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We will work together to support people living i Perth and inross to lead healthy and active lives
and live as independently as possible, with choice and control over the decisions they make about

their care and support.



Contents
Section 1. Introduction

Section 2: Our Performance

Section 3: A Journey through Health and Social Care Service Delivery in 2022/23
Chapter 1. Primary Care

© O© W N

Chapter 2. Dental

Chapter 3. Podiatry

Chapter 4. Learning Disability and Autism

Chapter 5. Community Mental Health and Wellbeing

Chapter 6. Substance Use

Chapter 7. Justice Healthcare - Prisons

Chapter 8. Adult Support and Protection

Chapter 9. Unpaid Carers

Chapter 10. Older People’s Service

Chapter 11. Urgent Care

Section 4: Workforce

Section 5: Scrutiny and Inspection

Section 6: Finance

Section 7: Key Contact

Section 8: Appendix

12
14
16
20
24
28
30
33
36
42
44
46
49
51
52



Section 1. Introduction

The Perth and Kinross Health and Social Care Partnership (HSCP)
provides and commissions local health and social care services in line
with the Perth and Kinross Integration Joint Board’s (I1JB) Strateqic
Commissioning Plan (2020-25). Our main focus is to provide the
appropriate care and support in the right way and at the right time to
meet the health and care needs of our local communities. Our vision is
to work together to support people to lead healthy and active lives and
to live as independently as possible, with choice and control over their
care and support.

The Strategic Commissioning Plan (2020-25) will be revised and
updated in the current year and result in a new three-year plan for 2023-
2026 as we recognise that a lot has changed as a result of COVID and
its long-term impact on health and social care.

P
ESE Inclusive Person-Focused
Respectful ( \ Integrity
Empowering Caring

We aim to provide preventative support for people to remain healthy,
active and connected. We also provide or commission social care
services and embed the National Health and Care Standards to keep
people at the heart of what we do and enhance quality of experience
and outcomes. We seek to reduce health inequalities, increase life
expectancy, enhance health and wellbeing and reduce the personal
and social impact of poverty and inequality. The |JB’s commissioning
plan sets out five key priorities:

Working together with our communities.

Prevention and early intervention.

Person centred health, care and support.

Reducing inequalities and unequal health outcomes and promoting healthy
living.

5. Making best use of available facilities, people and other resources.
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We measure our progress and impact via an assessment of how well
we are doing in relation to the ten National Health and Wellbeing
Qutcomes.

1. People are able to look after and improve their own health and
wellbeing and live in good health for longer.

2. People, including those with disabilities or long-term conditions,
or who are frail, are able to live, as far as reasonably practicable,
independently and at home or in a homely setting in their
community.

3. People who use health and social care services have positive
experiences of those services, and have their dignity respected.

4. Health and social care services are centred on helping to
maintain or improve the quality of life of people who use those
services.

5. Health and social care services contribute to reducing health
inequalities.

6. People who provide unpaid care are supported to look after their
own health and wellbeing, including to reduce any negative
impact of their caring role on their own health and wellbeing.

7. People who use health and social care services are safe from
harm.

8. People who work in health and social care services feel engaged
with the work they do and are supported to continuously improve
the information, support, care and treatment they provide.

9. Resources are used effectively and efficiently in the provision of
health and social care services.


https://www.pkc.gov.uk/media/47745/Strategic-Commissioning-Plan-2020-25/pdf/Strategic_Commissioning_Plan_2020-25.pdf?m=637492625330570000
https://www.pkc.gov.uk/media/47745/Strategic-Commissioning-Plan-2020-25/pdf/Strategic_Commissioning_Plan_2020-25.pdf?m=637492625330570000
https://www.gov.scot/publications/health-social-care-standards-support-life/
https://www.gov.scot/publications/national-health-wellbeing-outcomes-framework/
https://www.gov.scot/publications/national-health-wellbeing-outcomes-framework/

Section 2;: Our Performance
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To help understand our performance data, it's helpful to consider our
population demographic, spread across our three localities, North
Perthshire, South Perthshire and Kinross-shire, and Perth City.

The population of Perth and Kinross is older compared to Scotland with
24.1% over 65 compared to 19.6% for Scotland. Our 85+ population is
projected to increase by 111% over the next 20 years. This presents a

huge challenge because people’s health and social care needs tend to
rise as they age. We deliver a broad range of health and social care
services (Appendix 1.1) and this section reflects our strategic
performance in relation to those.

In Perth and Kinross, 154,000 people live across a large, mainly rural
area, as defined by RESAS (Scottish Government Rural and
Environment Science and Analytical Services). Just under 62,000
people (40%) live in remote, rural areas and do not have the same
levels of access to services. We also experience challenges in
providing services and we have a lower proportion of working age
people within the population and lower economies of scale for providers
of care.

National Indicator Performance

The Scottish Government requires us to measure our performance
using a core set of National Indicators (NIs).

Table 1 below provides a summary of our performance for 2022/23
against these indicators. This reflects a period when services continued
to recover from the impact of the pandemic and when capacity, supply
and demand for services remained significantly different to provision
pre-pandemic. The long-term impact this has had on our population is
still being understood, with people presenting with much greater acuity,
complexity and with higher levels of frailty which is leading to changes
in the type of demand experienced.


https://www.gov.scot/binaries/content/documents/govscot/publications/research-and-analysis/2018/02/understanding-scottish-rural-economy/documents/00531667-pdf/00531667-pdf/govscot:document/00531667.pdf

Table 1. Core Suite Integration Indicators

Latest How we i IS How Peer Al
Indicator 21/22 P&K 2 Data compared Sellere COMEELES 1 compared COTZENES
(or latest) Available to 21/22 % compared Scotland to 21/22 % to Peer
to 21/22 % 22123 % 22123 %
Premature Mortality Rate per 100,000 357.3 N/A Dec-21 N/A N/A N/A N/A N/A
Rate of emergency admissions per 100,000 11.312.6 129211 Dec-22
population for adults (18+ all specialities) T T
Rate of.emergency bed day per 100,000 106,861.8 114.470.6 Dec-22
population for adults (18+)
*Readmissions to hospital within 28 days of
discharge per 1,000 discharges (18+) 128.8 135.8 Dec-22 5.4 -5.0 N/A -3.2 N/A
Proportion of last 6 months of life spent at 90.6% 89.0% Dec-22
home or in a community setting ) )
Falls rate per 1,000 population (65+) 22.6 25.5 Dec-22
Proportion of Care Services rated good or 76.5% 73.4% Mar-23
better in Care Inspectorate inspections ) )
Percentage of 18+ with intensive social care 55 5% 57 6% Dec-22
needs receiving Care at Home ) )
Number of days people aged 75+ spend in
hospital when they are ready to be 593.8 939.2 Mar-23
discharged per 1,000 population
Percentage of health and care resource
spent on hospital stays where the patient N/A N/A Mar-20 N/A N/A N/A N/A N/A
was admitted as an emergency
*A&E attendances per 100,000 population 14,673.9 16,276.3 Mar-23 1.0 -32.6 4.9 -2.6

Source: Public Health Scotland Core Suite Integration Indicators. July 2023 update. *A&E Source PHS Ministerial Strategic Group Indicator Update.
Note: The figures presented are rounded to one decimal place, while calculations are done using the data as published by PHS.
*Comparisons for this indicator should not be undertaken against Scotland or the peer group, due to differences in Tayside recording practices.

N/A = no data available

Within 3%, or are meeting
or exceeding our target

Between 3% and 6% away
from meeting our target

More than 6% away from
meeting our target



Commentary

When considering strategic performance, it is helpful to look at trends
over time, (Appendix 2.1 provides comparisons over 5 years). Looking
back to 2020 we can see that demand for emergency care has
increased and this has continued in this reporting year with emergency
admission up 8.0%.
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This indicator is linked closely to the rate of accident and emergency
attendances which increased by 10.9%. Accident and emergency
attendance across our peer group is 4.9% lower, however we perform
32.6% better than Scotland in this respect.

We increased investment in new frailty models/pathways to help
address the flow of patients into hospital and more information on this
is detailed within the Older People’s chapter. As more people enter
hospital the number of beds days tends also to increase and in this
respect the rate of emergency bed days increased by 7.1%. The
challenge is to limit this by continuing to increase available support in
community settings, reducing the need for admission, and creating
opportunities for swifter discharge.

Throughout 2022/23, 96% of people were discharged without delay.
The overall rate of delayed discharges (increased by 58.2%) was
impacted however by higher numbers of people with more complex
needs. A significant reason for delays relates to difficulties with the
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supply of social care services, specifically care at home. These
challenges were directly attributable to a lack of available workforce.

When people are discharged from hospital it is important they are able
to access community-based services which meet their needs so that
the requirement for readmission is reduced. There is more detail in the
Primary Care, Urgent Care and Older People’s chapters on this. The
rate of readmission within 28 days increased by 5.4%. This figure
covers all ages and masks good performance in respect to people aged
+75, where the rate of readmissions beyond 8 days from discharge
reduced by 11.8%. This is important as it suggests that when older
people are discharged, they are being supported in the community
sustainably.

The proportion of the last six months of life spent at home or in a
community setting declined by 1.6%. This measures the effectiveness
of end-of-life care delivery in a community setting. A case study in the
Older People’s chapter gives some insight into how we provide a
person-centred approach to end-of-life care.

The rate of falls resulting in an admission to hospital increased by
12.7%. This remains a key area for improvement but is indicative of an
increasingly frail and elderly population with an increased risk of falling.
It is important to note that absolute figures are relatively small. More
detail on falls prevention is contained in the Older People’s chapter.

The Scottish Health and Care Experience survey (HACE), which seeks
to measure how well people experience health and social care services
is produced every two years and was not updated in 2022/23, the most
recent results are set out in Appendix 2.1; with a summary in Table 2.

We recognise the importance of understanding how people experience
our services and how they improve health and wellbeing outcomes. We
regularly survey service users at or near the point of use via our Service
User and Experience Reporting (SUPER) Survey; please see Table 2
below:



Table 2. HACE/SUPER Survey results (%)

HACE (ACE HACE *SUPER
HACE How we d How we SUPER How we
Indicator 21/22 compared comtpare compared | 2022/23 | compared
P&K % to Scottand | _toPeer | P&K% | to HACE
2019/20 % 2021/22 % 2021/22 % 2021/22 %
% of adults able to look after their health very well or quite well 93.6% -0.6 2.8 15| 72%
5 : .
% of adylts supported at home who agree that they are supported to live as independently 79.9% 24 10 36 68% 5
as possible
5 - -
% of adults suppqrted at home who agree that they had a say in how their help, care or 73.8% 32 43 94% 202
support was provided
5 . -
% of adults_ supported at home who agree that their health and care services seemed to be 65.1% 13 04| s6% 21.0
well co-ordinated
% of adults receiving any care or support who rate it as excellent or good 79.1% 3.8 4.9 96% 16.9
*0% of people with positive experience of care at their GP practice. 74.1% 7.6 6.8 | 98% 23.9
5 - : - .
_/o of ac_jults supportgd_ at home th agree that their services and support had an impact in 75 8% 4 23 0.8 65% 10.8
improving or maintaining their quality of life.
% of carers who feel supported to continue in their caring role 33.2% -3.5 3.5 29 | 50% 16.8
% of adults supported at home who agreed they felt safe. 79.0% -4.9 -0.7 14| 97% 18.0

*Note: HACE - National Health and Care Experience survey undertaken biennially with respondents selected randomly from GP practice lists. SUPER Survey - Local service user/carer respondents with
responses gathered at or near the point of delivery. Since its introduction in 2021, there have been 318 responses via the survey, with results reported as a rolling twelve-month average.
Note: The figures presented are rounded to one decimal place, while calculations are done using the data as published by PHS.

To further broaden our understanding of people’s experience of Health
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https://www.careopinion.org.uk/services/s37000023

Performance against Strategic Commissioning Plan Aims

We have five strategic aims set out in our Strategic Commissioning
Plan 2020-25 and to deliver these aims we are implementing Strategic
Delivery Plans for our Care Groups, each of which have their own
outcomes focussed performance management frameworks.

In 2022/23 we strengthened our performance reporting by providing the
IJB Audit and Performance Committee with reports on progress against
the approved Strategic Delivery Plans (SDPs) for Community Mental
Health and Wellbeing and Learning Disability and Autism. As we move
forward, further Care Group reports will be provided at each meeting of
the Audit and Performance Committee starting with Older People in
September 2023.

The following demonstrates the alignment of approved SDP outcomes
with our five Strategic Aims and notes the number of KPIs (Key
Performance Indicators) supporting those outcomes which are RAG
rated Red, Amber or Green.

The implementation of our Strategic Delivery Plans is at an early stage
with progress having been reported to the 1JB for Community Mental
Health and Wellbeing in Dec 2022 and Learning Disabilities & Autism
in February 2023. Further annual updates are scheduled to be provided
during the implementation of these plans and more detail is provided
throughout the care group chapters of this report; In particular, Chapter
4 Learning Disability and Autism, Chapter 5 Community Mental Health
and Wellbeing, and Chapter 10 Older People’s Services.

Table 3 - Working together with our communities. Strategic aim -
We want people to have the health and care services they need in their
local communities and to empower people to have greater control over
their lives and stronger connections in their community.

Outcomes from SDPs linked to this aim | Green | Amber

OP- SO1. People who provide unpaid care are supported to 2 0
maintain or improve their quality of life and look after their
own health and wellbeing

OP-SO2. Older people are supported to maintain or 2 0
improve their quality of life and look after their own health
and wellbeing

LD&A-SO4 Ensure people can live well in their communities 1 0
and have access to accommodation which is suitable for
their needs and where they are supported to live as
independently as possible.

LD&A-SOS5. Ensure people are able to participate in their 1 0
communities.
CMH-S04.1. Through collaboration and co-production, we 1 0

will deliver more effective services and enhance the mental
health and wellbeing across our communities

CMH-S04.2. Lived experience will be at the heart of service 0 0
design, and the voices and views of people and their carers
will influence decisions about how care and support is
received.

Table 4 - Prevention and early intervention. Strategic aim - We want
to intervene early to support people to remain healthy, active and
connected in order to prevent issues and problems arising.

Outcomes from SDPs linked to this aim | Green | Amber

LD&A-SO3. Service users have access to support by 1 0 0
appropriately trained workforce.

LD&A-SO06. Individuals will have greater opportunities to be 1 0 0
involved and participate in decisions that affect their lives.

CMH-SO1.1. People receive the right support at the right 0 1

time

CMH-S01.2. Reduced stigma and inequalities in relation to 0 0

people with mental health and substance misuse issues



https://www.pkc.gov.uk/media/47745/Strategic-Commissioning-Plan-2020-25/pdf/Strategic_Commissioning_Plan_2020-25.pdf?m=637492625330570000
https://www.pkc.gov.uk/media/47745/Strategic-Commissioning-Plan-2020-25/pdf/Strategic_Commissioning_Plan_2020-25.pdf?m=637492625330570000
https://perth-and-kinross.cmis.uk.com/perth-and-kinross/Document.ashx?czJKcaeAi5tUFL1DTL2UE4zNRBcoShgo=lAkV8fiY3VythS7nPn22Wbnc75MZYrhw7WnR9tsSVEX88pQFEN7Hxg%3d%3d&rUzwRPf%2bZ3zd4E7Ikn8Lyw%3d%3d=pwRE6AGJFLDNlh225F5QMaQWCtPHwdhUfCZ%2fLUQzgA2uL5jNRG4jdQ%3d%3d&mCTIbCubSFfXsDGW9IXnlg%3d%3d=hFflUdN3100%3d&kCx1AnS9%2fpWZQ40DXFvdEw%3d%3d=hFflUdN3100%3d&uJovDxwdjMPoYv%2bAJvYtyA%3d%3d=ctNJFf55vVA%3d&FgPlIEJYlotS%2bYGoBi5olA%3d%3d=NHdURQburHA%3d&d9Qjj0ag1Pd993jsyOJqFvmyB7X0CSQK=ctNJFf55vVA%3d&WGewmoAfeNR9xqBux0r1Q8Za60lavYmz=ctNJFf55vVA%3d&WGewmoAfeNQ16B2MHuCpMRKZMwaG1PaO=ctNJFf55vVA%3d
https://perth-and-kinross.cmis.uk.com/perth-and-kinross/Document.ashx?czJKcaeAi5tUFL1DTL2UE4zNRBcoShgo=lAkV8fiY3VythS7nPn22Wbnc75MZYrhw7WnR9tsSVEX88pQFEN7Hxg%3d%3d&rUzwRPf%2bZ3zd4E7Ikn8Lyw%3d%3d=pwRE6AGJFLDNlh225F5QMaQWCtPHwdhUfCZ%2fLUQzgA2uL5jNRG4jdQ%3d%3d&mCTIbCubSFfXsDGW9IXnlg%3d%3d=hFflUdN3100%3d&kCx1AnS9%2fpWZQ40DXFvdEw%3d%3d=hFflUdN3100%3d&uJovDxwdjMPoYv%2bAJvYtyA%3d%3d=ctNJFf55vVA%3d&FgPlIEJYlotS%2bYGoBi5olA%3d%3d=NHdURQburHA%3d&d9Qjj0ag1Pd993jsyOJqFvmyB7X0CSQK=ctNJFf55vVA%3d&WGewmoAfeNR9xqBux0r1Q8Za60lavYmz=ctNJFf55vVA%3d&WGewmoAfeNQ16B2MHuCpMRKZMwaG1PaO=ctNJFf55vVA%3d
https://perth-and-kinross.cmis.uk.com/perth-and-kinross/Document.ashx?czJKcaeAi5tUFL1DTL2UE4zNRBcoShgo=uOhT7w5pXElUlW0cqqaDVefa%2bTDPyGihLcsROXNSXzGCn7pyFrY7Fg%3d%3d&rUzwRPf%2bZ3zd4E7Ikn8Lyw%3d%3d=pwRE6AGJFLDNlh225F5QMaQWCtPHwdhUfCZ%2fLUQzgA2uL5jNRG4jdQ%3d%3d&mCTIbCubSFfXsDGW9IXnlg%3d%3d=hFflUdN3100%3d&kCx1AnS9%2fpWZQ40DXFvdEw%3d%3d=hFflUdN3100%3d&uJovDxwdjMPoYv%2bAJvYtyA%3d%3d=ctNJFf55vVA%3d&FgPlIEJYlotS%2bYGoBi5olA%3d%3d=NHdURQburHA%3d&d9Qjj0ag1Pd993jsyOJqFvmyB7X0CSQK=ctNJFf55vVA%3d&WGewmoAfeNR9xqBux0r1Q8Za60lavYmz=ctNJFf55vVA%3d&WGewmoAfeNQ16B2MHuCpMRKZMwaG1PaO=ctNJFf55vVA%3d
https://perth-and-kinross.cmis.uk.com/perth-and-kinross/Document.ashx?czJKcaeAi5tUFL1DTL2UE4zNRBcoShgo=ehkg6sn%2byWKYlhTwAdQjl3KmepLOrrAsmw%2bcEhw3thoGboq4Lca9%2bA%3d%3d&rUzwRPf%2bZ3zd4E7Ikn8Lyw%3d%3d=pwRE6AGJFLDNlh225F5QMaQWCtPHwdhUfCZ%2fLUQzgA2uL5jNRG4jdQ%3d%3d&mCTIbCubSFfXsDGW9IXnlg%3d%3d=hFflUdN3100%3d&kCx1AnS9%2fpWZQ40DXFvdEw%3d%3d=hFflUdN3100%3d&uJovDxwdjMPoYv%2bAJvYtyA%3d%3d=ctNJFf55vVA%3d&FgPlIEJYlotS%2bYGoBi5olA%3d%3d=NHdURQburHA%3d&d9Qjj0ag1Pd993jsyOJqFvmyB7X0CSQK=ctNJFf55vVA%3d&WGewmoAfeNR9xqBux0r1Q8Za60lavYmz=ctNJFf55vVA%3d&WGewmoAfeNQ16B2MHuCpMRKZMwaG1PaO=ctNJFf55vVA%3d
https://perth-and-kinross.cmis.uk.com/perth-and-kinross/Document.ashx?czJKcaeAi5tUFL1DTL2UE4zNRBcoShgo=ehkg6sn%2byWKYlhTwAdQjl3KmepLOrrAsmw%2bcEhw3thoGboq4Lca9%2bA%3d%3d&rUzwRPf%2bZ3zd4E7Ikn8Lyw%3d%3d=pwRE6AGJFLDNlh225F5QMaQWCtPHwdhUfCZ%2fLUQzgA2uL5jNRG4jdQ%3d%3d&mCTIbCubSFfXsDGW9IXnlg%3d%3d=hFflUdN3100%3d&kCx1AnS9%2fpWZQ40DXFvdEw%3d%3d=hFflUdN3100%3d&uJovDxwdjMPoYv%2bAJvYtyA%3d%3d=ctNJFf55vVA%3d&FgPlIEJYlotS%2bYGoBi5olA%3d%3d=NHdURQburHA%3d&d9Qjj0ag1Pd993jsyOJqFvmyB7X0CSQK=ctNJFf55vVA%3d&WGewmoAfeNR9xqBux0r1Q8Za60lavYmz=ctNJFf55vVA%3d&WGewmoAfeNQ16B2MHuCpMRKZMwaG1PaO=ctNJFf55vVA%3d
https://perth-and-kinross.cmis.uk.com/perth-and-kinross/Document.ashx?czJKcaeAi5tUFL1DTL2UE4zNRBcoShgo=WvaSQm%2bdb00jhCFjyhboSyf%2fp%2bCCstO7cNZXfzRC%2bfPY9aXSq3DT3g%3d%3d&rUzwRPf%2bZ3zd4E7Ikn8Lyw%3d%3d=pwRE6AGJFLDNlh225F5QMaQWCtPHwdhUfCZ%2fLUQzgA2uL5jNRG4jdQ%3d%3d&mCTIbCubSFfXsDGW9IXnlg%3d%3d=hFflUdN3100%3d&kCx1AnS9%2fpWZQ40DXFvdEw%3d%3d=hFflUdN3100%3d&uJovDxwdjMPoYv%2bAJvYtyA%3d%3d=ctNJFf55vVA%3d&FgPlIEJYlotS%2bYGoBi5olA%3d%3d=NHdURQburHA%3d&d9Qjj0ag1Pd993jsyOJqFvmyB7X0CSQK=ctNJFf55vVA%3d&WGewmoAfeNR9xqBux0r1Q8Za60lavYmz=ctNJFf55vVA%3d&WGewmoAfeNQ16B2MHuCpMRKZMwaG1PaO=ctNJFf55vVA%3d

Table 5 - Person-centred health, care and support, Strategic aim - Table 7 - Making best use of available facilities, people and other
By embedding the national Health and Care Standards we will put resources, strategic aim - We will use our combined health and social
people at the heart of what we do. care resources efficiently, economically and effectively to improve
health and wellbeing outcomes.

