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Foreword

The Public Bodies (Joint Working) (Scotland) Act 2014 (the Act)
required Health Boards and Local Authorities to delegate the
planning and delivery of certain adult health and social care services
to integration authorities. On 1st April 2016 responsibility for the
planning and delivery of health and adult social care services
transferred to the Dumfries and Galloway Integration Joint Board
(13B). This document is the first annual report of the 1JB reporting on
the performance of the Dumfries and Galloway Health and Social
Care Partnership (D&GHSCP) for those services delegated. It has
been developed in line with the Public Bodies (Joint Working)
(Scotland) Act 2014 and related guidance.

Through 2015/16, |1JB developed its own strategi
and Social Care Strategic Plan,2016-2 01 96. Thi s plan identifies th
health and social care in the region and the priority areas for action. Planning health and

social care in an integrated way, has given us an unprecedented opportunity to work

innovatively with people to find new ways of delivering health and social care and support

that are much more centred around the needs of individual, their families and Carers.

This first annual performance report of the IJB measures progress of against a range of

indicators to enable people to see where progress has been made against the nine national

health and wellbeing outcomes (please see page 6). Importantly, the indicators are
qualitative as well as quantitative in nature t
of care.

From day one, we have recognised that the people of Dumfries & Galloway are our greatest
asset and that it is only by working together that we will be able to overcome the challenges
that we face to achieve the continued delivery of the highest quality care to people. | am
delighted that we are able to provide so many examples of effective working together in this
report. | am also pleased with the progress we are making to support the many Carers in the
region. Their contribution to the delivery of care is recognised and greatly valued. Effectively
supporting Carers will remain a priority area of focus going forward.

Whilst there is much to be proud of in this first annual report we acknowledge that there is
still a great deal to be done. We continue to face ever more difficult financial and
demographic challenges as we strive to make every aspect of care and support person-
centred and as positive an experience of care as it can possibly be for every person and
their families and Carers. | am confident that if we continue going forward together to meet
these and overcome these challenges, we will achieve this.

Penny Halliday
Chair of Dumfries and Galloway Integration Joint Board (IJB)
July 2017




Introduction

The Public Bodies (Joint Working) (Scotland) Act 2014 (the Act) set a legal framework
for integrating (combining) health and social care in Scotland. This legislation says that each
health board and council must delegate (transfer) some of its functions to new integration
authorities. By doing this, a single system for planning and delivering health and social care
services is created locally.

The integration authority in this area came into existence in the form of Dumfries and
Galloway Integration Joint Board (1JB) on 1 April 2016. The responsibility for the planning
and delivery of the majority of adult health and social care services are delegated from the
Council and NHS to this new body.

Dumfries and Galloway Integration Joint Board developed a three-year strategic plan for
health and social care (Strategic Plan 2016-19). This plan for the Dumfries and Galloway
Health and Social Care Partnership (DGHSCP) was developed by consulting with, and
listening to, people who use services, their families, Carers, members of the public, people
who work in the statutory health and social care organisations and third and independent
sector partner organisations. It sets out the case for change, priority areas of focus,
challenges and opportunities and commitments over the next three years. The Strategic Plan
2016-19 can be accessed on the DG Change website .

The Strategic Plan 2016-19 states that the Integration Joint Board will make sure that
integrated health and social care budgets are used effectively and efficiently to achieve
quality and consistency and to bring about a shift in the balance of care from institutional to
community based care (institutional based care is defined by the Scottish Government

I nformation Services Division as fAhospital
careo) .

Across Scotland, health and social care partnerships are responsible for delivering a range
of nationally agreed outcomes. To do this will require the strengthening of the role of people
who use services, their families and Carers, building the resilience of communities and being
innovative about how care and support is delivered.

Over time, the progress against the Strategic Plan 2016-19 will be monitored and evaluated
and this wild.l be reported as oOperformancebd
accountable, section 42 of the 2014 Act obliges partnerships to publish an annual
performance report setting out an assessment of performance with regard to the planning

and carrying out of the integration functions for which they are responsible.

This first annual performance report of the Dumfries & Galloway Integration Joint Board
considers the progress of the DGHSCP against nine national health and wellbeing outcomes
and the commitments within the Strategic Plan 2016-19 (sections 1 to 9). Section 10 of this
report considers the financial performance of the partnership. An update of progress within
each of the four localities is available in Section 11. The remaining sections report the results
of any inspections in 2016/17, any Significant Decisions made by the 1JB (i.e. decisions that
lie outwith the context of their strategic plan) and any review of the Strategic Plan. (Appendix
1 includes a summary of the 23 National Core Indicators for Integration.)

