all involved." 
Jean Beggs, Manager 

 
Workstream 2: Shifting the Balance of Care 



 
Over the past 12 months, we have continued to take forward programmes of 
work to enable older people to access the health and social care supports 
they need at home, or as close to home as possible, with the intention of 
avoiding hospital admissions unless absolutely clinically necessary.  

 
Notable successes have been the continued drive to further develop 
integrated ways of working through the development of integrated community 
staff bases, and the implementation of the “What Matters To You?” (WMTY) 
approach, to re-centre staff around a shared understanding and continuous 
improvement. Feedback on the WMTY sessions, delivered in partnership with 
The Alliance, has been excellent, with staff commenting on the way the 
sessions have helped them to remember why they wanted to work in the 
sector, and to gain a sense of pride in the service they provide.  

 
“What a profound effect Tommy Whitelaw’s talk had on me. He was so 
charismatic that you couldn’t help being swept up in his message of 
love and care. Colleagues and I still talk about the day, and the positive 
message it gave out. We have stuck the wee heart ‘you matter’ on the 
duty desk top as a reminder” 

 Member of Staff attending one of the WMTY sessions 
 

We have also been able to make significant progress in reducing waiting 
times for assessment by increasing capacity within social work teams using 
ring-fenced Scottish Government funding. 

 
The Hospital at Home (H@H) service has also been tested and implemented, 
allowing us to provide acute hospital-level care in a person’s own home.  A full 
evaluation is planned to be completed once the service has been operational 
for six months to allow us to identify any teething problems or emergent risks 
and take steps to rectify them. 

 
A selection of feedback from Care Opinion relating to our work in communities 
is shown in Figure 9, below: 



 
 

 
 
Figure 9: a selection of Care Opinion feedback on the services we provide to help 
people access care in their communities. 



Workstream 3: Optimising Capacity and Flow 
 

Over the past 12 months, we have continued to optimise capacity and flow 
through Perth Royal Infirmary (PRI) by working to reduce delays in 
discharges, make stronger connections between our frailty pathway and 
community services and enhancing the integration of the PRI discharge hub 
and hospital discharge team.  This work is ongoing, but significant successes 
in reducing delays in the discharge process have been achieved by 
implementing a whole system approach to discharge planning.  
 

3.2  FINANCIAL IMPLICATIONS 
  

Funding totalling c£8m was earmarked to support the delivery of the strategic 
plan. Due to the timing of the investment and recruitment challenges there 
has been slippage throughout 2022/23.  This has been reported as part of the 
regular financial reporting to the IJB and was considered as part of the 
2023/24 Budget. 

 
Perth & Kinross HSCP is currently undergoing financial planning for the next 
3-year cycle 2024/25 to 2026/27.  

 
3.3  PROPOSALS & FUTURE PROGRESS 
  

It is proposed that is now appropriate to take stock and evaluate the impact of 
the Strategic Delivery Plan to inform decisions around future investment.  At 
the same time the HSCP will take forward a programme of transformation 
associated with making the best use of our resources, ensuring our services 
are fit for the future and optimising outcomes for people. In relation to services 
for older people the following three priority areas have been identified.  
 

• Optimising independence and quality of life for people at home 
This programme of work is focused on whole service transformation of 
care at home and address unmet care needs, recruitment and retention 
challenges, and support work to reduce length of hospital stays and 
promote prompt discharge. 

• Enhancing capacity in dementia services 
This programme of work is focused on delivering whole service 
transformation to address unmet support needs in people newly 
diagnosed with dementia, their families, and carers. 

• Developing a person-centred approach to rehabilitation and 
reablement  
This programme of work is focused on delivering whole system 
transformation to provide sustainable and effective rehabilitation and 
reablement services which are fully integrated with other PKHSCP 
locality-based services in a patient centred approach to service 
delivery. 
 

4.  DIRECTIONS  
 

The Integration Joint Board requires a mechanism to action its strategic 
commissioning plans and this is provided for in Section 26 to 28 of the Public 
Bodies (Joint Working) (Scotland) Act 2014. This mechanism takes the form 



of binding directions from the Integration Joint Board to one or both of Perth & 
Kinross Council and NHS Tayside. 
 

Direction Required to Perth & Kinross Council, 
NHS Tayside, or Both  

Direction to:  

No Direction Required  X 

Perth & Kinross Council   

NHS Tayside   

Perth & Kinross Council and NHS Tayside   

 
5. CONCLUSION  
 

Considerable progress has been made towards achieving the key strategic 
ambition of whole system integration. This is against a backdrop of continued 
Covid-19 recovery, a rising demographic and complexity of presenting 
conditions of people aged 75 or older, alongside staff recruitment and 
retention challenges. Over the next six months, we will evaluate the whole 
system collaborative approach and the impact of the IJB’s investment into 
older people’s services.  The outcomes will be fed into the IJB’s budget-
setting process for 2024-2027. 
 