Outcomes from SDPs linked to this aim | Green | Amber

Outcomes from SDPs linked to this aim | Green | Amber

OP-S0O3. Older People are supported to live actively and 2 0
independently at home or in a community setting. OP-S06. Timelier discharge from hospital. 0 0
OP-SO4. Resources are used effectively and efficiently. OP-SO7. Health and Social Care workforce feel engaged 1 0 0

with the work they do and are supported to continuously
improve the information, support, care and treatment they
provide.

Within 3%, or are meeting | Between 3% and 6% away [EEVIe]CRUEGNTAEVENAITe]1))
or exceeding our target from meeting our target meeting our target

OP-SO5. People are safe from harm.

LDA-SO1. To support people to remain at home or in a
homely setting.

CMH-S03.2. Support pathways will be clear and robust,
with a system of joined-up communication that ensures that
service users, their families and carers receive the best
possible support.

W N NP
ol k| O] O

Table 6 - Reducing inequalities and unequal health outcomes and
promoting healthy living, Strategic aim - Our services and plans will
seek to reduce health inequalities, increase life expectancy, increase
people’s health and wellbeing and reduce the personal and social
impact of poverty and inequality.

Outcomes from SDPs linked to this aim | Green

LD&A-SO 7. Improve access to quality and meaningful 2
employment opportunities.
CMH-S02.1. Improve access to a range of mental health 1

and wellbeing supports and services by fully embedding the
principle of Person-Centred Care and support.

CMH-S02.2. People can make informed choices about 1
their health and social care support.



https://www.gov.scot/publications/health-social-care-standards-support-life/

Section 3: A Journey through Health and Social Care Service Delivery in 2022/23

Chapter 1. Primary Care

Our vision is of general practice and primary care at the heart of the
healthcare system, with people who need care, informed and
empowered to access the right care, at the right time. A multi-
disciplinary approach is key to delivering the right care at the right time.
We strive to ensure this support remains at or near home. Our strategic
priorities are:

1. We will endeavour to ensure that our patients’ experience of primary care is
enhanced, where they feel more informed and empowered and the right care
is delivered in the right place, at the right time.

2.  We will endeavour to deliver sustainable services by ensuring the wellbeing of
our staff and that our primary care workforce is expanded, more integrated,
aligned and better co-ordinated with community and secondary care.

3.  We will work towards developing a primary care Infrastructure which provides
modern, fit-for purpose premises and digital technology to support service
delivery.

4. We will aim to deliver primary care services which better contribute to improving
population health and addressing health inequalities.

These priorities are laid out in the Primary Care strategic delivery plan,
approved by the Integration Joint Board in June 2023, and underpinned
by a performance management framework that reflects progress
against the achievement of outcomes.

To enable people to feel more empowered to inform the delivery of
services, we have engaged with Care Opinion. Service users can
provide details of their experience and staff acknowledge and engage
to improve services.

Our Community Care and Treatment Service (CCATS) is at the
centre of our approach to delivering effective, community based
primary care services close to people’s homes. Developed during
COVID-19, CCATS is firmly established, providing a range of
treatments, from routine blood tests to monitoring of chronic conditions,
aural care and irrigation, to the treatment of wounds and minor injuries.
In 2022/23 CCATS increased capacity to provide more ear care
appointments. This has improved sustainability, helping to clear the
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waiting list. Delivery of electrocardiogram tests, which check heart
rhythm and electrical activity, are also being trialled in Perth City. If
successful, this treatment will be extended across rural areas reducing
inequality of access to services.

Testimonial: CCAT Service

‘| attended the Blairgowrie Community Hospital. This has been for pre
chemotherapy blood work. | was welcomed into the department by a healthcare
support worker who was incredibly kind, friendly, and professional. | was nervous
having my bloods done due to my poor venous access, but she put me at ease
straight away. She came across as very knowledgeable and experienced. The new
department looks clean, bright, and welcoming. It was easy to find. The rooms are
well equipped with equipment that is in a good state. The staff voiced how excited
they are with their new surroundings and | could feel a nice sense of motivation,
achievement, and excitement about their new service.

The staff were seen to be hand washing, cleaning equipment after use and using
PPE. | felt very safe. One area | feel could be explored if appropriate is the delivery
of PICC line care. | had a PICC line inserted due to my poor venous access
however, | could not have my weekly line care at Blairgowrie, or my bloods done
from this line. Therefore, | had to travel to Ninewells in Dundee weekly. Thank you
again to the fantastic care at CCATs!”

Our First Contact Physiotherapy (FCP) service provides access to
physiotherapy assessment and advice for muscle and joint problems.
It is delivered in a primary care setting with appointments booked
through GP practices. It was fully recruited to in 2022/23, with 352
appointments per week available across all GP practices, an increase
of 128 per week compared to 2021/22. Current capacity is still
insufficient and an evaluation to understand service demand and target
improvements, such as optimising the process for referral, gave
positive initial feedback.

Testimonial — FCP Service Users

“Physio was lovely, made sure to see how well | can move. Gave me reassurance.
Gave me sheets of exercises to work on at home and assured | could contact again
if required.” - “Very prompt referral. Clear guidance on what to do next.”



https://perth-and-kinross.cmis.uk.com/perth-and-kinross/Document.ashx?czJKcaeAi5tUFL1DTL2UE4zNRBcoShgo=MwT6tsb2ELNHVP3ZdbvJhEoY45FWzZSwwBlgC8LYrW797X%2bYEQBvXw%3d%3d&rUzwRPf%2bZ3zd4E7Ikn8Lyw%3d%3d=pwRE6AGJFLDNlh225F5QMaQWCtPHwdhUfCZ%2fLUQzgA2uL5jNRG4jdQ%3d%3d&mCTIbCubSFfXsDGW9IXnlg%3d%3d=hFflUdN3100%3d&kCx1AnS9%2fpWZQ40DXFvdEw%3d%3d=hFflUdN3100%3d&uJovDxwdjMPoYv%2bAJvYtyA%3d%3d=ctNJFf55vVA%3d&FgPlIEJYlotS%2bYGoBi5olA%3d%3d=NHdURQburHA%3d&d9Qjj0ag1Pd993jsyOJqFvmyB7X0CSQK=ctNJFf55vVA%3d&WGewmoAfeNR9xqBux0r1Q8Za60lavYmz=ctNJFf55vVA%3d&WGewmoAfeNQ16B2MHuCpMRKZMwaG1PaO=ctNJFf55vVA%3d
https://www.careopinion.org.uk/opinions?frompopulation=00RB

We will continue to gather feedback from those referring people to the
service and staff delivering the service, to build a robust understanding
of what is working and potential areas for improvement.

To ensure people receive the right level of care and support, in the right
place and in a timely manner we continued our expansion of Advanced
Nurse Practitioners (ANPs). All GP practices receive support from
ANPs for Urgent Care, Medicine for the Elderly or the Locality
Integrated Care Service. Most GP practices (15 of 23) are supported
directly with dedicated ANP support specifically for Urgent Care home
visiting. This aims to relieve pressure on GP capacity while ensuring
people receive “urgent” home visits. This provides the correct level of
expertise and treatment to ensure people can remain independent and
living safely in a community setting.

The Vaccination Service continued to be part of maintaining
population health. It went through a transformation to develop and
provide vaccinations previously provided by GP practices. Our Social
Prescribers continue to signpost people to wider services and open
access to community-based activities.

Case Study: Primary Care Mental Health and Wellbeing

Mr L was referred via GP to our Social Prescribers, struggling with anxiety and
depression. He has also struggled with alcohol use but is managing to reduce this
slowly. Having issues with neighbours Mr L was hoping for a move, however he
was assessed as low on the housing register. Mr L also wanted to meet others and
hoped to improve his mental health. Our Social Prescribing service referred Mr L to
our commissioned service, Independent Advocacy, who supported him with a
successful housing application, helping him to move to a new property. They also
introduced him to the Peer Support group, Bag O' Chips, a walking group in Perth,
which he now attends weekly, enjoying the exercise and opportunity to socialise.

A connection to the local Recovery Café helped him meet new people and
empowered him to help set up and run a fishing group for people struggling with
addiction or mental health. Information about the PKC Volunteer Fund was also
given, with the hope of helping to buy equipment for the fishing group. Mr L reported
that his life changed so much for the better and he now has things to look forward
to. Mr L stated: “your support has changed my life and without it | would probably
still be sitting at home drinking a bottle a night”.
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Our Primary Care Improvement Plan (PCIP) outlines how we will
redesign and expand our integrated, multi-disciplinary workforce to
ensure we have the capacity and expertise to improve population
health and address health inequalities. In line with this vision, building
capacity remains a priority for Primary Care. Each GP practice, on
average, now has more than three additional professionals supporting
patient care since the plan was approved in 2018/19. This multi-
disciplinary workforce is supporting patients to access a wider range of
expertise to see the right person, at the right time, for their care. This
integrated and co-ordinated approach enables GPs to focus on patients
with more complex needs.

Developing digital and physical infrastructure to help meet the needs of
services to deliver the care and support required across communities
continues to be a key long-term strategic priority.

Through our Premises Strateqy (approved by the 1JB in June 2023), we
aim to develop an infrastructure which provides modern, fit-for-purpose
premises and digital technology to support service delivery. This will
build on progress in 2022/23 where we assisted practices to secure
improvement grants. Projects included:

Improvement scheme for the development of premises.
Funding for additional disability access.

Resources for the conversion to digital records platform.
Improved health and safety.

To improve our approach to supporting Primary Care as a whole
system of connected services and to grow our services, we restructured
how we work. This improved governance, communication, increased
focus on sustainability and improvement work with GP cluster leads.
Our primary care team are better able to work together collaboratively
on issues affecting service delivery.
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https://www.iapk.org.uk/
https://www.facebook.com/bagochipsperth/?locale=en_GB
https://perth-and-kinross.cmis.uk.com/perth-and-kinross/Document.ashx?czJKcaeAi5tUFL1DTL2UE4zNRBcoShgo=vWNuz7a07dDea0UTlGkj1AQl7JtItS%2baaoSxNSwCMzuKNN1087GAow%3d%3d&rUzwRPf%2bZ3zd4E7Ikn8Lyw%3d%3d=pwRE6AGJFLDNlh225F5QMaQWCtPHwdhUfCZ%2fLUQzgA2uL5jNRG4jdQ%3d%3d&mCTIbCubSFfXsDGW9IXnlg%3d%3d=hFflUdN3100%3d&kCx1AnS9%2fpWZQ40DXFvdEw%3d%3d=hFflUdN3100%3d&uJovDxwdjMPoYv%2bAJvYtyA%3d%3d=ctNJFf55vVA%3d&FgPlIEJYlotS%2bYGoBi5olA%3d%3d=NHdURQburHA%3d&d9Qjj0ag1Pd993jsyOJqFvmyB7X0CSQK=ctNJFf55vVA%3d&WGewmoAfeNR9xqBux0r1Q8Za60lavYmz=ctNJFf55vVA%3d&WGewmoAfeNQ16B2MHuCpMRKZMwaG1PaO=ctNJFf55vVA%3d

In 2022/23, we continued to support GPs to increase efficiency by
making patient records electronic. Funding was secured for Medlink, an
online tool to streamline workload. This helps prioritise face-to-face
contacts for people with complex needs, or those unable or unwilling to

use the resource. The video on Medlink below opens in the browser.

Improvement Journey: Advance Nurse Practitioners (ANPs)
Providing Urgent Care

The
Situation

Increasing demand for urgent “on-the-day" visits in the community.

The
Challenge

To develop a model to respond with the right person at the right time
through an improvement approach.

Our Action

Learning from improvement over the last year, our ANPs are taking
opportunities to further test a Single Point of Contact model on a
Perth and Kinross wide basis.

The Result

ANP clinical knowledge has combined with established networks of
services to successfully enable access to the right person or team.
This includes maintaining patients at home, who without access to
appropriate interventions were at risk of unplanned hospital
admission.

The
Outcome

These tests of change have led to an enhanced understanding of a
single point of contact model in the context of urgent care.
Improvements and opportunities include: the ability to maintain case
oversight and track patient outcomes; unlocking capacity through a
more agile and efficient deployment of urgent care response from
the wider system; and the identification of urgent care training and
development needs.

iy
Health and Social G
Care Partnership o

Looking Forward

We will continue to support Primary Care in line with our key priorities
set out in our Strategic Delivery Plan and Premises’ Strategy.

We will

continue our

ongoing work with The Primary Care

Communication, Participation and Engagement Plan on key identified

areas.
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https://medlinksolutions.co.uk/
chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/perth-and-kinross.cmis.uk.com/perth-and-kinross/Document.ashx?czJKcaeAi5tUFL1DTL2UE4zNRBcoShgo=MwT6tsb2ELNHVP3ZdbvJhEoY45FWzZSwwBlgC8LYrW797X%2bYEQBvXw%3d%3d&rUzwRPf%2bZ3zd4E7Ikn8Lyw%3d%3d=pwRE6AGJFLDNlh225F5QMaQWCtPHwdhUfCZ%2fLUQzgA2uL5jNRG4jdQ%3d%3d&mCTIbCubSFfXsDGW9IXnlg%3d%3d=hFflUdN3100%3d&kCx1AnS9%2fpWZQ40DXFvdEw%3d%3d=hFflUdN3100%3d&uJovDxwdjMPoYv%2bAJvYtyA%3d%3d=ctNJFf55vVA%3d&FgPlIEJYlotS%2bYGoBi5olA%3d%3d=NHdURQburHA%3d&d9Qjj0ag1Pd993jsyOJqFvmyB7X0CSQK=ctNJFf55vVA%3d&WGewmoAfeNR9xqBux0r1Q8Za60lavYmz=ctNJFf55vVA%3d&WGewmoAfeNQ16B2MHuCpMRKZMwaG1PaO=ctNJFf55vVA%3d
https://www.youtube.com/embed/FH_qCung5UU?feature=oembed

Chapter 2. Dental

The Public Dental Service (PDS) is managed by the Perth and Kinross
HSCP and delivered Tayside wide focussing on the following priorities:

e Continued provision of dental services and preventive care for core PDS
patients across Tayside. (Core PDS patients are those who cannot access care
in general dental).

e Maintain current service levels for sedation referral service for children and
adults.

e Maintain current service levels for paediatric and special care adult referral
service.

e Improved general anaesthetic (GA) access for special care adults through
reinstatement of GA lists to pre-COVID levels.

e Improved equity of GA access for paediatric exodontia across Tayside through
improved demographic access to GA lists given a recent reduction in waiting
times in Ninewells.

e Continue rolling programme of dental examinations and comprehensive dental
care for Care Home residents.

e Respond to patient feedback particularly through Care Opinion as a means of
continued service improvement.

The PDS service provides care for people in high priority and vulnerable
groups that cannot access dental care elsewhere. It provides a referral
service for treatment which requires general anaesthetic or sedation,
and for patients requiring specialist input. This covers a wide range of
dental care for paediatric and adult patient groups. The service delivers
national oral health programmes such as Childsmile, Caring for Smiles,
Mouth Matters, Smile4Life and Open Wide.

The PDS delivers the National Dental Inspection Programme every
year and assesses the dental health of P1 and P7 children. This data
supports access to dental care for vulnerable and high-risk children.
Teaching for undergraduate dental and dental therapy students is
provided through the Outreach Teaching Programme, and there is a
daily emergency service for unregistered patients. Dental care is
provided at fixed clinic locations, in prisons, care homes and hospitals
and in domiciliary settings. The service operates a mobile dental van
for socially excluded groups and special care patients who cannot leave
their care home setting and there is provision for bariatric services and
wheelchair access at fixed clinics in Perth, Dundee and Arbroath.
Patients can be treated in their wheelchairs.
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The PDS continued to reinstate delivery equivalent to pre-pandemic
levels. This included clinical care for core PDS patients and a return to
full clinical capacity. In terms of the Oral Health Improvement Team
(OHIT), fluoride varnish has been reinstated in the most deprived 20%
of the population along with toothbrushing in schools and nurseries.
The National Dental Inspection Programme (NDIP) which is a
mandatory remit was re-introduced with P1 and P2 examined in
2021/22 and the full NDIP programme of P1 and P7 basic and detailed
examination for 2022/23. The latest data showed an increase in the
decay levels of those children examined.

Challenges with waiting lists for Perth Prison and adult special care
general anaesthetic are being addressed. Routine recall appointments
have not yet been reinstated post-pandemic and there are challenges
with providing the level of care in nursing homes due to a staff
recruitment freeze. This has resulted in an increased clinical
commitment in terms of care homes with a reduced number of dentists.
Workforce planning will be a major focus moving forward.

(] ! Action Vo
Y ’ To Reduce Toeshin
Home . 2f Inequalities i
Residents ~

=
Programme Target %'
Restarted Met

Case Study: Delivering Dental Care Story

Care

The Public Dental Service has had an excellent response to the roll out of Care
Opinion. This comment is from the June 2023 newsletter.

“Public Dental Service (Tayside) which launched Care Opinion in December 2022
have had an incredible 30 stories shared about them, well done!”

12


https://www.childsmile.nhs.scot/
https://www.scottishdental.org/library/caring-for-smiles-guide-for-care-homes/
https://learn.nes.nhs.scot/3347/oral-health-improvement-for-priority-groups/mouth-matters
https://www.scottishdental.org/library/smile4life/
https://learn.nes.nhs.scot/3348/oral-health-improvement-for-priority-groups/open-wide#:~:text=Open%20Wide%20is%20an%20oral,physical%2C%20cognitive%20or%20medical%20condition.

Testimonial: Fear of Dentists

Below is a story published about an adult patient’s journey from referral to the
Public Dental Service, through to treatment under general anaesthetic and post-
surgery care.

“Recently | had to get major dental work done but the problem was | am absolutely
terrified of dentists from my time in the army. When | first went to Kingscross to see
the dentist there from the minute | walked in | was shaking really bad (I also suffer
from PTSD). The nurse called me through and she seen straight away how | was
and she was great, she spoke to me and told me nothing would be done without
my ok and asked how she could help to make me feel better. | was taken in to see
the dentist and | told her why | was so scared of dentists and she too was also
great, she explained what work | would need done and I'd get an appointment to
go to Stracathro.

| got my appointment and it was great from the start, they organised transport there
and back, | went and registered at the ward and explained again what was getting
done by my dentist and not someone new which | was worried about. | got taken in
for my work and afterwards not only did the dentist come and check on me but the
nurses and anaesthetist came to see me as well. | got my follow up appointment
and | seen the nurse and my dentist again and once again they were great.”

Improvement Journey: Dental Services

Remobilisation of dental services saw children with pain and

The abscess waiting 20 weeks for treatment that required general
Situation anaesthetic. This length of wait had risen steadily since the onset
of the pandemic.

The We wanted to reduce the waiting list for paediatric general
Challenge | anaesthetic and open a Children’s Theatre Suite in Ninewells.

We worked collaboratively with colleagues across NHS Tayside,

Our Action | . . . S
including other surgical specialities.
We hav n abl n itional theatr i
The Result e have .bee. ape to open up additional theatre capacity to
address this situation.
The . -
Children are not waiting as long for treatment.
Outcome
Data To date, waiting times for this group of patients have reduced from

20 to five weeks.
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National Dental Outreach Centre review

Broxden Dental Centre was recently reviewed in respect to the training
provided to dental students. Of the 15 categories assessed 14 were
“Met” and 1 was “Partly Met” with none marked as “not met”.

Looking Forward

We will continue to provide Public Dental Services in line with our set
priorities. In particular we will:

e Continue work to reduce waiting times for treatments that
required general anaesthetic in children.

e Focus on delivering dental examinations for all residents of care
homes in Tayside.

¢ Reduce our waiting list for special care treatments which require
general anaesthetics for adults.

13



Chapter 3. Podiatry

The Podiatry Service is managed by the Perth and Kinross HSCP and
delivered Tayside wide. Podiatrists are experts in all aspects of foot and
lower limb conditions, relieving pain, maintaining tissue viability,
treating wounds/infections and keeping people mobile and active;
thereby reducing the demand on other services. Early podiatry
interventions play a key role in the prevention of problems and
proactively support people to maintain their independence and
standard of living for as long as possible. This is achieved through
triage, screening, assessment, diagnosis, treatment and foot health
Waiting Times

education.
)
e .

Demand remains high due to an ageing population and an increase in
people presenting with long term conditions causing complex lower
limb problems. The stepping down of routine care during the pandemic
provided an opportunity to focus on delivering a service which best
ensures a sustainable approach to continuous improvement. This was
achieved through the robust application of eligibility criteria and the
assessment of medical status and foot issues, to determine appropriate
access and intervention. This enabled the service to remobilise
effectively and use resources more efficiently, with improvements
already visible in waiting times. In April 2022, the service had 1,025
new routine referrals waiting over 18 weeks for an initial appointment,
however by March 2023 this had reduced by 43% to 586. We have an
active caseload of approximately 12,000 people, generating over
38,500 appointments and other patient contacts.