Throughout this report, figures are reported for the financial year 2016/17 where available;
earlier time periods have been used where this is the most current information available.
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http://www.legislation.gov.uk/asp/2014/9/contents/enacted
http://www.dg-change.org.uk

The Nine National Health and Wellbeing

Outcomes

The Scottish Government has set out nine national health and wellbeing outcomes for

people.

People are able to look after
and improve their own health

and wellbeing and live in good
health for longer

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

People using health
and social care services

are safe from harm

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

Health and social care
services contribute

to reducing health
inequalities

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

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

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

The nine national health and wellbeing outcomes set the direction of travel for service
delivery in the Health and Social Care Partnership and are the benchmark against which
progress is measured.




1. Outcome 1

APeople are able to |l ook after and | mpr
wel |l being and I|Iive in good health for |

Making the most of and maintaining health and wellbeing is always better than treating
illness. The aim is to prevent ill health or, where health or social care needs are identified, to
make sure there are appropriate levels of planning and support to maximise health and
wellbeing.

There is a wide range of initiatives across the Partnership intended to help people to improve
their own health and wellbeing. These initiatives aim to bring a more holistic approach to
improving wellbeing that supports people to improve many aspects of their lifestyles to build
their level of personal resilience.

Our commitments:

1 We will support more people to be able to manage their own conditions, and their
health and wellbeing generally

We will support people to lead healthier lives

We will develop, as part of a Scottish Government initiative, online access to
information and tools to give people the power to take responsibility for their own
care

Year One Key Achievements:
9 restructuring of health and wellbeing teams
T embedding 6Good Conversationsd across the Partnership

1 continuing development of social prescribing initiatives

Challenges:

9 supporting as many people as possible to look after their own health and wellbeing so
that the health of the population is improved
embedding self management approaches into mainstream practice

communicating with people to raise awareness of the range of community support that is
available

1.1 Health and Wellbeing Teams

Each locality has a health and wellbeing team that works with individuals and communities,
building on the capability of the individual or group to develop resilience and encourage
change when appropriate. These teams have recently been restructured to make better use
of locality resources.

Some examples of support delivered by health and wellbeing teams include courses on

OMi ndfulnessé, o6Living Life To The Full & and the 06Step:
approaches help to reduce peopleds feelings of anxiety,
improving and maintaining mental wellbeing. The courses are also open to Carers and

health and social care staff, including partners in the third and independent sectors.




The health and wellbeing teams also support volunteers to run their own community
initiatives and collaborate with partners to develop innovative programmes that encourage
and support people to look after themselves better.

A partnership between health and wellbeing teams, Police Scotland and local driving
instructors in Dumfries & Gall oway has | aunche
Schemed. This scheme offers people over the ag
local instructor. The instructor provides the person with advice and information to help

improve their confidence to support them to keep driving for longer and to stay safe on

the roads. Initiatives such as this can also help to reduce social isolation.

1.2 Good Conversations

People providing health and social care are und
60Good Conversationsdé promotes a culture where t
encouraged to be in control and take responsibility for their own health. This training focuses

on building the confidence of health and social care professionals to hold conversations that

are focused on achieving outcomes.

The Health and Social Care Experience Survey (2016)

0 showed that a high proportion of the general public felt they
9 5 /O of adults were able to look after their own health.

v}
j surveyed reported that they 1.3 Social Prescribing
o are able to look after their . )
health well (Scotland 94%) A good_example of_changlng the way people think abogt
how to improve their health and wellbeing is called social
Health & Social Care Experience Survey prescribing. Social prescribing can be an alternative to, or
(2015/16) an addition to, traditional medical solutions. People are

supported by GPs and others to identify personal outcomes
and are signposted to local resources that may be helpful.

Healthy Connections is an initiative based on a social

prescribing model. It provides lifestyle clinics, often in GP

practice settings, on a one-to-one or a group basis and

works closely with a range of third and independent

providers. Healthy Connections also supports people to

identify their own personal outcomes. Onward referrals are

routinely made from Healthy Connections to the Carers

Centre, Financial Inclusion Team, Visibility Scotland and
Community Respiratory Early Capability Scotland.

Warning System (CREWS) is a

telehealth tool being piloted in

Annandale & Eskdale. CREWS

supports people with chronic lung

disease to manage their own

condition, enabling them to live at

home as independently as possible.