Author(s) 

Name Designation Contact Details 

Evelyn Devine Head of Health tay.pkijbbusinesssupport@nhs.scot 
 

Amanda Taylor Senior Service Manager  

 
NOTE: No background papers, as defined by Section 50D of the Local Government 

(Scotland) Act 1973 (other than any containing confidential or exempt 
information), were relied on to any material extent in preparing this report. 
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ANNEX 
 
1. IMPLICATIONS, ASSESSMENTS, CONSULTATION AND COMMUNICATION 
 

Strategic Implications Yes / None 

HSCP Strategic Commissioning Plan YES 

Transformation Programme YES 

Resource Implications   

Financial  YES 

Workforce YES 

Assessments   

Equality Impact Assessment YES 

Risk YES 

Other assessments (enter here from para 3.3) NO 

Consultation  

External  YES 

Internal YES 

Legal & Governance   

Legal  NO 

Clinical/Care/Professional Governance YES 

Corporate Governance N/A 

Directions  

Communication  

Communications Plan  YES 

 
1. Strategic Implications 
  
1.1  Strategic Commissioning Plan  
 

The Strategic Delivery Plan supports the delivery of the Perth & Kinross 
Strategic 
Commissioning Plan in relation to all five deliverables below: 

 
1 prevention and early intervention,  
2 person centred health, care, and support 
3 work together with communities 
4 inequality, inequity, and healthy living 
5 best use of facilities, people, and resources 

 
In order to meet increasing demand, provide high quality, effective support for 
older people and meet the objectives outlined in the Strategic Commissioning 
Plan (2020-25) as set out above, Perth and Kinross HSCP will prioritise the 
following themes: Early Intervention, Interface Care, Optimising Capacity & 
Flow and Urgent Care.   This will be achieved by:  

• Intervening early by working with communities and partners across all 
sectors to develop a range of supports to encourage older people to be 
active and engaged and reduce social isolation to mitigate some of the 
effects of aging 

• Offering personalised, locally based support, including optimising the use 
of Technology Enabled Care (TEC), across Perth and Kinross to reduce 
reliance on institutional care 



• Providing a rapid, multi-disciplinary response for older people if their health 
deteriorates to prevent admission to hospital or a care home 

• If hospital admission is required, supporting people to return home as soon 
as possible once they are clinically fit. 

• Designing and implementing safe, sustainable, patient and outcomes 
focused systems of urgent care access, pathways, and treatment for Perth 
& Kinross residents in the in-hour and out of hour period in collaboration 
with NHS Tayside.  

2. Resource Implications 
 
2.1 Financial  
 
 The Older Peoples Strategic Delivery Plan provides a clearly defined 

Financial Framework which provides full information on the financial 
implications of the proposals. 

 
2.2 Workforce 

 
The workforce implications are significant and are set out in the 3-Year 
Workforce Plan 2022-2025. 
 

3. Assessments 
 
3.1 Equality Impact Assessment  
 

Under the Equality Act 2010, PKC and NHS Tayside is required to eliminate 
discrimination, advance equality of opportunity, and foster good relations 
between equality groups.  Carrying out Equality Impact Assessments for plans 
and policies allows the HSCP to demonstrate that it is meeting these duties.   

 
This section should reflect that the proposals have been considered under the 
Corporate Equalities Impact Assessment process (EqIA) with the following 
outcome: 

 
(i) Assessed as relevant previously and the following positive outcomes 

expected following implementation: to continue taking into account the 
statutory obligation to ensure due regard to the removal of inequity of 
outcomes as a result of socioeconomic disadvantage or characteristics 
protected under the Equality Act (2010). Each programme of work will 
complete an Equality and Fairness Impact Assessment to allow the 
early identification of risks in this regard, and enable the 
implementation of satisfactory mitigations. 

 
3.2 Risk 
 

The IJB’s strategic risk register aims to identify risks that could impact on the 
achievement of PKIJB’s objectives. The register includes strategic risks 
related to workforce, financial resources, and viability of external providers for 
which the development and implementation of the Older Peoples SDP is a 
key mitigatory measure and expected to be a positive influence on the risk 



exposure for the risks identified above. The success of the SDP will have a 
significant influence on the IJB achieving its objectives. 

 
3.3 Other assessments  
 

Measures for Improvement  
 
Regular updates will be provided for all the workstreams, in the form of 
highlight reports, to identified groups including the Older People’s Strategic 
Delivery Group (improvement programmes) and the PKHSCP Transformation 
Board (transformation programmes).  
 
We are reviewing the Older Peoples KPI report to ensure it reflects progress 
made against our agreed objectives.  

 
Patient Experience  
 
Regular patient and service user feedback is already collated through care 
opinion and feedback and complaints. Learning from any adverse events is in 
place and fed through local governance groups and the P&K Clinical Care 
and Professional Governance Group (PKC) and the Quality and Performance 
Review Forum (NHST).  Examples of recently received patient feedback are: 

 

 



 
 

(Extract from Care Opinion patient feedback data) 
 

Service user feedback: 
 

“The input provided to date from the Enhanced Care Home Team has been 
very welcomed at Corbenic Camphill Community. Their active approach, with 
time taken to really get to know the service has been both refreshing and 
reassuring. The level of interest shown has helped foster a genuine sense of 
working together to move toward solutions for some of the challenges faced in 
the service delivery. The visits to Corbenic have helped us communicate and 
demonstrate the quality and type of service we are striving to achieve in a 
place that really has to be seen and experienced to fully understand it. The 
supportive approach and time spent visiting the service by XX in particular, 
has been a significant step in fostering very positive relationships that are 
proactive rather than reactive, and have been much appreciated.” 