To support foot health education the podiatry service provides a self-
management programme ‘Footstep’; Care Home education webinars;
and information sessions for health and social care staff, such as ‘CPR
for Feet’, all of which support early intervention, prevention and
appropriate referral. We continue to support voluntary personal
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footcare providers across Tayside, for example the community initiative
Footwise’ in Perth City. We look to identify further opportunities to work
with community partners to expand community capacity to deliver
personal footcare in line with Scottish Government guidelines.

Case Study: Prioritising Care

To ensure those at greatest risk are assessed and treated at a timely stage, all new
podiatry referrals are triaged in accordance with service eligibility criteria.
Appointments are allocated accordingly with priority given to urgent and soon
referrals, automatically booked into clinics, as follows:

e Urgent - infection/ulceration - appointment with 5 working days.

e Soon - high risk diabetes foot risk score, severe peripheral arterial disease -
appointment within 12 weeks.

e Referrals triage as routine if they do not indicate any condition which puts the
person at immediate risk but meets the clinical criteria for assessment. These
referrals are placed on a waiting list with a target date of 18 weeks; however,
this is rarely met.

Recruitment to podiatry is a national issue, however we successfully
recruited newly qualified podiatrists to Tayside in August 2022. We
were also able to increase our student placement capacity with the aim
of attracting future recruits to Tayside.

Testimonial: A Care Opinion Story

“I had both my big toenails removed at Drumhar. Both podiatrists were amazing and
kept me calm and my mind occupied during the removals. Went over wound care,
dressings and general post care very well and made sure | understood what they were
saying both pre and post removals. Wasn't the nicest procedure I've had done, but the
podiatrists made it so much more comfortable for me.”

Testimonial: A Care Opinion Story

“| visited the first podiatrist who referred me for partial removals. | had to go to
Carnoustie for this procedure and | was very nervous. Both staff members talked me
through the process and one of my nails was quite badly damaged so they explained
various options to me. They were so kind and honest. | am only 17 so having my nail
removed was a massive decision. They did not tell me what to do, but once my mum
and | decided the lady said that she thought I'd made the right decision. My aftercare
advice was explained really well too. Thank you.”
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https://ihub.scot/project-toolkits/diabetes-think-check-act/diabetes-think-check-act/learning/foot-cpr/
https://ihub.scot/project-toolkits/diabetes-think-check-act/diabetes-think-check-act/learning/foot-cpr/
https://content.govdelivery.com/accounts/UKPKC/bulletins/1fad499

Improvement Journey: Remobilisation of Tayside Podiatry

Service

The
Situation

Historical long waiting times linked with changing demographics,
an increase in long-term conditions and an increased number of
referrals with foot ulceration, compounded by the impact of the
pandemic and national recruitment difficulties.

The
Challenge

To remobilise elements of podiatry stepped down during the
pandemic. We were not meeting the assessed needs of our
caseload and we needed to ensure those with greatest need were
prioritised and care delivered in line with escalation models.

Our Action

We employed robust application of podiatry eligibility criteria and
ensured cleansing of data. Assessment hubs were set up to
reassess patient needs and patients who had not been seen were
invited to attend.

The Result

We ensured those with the highest risk remained in the servicei.e.,
they had an identified clinical need and were provided with the
appropriate care and treatment.

The
Outcome

This is ensuring a contemporary podiatry service which has the
ability to meet the clinical need of an evolving population with
increasingly complex needs, supporting people to maintain their
independence through timely intervention with the appropriately
skilled member of the team.

Looking Forward

We are aiming to establish a podiatry led Tayside Community
Peripheral Arterial Disease Assessment Service. This will facilitate
the early diagnosis and intervention of peripheral arterial disease and
improve the interchange of care between primary and secondary care.

It is anticipated that this will reduce the need for both GP and
unnecessary secondary care appointments. This new service will be
underpinned by the forthcoming revised vascular pathways for Tayside.
Evidence shows early detection and intervention reduces the risk of
cardiovascular events and lower limb amputations. We will continue to
collaborate with NHS Tayside vascular services to become an
integrated partner in the multi-disciplinary team. This will enable us to
support improvement in care pathways, reduce waiting times for
vascular service, reduce hospital bed days and improve patient
experience.

To ensure patients are more engaged and empowered to have an
impact on their own care, we are planning to expand our utilisation of
patient-initiated returns. This will remove unnecessary automatic
recalls for people to be reviewed and instead ensure people are given
the advice they need to know when to request a follow up. This will
allow timelier and needs based access to care, in line with the principles
of Realistic Medicine, rather than the default approach of patients being
asked to attend follow up appointments when not required.
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Chapter 4. Learning Disability and Autism

Our aim is to support people with a learning disability and/or autism to
live as independently and healthily as possible, while enhancing their
overall quality of life and to try and ensure they have the same
opportunities in life as everyone else. A key focus is to reduce reliance
on acute health services and institutional care, promoting more
inclusive and person-centred support. Through our Autism and
Learning Disability Strategic Delivery Plan (SDP) and our Complex
Care Transformation Programme, we are implementing the national
strategies for autism and learning disabilities. These strategies aim to
provide comprehensive support and improve outcomes for individuals
with complex needs. The outcomes we want to achieve are set out
below and progress on our SDP was reported to the Integration Joint
Board in February with performance against the strategy reported to
the Audit and Performance Committee in March:

1. Support people to remain at home or in a homely setting.

Ensure services are more cost effective and financially sustainable.

3. Ensure service users have access to support by an appropriately trained
workforce.

4. Ensure people can live well in their communities and have access to
accommodation suitable for their needs, where they are supported to live as
independently as possible.

5. Ensure people are able to participate in their communities.

6. Ensure individuals have greater opportunities to be involved in decisions that
affect their lives.

7. Improve access to quality and meaningful employment opportunities.

N
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m Peer Support and Early Prevention — Many of
our statutory and commissioned services help
@ empower people to remain as independent as
possible, providing expertise, guidance and

@ support to remain safe, independent and active in
their community, relieving the need for direct
00 intervention by Health and Social Care services.
'Hﬁw This is the first stage of the journey through health
and social care and is best delivered through peer

support and early intervention within communities.

When we ask people what is important for them, they tell us they want
to live in their own home in their local community. The following
examples demonstrate the services and supports available, with case
studies showing their impact over the past year.

The Friends Unlimited Network (FUN) has increased the number of
people engaged through the network by 34%, with more people having
the opportunity to meet with others and develop social connections.

Testimonial - FUN Activity

One FUN user said he likes coming to see everyone and going out for meals. He
said he has lots of friends at FUN, some he already had before attending and some
he has made when coming along, everyone has been really nice to him at the
activities. Another said that she doesn’t usually do anything at night if she doesn't
have a FUN activity booked. She likes being able to come along to activities and
see everyone during the week as well, as it gets her out of the house. Enjoys the
days going away places and the cooking/baking nights.

The Number 3 One Stop Shop in Perth provides a Late Diagnosis
Group and other support sessions to help people build independent
living skills. Over the last year registrations increased by 78 with over
150 adults accessing a service monthly. This work contributed to 13
people being supported to move into their own tenancies which meet
their needs. PUSH have been successful in delivering and expanding
work-based training and peer support. It expanded placements and
aims to increase them further to 20 from 15 for next year.
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https://perth-and-kinross.cmis.uk.com/perth-and-kinross/Document.ashx?czJKcaeAi5tUFL1DTL2UE4zNRBcoShgo=uOhT7w5pXElUlW0cqqaDVefa%2bTDPyGihLcsROXNSXzGCn7pyFrY7Fg%3d%3d&rUzwRPf%2bZ3zd4E7Ikn8Lyw%3d%3d=pwRE6AGJFLDNlh225F5QMaQWCtPHwdhUfCZ%2fLUQzgA2uL5jNRG4jdQ%3d%3d&mCTIbCubSFfXsDGW9IXnlg%3d%3d=hFflUdN3100%3d&kCx1AnS9%2fpWZQ40DXFvdEw%3d%3d=hFflUdN3100%3d&uJovDxwdjMPoYv%2bAJvYtyA%3d%3d=ctNJFf55vVA%3d&FgPlIEJYlotS%2bYGoBi5olA%3d%3d=NHdURQburHA%3d&d9Qjj0ag1Pd993jsyOJqFvmyB7X0CSQK=ctNJFf55vVA%3d&WGewmoAfeNR9xqBux0r1Q8Za60lavYmz=ctNJFf55vVA%3d&WGewmoAfeNQ16B2MHuCpMRKZMwaG1PaO=ctNJFf55vVA%3d
https://perth-and-kinross.cmis.uk.com/perth-and-kinross/Document.ashx?czJKcaeAi5tUFL1DTL2UE4zNRBcoShgo=WvaSQm%2bdb00jhCFjyhboSyf%2fp%2bCCstO7cNZXfzRC%2bfPY9aXSq3DT3g%3d%3d&rUzwRPf%2bZ3zd4E7Ikn8Lyw%3d%3d=pwRE6AGJFLDNlh225F5QMaQWCtPHwdhUfCZ%2fLUQzgA2uL5jNRG4jdQ%3d%3d&mCTIbCubSFfXsDGW9IXnlg%3d%3d=hFflUdN3100%3d&kCx1AnS9%2fpWZQ40DXFvdEw%3d%3d=hFflUdN3100%3d&uJovDxwdjMPoYv%2bAJvYtyA%3d%3d=ctNJFf55vVA%3d&FgPlIEJYlotS%2bYGoBi5olA%3d%3d=NHdURQburHA%3d&d9Qjj0ag1Pd993jsyOJqFvmyB7X0CSQK=ctNJFf55vVA%3d&WGewmoAfeNR9xqBux0r1Q8Za60lavYmz=ctNJFf55vVA%3d&WGewmoAfeNQ16B2MHuCpMRKZMwaG1PaO=ctNJFf55vVA%3d
https://perth-and-kinross.cmis.uk.com/perth-and-kinross/Document.ashx?czJKcaeAi5tUFL1DTL2UE4zNRBcoShgo=WvaSQm%2bdb00jhCFjyhboSyf%2fp%2bCCstO7cNZXfzRC%2bfPY9aXSq3DT3g%3d%3d&rUzwRPf%2bZ3zd4E7Ikn8Lyw%3d%3d=pwRE6AGJFLDNlh225F5QMaQWCtPHwdhUfCZ%2fLUQzgA2uL5jNRG4jdQ%3d%3d&mCTIbCubSFfXsDGW9IXnlg%3d%3d=hFflUdN3100%3d&kCx1AnS9%2fpWZQ40DXFvdEw%3d%3d=hFflUdN3100%3d&uJovDxwdjMPoYv%2bAJvYtyA%3d%3d=ctNJFf55vVA%3d&FgPlIEJYlotS%2bYGoBi5olA%3d%3d=NHdURQburHA%3d&d9Qjj0ag1Pd993jsyOJqFvmyB7X0CSQK=ctNJFf55vVA%3d&WGewmoAfeNR9xqBux0r1Q8Za60lavYmz=ctNJFf55vVA%3d&WGewmoAfeNQ16B2MHuCpMRKZMwaG1PaO=ctNJFf55vVA%3d
https://perth-and-kinross.cmis.uk.com/perth-and-kinross/Document.ashx?czJKcaeAi5tUFL1DTL2UE4zNRBcoShgo=uOhT7w5pXElUlW0cqqaDVefa%2bTDPyGihLcsROXNSXzGCn7pyFrY7Fg%3d%3d&rUzwRPf%2bZ3zd4E7Ikn8Lyw%3d%3d=pwRE6AGJFLDNlh225F5QMaQWCtPHwdhUfCZ%2fLUQzgA2uL5jNRG4jdQ%3d%3d&mCTIbCubSFfXsDGW9IXnlg%3d%3d=hFflUdN3100%3d&kCx1AnS9%2fpWZQ40DXFvdEw%3d%3d=hFflUdN3100%3d&uJovDxwdjMPoYv%2bAJvYtyA%3d%3d=ctNJFf55vVA%3d&FgPlIEJYlotS%2bYGoBi5olA%3d%3d=NHdURQburHA%3d&d9Qjj0ag1Pd993jsyOJqFvmyB7X0CSQK=ctNJFf55vVA%3d&WGewmoAfeNR9xqBux0r1Q8Za60lavYmz=ctNJFf55vVA%3d&WGewmoAfeNQ16B2MHuCpMRKZMwaG1PaO=ctNJFf55vVA%3d
https://www.pkavs.org.uk/directory-listing/friends-unlimited-network-fun/
http://perthoss.org.uk/
https://www.pkc.gov.uk/article/14588/PUSH-Community-Inclusion-Perth

PUSH Training 2022-23: Number of participants
6 m PUSH induction days

o\

Customer Service Training

m Revolve (quality standard for the

sale of second-hand goods)
m Portable Appliance Tester (PAT)

= First Aid

= Employability Awards
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Case Study - PUSH

In 2021, a man in his early 20’s was employed by PUSH on the kick-start scheme
which supports young people into employment. He attended training in customer
service, gained an industry relevant qualification and showed real dedication to his
work - “He is a very courteous and helpful young man” (staff testimony). At the end
of his kick start contract he was awarded a 12-hour contract with PUSH, which
enabled him to go to college full time to study horticulture while having a steady
income. In 2022 he successfully completed his first year and is now in year two
working with PUSH. He has been supported to become a first aider and a Portable
Appliance Tester and he has secured his own tenancy.

The Perth and Kinross Employability Network has been successful
in facilitating job placements and opportunities to help people get into
work. A new approach, which prioritises support for those furthest from
the job market, had a positive effect, with 109 people moving through
at least one of the employability pipeline stages.

As we prioritise active and early intervention to keep people
empowered to live at home or in a homely setting, we acknowledge that
people need to be able to participate in their communities and feel
involved in making decisions that affect their lives. We recognise that
people, especially those from minority backgrounds, may struggle to
access our services. Promoting A More Inclusive Society (PAMIS)
supported over 40 families from all backgrounds to help them in caring
for their relatives, especially during stressful times of transition. They
helped families gain the skills and understanding to provide care,
circulating educational resources and holding engagement sessions
aimed at helping people lead healthy, valued, and inclusive lives.
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We are working to involve people in decision-making processes
through a Local Involvement Network. This provides peer support for
empowerment and independence. While nationally there has been a
4.8% reduction in people agreeing they had a say in support between
2019/20 and 2021/22 (latest), this decline has been lesser across Perth
and Kinross, at 3.4%. Local data collected via our SUPER survey also
demonstrates sustained high performance when people feedback on
their experience.

% of people who agree they had say in how their health or social
care support was provided
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We are one of three Partnerships working with Health Improvement
Scotland to co-design Day Support services through the “Joining
Together for a Good Life” project. Collaboration is at the heart of this,
and moving away from engagement to being truly present with people
is hugely valued. The team had conversations with people who receive
day support, their families, support workers and local partners. They
listened to the stories and experiences of 26 people to help understand
what needs to be improved. We are now working to understand the
core themes and areas of improvement identified in these sessions
before re-engaging with partners for the next phase of co-production.
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Community-Based Support and Intervention — as
a health and social care journey progresses,
additional community-based services become more
involved to provide a greater level of support. This
acts to ensure people remain healthy and safe, while
ensuring they can maintain their independence to the
greatest possible extent.



https://www.pkc.gov.uk/media/34364/Employability-Pipeline/pdf/Employability_Pipeline.pdf?m=636111100224100000
https://pamis.org.uk/
https://sway.office.com/3kJxp76qljBDTBIk?ref=email
https://sway.office.com/3kJxp76qljBDTBIk?ref=email

Case Study: Day Opportunities Engagement “Jam”

In March 2023 people from across Perth and Kinross gathered to explore ways to
create better day opportunities for people with learning disabilities. Some who took part
use these services along with people who work in Health and Social Care, the Third
Sector and Higher Education. In teams they tested how they could work together to
design services that matter to the people who use them. The Jam was a collaborative
co-design process. This approach emphasises relationships, empathy and a deep
understanding of the needs and perspectives of everyone involved to identify areas for
improvement. The teams developed a series of service ideas focusing on what matters
to the individuals.

”t_‘;]ether for a Good Life

How can we make things better together?
Get in touch to tell us what matters to you.

GoodLife@pke.gov.uk

This video gives more details of the event. (Opens in browser).

Testimonials: Day Opportunities Jam

“It's good to know that more is going to be done to help disabled people.” - “It's been
really creative today.” - “If everybody comes together and collaborates, we can actually
find the answers.” - “Everyone really does feel the same.” - “Everyone else actually
notices the gaps.” - “We can really achieve because it's not all about resource. It might
be at some point but the ideas and the inspiration come from the people who are
already involved.” - “Just getting the ideas down and presenting them hopefully widens
people's views on disabilities.”

S — Supporting young people and adults with complex needs

C — Community based approach/assessment

O — Offering young people and adults’ choice in their care packages
P — Person-centred planning

E - Enriching people’s lives

The SCOPE Team launched in April 2022. This truly multi-disciplinary
team provides specialist support to 309 people from the age of 14 with
autism and/or a learning disability and who have complex needs. We
produced a robust Learning Framework to ensure staff can
appropriately support learning disability, autism and sensory
processing and adopted: CALM, First Aid, Moving and Handling,
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Infection control, Physical Intervention, MIDAS, Talking Mats, Autism,
Positive Behavioural Support, and Makaton.

The Complex Care Transformation Programme is significantly
transforming services for people with Learning Disabilities and Autism
since its approval in 2021/22. We improved decision making in the
Complex Care Panel by broadening membership to include
Occupational Therapists. This is helping ensure people’s needs are
met in the most sustainable way with one of the key benefits, alongside
improvements in care, being to reduce unnecessary expenditure. To
date a total saving of £964k has been realised with the average cost
per package reducing by over 24% since last year. This represents
improved efficiency in service delivery, with the saving invested back
into service delivery so that we can meet the increasing volume and
complexity of needs throughout our communities.

Financial Number of recurring LD Average package cost per
Year packages approved by Panel annum
2020/21 13 £134,000
2021/22 16 £122,000
2022/23 32 £92,000
Residential and In-Patient Support — at the latter
A stage of a journey in health and social care, a person
— %k — may become more reliant on help and support. Our
Eem _mmnm services are equipped to provide a greater level of
il | L care to help keep people safe from harm, while still

taking steps to ensure they remain in their own

community, and as independent as possible making
their own decisions to live as they choose.

Our approach to providing sustainable accommodation for people with
complex needs, termed Core and Cluster, enables people to live in
their community supported by local services. Working with Perth and
Kinross Housing Services has extended people’s independence by
ensuring they have their own tenancies. Developments progressed
substantially in 2022/23 with 8 people now living in purpose-built
housing in Rattray with our further development at Dunkeld Road,
Perth, due for completion in 2023/24. These developments are helping
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https://perth-and-kinross.cmis.uk.com/perth-and-kinross/Document.ashx?czJKcaeAi5tUFL1DTL2UE4zNRBcoShgo=gD%2fDlF22%2f13BoWlGbJ2k%2bAdzoEA6pLntZTcCOkh7sYAc1mIsVkE08w%3d%3d&rUzwRPf%2bZ3zd4E7Ikn8Lyw%3d%3d=pwRE6AGJFLDNlh225F5QMaQWCtPHwdhUfCZ%2fLUQzgA2uL5jNRG4jdQ%3d%3d&mCTIbCubSFfXsDGW9IXnlg%3d%3d=hFflUdN3100%3d&kCx1AnS9%2fpWZQ40DXFvdEw%3d%3d=hFflUdN3100%3d&uJovDxwdjMPoYv%2bAJvYtyA%3d%3d=ctNJFf55vVA%3d&FgPlIEJYlotS%2bYGoBi5olA%3d%3d=NHdURQburHA%3d&d9Qjj0ag1Pd993jsyOJqFvmyB7X0CSQK=ctNJFf55vVA%3d&WGewmoAfeNR9xqBux0r1Q8Za60lavYmz=ctNJFf55vVA%3d&WGewmoAfeNQ16B2MHuCpMRKZMwaG1PaO=ctNJFf55vVA%3d#page=10
https://www.youtube.com/watch?v=y1cPCHkqJno

reduce the number of people experiencing long term stays in hospital
and are a demonstration of our commitment to realising the ambitions
of the Scottish Government’s Coming Home report reducing long stays
in hospital and providing care closer to home for people with learning
disabilities and complex needs.

Testimonial: Care Opinion Story

A person living in their own home required some help from the supported living team,
but found their condition was making it increasingly challenging for them to shower. To
ensure they remained safe and comfortable at home, an Occupational Therapist
assisted in finding a solution.

“[The Perth City Community Rehabilitation Team] arranged an Occupational Therapy
visit which was so helpful. She came and showered me and we talked through what
was happening when the carers came. | realised that the problem wasn't with the carers
it was with me. | was hurrying and getting into a panic. The OT showed me how to slow
down, how to just take time to recover after each thing that | did. She suggested music
as well as a way to calm me down. | can now share this with the carers as a solution to
the problems | was having.”

Improvement Journey: Learning Disability Intensive Support Service

The In 2022, due to reduced capacity among psychiatrists and variation
in provision by GPs, it was no longer possible to provide health

SR monitoring/screening for individuals with a learning disability.

The As a consequence, people were at risk of experiencing greater health
Challenge | inequalities.

The Learning Disability Intensive Support Service and the Quality
Our Action | Improvement and Practice Development Team introduced a test of
change.