Work in localities has focussed on exploring with local communities ways of developing
initiatives or using assets differently to meet identified needs. For instance, examples from

Annandale & Eskdale included the Powfoot Lunch Club, a
6Knit & Natterd group in an Annan Care Home. Other acti
6Letds Motivateb, a physical activity project.

Feedback from people using these services indicates that this type of low level support can
make a huge difference to peoplebs | ives by reducing | c
into their community.

Mental health practitioners are working with GP practices to help people with distress or
moderate psychological difficulties to access a wide variety of mental health-enhancing
activities and third sector resources. There are two pilot
projects in Dumfries & Galloway working across several GP
practices. These pilot projects enable people with more
complex mental health needs to be seen earlier and more
easily by specialist services.

Cree Valley Community Council
has funded a new initiative called
6Login & Connectd

bring their own electronic devices

There are a number of initiatives that specifically target and get support and advice on how
behaviours that impact on health and wellbeing. Below are to use them and how to stay safe.
some performance indicators that illustrate how the
Partnership supports people to improve behaviours relating to
smoking, alcohol and drug use.

25% 691 97%

of people who attempted to Alcohol Brief of people referred waited less
quite smoking during 2015/16 Interventions were delivered than 3 weeks for drug and
were successful at 12 weeks during 2016/17. The target alcohol treatment. The target
(Scotland 21.6%) was 1,743 is 90% (March 2017)

NHS Dumfries & Galloway (2017)

The initiatives for smoking cessation and drugs and alcohol waiting times have successfully
met the targets set for the latest reported time period.

It has been challenging to deliver enough alcohol brief interventions (ABIs) in the last year.
There has been agreement that people working in smoking cessation and criminal justice will
also support the delivery of ABIs. The recording issues in hospital emergency departments,
which were a barrier to recording ABIs properly, are being addressed.




1.4 Falls Prevention

Physical exercise that encourages strength and balance can have a very positive impact on
preventing falls.

6Letds Motivated is an innovative project led b
Sport Service in partnership with NHS Dumfries & Galloway. This unique project aims to

embed opportunities for physical activity in a sustainable way within care homes and

community settings including day centres. Training sessions are provided to people working

with older adults so that they can introduce safe and inclusive physical activity for the people

they support.

In Wigtownshire, Tai Chi is offered in GP practice and day centre settings in Stranraer.
Gentle exercise to music (‘Dancercise’) is offered to people with limited mobility at the
Newton Stewart Activity Resource Centre to help support the prevention of falls.

hel pe

ISD Scotland (2017) (provisional)

AWhat i mpressed me mo
which the [podiatry] assessment was
translated into wearing a pair of orthoses
[shoe splints] in 24 hours. Fast track private
treatment could not have been any better or
efficient. Many thanks for such wonderful
service. o

NHS Dumfries and Galloway Podiatry Department
Survey 2016




2. Outcome 2

APeople, including those with
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. o

I n the future, peoplebs care needs wil/l be
so the way that services are planned and delivered needs to reflect this shift.

There are a number of ways that the Partnership is working towards enabling people to live
as independently as possible in a homely setting. During the financial year 2016/17, work
concentrated largely on five main areas of development: integrated models of care and
support, developing and strengthening communities, volunteering, care at home and care
homes and housing. (Technology enabled care is discussed under Outcome 9.)

Year One Key Achievements:

1T devel oping the 60One Teamd approach where
support people in their communities

1 implementing the Scottish Living Wage across the Care at Home and Care Home sectors
to improve recruitment and retention in these services

9 building on the existing strengths and assets of people and their communities to improve
resilience

Challenges:

1 challenging the cultural barriers that prevent the delivery of effective person-centred care

1 shifting care and support from institutional to community based settings

1 shifting the approach from managing crises to preventative and early intervention support

2.1 Integrated Models of Care and Support

Our commitments:

We will adopt re-ablement as both a first approach and as an ongoing model of care
and support

We will work to identify people who have an increased risk of reaching crisis and
take early steps to avoid this

We will deliver healthcare in community settings as the norm and only deliver it
within the district general hospital when clinically necessary

A re-ablement approach means supporting people to achieve their best possible level of
independence. The multi-professional Short Term Assessment Re-ablement Service
(STARS) works with people at home to improve daily living activities and renew self
confidence. STARS also supports people to get home from hospital and back to daily living
sooner, reduce dependency on care and support and help prevent further admissions to
hospital.

di sabi

It

increasingl

partners
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There were a number of new initiatives involving STARS during 2016/17:

1 Re-ablement awareness training has been developed for providers of care and support.
STARS have also worked in partnership with Dumfries & Galloway College to deliver an
accredited qualification in re-ablement. This course is helping to embed re-ablement
principles into learning and development for staff employed by care providers and also in
other learning environments (e.g. 1st year nursing, college learners and S5/6 high school
students).