  
"The enhanced care home visits were good for the home, they weren’t about 
looking for faults they focused on helping the home well done to all involved." 
**, Manager 

  
LAL – “My mental health is still variable but I know that once I get to the 
session I will be like my old self again and it helps to release the anxiety and 
PTSD that I experience”. 

  
Alzheimer Scotland - “The Link Worker gave us fantastic support in dealing 
with mums’ dementia helping us in making decisions and putting things in 
motion for us , also sending links to information etc , cannot praise her highly 
enough! Thank you, X.” 
 
"As a family we have learnt so much about dementia and how to support Mum 
and each other. We are very grateful for this service; it has made a massive 
difference to us. Thank you!” 

  
RVS-“Excellent Service and it was started so quickly! The referral process 
was also very good as no forms to fill in. I spoke to XX over the phone, who 
completed the form on my behalf. XX kept me up to date with her progress in 
organising everything and worked with hospital staff to arrange time of pick 
up”. 

 



LAL- Service User XX (recovering from knee surgery) was struggling with her 
concentration and focus to do the exercises she was supposed to do every 
day between the weekly visits from the Wellbeing Coordinator.  XX was given 
a set of activities to do during the week but she rarely completed these, 
blaming a lack of focus/concentration rather than a willingness to try. After 
talking to her carer, our Wellbeing Coordinator introduced a set of exercises 
adapted from a "Scottish Gymnastics" programme aiming at slowing the 
progression of dementia - a set of simple, but not easy, movements forcing a 
person to concentrate more fully while performing. After a few sessions with 
the lady and some guidance for the carer, they started enjoying the exercises 
and cooperated more willingly. 

  
The carer reports that the effectiveness of exercises has increased drastically 
and simple tasks like going for a shower or moving more often from one room 
to another are done with more ease and less pain. Moreover, the exercises 
started to be "more fun and less of a chore". 

  
Residents still look forward to the weekly activity sessions delivered by 
Wellbeing Coordinators as a highlight of their week, both from a physical and 
social point of view. 

 
Health and Safety  
 
No major health and safety implications have been identified. 
 
Healthcare Associated Inspection. 
 
No impact on Healthcare Associated Infection has been identified. 
 
Benefit Realisation  
 
The OPSDP sets out the aim of benefitting the people of Perth & Kinross by 
ensuring access to the right care at the right time and in the right place for all. 
This will put the person at the centre of the decision-making process in 
relation to their treatment, support, and care. Health and social care services 
will work together, and with a range of external stakeholders, to make sure 
people can access the care and support that is best for them at the point of 
need. 
 
Quality  
 
The older peoples plan will use quality improvement approach to promote a 
culture of continuous quality improvement is key to all our programmes of 
improvement and transformation. 
 
IT  
 
There are ongoing challenges with access to common IT systems, particularly 
Microsoft Office suite, depending on whether staff has a PKC or NHST log in. 

 
  



4. Consultation – Patient/Service User first priority  
 
4.1 External  
 
 Consultation exercises with patients, service users, carers and key external 

stakeholders have been undertaken in conjunction with colleagues in the P&K 
strategic commissioning team to support a range of strategic developments 
including the OPSDP and the PKHSCP Joint Strategic Needs Assessment.  

 
4.2 Internal 
 
 Internally, the 3-year strategic delivery plan and proposals for programme 

development (which have enabled the progress and future progress sections 
of this paper) have been shared and consulted on with the Integrated 
Management Team (IMT), Strategic Planning Group, Older People’s Strategic 
Delivery Group (OPSDG), Clinical and Care Governance Forum, Executive 
Management Team (EMT) and Integrated Joint Board (IJB). 

 
5. Legal and Governance 
 

The OPSDP will be governed through the Older People’s Strategic Delivery 
Group and Improvement workstreams identified in the OPSDP will be 
governed via the OPSDG; transformation workstreams will be governed via 
the PKHSCP Transformation Board. 

 
6. Directions  
 

There are no directions required for NHS Tayside and Perth & Kinross 
Council in relation to the contents of this paper. 

 
7. Communication 
 
7.1 The OPSDP and associated action plan will be closely monitored and 

supported through the OPSDG, and where appropriate the PKHSCP 
Transformation Board. This forum will be supported by key themes sub-
groups and updates and communications will be provided to EMT and IJB 
accordingly. 

 
2. BACKGROUND PAPERS/REFERENCES 
 

N/A 
 
3. APPENDICES 

 
Appendix 1: Progress against actions from OPSDP 2022-2023 
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