Specialist nurse led clinics were established for people requiring
frequent monitoring of medication and conditions treatments. This
was delivered both as outpatient and on an ‘outreach’ basis through
a local physical health assessment “All about My Health”.

The Result

The This has helped identify unmet health needs and referring and
signposting people to further services. Feedback has been very

SR positive, recognising the specialist skills of learning disability nurses.
90% of patients on the caseload are 100% compliant with health
Data monitoring recommendations. 58 patients have been identified as

requiring additional follow up checks. 134 out of 141 local health
checks offered were completed.

Improvement Journey: Supporting Transition Pathways - Outreach
Workers

The We try to ensure people receive the service they need in their
Situation own home and community.

There is an ongoing risk that when supporting complex cases, we
will not be able to provide access to the service needed within
The Perth and Kinross. In these instances, a person will have to be
Challenge | placed out of area (OAP) taking them away from their home and
community. This challenge is replicated throughout Tayside and
elsewhere in Scotland.
Additional Outreach Workers have been embedded in the SCOPE
team and are supporting transitions. Currently we have three
Transition Workers, with the recruitment of three more planned for
2023/24.
These workers are supporting people to transition through their
The Result | care. This can be specialist support from school into adult life for

Our Action

example.
Outreach Workers are helping reduce the likelihood of people
The requiring services we are unable to provide locally. In 2022/23

Outcome there were no new OAPs. Further evidence will be sourced as part
of SCOPE Benefits Realisation work.

Looking forward

SCOPE and Learning Disabilities Health Service redesign is ongoing.
The range of expertise available has improved with the alignment of
Learning Disability and Autism management structures.

Our Overnight Responder Service is preparing to launch in 2023/24
following engagement and consultation with the people who will be
most affected by changes to service delivery. It is expected that this
project, through innovative use of Technology Enabled Care, will
deliver a streamlined and efficient service, able to support people to live
independently and safely in their own communities.
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Chapter 5. Community Mental Health and Wellbeing

Our vision is to put the person at the centre of decisions about their
support, treatment, and care, with mental health services working
together to support people to get the right help at the right time. It is a
vision of a mentally healthy Perth and Kinross, with all people fully
enjoying their rights, taking control of their own lives, and having their
voices heard, completely free from stigma and discrimination. Our
Community Mental Health and Wellbeing (CMHWB) Strateqy 2022—
2025 was approved by the Integration Joint Board in December 2021
and outlines how we plan to achieve this vision. Progress was reported
to the Integration Joint Board in December 2022 with performance
reported to the Audit and Performance Committee in March. Our
themes are:

1. Good mental health for all — early intervention and prevention.
2. Access to mental health services and support.

3. Co-ordinated working and person-centred support.

4. Participation and engagement.

5. Review of workforce requirements.

A key element of early intervention and prevention is the empowerment
of peer support. Shared experience, empathy and non-judgmental
support within a community can help people receive the support they
need to prevent their wellbeing deteriorating or a crisis developing.
Through supporting and promoting local networks we help ensure peer
support acts as the first stage of a journey through health and social
care.

We launched our new Health Hub in May 2022, staffed by volunteers
at Murray Royal Hospital. The Hub provides information regarding
mental and physical health conditions and signposts to community
organisations and support services to increase accessibility. We
recognise there is a great deal of support for people that can be made
available via organisations beyond our internal services. We
commissioned a broad range of services and one such service,
Mindspace works with people impacted with mental ill health through a
group learning approach, to understanding and managing mental
health, counselling support and peer support.

P T
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Testimonials: Mindspace

“The group to me has been amazing. You can tell as much or as little as you like with
no pressure. You realise you are not alone. Taking part has made my confidence
grow. Everyone here is like second family. | have learned another way to express my
feelings. It has been a privilege.” - “Thank you for an amazing time at paddle boarding,
thank you so much all of you, | have really been struggling recently and it's helped me
a lot”.

The support it provides helps people live a meaningful life with or
without the symptoms of poor mental health by offering recovery
focussed training and skills-based courses. The Scottish Huntington’s
Association reaches people in the home or via telephone to provide
advice and assistance of self-management. They also provide training
and knowledge sharing sessions to help people and their carers’.
These sessions have been very well received.

Testimonials: Scottish Huntington’s Association

“I could have sat in this training all day; it was so interesting and factual. Very useful
information.” - “I enjoyed the informal training and interaction with other staff and
hearing other opinions.” - “Really good training, lots of information about HD | didn'’t
know.”

We work with MoveAhead, a locally based mental health and wellbeing
service, working to enhance mental and physical wellbeing through
community activities. It provides interventions, supporting people to
address their mental wellbeing, and signposts to other services. In
2022/23, there were 219 referrals to MoveAhead, up from 195 in
2021/22. MoveAhead continues to deliver a high standard of service.

MoveAhead Feedback Performance:

82% of service users who responded to the survey said they were very satisfied,
while 14% said they were satisfied with the service overall.

When asked if the service improved their mental health and wellbeing, 73% of
people said they were very satisfied, and 23% said they were satisfied.

When asked if they were satisfied that they were fully involved in their care, 95% of
people said they were very satisfied, and 5% said they were satisfied.
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https://perth-and-kinross.cmis.uk.com/perth-and-kinross/Document.ashx?czJKcaeAi5tUFL1DTL2UE4zNRBcoShgo=VWn9KJ30ie%2b%2byE0dBdWY7dbFP%2fm6NYsrr51TpCn6ePN0q00hzmT7cg%3d%3d&rUzwRPf%2bZ3zd4E7Ikn8Lyw%3d%3d=pwRE6AGJFLDNlh225F5QMaQWCtPHwdhUfCZ%2fLUQzgA2uL5jNRG4jdQ%3d%3d&mCTIbCubSFfXsDGW9IXnlg%3d%3d=hFflUdN3100%3d&kCx1AnS9%2fpWZQ40DXFvdEw%3d%3d=hFflUdN3100%3d&uJovDxwdjMPoYv%2bAJvYtyA%3d%3d=ctNJFf55vVA%3d&FgPlIEJYlotS%2bYGoBi5olA%3d%3d=NHdURQburHA%3d&d9Qjj0ag1Pd993jsyOJqFvmyB7X0CSQK=ctNJFf55vVA%3d&WGewmoAfeNR9xqBux0r1Q8Za60lavYmz=ctNJFf55vVA%3d&WGewmoAfeNQ16B2MHuCpMRKZMwaG1PaO=ctNJFf55vVA%3d
https://perth-and-kinross.cmis.uk.com/perth-and-kinross/Document.ashx?czJKcaeAi5tUFL1DTL2UE4zNRBcoShgo=VWn9KJ30ie%2b%2byE0dBdWY7dbFP%2fm6NYsrr51TpCn6ePN0q00hzmT7cg%3d%3d&rUzwRPf%2bZ3zd4E7Ikn8Lyw%3d%3d=pwRE6AGJFLDNlh225F5QMaQWCtPHwdhUfCZ%2fLUQzgA2uL5jNRG4jdQ%3d%3d&mCTIbCubSFfXsDGW9IXnlg%3d%3d=hFflUdN3100%3d&kCx1AnS9%2fpWZQ40DXFvdEw%3d%3d=hFflUdN3100%3d&uJovDxwdjMPoYv%2bAJvYtyA%3d%3d=ctNJFf55vVA%3d&FgPlIEJYlotS%2bYGoBi5olA%3d%3d=NHdURQburHA%3d&d9Qjj0ag1Pd993jsyOJqFvmyB7X0CSQK=ctNJFf55vVA%3d&WGewmoAfeNR9xqBux0r1Q8Za60lavYmz=ctNJFf55vVA%3d&WGewmoAfeNQ16B2MHuCpMRKZMwaG1PaO=ctNJFf55vVA%3d
https://perth-and-kinross.cmis.uk.com/perth-and-kinross/Document.ashx?czJKcaeAi5tUFL1DTL2UE4zNRBcoShgo=ehkg6sn%2byWKYlhTwAdQjl3KmepLOrrAsmw%2bcEhw3thoGboq4Lca9%2bA%3d%3d&rUzwRPf%2bZ3zd4E7Ikn8Lyw%3d%3d=pwRE6AGJFLDNlh225F5QMaQWCtPHwdhUfCZ%2fLUQzgA2uL5jNRG4jdQ%3d%3d&mCTIbCubSFfXsDGW9IXnlg%3d%3d=hFflUdN3100%3d&kCx1AnS9%2fpWZQ40DXFvdEw%3d%3d=hFflUdN3100%3d&uJovDxwdjMPoYv%2bAJvYtyA%3d%3d=ctNJFf55vVA%3d&FgPlIEJYlotS%2bYGoBi5olA%3d%3d=NHdURQburHA%3d&d9Qjj0ag1Pd993jsyOJqFvmyB7X0CSQK=ctNJFf55vVA%3d&WGewmoAfeNR9xqBux0r1Q8Za60lavYmz=ctNJFf55vVA%3d&WGewmoAfeNQ16B2MHuCpMRKZMwaG1PaO=ctNJFf55vVA%3d
https://perth-and-kinross.cmis.uk.com/perth-and-kinross/Document.ashx?czJKcaeAi5tUFL1DTL2UE4zNRBcoShgo=lAkV8fiY3VythS7nPn22Wbnc75MZYrhw7WnR9tsSVEX88pQFEN7Hxg%3d%3d&rUzwRPf%2bZ3zd4E7Ikn8Lyw%3d%3d=pwRE6AGJFLDNlh225F5QMaQWCtPHwdhUfCZ%2fLUQzgA2uL5jNRG4jdQ%3d%3d&mCTIbCubSFfXsDGW9IXnlg%3d%3d=hFflUdN3100%3d&kCx1AnS9%2fpWZQ40DXFvdEw%3d%3d=hFflUdN3100%3d&uJovDxwdjMPoYv%2bAJvYtyA%3d%3d=ctNJFf55vVA%3d&FgPlIEJYlotS%2bYGoBi5olA%3d%3d=NHdURQburHA%3d&d9Qjj0ag1Pd993jsyOJqFvmyB7X0CSQK=ctNJFf55vVA%3d&WGewmoAfeNR9xqBux0r1Q8Za60lavYmz=ctNJFf55vVA%3d&WGewmoAfeNQ16B2MHuCpMRKZMwaG1PaO=ctNJFf55vVA%3d
https://mindspacepk.com/
https://hdscotland.org/
https://hdscotland.org/
https://www.pkc.gov.uk/article/17439/MoveAhead

Testimonials:

“My communication is excellent with my support worker that we talk about everything
and reassures me if | am not myself key worker takes the time to listen and | am so
thankful. Thank you to my key worker.”

“The support worker was lovely. We met a few times, but established the service was
not really for me at this time.”

“Now | am ready for employment on a voluntary basis to start with | think my key
workers involvement could be helpful.”

“I sometimes had suicidal thoughts and felt that | wouldn’t be here or that | was just
existing.”

“Even though things ok still difficult knowing that the possibility is there to speak to
someone again as a certain comfort knowing that someone could listen when days are
difficult.”

Suicide awareness and prevention is a complex topic and we have
invested in dedicated support to improve co-ordination, promote safe
practice, and maximise capacity and effectiveness. This service
supports crisis and those bereaved by suicide and this connects directly
to the commissioning of Cruse Bereavement Care. Cruse experienced
a continuous increase in people experiencing grief after a bereavement
over the previous two years and this has continued in 2022/23.

Perth & Kinross Level of provision 2020/21 | 2021/22 | 2022/23
Helpline - number of people supported 116 156 167
Early support Number of sessions 28 33 31
Early support Number of people 16 22 17
Counselling Number of sessions 187 159 218
Counselling Number of people 33 30 34

Despite this increase in demand, Cruse continues to provide an
excellent service which is well received.

Testimonials:

“l found it extremely helpful to talk to someone who listened carefully and gave
reassurance. She was very good and it felt like a weight off my shoulders to talk to
someone instead of always being strong for everyone else.”

“My bereavement was through suicide. Having been bereaved previously | feel strongly
that this is different and is far more complex. Therefore, | think the limit on early support
is inappropriate.”
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As a health and social care journey progresses, community-based
support services may be required to play a role in providing accessible,
inclusive, and holistic support.

To better leverage local resources and improve service accessibility we
enhanced our integration between Community Mental Health and
Primary Care services. Primary Care Mental Health and Wellbeing
Nurses now see people with low to moderate mental health issues and
support and treat them without the need for GP appointments. We are
seeking to expand our workforce; however, challenges persist due to
labour market issues and uncertainty around funding. To help mitigate
these, we are collaborating on a pan-Tayside basis as we seek to
redesign our Community Mental Health teams.

We improved our Mental Health Crisis Response via our Partnership
work with the Neuk. This peer-led therapeutic space provides a place
where people feel emotionally safe and supported, to receive person-
centred help for their immediate mental health needs in a crisis. This
service acts as a hub for services with similar aims and objectives, such
as the Lighthouse, Andy’s Man Club, and the Women’s Wellbeing Club.
The service is delivered closely with other services, particularly
Community Mental Health teams, Police Scotland and local Primary
Care services.

Testimonials: The Neuk

“The counselling helped me with coping strategies for my anxiety and helping me
through the day-to-day issues as I'm going through the court with my ex-partner
regarding our children. And helped me on a day-to-day basis when | was struggling.”
- “If I'd known about this place years ago, I'd come here” - “This is the right place to
come. | feel safe like | could open up and talk about anything.” - “They listened to
me and saved my life; they stopped me from suicide. They also gave me counselling
and they worked a lot to protect me.”

Ensuring people receive the right care at the right time remains
essential to ensuring people’s mental health and wellbeing.
Recognising this we implemented Distress Brief Interventions,
providing timely compassionate supportive, problem-solving contact for
individuals in distress. Through this approach, front line staff have the
opportunity to signpost and refer people to additional services.
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Complex cases and people suffering from a crisis in relation to their
mental health or wellbeing can require more robust or in-patient
support. We provide support and treatment in a structured, intensive,
and specialised manner helping people with mental health and
wellbeing issues. We provide crisis stabilisation support, intensive
treatment and a safe environment for medication management. This, in
collaboration with our outpatient services can help play a vital role in
addressing acute and complex mental health needs and support
individuals on their path to recovery.

Our Adult Social Work teams provide support to people with long term
and complex care needs who are over the age of 16, along with their
families and carers. Demand for the service provided by these teams
continues to be high with waiting lists larger and longer than we would
like. There has been a 27% decline in people waiting, although the
average waiting time remains above target at 36 weeks. However,
while the number of people waiting over 52 weeks has remained steady
at 317, the number of people waiting between 26 to 52 weeks has
reduced by 52%, to 495.

Number of People on CORE CMHWB Services Waiting
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M Psychiatry of Old Age
General Psychiatry - South Perth CMHT
M General Psychiatry (Mental Iliness)

General Psychiatry - Perth City CMHT
General Psychiatry - North Perth CMHT
B Community Psychiatry

*Core MH services - Community Psychiatry, General Psychiatry (Mental lliness), Psychiatry
of Old Age and CMH Locality Teams. Source — TRAKCARE.

To improve access to services and reduce waiting we increased the
availability of digital technology, particularly in rural areas. This was
very effective, particularly for Consultant Psychiatrist appointments and
enabled us to be more flexible in our support. We invested in Advanced
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Nurse Practitioners (ANPs) to work in our Community Mental Health
Teams (CMHTSs), helping achieve a reduction in the number of people
waiting for ADHD assessments. However, workforce challenges remain
a major issue with a lack of available experienced and skilled staff
across a number of professions impacting progress.

We recognise that people with significant mental health issues have a
higher morbidity and mortality rate relating to their physical health. To
address this, we renewed our approach to Enhanced Physical Health
Monitoring. This approach aims to deliver weekly physical health
monitoring clinics, to help identify early symptoms of physical ill health,
proactively preventing further deterioration.

We increased the capacity of our Mental Health Officer (MHO) Team.
Aligned to our CMHTSs, the Learning Disability Service and the Hospital
Discharge Team, MHOs play a vital role including responding to
Vulnerable Person Reports (VPRs) and supporting Adult Support and
Protection concerns. Through our MHOs we helped families making
challenging decisions around welfare guardianship. Guardianship
issues can be a significant contributor to delayed discharges. We have
connected our MHOs with the Hospital Discharge Team to identify
where this may be an issue. Our approach was praised by the Scottish
Government when representatives met locally.

A key element of this work relates to Social Circumstances Reports
(SCRs), which provide a valuable tool for understanding events leading
to someone needing to be protected from harm though compulsory
measures and they contribute to our discharge planning approach.
Nationally we compare favourably with 76% of SCR complete within the
target time compared to 43% for Scotland. Out local data suggests that
we are performing even higher with over 90% complete within time.

In keeping with this increased demand for community-based service,
delayed discharges from inpatient areas also increased by 114% in
2022/23, although the rate remains low at 18 per 1,000 population.
While this is a disappointing position at year end, it is reflective of the
trend seen nationally. Considerable work has been undertaken to
address this and early signs indicate that this position is now improving.
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Combined with the measures set out above we have re-designed the
leadership structure across our mental health and wellbeing services to
offer greater leadership and enhance communication. We are
collaborating across Tayside on discharge planning and are looking
ahead to the re-design of our CMHT model. This will improve how
people access services and reduce pressure at key points through
better management of people’s journey through care.
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The rising age profile increases the potential prevalence of dementia
and in Perth and Kinross this is 30% greater than for Scotland. To
address this, we deliver services across inpatient and community
settings, alongside other statutory and third sector partners. Older
Peoples Community Mental Health Team supports those over the
age of 6 (or under 65 if cognitive impairment is established) living in the
community; either at home or within a care setting. We provide
assessment, intervention and support to those with a mental disorder,
as well as supporting those involved in the person's care.

Testimonial: Dementia Services
“The care and support given here is excellent.” (patient) - “Thank you very much for
your ongoing support and treatment!” (family member)
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In partnership with Alzheimer Scotland (AS) we ensure people receive
post diagnostic support, with 225 people supported during 2022/23. AS
Link Workers helped support 165 people living with dementia.

Testimonials:

“The Link Worker gave us fantastic support in dealing with mum’s dementia helping us
in making decisions and putting things in motion for us, also sending links to
information. cannot praise highly enough! Thank you.” - “Link Worker was a great
source of information and getting us heading in the right direction. Link Worker provided
lots of useful info on the next steps for care for my granny and linked us in with lots of
different services.”

Looking forward

We will continue to deliver our Community Mental Health and Wellbeing
Strategy 2022/25.

To help address some of the challenges we face, as mentioned above
we are working on a pan-Tayside approach to redesigning our
Community Mental Health Teams. In particular we are exploring the
use of GP Specialists instead of Consultants, the utilisation of
Associate Practitioners instead of registered Mental Health Nurses and
we are exploring the wider role that Allied Health Professionals can play
along with prescribing Pharmacists. We are re-designing services, to
make current vacancies more attractive.

Additional service development is planned with the introduction of a
Primary Care Mental Health Service. This compliments the introduction
of Mental Health Nurses in GP practices and enables people with mild
to moderate mental health issues to access support and treatment
easier and sooner. We are also seeking to transform our Psychiatry of
Old Age service, with significant pieces of development work
progressing within the service; including the development of a
Psychiatry of Old Age specific Physical Health Clinic which will ensure
that those living in the community with severe and enduring mental
health disorder have timely access to physical assessment and review;
as well as providing regular monitoring of medicine. The main focus of
this is mitigating the challenges posed by our ageing population to
ensure people receive the best possible care and treatment in the most
appropriate setting.
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Chapter 6. Substance Use

Drug and Alcohol Services work to reduce the harm associated with
drugs and alcohol, facilitating opportunities for recovery. The key
priority is promoting recovery and harm reduction, with an overall aim
of ensuring a consistent response to non-fatal overdose incidents and
drug deaths. We are committed to the implementation of the Scottish
Government led MAT Standards. The Alcohol and Drug Partnership
(ADP), an organisation which includes members from health, social
work, police and the voluntary sector, provides strategic co-ordination
of substance use services and has the following strategic objectives:

1. Engaging with people with lived experience, to help us shape our policies and
our services.

2. Taking a whole system/whole family approach to service planning and delivery.

3. Working to the recommendations made by the Drug Death Task Force, Scottish
Health Action on Alcohol Problems (SHAAP), the national alcohol and drug
strategies, and annual Tayside Drug Death Report, and the guidance provided
by the Partnership Delivery Framework.

4. Working with the Health and Social Care Partnership and the Chief Officer’s
Group to promote a “level playing field” between statutory and third sector
services.

5. Ensuring that our approach is consistent with Partners working under the
sphere of “Public Protection”.

6. Working to the recommendations of the Independent Inquiry into Mental Health
service in Tayside; “Trust and Respect”.

The main focus last year was the implementation of the national
Medication Assisted Treatment (MAT) Standards. These put people at
the centre of decisions about their care and how it is delivered,
adopting a rights-based approach aligning with the national Health and
Social Care Standards. Implementation of the ten MAT Standards
aims to reduce drug related harm, including premature death, through
a programme of sustained funding, workforce development, system
and culture change across services and wider communities.

Help on the day you ask.

Choice of treatment.

Reaching out to people at high-risk of drug-related harm.
Harm reduction for everyone.

Staying in treatment.
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In 2022/23, the Scottish Government tasked all areas with
implementing and embedding Standards 1-5. We reviewed our
procedures and pathways and made practical changes. These include:
the introduction of same day prescribing, initially one day a week;
information about treatment options provided to service users to
enable informed decisions; linkages to other support services made
and strengthened to support people at risk; all staff trained in harm
reduction and equipped with carry packs containing supplies to support
harm reduction delivery; and a review of staff caseloads to ensure staff
have the capacity to work with service users to support their continued
engagement with services. These changes enable people to now
choose the treatment best suited to their needs and start on the day
they asked.

Interviews with service users, family carers or nominated individuals
and commissioned services and partners identified three key themes.
These are the provision or availability of information, support provided
to service users and choice of support provided. This resulted in an
improvement plan which will see the Integrated Drug and Alcohol
Recovery Team (iDART) undertake improvement actions such as the
use of texts as appointment reminders; improving access to bus
passes and fares and ensuring all staff are aware of the work of our
advocacy provider Independent Advocacy, Perth and Kinross
(IAPK). This supports people to have their voice heard so they are
involved in decisions which affect their lives, to express their needs
and make their own informed decisions. IAPK supported an average
of 84 people a month.

Our Near-Fatal Overdose pathway and multi-agency referral group is
enabling services to identify and offer support long-term to those at
highest risk of harm. The needs of 122 people were discussed by the
Near-Fatal Overdose group and where required, people were offered
assistance via the assertive outreach service.
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The recovery community is vital and we empowered this to grow. There
is now a robust level of activity in Perth City helping people
contextualise their struggles and highlight a path to recovery.

Testimonials: Perth Based Peer Recovery Group

“This is the longest | have been abstinent over 6 months now and | am now able to
participate at other activities.” - “I've never been sober for years, been in and out of
Detox nearly monthly this has opened my mind up toward my own recovery.” - “This
gets me out of my flat and has stopped my loneliness. | now have a friend!” - “Being
inside prison for years this is great for building my confidence being outside.”

There are nine Recovery Cafés based in Perth City, Aberfeldy,
Dunkeld, Pitlochry, Blairgowrie, Crieff and Kinross, HMP Perth and
online, with further additions planned. Other recovery activities have
proven to be a great success. The Woman’s Wellbeing Club operates
from the Neuk, facilitated by staff but is peer led, providing a safe
space to share experiences and give support. Providing facts of
substance use, helps people be more aware of their reactions and,
going forward, helps minimise the chance of a crisis. Groups provide
wider social interaction helping people to be at ease and work through
difficult times. Feedback suggests members feel more empowered.

%81

Commissioned services play a vital role reducing harms of substance
use. Hillcrest Futures delivers an enhanced harm reduction and
Injecting Equipment Provision service in Tayside. This includes
assessment, overdose awareness, injecting equipment provision,
blood borne virus testing, vaccination and wound care. Locally, this is
based in Drumhar Health Centre and is also provided to Greyfriars,
Skinnergate, CATH Day Centre and Tayview House. Hillcrest Futures
engaged in a range of activities including co-facilitating community
recovery groups; playing an active role by providing assertive outreach
support to the Near-Fatal Overdose Pathway; providing training to
community members and professions in the use of Naloxone; which
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reverses overdose, and promoting alternatives to injecting. Hillcrest
Futures distributed 446 Naloxone kits and provided crisis intervention,
emotional and welfare support, food parcels, housing advice and
support to access services.

Case study: Service User Story

A service user had a near fatal overdose. He uses heroin occasionally, and street
Valium and he inhales lighter fluid. He begs on the street and was at risk of violence
and intimidation, along with safety risks due to his tenancy. A multi-agency adult
protection meeting resulted in his naloxone training being refreshed and he received
an adequate supply of kits. Re-Solv, the organisation for Solvent Abuse provided harm
reduction advice and acted as another point of contact to help reduce and eventually
stop his use of solvents.

Hillcrest provided him with a warm jacket and other clothing, plus toiletries (purchased
via the Foundation Award) to maintain his dignity and personal hygiene. He now has
stable accommodation and can continue to use services if he needs to, including the
harm reduction drop-in sessions. His use of solvents has reduced dramatically, and
he is taking more care of himself physically. He now has a greater understanding of
the risks he was putting himself in and seems better able to manage his safety.

Tayside Council on Alcohol (TCA) has over 300 active service users
and, through counselling and creative therapies, it provides one to one
therapeutic support, advice and information to any adult in Perth and
Kinross, directly or indirectly affected by problematic alcohol use. The
service works in partnership with other providers, like iDART and other
third sector providers. TCA works to achieve three outcomes:

¢ Developing services to meet the needs of people in Perth and
Kinross and ensuring staff are equipped to deliver these.

e Consolidating and developing partnerships.

¢ Planning for the future and building on capacity and learning to
achieve sustainable change.

TCA is involved in multi-agency substance use triage meetings. They
support the duty model to answer calls and take referrals and work in
partnership with other providers, like Barnardo’s and Criminal Justice
Services, providing a specialist resource and information service to
other professionals, enabling them to help people with alcohol
problems achieve positive outcomes.
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Testimonials: TCA Service Users

“Encouraged me to see a future without alcohol.” - “Gave me confidence to pick
myself up each time there was a challenge or | felt I'd failed.” - “A positive impact,
I've been alcohol free for months and I'm thinking differently now.” - “Alcohol free
for 3 months, service has been very good, better health physically and emotionally.”

“’| have vastly reduced my alcohol intake down to being tee total. I'm coping better
with stress/anxiety.” - “It has helped me to reflect on the issues which trigger my
medication misuse and | feel so much more in control. | feel more alive, alert and

happy in myself.”

Churches Action For The Homeless (CATH) help residents of HMP
Perth, on a short-term prison sentence, to have a positive transition
back into the community. This supports people with housing, physical
and emotional wellbeing, employment and volunteering opportunities
and life skills, and aims to achieve the following:

o Offering substance use brief interventions and support to engage with recovery
communities.

e Supporting people prior to liberation by identifying their needs post-liberation.

e Supporting people to integrate into their communities.

» Helping people to develop coping strategies to reduce reoffending and supporting
them into meaningful employment.

Face-to-face interaction both pre- and post-liberation has seen
success with 39 people supported during the year. There are plans to
expand to offer the service to remand and long-term prisoners.

Case study:

Mr X asked for help with housing in Perth. He was due to be released from custody at
the end of November and wanted to stay in Perth, as he would have support from his
family. The CATH worker discussed the case with the council to be advised that Mr X
had to apply as homeless once he was released. The worker telephoned housing to
ask about temporary accommodation and Mr X was offered a place in Greyfriars.

The worker organised a food parcel and for him to receive an advanced payment on
Universal Credit to tide him over until his payments started. The worker has continued
to provide support by helping him apply for Universal Credit, supporting him to visit his
bank to ensure he had information for the arranged Job Centre appointment, and
completed forms to register with a GP and dentist.

Integration of all community-based substance use services continued
through the expansion of iDART. Adopting a fully integrated, multi-
disciplinary approach, iDART facilitates options to help people manage
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substance use issues. In the reporting year, the service received 935
referrals.

Number of referrals to iDART between April 2022 and
139 March 2023
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Overall, the average IDART caseload increased, up from 480 in
2021/22 to 627 in 2022/23. Notably, much of this increase is due to
people remaining in treatment for longer.

Using Recovery Workers, we help people receive intensive support
from initial contact with iDART through appropriate medical and non-
medical treatments. This includes group psychology and community
integration where they are supported to access community recovery
supports. iDART introduced Same Day Prescribing with specialist
elements of our comprehensive programmes of care, treatment and
recovery delivered to support those experiencing problematic drug
and/or alcohol use. In 2022/23, 13 people received this treatment at
Drumhar Health Centre. This is also helping to improve substance use
waiting times, and while these increased slightly in 2022/23 overall as
a result of staffing challenges, the last three months saw significant on-
target improvements.

We invested in an upgrade of our facilities, complemented with an
expanded workforce, looking to improve efficiency and better support
people to navigate services.
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Case Study: Mindspace

A person with ongoing issues around drug use and suffering from social isolation,
anxiety, depression, and housing concerns, was connected to Mindspace and
Independent Advocacy through iDART. They were referred to our Social Prescribers
to help them become less socially isolated and empower them to engage more with
the community and find new interests. Through signposting they were better supported
with holistic support, which ultimately helped them move to a new property in a more
suitable area. The Safer Communities team helped them gain a free ring doorbell,
providing peace of mind and minimising anxiety. They were registered with the Bike
Station and got a free second-hand bike, which has opened up new travel and leisure
opportunities, as they joined group cycles, gaining social contact and exercise. They
are now attending Andy’s Men’s Club, helping them meet others in the area and
learning new skills, and were linked in with the Venture Trust, with plans in place to
join a Wilderness Adventure.

Testimonial: Service User

“I was working with [the support worker] for about 6 months or so. They helped me a
lot with my confidence and social skills from our face-to-face meetings and also the
activities provided. They were a very nice, caring, understanding and hard-working
person. I'd give them a ten out of ten all round.”

In response to the high number of referrals for support with alcohol
issues, we established our community alcohol detox service, which
supported 14 people. We continued to expand our workforce,
especially administration teams, improving knowledge and enabling
better joined up working to provide effective and efficient services.

Improvement Journey: MAT Standard — Same Day Prescribing

The MAT Standard 1 requires all people accessing substance use
Situation services to have the option to start MAT from the day of presentation.
e To meet this standard a test of change was needed.
Challenge
We introduced a drop-in clinic every Tuesday at Drumhar Health
. Centre which offered same-day assessments and prescribing where
Our Action - ) . .
appropriate. Attendees were offered information and advice on other
local services and support.
13 people were offered same day assessment and prescribing. There
has been an improvement in the standard of referrals demonstrating
The Result . .
that both people and professionals know how to access the service
and what it offers.
The Services have received positive comments from professionals,
service users and families. There are now plans expand this service
Outcome .
to five days a week.
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We recognise the value in understanding the opinion of people, and
their families, who use our services. We implemented Care Opinion
and this will assist us with our learning approach to improvement.

Looking Forward

While 2022/23 saw a reduction in the number of suspected drug-
related deaths, reducing to 12 from 19 the previous year, there is still
progress to be made.

MAT Standards 1-5 will continue to be developed and embedded. Key
developments will include the expansion of same day prescribing and
the completion of our test of change to move to offering this five days
a week. This will help ensure people can receive support at a time that
works for them, greatly improving accessibility.

MAT Standards 6-10 will be implemented and embedded and will
enhance the choice of treatment options and services. We plan to
deliver same day prescribing five days a week for people suffering with
opiate dependency and this will also greatly improve accessibility.

We plan to expand our workforce. improving access to psychology
interventions.

A new recovery café is planned for Letham. This will operate for an
initial eight-week period once a week. We are introducing
RecoverMay, highlighting recovery work and journeys, through
interviews, podcasts, art exhibitions, events and social media posts.

We will build on the success of our Near-Fatal Overdose Pathway by
working with colleagues across Tayside to review and further enhance
our pathway.

We will continue to develop our residential rehabilitation pathway with
referrers, service users and providers to ensure this provides the best
possible experience before, during and after residential rehabilitation.

We will continue work with colleagues across Tayside to respond to
the challenges posed by the increased use of non-opiate based
substances, such as cocaine, benzodiazepines and alcohol.
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Chapter 7. Justice Healthcare - Prisons

Justice Healthcare is managed by Perth and Kinross HSCP and across
HMP Perth, HMP Castle Huntly and the HMP Bella Unit (Dundee).

The National Strateqy for Community Justice provides a clear roadmap
for improvement work and highlights key aims for service delivery:

1. Optimise the use of diversion and intervention at the earliest opportunity.

2. Ensure that robust and high-quality community interventions and public protection
arrangements are consistently available across Scotland.

3. Ensure that services are accessible and available to address the needs of
individuals accused or convicted of an offence.

4. Strengthen the leadership, engagement, and partnership working of local and
national community justice partners.

Justice Healthcare provides primary and some secondary health care
services with the aim of ensuring equitable provision of healthcare to
that delivered in the community, irrespective of a person’s
circumstances or residency within prison. In 2022/23 the number of
residents increased, and demand for healthcare services was high.

N

Services are delivered to around 650 residents in HMP Perth at any
one time, with an annual turnover of approximately 3,500. Prisoners are
primarily from Tayside and Fife, while HMP Castle Huntly is a national
establishment for those coming to the end of their sentence. For HMP
Castle Huntly there are approximately 250 residents, receiving some
community access, including work placements and home leave. The
newly opened HMP Bella Unit is for women from Tayside and Fife,
living in independent housing units, learning life skills, before accessing
the community, building independence, self-reliance and resilience.
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We are responsible for primary care, pharmacy management and
distribution of medication (in possession medication), supervised
medication administration, clinical pharmacy, optician, dentistry,
podiatry, mental health, substance use, sexual health and blood borne
virus, enhanced care, first responder to acutely unwell or injured and
review of patients following a person removal and relocation to a new
area. Everyone admitted to HMP Perth undergoes an assessment by a
nurse on admission and by a doctor within two weeks. Residents
transferred to HMP Castle Huntly or HMP Bella undergo a transfer
admission assessment by a nurse within 72 hours of arrival.

The prison population has complex health and support needs, requiring
a. multi-disciplinary and multi-agency approach to delivering care. This
is evident daily during ‘person of concern’ meetings, where
professionals from a broad range of disciplines review the needs of
individual patients. More than 1,650 cases have been discussed since
April 2022. Nearly 90% are related to substance use, 8.5% to mental
health and 1.5% to physical health.

Near Me Tayside is successfully used for outpatient appointments, with
the implementation of telephone appointments also provided. This has
improved accessibility and the dignity of patients as they are not
required to attend hospital appointments handcuffed to officers unless
absolutely necessary.

We continued to deliver onsite access to clinical psychology and we are
increasing the capacity of our Occupational Therapists (OTs). OTs
provide support through a range of measures, from liberation planning
and rehabilitation (across cognitive, physical and mental health) to
environment assessment and specialist equipment provision. While
OTs primarily work with people with mental health issues, we have
ensured there is capacity to also support people with substance use
and physical health needs, supporting people with a range of
occupational performance impairments across primary care, substance
use and mental health areas. 82 new patients were assessed by our
OTs, with 91 referrals received and 772 appointments offered.

To increase clinical prison healthcare, we developed onsite access to
clinical psychology. An onsite Clinical Pharmacist provides specialist
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advice regarding medicines as well as carrying out clinical and
medication reviews. Joint working with clinical practitioners has been
adopted to improve medicines administration with pharmacy
colleagues offering controlled drug training to all staff.

Given the impact of COVID-19, infection prevention and control remain
a priority. Prison healthcare continued to offer testing to all new
admissions/transfers, with the associated isolation put in place for
those who were symptomatic or positive for COVID-19. Symptomatic
residents were tested and appropriate measures taken.

To improve efficiency of dental care and increase the number of
appointments it is necessary to invest in buildings infrastructure,
particularly in relation to ventilation. It was hoped this work would be
completed in HMP Perth within the reporting year but this was not
possible. We will continue to work with the Scottish Prison Service
(SPS) to establish a timescale for completion of the work.

Following a review, we improved our complaints handling process. In
2022/23 the service received 429 complaints, up 25.4% from the
previous year.

All complex complaints are triaged as Stage 1 in the first instance if they
require some investigation and are escalated to Stage 2 if a person is
not content with the response to Stage 1 or not responded to in the
allotted time. Stage 1 complaints accounted for 83.5%, with only 71
either starting or escalating to stage 2. It should be noted that all Stage
1 complaints receive a written response.

The outcomes have shown that 14.0% of complaints were fully upheld,
19.8% partially upheld and 58.8% of complaint were not upheld. The
main complaint category is clinical treatment, with 64.7% of all
complaints. 32.0% of those refer to disagreement with the treatment
plan. General Practice (GP) waiting times is likely to have been the
focus with 20.2% of complaints relating to a date for an appointment.
Action has been taken to address this. GP waiting times averaged at
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14 weeks at the start of 2022/23. With regular locum sessions
supporting prison healthcare these waiting times were reduced to three
weeks by the end of the year. This positive trend is expected to drive a
reduction in complaints for GP waiting times.

Looking forward
As part of our efforts to address waiting times, we are:

¢ Expanding the workforce across Justice Healthcare.

e Securing regular locum GPs to help mitigate the risk posed by
limited GP cover for HMP Perth.

e Exploring ‘open days’ to boost interest and applicant numbers
in our staff recruitment.

An Advanced Nurse Practitioner (ANP) model is under development.
Similar to community-based services ANPs can effectively assess and
treat patients without GP intervention, enabling GPs to dedicate greater
time to more complex caseloads, and making it easier for residents to
secure the care and treatment they need in a timely manner.

We aim to improve linkages with community Near Fatal Overdose
Groups. This will better support patients at risk both entering and
leaving custody, with particular benefit for those who are not currently
involved with our substance use services. The service is exploring the
establishment of joint trauma informed leadership training with SPS in
HMP Perth. This will help develop a fully trauma informed prison,
improving access to necessary support for those in residency.

We also aim to improve our use of GP locums for prescriptions to

improve resident access to community pharmacies, with our initial
focus on those in the HMP Bella Unit.
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Chapter 8. Adult Support and Protection

People have the right to live as independently as possible in a safe
environment, free from harm, to have their wishes and feelings
considered and to have the minimal amount of intervention into their
lives. For people unable to safeguard their own interests and who are
at risk of harm due to disability, mental disorder, illness or physical or
mental infirmity, we (and other partner organisations) have a duty to
investigate and, where necessary, act to reduce the harm or risk of
harm. Perth and Kinross HSCP manages the Council’s statutory
responsibilities for adult support and protection and works closely with
partners through the Adult Protection Committee on the following
identified improvements.

e Increased engagement with adults, families, and carers. Engaging better with
violence against women groups, young adults and supporting better transitions
between children's and adults’ services, transition between home and care home
and transition into and out of hospital.

Better connections with other public protection agendas.
e Improving practice and service improvement by better use of data.

We supported people by remobilising from the pandemic in a
challenging economic environment, where vulnerable people are at risk
of greater levels of harm. We adapted working practices, using virtual
means where appropriate to engage with people, investigate and
gather information, to determine if people required support and
intervention to keep them safe and protected. This enabled more
people to access the help and support they needed to keep them safe.

While workforce challenges persisted, we maintained sufficient suitably
trained social workers to ensure the right level of adult protection
support and we expanded training opportunities for additional staff.

Demands on the service continued to rise both in respect of Vulnerable
Person Reports and Adult Protection (AP) Concerns, up 30% in
2022/23. It is thought this is linked to the challenges of COVID-19 and
the worsening of the financial environment. Greater awareness is also
contributing to this increase in workload as we work with partners to
raise awareness and increase accessibility through referrals from the
Police and other services. Our dedicated ASP Coordinator is
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supporting this work, highlighting the need to report harm at the earliest
opportunity via key stakeholders:

e The care at home forum.

e Perth City Locality management team.

e PKAVS.

e  Third sector providers.

e Community sectors.

e  Supporting public campaigns raising awareness of adults at risk of harm

The number of vulnerable person and adult protection concerns that
necessitated formal inquiry or investigation decreased by 4% from
2021/22, accounting for 10% of total referral outcomes (see below, left
axis). This trend occurred at the same time as the number of referrals
(see below, right axis) increased by 30%, to 3,081. This increase in total
referrals coincides with recent activity to promote and improve public
and partner services’ awareness of adult support and protection
services, suggesting we have been successful in encouraging people
to come forward with concerns.
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Across all referrals, mental ill-health continued to be the most
prominent feature, rising from 404 in 2021/22 to 591 in 2022/23,
accounting for 19% of the total. Frailty/illness remains the second
largest reason for referral, accounting for 10% overall. This suggests
that higher numbers of people requiring support and protection have
experienced deteriorating mental ill-health and worsening health and
wellbeing. While there are likely to be a variety of reasons for this
increase, it is widely accepted that COVID-19 restrictions have had a
lasting adverse effect on physical and mental wellbeing. Recognising
this, we have invested in additional experienced mental health nurses
to act as a *first point of contact’ via the Access Team to provide a more
person-centred, timely and proportionate multi-agency response.

For the last reporting year, all localities reported a downward trend in
the number of people subject to formal powers under the Mental Health
Act, despite a notable increase in mental health related ASP referrals.
This suggests our community-based services are working to prevent
crisis from emerging and help people remain independent within their
communities. Commissioned services are working to connect with and
support vulnerable people on a range of issues, from mental health and
learning disabilities to old age and frailty. Likewise, our Social
Prescribers are making a vital difference identifying need and
signposting and referring people to services to ensure they receive pre-
emptive and preventative support at the right time and place.

Case Study: Independent Advocacy - Safeguarding people’s
rights when they have more limited capacity.

Following a concern we supported a vulnerable person with significant
communication difficulties to explain their situation though independent advocacy,
a commissioned service. It became apparent though advanced communication
techniques; talking mats, making use of buzzers and photographs that the
person’s family had prevented him from wearing his glasses, and stopped him
from wearing a face covering, and denied him the opportunity to receive the
coronavirus vaccine. Through this process other concerns were raised about the
cleanliness of living conditions and wider vulnerabilities like being left at home
alone inappropriately which could lead to further harm. Gathering the views of this
person enabled their case to be heard and consequently their welfare was
protected through the application of a welfare guardianship.

Performance in relation to screening of referrals within 24 hours
remained strong at 98.2%, up 1.7% from the previous year. This strong
performance was maintained across localities, highlighting our

commitment to delivering an equal level of care and support
irrespective of a person’s location, background or circumstance.

HSCP6: % of referrals (Adult Protection Concerns and Vulnerable
Person Reports) screened within 24 Hours (rolling year)
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Initial Referral Discussions (IRDs) were introduced into adult protection
practices in December 2020 to provide a multi-agency way to identify
adults at risk of harm and coordinate how any risk could be managed.
Originally a three-day timeframe was set as a target, with 69% held
within this target in 2022/23. However, a qualitative audit of IRDs found
that legitimate reasons exist as to why an IRD may not be held within
three days. That audit also found that no adult was left at risk of harm
because of the IRD being delayed. A further qualitative IRD audit is
planned for 2023 and if findings are replicated, a proposal to extend
this timeframe will be considered to make our approach more
consistent with other adult protection committee areas and similar to
the pathway taken by colleagues in child protection.

3,081 Adult 98.2% Vulnerable
Protection /\\ Person Reports
Concerns (& rk Screened within

::: \?\

24 hours
2,254
Q% Vulnerable

Person Reports
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We worked to improve participation and engagement available to
people at risk, and to their families. Our services use Care Opinion to
gather feedback on all aspects of ASP. Quarterly analysis of feedback
is shared on this page of the care opinion site.

Case study: Independent Advocacy Supporting Participation

A person contacted IAPK and expressed they were nervous and anxious and had
difficulty trusting people. Advocacy phoned him and identified he was living in poor
conditions including no access to heat over winter, and other potential adult support
and protection issues. Advocacy referred him to the access team and although he was
‘hard to reach’, both geographically and socially, advocacy provided a relevant and
relatable person he felt he could depend on. Working with the advocate closely helped
him access Support Choices and enabled him to participate directly in decision making
about his life.

The main forms of harm experienced by vulnerable adults are neglect
(34%), physical harm (26%), financial (9%), and psychological and
emotional (9%). The key risk factors for people who need protection
from harm are old age, dementia, and frailty. Older people (65+),
particularly those over 80, account for a significant portion (55%) of
adult support and protection investigations, indicating higher
dependency and vulnerability. The most common location for harm is
at home, accounting for 37%. This is an increase of 25% since last year.
The number of investigations of care homes (private and local
authority) has similarly increased, by 67% from last year.

The Care Home Oversight Group continues to drive improvements by
delivering daily reports and providing an opportunity to increase levels
of assurance in relation to the care and protection of care home
residents. All care homes receive regular visits, and residents undergo
care reviews which enhance measures to protect people from abuse
and harm. The Enhanced Care Home Team supports residents,
providing a multi-agency response to supporting adults with increasing
complex needs, including supporting those with acute levels of
dementia, learning disability, mental health and acquired brain injury.
The ASP Coordinator and the Service Manager with Portfolio lead for
the Perth and Kinross Carers’ Strategy, sit as part of a wider Adult
Social Work Leadership team. This relationship brings a good level of
connection between the ASP and Carers’ agenda. The Adult Protection
Committee has third sector carer representation as part of the
membership and the Adult Protection Committee subgroup also has
third sector representation.
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Looking Forward

We have developed an improvement plan for Adult Protection services,
framed around the six high level improvement areas and activities as
set out in the National ASP_Improvement Plan 2019-22. It builds on
what has been achieved to date and using our commitment to quality
assurance, self-evaluation, audit, alongside a continued commitment to
improvement and learning, we will use this plan as a means to improve
outcomes for people.

To better connect our approach to ASP and to improve safeguarding of
adults we established a thematic learning review group to examine the
themes emerging from our Large-Scale Investigations, Initial Case
Reviews, Significant Case Reviews, Serious Adverse Events Reviews.
This learning will inform strategy, policy and service delivery moving
forward.

Our new communication plan provides further details on how we plan
to progress the ASP communication agenda, with a focus on making
information more accessible and helping people to be involved in policy
setting and decision making that impacts their lives. As part of this, all
public facing ASP literature is being converted into easy read. This
process has already started in partnership with colleagues from
community safety as a test of change. Advice has been translated into
easy read by the NHS Tayside speech and language team and shared
publicly online and across social media channels. Initial feedback
suggests more people are better able to understand how this might
impact them.

We are planning to improve how we use data to inform our decision
making and are developing our strategic delivery plan, key performance
indicators and risk register. This will ensure we take meaningful steps
to drive future improvements. As part of this, we are working with
colleagues to ensure the new case management system is effective in
supporting ASP processes efficiently. In addition, we are introducing
dedicated case conference Chairs to help ensure consistency in the
quality of decisions to improve the experiences of people in need of
protection. This work has led to the development of an ASP Learning
Pathway, which aims to improve the support we provide to practitioners
and managers to improve practice.

32


https://www.careopinion.org.uk/3064/pk-hscp-asp-adultsupportandprotection
https://www.iapk.org.uk/
https://www.supportchoices.co.uk/
https://www.gov.scot/publications/adult-support-protection-improvement-plan-2019-2022/pages/2/

Chapter 9. Unpaid Carers

We made good progress on our Joint Carers’ Strategy 2019-22 despite
the challenges of the pandemic which saw many face-to-face options
for carer support removed or diminished. The following outcomes were
achieved.

e More carers were identified and supported.

o Information about carer rights and support for carers was made more readily
available and accessible.

e Carer representatives as key decision makers are more firmly embedded within
our strategy and working groups.

e A more streamlined process for accessing and receiving support for carers was
established.

e Extra investment into support for carers was made, through commissioning and
an exploration of how we can all improve support for carers.

The Carers’ (Scotland) Act 2016 (the Carers’ Act) was implemented in
April 2018 with the intention to provide better outcomes for unpaid
carers. It placed duties on Local Authorities and Health Boards to jointly
prepare and publish local carers’ strategies following consultation with
carers and local carer representative groups. Where a strategy is
published, a review must take place within three years and a revised
strategy produced. In 2022, we consulted with unpaid carers, their
representatives and the professionals who work to support them. This
was done through mailshots and open events in Carers’ Week 2022.
Their responses together with the National Carers’ Strategy and
findings from a recent inspection by the Care Inspectorate, were used
to inform our revised Joint Carers’ Strategy 2023-26.

Our aim is to ensure carers are recognised as equal partners in
planning personalised support for themselves, and those they care for,
and to support carers to live in good health allowing for a life of their
own alongside caring. The new strategy continues to build on the
ambition of the previous strategy, under the same strategic outcomes:

1. Carers can expect clear, reliable, accessible information about
local and national support.

2. Carers can expect promoted awareness about unpaid carers in the
community and workplaces to improve early identification and
support of carers.

3. Carers can expect that they are listened to and have their opinions
valued by professionals.

4. Carers can expect opportunities to participate as active partners to
the planning and shaping of carer services in their local areas
including services for the people who are cared for.

5. Carers can expect more opportunities for peer support.

6. Carers can expect improved provision of flexible and personalised
support, to support emotional/ physical wellbeing of carers and to
enable them to have a life alongside caring.

7. Young carers will have the best start in life and will be supported
to achieve their potential, irrespective of their caring
responsibilities*.

*Qutcome owned by Education and Children’s Services
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We can support unpaid carers to continue in their caring role and
ensure they have a life outside of caring by providing access to services
and support networks available through online awareness campaigns
and in-person events. We promote and encourage peer support
networks and organisations, such as Carers’ Voice and our
commissioned services to connect with carers. This ensures clear,
reliable, and accessible information about services and helped
contribute to a rise of 353 carers registered with PKAVS last year, one
of our commissioned services and facilitator of the Carers’ Hub.

Information about anticipatory care planning and emergency planning
contributed to over 800 Emergency Care Plans being forwarded to
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carers. There were 1,213 new carer referrals in 2022/23, an increase
of 171 on 2021/22, and leading to the provision of 443 Adult Carer
Support Plans (ACSP) and 318 Adult Carer Support Reviews. These
plans help carers plan out what support might be needed to ensure they
can continue supporting those they care for. Making an ASCP in
particular helps to determine what support services a carer may need.
By involving more carers in this discussion at the earliest possible
stage, we can help support them continue in their caring role for as long
as they want and prevent situations becoming unsustainable. Despite
the impact of COVID-19 and challenging financial environment, this
appears to be working. The percentage of people admitted to
permanent care due to carer breakdown reduced to 17.3%, down from
20.2% in 2021/22. This positive trend demonstrates the impact of
having support available for carers and highlights the success of this
approach in keeping families together longer, staying at home.

We enhanced training materials on carers’ rights to improve the
confidence of people when seeking support. Providing training ensures
unpaid carers are better able to cope with challenges and helps make
life easier and more enjoyable for them and for those they care for. The
training opportunities we provided in the last year includes:

First Aid, Self-advocacy, Self-directed Support, Dementia Awareness, Digital Skills,
All Strong gym (wellbeing), Mental Health First Aid, ADHD, Six Legal Must Do’s and

Hart Start.

Over 200 carers accessed training and feedback was overwhelmingly
positive:

Testimonials: Dementia Awareness Training

“Just to say what a great course it was last night and so glad you ensured | could take
part. It is always good to meet other people in similar positions so we can support each
other. Thank you again.”

Testimonials: First Aid Training

“Just wanted to say thank you for giving me the opportunity to do the first aid course
yesterday. It was beneficial and happy to say | am now qualified first aider. Guys
teaching us were terrific. I'll keep checking for further courses you offer as it was nice
doing something different and it's raised my self-confidence. Thanks again.”
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Working with third sector partners, we promoted and developed peer to
peer support networks and there are now 15 groups. We worked with
partners to set up carer cafés in Crieff, Aberfeldy and Blairgowrie as
well as supporting PKAVS.

Change Mental Health are commissioned to help people affected by
serious mental illness, including family members and carers. Since
January 2023, in partnership with All Strong, they have supported
carers to participate in programmes for fithess and wellbeing, helping
them remain active and diminishing feelings of isolation. Referrals into
the service remain high, and in the past year 225 carers received
information and advice, with 154 carers receiving information from their
monthly newsletter and 63 received ongoing 1-2-1 support. Whilst we
have not increased the number of employers with Carer Positive
accreditation, Crossroads, a commissioned services, has committed to
applying and we presented to the Chamber of Commerce and other
commissioned services to reduce the financial exclusion of carers and
improve the recruitment of carers by local employers.

The Carers’ Hub continues to provide social and complementary
therapies and grants enabling carers to have breaks and more
opportunities for peer support. They provide a telephone befriending
service which provides out of hours support. 376 carers are registered
for this service, making an average of 126 calls each week. This gives
carers more flexible and personalised support which helps their
wellbeing and gives an opportunity to do other things outside caring.

In 2022/23 we supported 1,683 respite bed nights in care homes and
10,978 hours of home respite. Under self-directed support option 1,
carers were provided with a combined total of £43,700 to ensure they
got the breaks they needed as flexible respite. Our partner Crossroads
provided 84,304 hours of sitting service in the three years since the
strategy launched.

We increased our capacity to support people (and their families)
requiring palliative care, providing support when treatment is needed in
hospital. In 2022/23 we ran a workshop to focus on adult palliative and
end of life care, and carers with lived experience were invited to attend
to ensure any service developments were reflective of their needs.
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Case Study: Carers’ Café

Karen and her husband, who she cares for, recently moved to Perth and Kinross to
be nearer family. Karen had never been recognised as a carer and didn’t have
support before they moved. Karen finds caring exhausting and found lockdown
difficult. Karen was told about the Crieff Carers’ Café which is supported by a local
Carer Support Worker and a Carers’ Hub Support Worker. With the Carer Support
Worker, Karen got a personal Adult Carer Support Plan so she gets weekly breaks
to go to a painting class knowing her husband is looked after. Her husband
occasionally stays in a local care home so she can get longer breaks and she was
able to attend a funeral. She gets support from PKAVS Carers’ Hub and finds caring
for her husband with this support easier.

Case Study: Carer Support Services Commissioned Service,
PKAVS

PKAVS Carers’ Hub offers emotional and practical support to unpaid carers of all
ages. It had 833 new referrals, compared to 735 for the previous year. It has over
2,526 unpaid carers of all ages registered compared to 1,973 in March 2022 (21.8%
increase). The pandemic restricted availability to supports and this with the cost of
living led to more complex needs. This presents challenges in how we best allocate
resources for the best outcome. A carers’ consultation in December 2022
highlighted the following feedback. Of the 207 responses, 199 either ‘Strongly
Agreed’ or ‘Agreed’ that their emotional health and wellbeing had been affected over
the past 12 months. When asked how it had been affected the largest numbers said
they worry ‘about the person | care for’; ‘What happens if | become ill?” and ‘| am
worried | will become exhausted and not be able to cope’.

Unpaid Carer Testimonials:

“Thank you so much for the payment towards my unexpected Vet’s bill. | was so
worried about how to pay this as | have no savings and no extra money and am
barely making ends meet but now | can sleep easier knowing that this has now been
paid.”

“Thank you for the information regarding the Self-Directed Support Options and for
explaining these to my sister and me. It was extremely helpful. We are now aware
of the other options open to us and have your contact details should we require any
further advice.”

“I'd just like to say that | feel fortunate to be supported by PKAVS. I've always felt
listened to, and when I've had my assessments have felt supported and taken care
of and been given plenty of opportunity to be heard and advised appropriately.”

When asked ‘What support for your caring role would help you most at
this time?’ the three largest responses were complementary therapy
vouchers, short break grant awards and emotional support.
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Day services, which runs five days a week from the Carers’ Hub,
continues to be very popular. Almost 4,000 spaces were taken during
this reporting period against an initial target of 3,700. The Carers’ Hub
continues to be the first point of contact for information and advice for
unpaid carers, with nearly 24,000 requests for information and advice,
up from 17,000 in 2021/22. To address this need PKAVS delivered:

e 766 packs of complementary therapy vouchers to carers, up from 645 in the
previous year.

e 453 short break grants awarded, 350 Time4Me/12 Carers’ Trust awards and 91
through the Holiday Voucher Scheme, up from 324 the previous year.

e Over 500 telephone befriending team calls every month offering carers access
to emotional and practical support.

e 204 carers signposted to additional support services.
61 cost of living crisis grant awards made.

Looking Forward

Our new strategy will continue to build on the ambition and previous
work to ensure all carers have the information and support they need
as well as to support them to enjoy a life alongside caring. We plan to
improve awareness of the support available to carers and will increase
their involvement.

As part of the national Carer Positive Initiative, we will support carers
to find or maintain employment. We will roll out an improved carers’
befriending service and enhance bereavement support for carers and
support for people caring for someone who is at end of life. We plan to
provide services for people caring for someone who has had a stroke
or dementia.

We will continue to work with the third sector to improve the range of
respite options for carers, including carers who are parents. We will
look at what services are delivered to carers and how we might
commission these in the future. We will ensure we get the best value
for public money and guarantee the most capable and effective
organisations seeking and able to deliver carers’ services are given an
opportunity to do so.
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Chapter 10. Older People’s Service

The population of Perth and Kinross is older compared to Scotland, with
24% of people over 65 compared to 20% nationally. It is estimated that
22% of the older adult population has at least one long-term condition
affecting physical health, with the prevalence of long-term conditions
known to increase with age. These factors contribute to the higher
comparative level of demand for older people’s health and social care
services. To meet this demand in an efficient and effective manner our
Strategic Delivery Plan for Older People, approved by the Integration
Joint Board in March 2022, seeks to deliver the following outcomes:

1. People who provide unpaid care are supported to maintain or improve their quality
of life and look after their own health and wellbeing.
2. Older people are supported to maintain or improve their quality of life and look after
their own health and wellbeing.
3. Older people are supported to live actively and independently at home or in a
community setting.
. Resources are used effectively and efficiently.
. People are safe from harm.
. Timelier discharge from hospital.
. The health and social care workforce feel engaged with the work they do and are
supported to continuously improve the information, support, care and treatment
they provide.

~N o oA

In 2022/23 we focused improvement activity in three areas:

1. Early intervention and prevention, working with communities.
2. Shifting the balance of care.
3. Improving capacity and flow.

Transformation programmes focusing on care at home, dementia and
psychiatry of old age services and the transformation of our inpatient
rehabilitation models will support this work as we move forward.

96% Discharged
H Without
Delay
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1. | Early Intervention and Prevention, Working with
Communities - Central to this approach is the understanding
that older people can be supported to adopt healthier lifestyles by
improving access to leisure, sport and community activities. This
helps reduce isolation and loneliness and helps mitigate against
the three major causes of death; cancer, heart disease and
stroke. It reduces the risk of depression, developing diabetes and
preventing excessive alcohol intake, all significant risk factors.

Supported To Look
After Own Health

We work with partners throughout Tayside and in our communities to
promote and support healthy lifestyle choices to improve physical and
mental wellbeing to delay the impact of ageing. Community activities
include:

Live Active Leisure exercise pathway.

Care About Physical Activity model.

Paths For All dementia friendly walking initiatives.
Annual Go4Gold Care Home Games challenge.

These help keep people active and engaged, improving physical
condition, helping to establish and maintain participation in group
activities, boosting wellbeing and improving community. To support
people to keep active, minimise the risk of falls and improve physical
resilience, we worked with third sector partners to develop a programme
to engage with people using services, their families and carers, and this
is now embedded in hospital sites, care homes and communities.
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Case Study: Go4Gold

The Go4Gold Care Home challenge was held as a virtual event in 2022. It encouraged
participation from all care homes in activities and competitions designed to increase
physical activity levels in a fun and meaningful way. Participation was high, with 30 care
homes and over 390 residents participating and competing. This was a big success with
positive feedback gathered via surveys:

“We thoroughly enjoyed doing the sculpture though it was a lot of work. Residents
enjoyed being involved in all aspects even using a drill! All our team got involved.” - “It
was fun to create it, especially the elephants painting and decorating them was fun.” -
“One of our gentlemen is blind and the choice of games was so good that with clear
instructions he could take part no problem. The joy on this face was lovely to see.”

In partnership with Paths For All, we transformed Blairgowrie Community
Hospital outdoor space, creating a space to walk, exercise and do
strength and balance exercises. Training and resources were provided
to staff to emphasise the importance of physical activity and support
them to teach people how to incorporate this in daily routines. Over the
long term this will help older people lead active and healthy lives for
longer. Similarly, we are part of a newly established Tayside Falls
Steering Group, which will help ensure a more consistent approach.

Case Study: Care in the Community, North Locality

An elderly gentleman in interim care started to show signs of decline. He had made it
clear he wanted to stay out of hospital and remain in a homely setting no matter what
happened. Both the patient and care home struggled to cope with rapid deterioration.
His key worker referred him to our single point of contact Clinical Coordinator. He was
accepted into the care of the North Locality Integrated Care Service (LInCS). Our
integrated multi-agency and multi-disciplinary team assessed his needs, updated care
plans, provided additional equipment and services and provided everything they could
to wrap care around him. This created a truly patient-centred response. With daily multi-
disciplinary team discussions and input from other professionals, he was stabilised in
the care setting. Unfortunately, his deterioration continued. Determined not to admit him
to hospital in accordance with his wishes, they advocated to admit him to a local nursing
home, worked hard to negotiate Scottish Ambulance Service protocols and sought
advice from palliative specialist nurses to ensure his comfort and dignity.

The impact for the patient was, that against a backdrop of complex external service
protocols, the integrated multi-disciplinary team was able to successfully advocate for
his wishes to be respected. This allowed the gentleman to have a peaceful and dignified
death in an environment of his own choosing. We often think success is about saving
lives, but ensuring compassionate, dignified death in line with a patient’'s wishes is as
important as any other element of care. This case showed exemplary integrated care,
working as intended, that was professional, compassionate and patient-centred.
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2. | Shifting the balance of care - People state they wish to remain
at home for as long as possible and receive support at home or
in their community. This requires an integrated approach, with
third and independent sectors and provides community-based,
short-term and targeted specialist care and support. This is a
robust and appropriate alternative to care home or hospital and
if hospital is required, it supports timely discharge to ensure

people live healthy, independent lives at home or in a homely
setting.

We continued to develop our approach of Integrated Working. Staff
participated in learning sessions on how we incorporate the aims of the
Perth and Kinross Offer, which sets out how we work together with local
communities, and engage with colleagues to help focus efforts and
resources toward making a positive difference to people’s lives.

All Self-Directed Support options are embedded in major care pathways
in Perth and Kinross. Rurality and recruitment issues are challenging
and we work hard to develop and/or fund services. In the past year we
funded a test of change, offering Community Brokerage. This supports
adults identify the right social care support and assists them to put it in
place. They prepare people for assessments, support agreed plans, help
with understanding budgets and accessing local support and activities
in the community. Funding has been secured to expand this project.

‘What Matters to You’ locality staff events were peer led by an unpaid
carer representative from the Alliance, and gave an opportunity to come
together, learn, build relationships, and strengthen resilience.

Testimonial: From a member of staff

“| feel inspired to do better. Reminds us of a carer’s role and identity and show we can
support.”
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https://www.pathsforall.org.uk/walk-project/stride-for-life
https://www.pkc.gov.uk/article/21807/Perth-and-Kinross-Offer
https://www.eventbrite.co.uk/e/what-matters-to-you-locality-event-tickets-451706264597

We set up an Enhanced Care Home Support Team to work directly
with care homes. The team encourages proactive working and focuses
on quality and clinical evidence to support change, with the team’s
flexible approach ensuring they can provide education and support for
care homes according to their individual needs. The care homes are
directly involved in identifying the support they require, fostering a
culture of learning and transparency that is helping Care homes improve
outcomes for residents. This helped implement sustained improvements
with a person-centred approach. The team have also intensively
supported those care homes who have experienced issues in the quality
of their delivery, preventing issues with quality of care and support from
developing further. This has been successful, with adult support and
protection Large Scale Investigations reducing since the team’s
introduction.

Our co-production ethos to delivering education demonstrated our
commitment to the national My Health, My Care, My Home Strateqy. The
vast majority of SUPER survey respondents felt they had a say in how
their support was provided.

Percentage of people who felt they had a say in how their health
or social care support was provided

100%
80%
60%
40%
20%

0%

SUPER 2021/22 Q2 SUPER 2021/22 Q3-4 SUPER 2022/23 Q1-2 SUPER 2022/23 Q3-4
HYes B No HBlank

SUPER Survey Feedback (N Range = 90-190)

The effective use of technology is vital to help protect people from harm
and empower them to live as independently as possible. We invested in
the community alarm and telecare service, with 1,244 new people
receiving devices across 2022.23. Our use of digital technology for
consultation, particularly in rural areas, is increasing. We started working
with the ‘Volunteero’ app-based system which allows volunteering

opportunities to be shared easily and provides better monitoring and
reporting. Early signs are positive and other methods for volunteer
recruitment remain.

In partnership with Alzheimer Scotland we expanded access to post
diagnostic support services. Across 2022/23 447 people were supported
in the early stages of their illness to understand their illness, manage
their symptoms and plan for their future, up from 252 in the previous
year.

Testimonial: From a service user

“Alzheimer Scotland support worker definitely helped us in various ways and a lot
of good advice. They got in contact about dad’s hearing and especially eye vision.
He is now back reading with the help of a light magnifier, different glasses that
help him watch TV and the colours are better. Dad always feels at ease talking to
the support worker and told him not to get too stressed out when he couldn't
remember things just try and relax. They also helped us to try and play some
games on the iPad as it would help stimulate the brain. He now plays patience
and puzzles. They also remind me that | needed time to myself as well as it is a
full-time job, caring. | didn't know you could get so much help if it hadn't been for
support worker. | could not fault them.”

Our response #1: Occupational Therapy

Thank you so much for your lovely feedback about your experience of the service
provided by Occupational Therapy. It is always encouraging for the staff members
in the team to receive feedback like this and the team work very hard to do their
best to make everyone's experience a positive one. As a team we do our best to
work with people for a length of time that is best for them, however | do understand
that sometimes it may feel like it would have been helpful to have the service for
a bit longer. We have sourced information about the local Perth and Kinross MS
group if you don't already have this information and hope that you will feel able to
contact them to find out more about what they might be able to offer you and your
son.

Our response #2: Carer Support

I'm sorry that you have not been able to get information about carer services.
PKAVS Carers’ Hub are the first point of contact for all carers in the area and
together we try to get information about the support unpaid carers are entitled to,
to every carer who needs it. We appreciate how difficult it can be for unpaid carers
looking after someone, the concerns they have about the person they care for,
and how important it is that carers look after themselves. | have been in touch to
arrange getting leaflets about the support available to the OT Service at Murray
Royal in the next few days - so that yourself and other carers using the service
can get the support they need as carers.
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Testimonial: Physiotherapy, Care Opinion Story

“Back at physio again with the lovely [staff member]. | have multiple sclerosis and it is
now progressive so referred back. I've been to-and-fro over last probably 17 years.
Always feel very comfortable and looked after so well. It's always never a stress to have
an appointment because of the friendliness of the physiotherapist. | often get tired and
there is understanding that | might not always manage all the exercises so never feel
pressured but completely comfortable to trust all advice given.”

We recognise the value of feedback from the people using our services
and are aware that having different methods of gathering this helps
present evidence or otherwise of the achievement of objectives and
improvement in outcomes. Beyond Care Opinion we continue to use
our internal Service User and Patient Experience Reporting Survey.
This is used across older people’s services, enabling people who use
our services to give feedback. The following quotes are examples of
what people have said.

Testimonial: Service User and Patient Experience Reporting
Survey

“I love coming to New Rannoch. You always have a good laugh” — 75+ year old male
accessing day opportunities.” - “Excellent care and support being provided. Also, advice
on how best to utilise the equipment provided” — Adult receiving HART reablement
support.

3. | Improving capacity and flow - When there is an alternative to
admission to hospital, action has been taken to improve the
experience of people to ensure they have access to the right
treatment, at the right time, and to enable them to return home
as soon as they are fit.

We have experienced pressures caused in part by the pandemic,
increased complexity of conditions, combined with population makeup
and frailty, alongside recruitment and retention challenges. These
pressures coincide with increased numbers of people seeking
emergency care with accident and emergency attendances up 10.9%
and emergency admission up 8.0%. To provide the best care for older,
frailer people when they require admission, we progressed our Frailty
at the Front Door approach. We opened our Acute Frailty Unit and
expanded its team who provide an assessment and adopt a
rehabilitation or reablement approach. This is being further developed to
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support early discharge. When completed, reablement support at home
will be provided immediately to prevent delayed discharge, helping
people to return and live as independently as possible in their own
homes.

NI-19 Number of days people spend in hospital when they are
ready to be discharged, per 1,000 population 75+

100

90

80

70

60
50

40
AL N L T L A N A R B A

; ; : : ; v v v : ;
& @Qﬁ RO VQQO &K & v\o“ E ¥ &

e Scotland Tayside Perth & Kinross e=peer Group

The rate of delayed discharges increased 58.2% from the previous year.
However, the vast majority of people (96%), were discharged on time
and improvements are being delivered in early 2023/24 to drive further
enhancements with significant gains already having been made,
particularly in relation to the Early Discharge Programme, which began
January 2023.

A further element of our response is our Integrated Discharge Hub,
which manages complex discharges. It maintains vital links between
inpatient and community health and social care services, playing a
critical role in supporting capacity and flow. In 2022/23 we changed our
workforce model and recruited Integrated Discharge Coordinators to
cover all inpatient areas and attend Medical Discharge Team meetings.
They provide consistent input to patient journey planning, increasing the
speed of referring to services such as HART (Home Assessment and
Reablement Team), ensuring patients are in the right place at the right
time and the next step in the patient’s journey is planned without delay.
Assessments at home are a focus of our person-centred Home First
approach. Enabling assessments for those with long-term care needs
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outwith a hospital setting, we ensure they can return to and remain in a
community setting, when possible.

Testimonial: From a service user’s family

“You took his case on and within a few days you were meeting with him and contacting
me, understanding his situation and him as a person and starting the job of finding
him a care home that would suit his needs and trying to keep him close to where he
used to live. | will be forever grateful to you. You are a fantastic person and extremely
good at your job, | felt very at ease about the whole situation and you explained
everything so | understood it. Thank you, thank you, thank you.”

This intervention helps minimise harms that can occur due to a lack of
timely discharge. However, we can see that the percentage of people
re-abled to the point where they need no further support has reduced
when compared to pre-pandemic levels. People who require longer
inpatient stays for rehabilitation or assessment for long term care needs
are transferred to community hospitals, when possible. This provides
greater opportunities for community-based services, including social
work, to support people to transition out of hospital.

A major contributor to discharge delays was difficulty securing timely and
sustainable Care at Home which is complex with many variables. We
continued to develop new models of Care at Home provision which see
people supported more by communities. The Living Well Teams Model
is evidenced as successful however it has not yet been possible to
embed it locally, recruitment being a significant barrier. We are
considering other options to promote sustainable and timely access.

Improvement Journey — Older People’s Services, Early Supported
Discharge

Delays were happening due to packages of care not being

Ul available and the lack of resources needed to complete the
Challenge .
assessments required.
Our Action Commissioned service, Avenue Care provided resources from 16
January, for non-complex cases.
Referrals to HART reduced with assessments completed from
The Result home rather than hospital. With a more accurate assessment of

what is required for care in their homely setting, people are no
longer waiting. Paperwork and processes are significantly
streamlined helping people return home and to communities faster.
Over a 16-week period, over 80 people were discharged from
hospital, and there were no delayed discharges in our Frailty Ward.

The Outcome
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Public Engagement Feedback — You Said, We Did

We held three public engagement events in November 2022, covering
Coupar Angus and Dunkeld, and an online event. Community members
from the North Locality attended, with the aim of providing feedback
around service provision, challenges, priorities, and community
involvement for health and social care services. Using the feedback, we
developed an overview titled “You Said, We Did’ which outlined the key
themes and noted our actions, which are being taken forward through
our Strategic Delivery Plans. The themes identified largely related to the
following:

¢ Increase volunteering opportunities.

¢ Improve use of accessible data and ensure communication is
appropriate to audience.

¢ Improve communication around access to community support.

e Address shortages in access to GP and other medical/clinical
care

e Improve transport links.

e Make more and better use of Technology to reduce isolation.

e Local appropriate housing required.

e Increase opportunities for intergenerational working.

e Ensure services targeted at those most in need.

¢ Innovative job roles needed to attracted people to the area.

e Increase early intervention activities.
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Case Study - Circles of Support - Leigh’s Story

Leigh spent all of the COVID-19 lockdown in her home, only being visited by care at
home staff, and while she has a good neighbour, she doesn'’t like to bother them. A
group that Leigh had previously attended and enjoyed on a weekly basis had started
up again but Leigh was not feeling the same benefits from it that she had before.
Having not been out on her own in so long Leigh felt unsure about going out in her
wheelchair alone and while she wanted to try something new, she felt unable to take
this forward by herself. Wanting to help, a friend made a few calls which resulted in
the Circles Support Volunteer Coordinator getting in touch.

Leigh was keen to give a befriending support role a try and after a couple of home
visits was supported to go out for a coffee on several occasions and then to join a
local craft group. Looking at what was available close to Leigh meant that she did not
need to rely on a wheelchair taxi and could get there under her own steam without
expense.

“l was really surprised at how much | enjoyed it. ’'m now comfortable in attending by
myself as | know people and I've practiced the route, know where the dropped kerbs
are and feel safe as I've become used to being out of the house again. It was so good
to have someone walk with me to start with. I'd not been out for so long and I'd lost
my confidence...it's not so much about how well | can do the craft activity but about
feeling welcome.”

Case Study: Older People’s Services

A person was referred for support to reduce social isolation and increase physical
activity to try and maintain mobility and reduce weight. The person is now receiving
support to go for a weekly walk which is ensuring they undertake physical activity to
maintain mobility and try to reduce weight. They started attending the RVS Social
Club every fortnight, enjoying meeting others and getting involved in activities. They
also attended the Festive Friends event, noting it was the first time they had been out
like that in years, and were delighted when their son was able to show them the
photographs.

They said: “I haven’t been out to anything like that in years and | thoroughly enjoyed
it. | would never have known about it if it wasn’t for you so thank you. | hope to go
again next year. The walking is really good and it encourages me to go out and get
some exercises even on the days when the weather isn’t so nice. Then | feel like I've
done something with my day.”
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Looking Forward

In April 2023, the Hospital Discharge Team (HDT) conducted a scoping
exercise into a Seven-Day Service to determine the benefit of
expanding. Continuous discharge planning and patient discharges at
weekends are obvious benefits with early communication with patients
and families. As this was exploratory, the single recommendation is for
the HDT to complete a six-to-eight-week trial of a seven-day service, to
allow for data collection on patient flow and discharges achieved.

Training has been developed for the Rockwood Frailty Tool and we
are about to start delivery of sessions to enhance the use and
understanding of its value. This tool will help standardise frailty
screening and quantify it, and through its adoption, we will be better able
to evidence frailty and take a more proactive and preventative approach.

To enable co-location of health and social care services and the benefits
that whole system integration provides, we are progressing the
development of integrated bases in our localities to support the work of
integrated, multi-disciplinary teams, make better and more sustainable
use of resources and reduce duplication. We have initiated a combined
scoping exercise and renovation plan at Blairgowrie Community
Hospital. This aims to deliver an Integrated Hub for services in
Blairgowrie Community Hospital, as well as enable us to consider the
use of clinical space for visiting services. This will improve local access
to services, such as vaccination and Health Visitors, taking a ‘cradle to
grave approach’ for the delivery of care closer to home. This approach
is also being considered for other Community Hospitals.

The Scottish Government has requested all health boards provide a self-
assessment on our approach to caring for people who have suffered a
Stroke. This is based on the Progressive Stroke Pathway and we will
collaborate across Tayside to progress this with the lessons learned
used to influence the development of a local improvement plan. It is
anticipated that transition to new models of care will be implemented
over the next two to three years. Work has already started on developing
multi-disciplinary planning and person-centred objectives, and following
discussions with the Tayside Stroke Managed Clinical Network, it is
hoped that we will be able to lead this work for Tayside.
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Chapter 11. Urgent Care

Urgent Care is defined by the need to provide services for illnesses
and injuries which require immediate attention and treatment but are
not a threat to life and limb.

The Scottish Government’'s Redesign of Urgent Care is a national
programme which represents significant change in the provision of safe
and effective urgent care. The national vision is for collaboration across
the whole health and social care landscape to design and implement a
safe, sustainable, patient and outcomes-focused system.

In Perth and Kinross, our urgent care redesign will ensure individuals
are seen in the most appropriate care environment, seeking to progress
towards the strategic aim of people receiving the ‘Right Care, in the
Right Place, at the Right Time’. This will be realised by managing
people more effectively, closer to home and by optimising existing pre-
hospital care, providing better health, care and life outcomes for
individuals, staff, families and the wider community.

We have already undertaken significant steps in Perth and Kinross to
implement this national vision. This work builds on the progress made
in developing locality integrated care approach, access to appropriate
minor injury treatments through our Community Care and Treatment
services, and our community based Advanced Nurse Practitioners
(ANPs) who support the wider community team through clinical
leadership and expertise in addition to urgent care triage and care
delivery.

Urgent care is being further developed and embedded to enable a
timely, targeted response for older people who do not require
emergency care but cannot wait until a scheduled appointment. This
work is supported by a recently established urgent care programme
team, with collaborative direction and feedback from local GP
representation on our programme steering group.
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A series of Single Point of Contact tests-of-change led by ANPs are
exploring how best the urgent care multi-disciplinary integrated team
can respond quickly to clinically triage, identify and action the most
appropriate response. In the next phase we will expand the model to
improve efficiency and integration with the wider community team, to
ensure people see the most appropriate professional as the first point
of contact (see case study - Urgent Care).

The multi-disciplinary Hospital at Home approach provides rapid
assessment and short-term treatment service with the aim of
providing a level of acute hospital care in an individual’'s own home that
is equivalent to that provided in a hospital. Consequently, this helps to
reduce pressure on acute inpatient services. Through recruitment, we
are strengthening our comprehensive team with the inclusion of
medical oversight necessary for safe clinical decision-making within
community-based settings.

Since initiating two years ago, the Specialist Community Respiratory
Service has seen a year-on-year doubling in caseload. The service
now carries out around 160 patient contacts per month, preventing
exacerbations and managing respiratory conditions such as Chronic
Obstructive Pulmonary Disorder and other common reasons for
hospital admission. Workforce requirements will need to be reviewed
to meet increasing demand for this essential care as the caseload
continues to rise.

Our focus will now shift to sustaining and developing urgent care to

enhance patient experience and outcomes by improving their journey
through care.
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Improvement Journey: Urgent Care

The
Situation

There is an increasing demand for urgent “on-the-day" visits in the
community.

The
Challenge

To develop a model to respond with the right person at the right time
through an improvement approach.

Our Action

Learning from improvement over the last year, our ANPs are taking
opportunities to further test a Single Point of Contact model on a
Perth and Kinross wide basis and we are designing an ANP
response.

The Result

In these tests-of-change, ANP clinical knowledge has combined
with established connections and operational understanding of the
network of services to successfully enable access to the right
person or team. This includes maintaining patients at home, who
without access to appropriate interventions were at risk of
unplanned hospital admission.

The
Outcome

These tests-of-change have led to an enhanced understanding of a
single point of contact model in the context of urgent care.
Improvements and opportunities include: the ability to maintain
case oversight and track patient outcomes; unlocking capacity
through a more agile and efficient deployment of urgent care
response from the wider integrated system; and the identification of
urgent care training and development needs.

Improvement Journey: Locality Integrated Care Service

The
Situation

Access to multi-professional, multi-disciplinary care teams in Perth
City was inequitable and complicated to arrange, leading to delays
and duplications in the pathway to patient-centred care.

The
Challenge

Better support for multi-disciplinary team working in Perth City.

Our Action

We worked with our Locality Integrated Care Service to recruit a
Clinical Co-ordinator to support multi-disciplinary team working in
Perth City. The post holder is now embedded in the wider team for
the locality, improving access, communication and effectiveness.

The Result

Access to the multi-disciplinary team has improved, as has
communication across and between professional groups, and care
has become more co-ordinated and effective. This in turn has led to
better outcomes for our patients.

The
Outcome

A more effective, person-centred service in Perth City, with more
sustainable and equitable access to the expertise of the multi-
disciplinary team.
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Looking Forward

To continue to advance whole system integration across Older
People’s Services, and in line with national and local standards for the
provision of health and social care to older people. In doing so, we will
continue to implement the Scottish Government's Urgent Care redesign
and these programmes of work will be further developed and
implemented across 2023/24.
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Section 4: Workforce

Our workforce is at the heart of delivering high quality services for the
people of Perth and Kinross. Over 4,500 skilled and compassionate
people work in various roles and settings, including the independent
and third sectors. During 2022/23 we faced significant difficulties in
recruiting, especially social carers, nurses, allied health professions
(AHP) and medical staff. This challenge will intensify due to
demographics and increases in demand for mental health, learning
disability and substance use services. Our workforce is getting older,
vacancies are increasing and the overall working age population in
Perth and Kinross is shrinking. This is compounded by rurality.

To address this a three-year Perth and Kinross HSCP Workforce Plan
was developed in 2022. This sets out the ways in which we will respond
to the significant challenges we face as well as the national action
needed to support recruitment and retention. We have sought to build
on the rapid innovation in working practices during the pandemic. The
plan recognises the significant work underway, set out in the chapters
above, to redesign services with an unstinting focus on early
intervention, integration and locality working. This will improve
outcomes for the people we serve but will also improve the experience
of staff delivering services across our communities. The plan is being
implemented under the oversight of the Workforce Plan Steering
Group.

Recruitment

Social care was identified as being a particularly challenging area for
recruitment with consistently high numbers of vacancies. A specific
plan for social care has been implemented. Actions which have been
taken include:

e Enhancing the use of social media — using Facebook, Twitter etc
to circulate vacancies together with blogs and videos of positive
stories of people currently working in social care.

Advertising on billboards, buses, bus stops, bin lorries.

Stalls at community events.

Social care stall at the Job Centre.

Information sessions at local schools and colleges.
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This has contributed to over 80 people applying for HSCP social care
posts, which is considerably more than we would normally attract. The
Nursing Directorate and Allied Health Professions Directorate of NHS
Tayside have been actively supporting International Recruitment and
have successfully appointed employees from outwith the UK to posts
locally. NHS Tayside Human Resources have supported all aspects of
this approach and our professional education teams have created a
range of resources to support new employees.

NHS Tayside is in the process of establishing an Agenda for Change
generic template job description library. NHS Tayside holds over 5,000
job descriptions in the job evaluation TURAS system and this includes
health posts within health and social care. The creation of the library is
to streamline and consolidate many existing job descriptions into a suite
of generic template job descriptions to assist with recruitment. There
has been a call for nominations from professional group
representatives to support this work by participating in a short life
working group and this will include Nursing and Allied Health
Professional representation.

Developing roles

Psychiatry of Old Age in-patients have commenced the employment of
Associate Practitioners. These staff have skills and experience in
specific areas of clinical practice. Although they are not registered
practitioners, they have a high level of skill through their experience and
training.

The NHS Tayside Nursing Directorate and AHP Directorate have been
actively supporting the creation of advanced practitioner opportunities
across all services and are developing competency frameworks. This
provides opportunities to support development of new roles and attract
applicants to these highly attractive emerging posts. There is also
scope to develop in-house academy models, offering the opportunity to
develop our workforce from within. This approach is being taken
forward currently with five people in the HSCP undergoing training for
the professional social work qualification.
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The Nursing Directorate and AHP Directorate have been actively
supporting our healthcare support workers using the opportunities that
the NES Development and Education Framework for Healthcare
Support Workers brings, such as developing new assistant practitioner
roles.

The Scottish Government, COSLA and partners have a shared
ambition for a trauma informed workforce and services across Scotland
and have invested in the development of the National Trauma Training
Programme led by NHS Education for Scotland. Having recruited a
Trauma Approach Coordinator in February 2023, we are working
collaboratively to co-produce, develop and implement a local strategy
and action plan that embeds the principles of Trauma Informed Practice
across all staff and services in Perth and Kinross. This person-centred
approach aims to reframe the understanding of complex behaviours as
potential responses to trauma, prioritising the building of trusting,
mutual relationships above all else.

Data

A pan-Tayside data group has been established to co-ordinate and
collate workforce information to meet the requirements of the workforce
planning groups and local workforce strategies. This will ensure data,
analysis and benchmarks are available to support workforce planning
by both Perth and Kinross Council and NHS Tayside.

Monthly vacancy update data sheets are completed by all services in
the HSCP and used to generate a monthly report that enables us to
monitor nurse vacancy factors. This is enabling us to highlight hotspots
and monitor the trend.

Agency and bank nursing usage is monitored and shared weekly with
locality and service managers. This data is cross referenced against
vacancies to highlight hotspots in our services and provide mitigation in
those areas that require high usage of bank and agency coverage.

Most clinical nursing areas have tested workforce tools as a lead-in to
this going live. Allied Health Professions have also been involved in
supporting workforce template activity, based on the Common Staffing
Method, and have been supported in running test activity by Healthcare

Improvement Scotland. Part of this approach involves a data collection
"snapshot" task which assists in producing a data informed report about
that service and its workforce status, which can be utilised to support
assessment of service provision.
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Section 5: Scrutiny and Inspection

In the reporting year the Mental Welfare Commission (MWC) visited
two of our Psychiatry of Old Age Wards at Murray Royal Hospital (Garry
and Tummel Wards), and HMP Castle Huntly was inspected by HM
Inspectorate of Prisons for Scotland.

Garry and Tummel Wards are both 12 bedded wards and provide
assessment, care and treatment for people with dementia. The MWC
last visited these wards in July 2019, and made recommendations
regarding the auditing of care plans, authority to treat certificates,
discharge planning arrangements and on the need to improve the décor
in Garry Ward.

The MWC found that on both wards, nursing staff interacted in a kind
and supportive way. The patients were not able to engage in a
discussion about their care and treatment due to the extent of their
cognitive impairment, but relatives were overwhelmingly positive about
the care, treatment and support on the wards.

Staff were described as outstanding, exceptionally kind and that the
care and attitude of staff was above and beyond what could be
expected.

Feedback from relatives highlighted that staff kept in contact with them
and they felt listened to. Some of the relatives said they had been
invited to meetings, others had not, and all the relatives spoken to had
been given copies of care plans. The relatives described the ward
environment, including the bedrooms as adequate. Comments about
food provided in the units were positive, with a range of choices. The
laundry service was an issue for one relative who said that clothes were
regularly ruined and/or lost.

The MWC made six recommendations from their visit; managers
should:

o Ensure that staff completing care plans undertake care plan
training and refer to NHS Tayside’s person-centred care planning
standards.
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e Ensure that nursing staff include summative evaluations of care
plans in patient notes that clearly indicate the effectiveness of the
interventions being carried out and any required.

e Ensure that patient/relative involvement in care planning is
encouraged and recorded.

¢ Ensure that multi-disciplinary team meetings are fully recorded.

e Ensure that where a patient lacks capacity in relation to medical
treatment, S47 certificates are completed to safeguard and
promote welfare, and treatment plans cover all relevant medical
treatment the individual is receiving. Treatment should be
described in full and abbreviations should not be used.

e Explore solutions to ensure patients are able to look out of the ward
windows, without their privacy being compromised.

HMP Castle Huntly is Scotland’s only open prison, accommodating low-
supervision adult male offenders from areas across Scotland.

With regard to health and wellbeing, inspectors assessed 17 quality
indicators during their inspection. Of these, two were rated as good,
nine satisfactory and five were rated as generally acceptable.

The overall rating for health and wellbeing was satisfactory. There were
eight examples of good practice highlighted and seven
recommendations for improvement.

The good practice highlighted was:

e The Occupational Therapy Team conduct familiarisation visits and
liberation planning.

e Caseworkers, the nursing teams and occupational therapy work
focussed on supporting individuals to reintegrate into the
community by establishing links with community services and
engagement in groups or meaningful activity.

e Prompts on Vision system alerted staff that reviews were due for
patients with long-term health conditions.

e NHS Tayside/HSCP developed a liberation referral form to advise
the community drug and alcohol service of the patent’s
requirements to ensure continuity of care on liberation.
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o Liaison with a patient’'s preferred community pharmacy takes
place, where required, to ensure a seamless supply of medication
on liberation.

¢ Healthcare staff complete a daily exception report as well as a night
report. This was shared with senior nurses and Scottish Prison
Service (SPS) and included details of any concerns regarding
prisoners and also documents of any staffing issues. This mode of
communication provided continuity of care for prisoners in the out
of hours period.

e Healthcare staff politely challenge staff and prisoners entering the
Health Centre without wearing masks.

¢ Complaints forms were available for patients and a feedback box
for staff to make anonymous suggestions. Any suggestions were
discussed at staff meetings.

The recommendations were to:

e Continue efforts to bring all staff core competency levels into
compliance as soon as possible.

e Ensure that all patients have a regular review of risks of self-harm
and suicide that is recorded within the patient care record.

e Review the psychology provision to ensure national waiting times
are not exceeded.

e Ensure that patients with long-term health conditions have
individualised, person-centred care plans. The care plans must
evidence that patients have had an explanation regarding their
condition and have had involvement in the planning of their care
needs.

¢ Reinstate the health promotion support available regarding oral
health and hygiene.

o Ensure that anticipatory care plans are in place for patients with
palliative and end-of-life care needs.

e Have a recognised robust agreed protocol in place for accessing
healthcare support in the absence of trained staff.

¢ Reintroduce clinical supervision as a priority within the Healthcare
Team to support staff with the sustained pressures from staffing
issues.

The recommendations made by both the Mental Welfare Commission
and HM Inspectorate of Prisons form part of our Clinical Care
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Governance Improvement Plan and progress against these necessary
improvements will be routinely monitored and reported through our
Perth and Kinross Clinical Care Governance Forum.

Care Inspectorate Inspections

From April 2022 to March 2023, there were 30 inspections of Care
Homes and Care at Home Services. The table shows the results of the
Inspections and the overall gradings awarded.

Care Inspectorate
Quality Indicator Framework

Unsatisfactory
Weak
Adequate
Good

Very Good
Excellent

Not Reviewed

How well is care and support planned?

How good is our setting?

How good is our staff team?

R Rk |O|R
oo |O
(Vo T I SN (Y O I [ 2
DWWl (N
O N[O (K
o|Oo|O | O

How good is our leadership?

How well do we support people’s
wellbeing?
Not Reviewed = Not all quality indicators are graded at every inspection

1 0 9 9

O
o
N

Arrangements for Clinical and Care Governance assurance and
reporting

The HSCP Care and Professional Governance Forum (CPGF) has
responsibility for ensuring appropriate scrutiny, assurance and advice
within the HSCP, and during 2022-2023 was co-chaired by the Head of
Adult Social Work and Social Care and Associate Medical Director. The
CPGF receives assurance reporting from all localities and services
within the partnership, and all have provided an annual report providing
details and assurances regarding the provision of safe, effective and
person-centred services, and any ongoing improvement.

Each locality has in place a Clinical, Care and Professional Governance
Group, all of which are now firmly established. These groups have
representation across both Health and Social Care, and provide an
opportunity for a focus on improvement, shared learning as well as
ensuring effective clinical and care governance processes across the
locality.
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Adult Support and Protection

The Care Inspectorate, Her Majesty’s Inspectorate of Constabulary,
and Healthcare Improvement Scotland carried out an inspection of our
multi-agency adult support and protection services during June and
July 2022. This is part of the Scottish Government’s improvement
programme for adult support and protection.

The inspection findings are positive and shows that there are strong
multi-agency arrangements in Perth and Kinross, keeping adults who
are at risk of harm safe and protected.

Summary of findings
Important strengths

We have strong self-evaluation and quality assurance processes.

o We are providing opportunities for collaboration and information
sharing between partners (screening and triage arrangements and
Initial Referral Discussions (IRDs) were particularly highlighted).

e IRDs had improved the quality of inquiries and outcomes for
people.

e The Council had put in place an electronic case management
system to enhance current methods of recording social care
information.

o We have very effective leadership and oversight of adult support
and protection arrangements. We are promoting community
engagement to take forward our vision and improvement plan.

e The Care Home Oversight Group has supported large scale
investigations and provided guidance and support to staff in care
homes at the height of the pandemic.

Key areas for improvement

We need to improve independent support through advocacy and
the direct involvement of adults in need of protection in key
processes including case conferences.

We need to be more consistent in considering the need for medical
examinations.

We need to improve our recording of assessments of risk, and
actions to support people at risk of financial harm.
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Section 6: Finance
Financial Resources Available to the 1B 2022/23

The 1JB is responsible for the planning and oversight of a broad range
of health and adult social care services for the people of Perth and
Kinross. These services are provided by Perth and Kinross Council and
NHS Tayside via Perth and Kinross Health and Social Care
Partnership. This is funded through budgets delegated from Perth and
Kinross Council and NHS Tayside. The financial resources available to
the IJB in 2022/23 totalled £280.463m.

The following charts provide a breakdown of where these resources

came from, and how it was allocated.
Resources Available (£000s)
Perth & Kinross
Council, 98,374
Total
280,463 NHS Tayside,
156,337
Set Aside,
25,752

Included within the Resources Available to the IJB is a ‘Large Hospital
Services’ (Set Aside) budget totalling £25.752m. This budget is in
respect of those functions carried out within a large hospital setting and
operationally managed by NHS Tayside but for which planning is the
responsibility of the 1JB.

Resources Available (£000s)

Set Aside
25,752
General Medical
& Family Health
50,842
Older People
88,430
Management / Total
Other
Commissioned 280,463
17,296 ‘
Proscrome Adults 37,453
26,952
Inpatient ~au‘
Mental Health Other
10,829 Lead Partner Community

Services 5,065

Services Tayside
17,844

Financial Performance

In setting the 2022/23 budget, the 1JB had planned to use reserves to
deliver a break-even position. However, the actual financial
performance against budget was a £4.0m underspend and reserves
were not required. The main movement from plan related to:

e The significant investment by Scottish Government into health
and social care. This included funding for care at home
capacity, adult care social work capacity, multi-disciplinary
teams working and additional health care support staff. At the
time of the investment, operational and management capacity
continued to be heavily impacted by COVID-19 activity, also
the effect of recruitment challenges facing health and social
care meant a higher underspend against staffing than planned.
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The IIB Strategic Delivery Plans, supported by this investment,
are now being implemented and recruitment is underway.

e In addition to the core budget, the 1JB used earmarked
reserves. This provided additional capacity and ensured
resilience across services, whilst the Strategic Delivery Plan
actions were being implemented.

e Expenditure of £5.2m was incurred in 2022/23 as a direct result
of COVID-19 and this cost was met in full by Scottish
Government funding.

e The number of people choosing Older People Care Home
Placements continued to be below planned levels, leading to
an underspend on this budget. This reduction has been
considered as part of the 2023/24 Budget to support the Older
People Strategic Delivery Plan objectives.

Financial Plan - In March 2023, the |JB approved a budget for 2023/24
and provisional budgets for 2024/25 and 2025/26. The budget requires
the use of reserves to balance in year 1 and identified recurring
shortfalls in years 2 and 3. The IJB is faced with significant and
increasing financial challenges due to inflation, a growing ageing
population, increasing demand and complexities, and funding
uncertainty. In setting this budget the 1JB remained committed to
supporting the Strategic Commissioning Plan by prioritising and
ensuring best use of available resources. The IJB understands there
are key risks and uncertainties that require to be monitored and
managed closely throughout 2023/24 and will need to consider
additional funding solutions and reductions in overall expenditure to
ensure the budget can be balanced in future years.

Best Value - Best Value is about creating an effective organisational
context from which public bodies can deliver key outcomes. The
following building blocks ensure we are organised to deliver good
outcomes, by ensuring delivery in a manner which is: economic,
efficient, sustainable, and supportive of continuous improvement.

Vision and Values - The scale of increased demand and increasing
complex needs means that we cannot provide services in the way we
have before - we don’t have enough money to do so. A significant
programme of change has been set out in strategies for Older People,
Learning Disabilities and Autism, and Community Mental Health
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Services linked to our three-year Financial Plan. These strategies have
been developed in partnership with the people of Perth and Kinross
who use our services and are fully aligned with the aims and ambitions
set out in the IJB’s overarching Strategic Commissioning Plan.

Effective Partnerships - 1JB Meetings are public meetings and
membership includes wide stakeholder representation including carers,
service users and the third sector. In addition, membership of the IJB’s
Strategic Planning Group ensures wide stakeholder involvement. This
is further supported by other forums to ensure a strong contribution to
joint strategic planning and commissioning including across our three
localities. We maintain close links with the Community Planning
Partnership and Local Action Partnerships.

Governance and Accountability

The IIB undertakes an annual review of its governance arrangements
and is able to demonstrate structures, policies and leadership
behaviours which demonstrate good standards of governance and
accountability.

IJB Complaints - There have been no complaints received in respect
of the 1JB in the reporting year.

Use of Resources - The |JB is supported by a robust Financial
Planning process which forms the basis for budget agreement each
year with NHS Tayside and Perth and Kinross Council. Performance
against the Financial Plan is reported to the IJB on a regular basis
during the year. The use of our resources is directly linked to our
strategic priorities. Finance update reports have been presented to the
Audit and Performance Committee throughout 2022/23, reporting on
the projected financial position and the impact of the pandemic. Our 3-
year financial planning process is directly linked to the development of
our strategic plans, ensuring resources are continuously prioritised to
best meet the needs to the people of Perth and Kinross.

Performance Management - We continue to build our performance
framework with effective and regular reporting at 1JB, Care Programme
and Locality level ensuring we understand and can measure progress
against our objectives.
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Section 7: Key Contact

For further information on any area of this report please
BIT@pkc.gov.uk

contact: Chris Jolly, Service Manager, Business Planning and Performance at

P ejete-li s1 Vy, ancbo n kdo, koho znidte, kopii této
listiny v jiném jazyvee ancbo jiném formitu (v n kterych
p ipadech bude p cloZen pouze stru ny obsah listiny )
Kontaktugte prosim Customer Service Centre 01738 475000
na vy izeni o pozadavky

Ecnm 8am mnn xomy nub0 KOro Bl 3HAETE HE0OX0AWMa
KOMKMA 31010 AOKYMEHTA Ha APYrOM SI3LIKE MM B ADYTOM
(’)')')VEU'U, HEl MOXETE 300000 TN (‘,U«p;luu"myu()
KOMWIO AOKYMEHTAE 00pa TMaILUINCH
Customer Service Centre 01738 475000

Nam bu mhath leat fhéin no neach ale as aithne dhut
ethbhreac cen phapear €0 ann an canan No ann an cruth ave
(uaireannan cha bhi ach gearr-lomradh den phaipear n fhaotainn
ann an eadar-theangachadh), gabhaidgh seo a dheanamh le Hos
a chur gu lonad Sheirbheis Theachdaichean air 01738 475000

You can also send us a text message on 07824 498145.

All Council Services can offer a telephone translation facility.

Perthand Kinross | £
Health and Social

Care Partnership

If you or someone you know would like a copy of this
document in another language or format, (on occasion only
a summary of the document will be provided in transiation),

this can be arranged by contacting
the Customer Service Centre on 01738 475000

Shad A el f g A GL ALY 03 A L i ) D Sl
o g (5 A By e ) 030 ) L Bl 5 ) 4 Syt
Customer Service Centre aal

01738 475000 : y=ed Jualll il o1

= ’ » »
s 6Lt 38 o P v olon Ni9d 12 'y P )
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-— ’."v:( {...?1‘ ) Ll T VN 'a"." )
Jfe. Customer Service Centre S 3s iU sals i oty

e PPV i, 01738 475000

BeLasen « (74 ” [ !-...I' "1‘{'»,' :',J:,‘ ¥ R _.'f'lz,.:,_".‘

Customer Service Centre 01738 475000
w< Bm i .--‘».‘
L AR

Jezell cheialbys lub ktod choiatby uzyskad kopig owego
dokumentu w innym jezyku niz jezyk angieiska lub
w Innym formacie (istnieje mozlwose uzyskania
streszczenia owego dokumentu w innym jezyku niz jezyk
anglalski), Prosze kontaktowad sie 2
Customer Service Centre 01738 475000
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Section 8: Appendix

Appendix 1.1 Perth and Kinross HSCP Service Breakdown

Perth City Locality

North Locality

South Locality

Community Nursing,
Community Mental Health Teams
(Adult and Older People’s),
Community Allied Health Profession
Teams
Integrated Drug & Alcohol Recovery
Team,

Advanced Nurse Practitioners,
Community Hospitals (x4),
Community Care & Treatment Teams,
Community Learning Disability
Services,

Adult Social Work Teams
Respiratory Team
Care Home Liaison (Mental Health)
Access Team
Mental Health Officer Team
Wellbeing Team
Hospital Discharge Team
Discharge Hub

Delegated

Delegated

Delegated

Perth Royal Infirmary

Stroke Ward
Medicine for the Elderly Ward
Discharge Liaison Team
Allied Health Profession Team
(Inpatients)
Allied Health Professions (Outpatient
Teams)

Delegated

Murray Royal Hospital

3 Older People’s Mental Health
Inpatient Wards

Delegated

Care at Home, Delegated
Commissioned Services 42 Care Homes,
Supported Accommodation
Dalweem & Parkdale Care Homes, Delegated
Registered Services Day Care,
HART
. Joint Equipment Loan Store, Delegated
Equipment & TEC Community Alarm
Mental Health Officer Mental Health Officers across P&K Delegated
Team
Across 2 sites — HMP Perth and HMP | Lead
Castle Huntly Partner
Pharmacy Team
Primary Care Medical & Nursing
Team
Integrated Mental Health & Substance
Prison Healthcare Misuse Team
Occupational Therapy Team
Physiotherapy
Clinical Psychology
In-reach Podiatry
In-reach Dental
In-reach Blood Borne Virus
Public Dental Service Tayside wide Services Lead
Partner
Podiatry Tayside wide Services Ilsead
artner
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Appendix 2.1 National Core Suite Integration Indicator Tables

Peer
Five How we Scotland’s oty s tend et s
17/18 | 19/20 | 21/22 ear compare 17/18 19/20 21/22 trend over compare | 17/18 | 21/22 over compare
HACE Survey Indicators P&K | P&K | P&K Y P Scotland | Scotland | Scotland " to Peer | Peer last to Peer
trend to 19/20 last five -
% % % % % % % % e O Scotland % % five (latest)
0 0 y 0 (latest) % years %
%
0 .
6 of adults able to look after their | g4 5 | 943 | 937 | -1.0 0.6 92.9 92.9 90.9 2.0 2.8 937 | 921 | -15 15
health very well or quite well
% of adults supported at home
who agree that they are supported | g3 | gr3 | 799 | -31 2.4 81.1 80.8 78.8 2.3 1.0 8L1 | 763 | -4.8 3.6
to live as independently as
possible
% of adults supported at home
who agree that they had a say in B ) ) i
how their help, care or SUpport was 77.7 77.2 73.8 3.9 3.4 75.6 75.4 70.6 5.0 3.2 75.4 69.5 5.9 43
provided
% of adults supported at home
who agree that their health and 745 | 730 | 651 | -95 743 735 66.4 7.9 13 | 737 | 646 | 91 0.4
care services seemed to be well
co-ordinated
% of adults receiving any care or
support who rate it as excellent or 81.3 82.9 79.1 2.1 80.2 80.2 75.3 -4.8 3.8 80.3 74.2 -6.1 4.9
good
% of people with positive
experience of care at their GP 88.4 86.4 74.1 -14.3 82.7 78.7 66.5 -16.1 7.6 82.7 67.3 -15.4 6.8
practice.
% of adults supported at home
who agree that their services and | g5 | g5 | 758 | .48 4.4 80.0 80.0 78.1 1.9 2.3 796 | 766 | -2.9 0.8
support had an impact in improving
or maintaining their quality of life.
0,
% of carers who feel supportedto | 459 | 367 | 332 | .77 35 36.6 343 29.7 6.9 35 3.7 | 303 | -6.4 2.9
continue in their caring role
0,
LTI S 850 | 839 | 79.0 | 5.9 4.9 83.3 82.8 79.7 3.6 0.7 834 | 777 | 5.7 1.4
who agreed they felt safe.
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Core Integration
Indicators

18/19 P&K

19/20
P&K

20/21
P&K

21/22
P&K

22/23
P&K
(Latest)

Latest
Data
Available

over How we
last 5 | compare
years to 21/22

21/22

Scotland

22/23
Scotland

Scotland
trend
over last
five
years %

How we
compare
to
Scotland
22/23 %

How we
compare
to Peer
22/23
%

Premature Mortality Rate
per 100,000

350.2

332.8

364.9

357.3

N/A

Dec-21

N/A N/A

Rate of emergency
admissions per 100,000
population for adults (18+
all specialities)

10,952.5

11,485.7

10,584.0

11,312.6

12,221.1

Dec-22

N/A

N/A

N/A

Rate of emergency bed
day per 100,000
population for adults (18+)

104,227.7

107,689.8

91,213.8

106,861.8

114,470.6

Dec-22

11,631.6

11,155.1

Readmissions to hospital
within 28 days of
discharge per 1,000
discharges (18+)

115.1

115.8

141.0

128.8

135.8

Dec-22

112,939.1

113,134.2

N/A

1.2

N/A

3.9

17.9 5.4

106.7

101.7

N/A

N/A

Proportion of last 6 months
of life spent at home or in
a community setting

89.6

89.6

90.2

90.6

89.0

Dec-22

Falls rate per 1,000
population (65+)

22.1

225

23.8

22.6

255

Dec-22

89.8

89.3

15.2 12.7

Proportion of Care
Services rated good or
better in Care Inspectorate
inspections

87.0

86.4

89.0

76.5

73.4

Mar-23

-13.7 -3.2

22.6

22.2

75.8

75.2

Percentage of 18+ with
intensive social care needs
receiving Care at Home

60.8

59.3

59.5

55.5

57.6

Dec-22

Number of days people
aged 75+ spend in hospital
when they are ready to be
discharged per 1,000
population

547.7

502.4

197.1

593.8

939.2

Mar-23

64.6

63.5

15

71.5

Percentage of health and
care resource spent on
hospital stays where the
patient was admitted as an
emergency

26.1

254

N/A

N/A

N/A

Mar-20

747.9

919.3

15.9

2.1

N/A N/A

N/A

N/A

N/A

N/A

N/A

Source: Public Health Scotland Core Suite Integration Indicators. July 2022 update.

N/A = no data available.

Note: The figures presented are rounded to one decimal place, while calculations are done using the data as published by PHS.
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Appendix 3.1 HSCP Peer Group Makeup

The Peer Group figure is used to establish an averaged value against indicators which is more useful for benchmarking performance against than
the figure for Scotland overall. It contains a set of similar HSCPs, as displayed below:

e Aberdeenshire Health and Social Care Partnership

e Angus Health and Social Care Partnership

e Argyll and Bute Health and Social Care Partnership

e Clackmannanshire and Stirling Health and Social Care Partnership*
e Dumfries and Galloway Health and Social Care Partnership

e East Ayrshire Health and Social Care Partnership

e East Lothian Health and Social Care Partnership

¢ Highland Health and Social Care Partnership

e Moray Health and Social Care Partnership

e Scottish Borders Health and Social Care Partnership
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If you, a family member or
someone you care for has recently
used one of our services and you
would like to share your
experience, please use these QR
Codes to access Care Opinion (top)
or our local Service User and
Patient Experience Survey
(bottom).

Alternatively, you can visit
www.careopinion.org.uk/services/s37000023
or www.kwiksurveys.com/s/KUi4dANhf
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