9 Allied Health Professionals (AHPs) collaborate within the Emergency Department, the
Acute Medicine Unit and involve STARS where appropriate. This helps to avoid
unnecessary admission to hospital, enable a home assessment to be undertaken and
return people safely home supported by re-ablement.

1 STARS now routinely collaborates with discharge managers and flow co-ordinators in
hospital to use re-ablement as a primary approach in supporting people to be discharged
in a timely manner. This has been implemented within Dumfries and Galloway Royal
Infirmary (DGRI) as well as Thornhill, Kirkcudbright and Castle Douglas cottage hospitals.
These combined efforts are contributing to fewer people being delayed in hospital.

f There is an assessment tool to hel
personal outcomes called IoRN2 (Indicator of Relative
Need). IoRN2 was developed specifically for
integrated community teams across re-ablement
services, intermediate care and housing. STARS is
leading on the national test with NHS National
Service Scotland to embed this tool into routine
practice, which will help to evidence how effectively

peopl ebds out @ademensarefmeto m r

i denti fy |

Another new model of care and support being developed across Dumfries & Galloway is the

60ne Teamd approach. 06 0n e-didcipliaaryshéalthtamdisatigl careo get her
staff to work collaboratively with partner organisations to betterco-or di nat e peopl eds
and support, reduce duplication of effort and improve outcomes for people.

An example of this approach is the shared mapping of cottage hospital pathways to identify
areas of duplication, test new ways of working and assess training needs that was
undertaken in the Stewartry.

The early positive outcomes from the One Team approach include:
9 more opportunities for learning that support a new shared workplace culture

9 better identification of Carers through the

shared One Team discussions reported by 0
Annandale & Eskdale 86 A) of adults

surveyed agreed that they
are supported to live as
independently as possible
(Scotland 84%)

9 more timely and seamless discharge
processes resulting in people getting home
from hospital with fewer delays, through the
introduction of Flow Co-ordinators

qaaga

Health & Social Care Experience Survey
(2015/16)




2.2 Developing and Strengthening Communities

Our commitments:

1 We will work with people to identify and make best use of assets to build community
strength and resilience

We will actively promote, develop and support volunteering opportunities

We will strengthen public involvement at all levels of planning health and social care
and support

The new integrated models being developed will support people to build on their personal

strengths and the strengths in theaseddmapmpidaels. This
This way of working encourages partnerships to listen to what people say matters to them. It

also means involving people in decision-making, so that they can help shape and influence

what care and support looks like in the future.

Here are a few examples of community partnerships in action:

1 Two communities in Stewartry, Auchencairn and New Time-banking is a community
Galloway, are building health and wellbeing into their initiative that supports people with
existing emergency and resilience plans. These plans everyday tasks. Time bank members
centre on the use of local assets and now include report feeling less isolated and more
activities such as OLiVving \Violvedintheir communities giving € 2T 'y
intervention occupational therapy clinics, larger building them a real sense of purpose.
developments and asset transfer schemes.

T I'n Nithsdale the success of the Menbés Shed project, a
increase social contact, reduce isolation and improve mental wellbeing, has led to the
devel opment of a Mends Shed network. Two Menbés Sheds

Nithsdale, and another two are planned, including one specifically for men to attend with
their Carers.

T In Annandale & Eskdale a wide range of dementia Auchencairn is part of the national
initiatives and training is supporting the pilot of the Place Standard tool. This
development of oO6Dement i gRGEREHRIRIS-TRONEITE RN T

of a place, help to identify priorities and

1 The Day Opportunity Fund supports a range of
community groups and activities helping to reduce
isolation and promote independence (e.g. Allanton
Community Garden, Summerhill Lunch Club).

strengths and enable resources to be
targeted to where they are needed
most.

2.3 Volunteers

The value of volunteers to communities is well documented, as are the benefits of
volunteering to the individual. There is evidence that volunteering can improve wellbeing,
increase confidence and strengthen someoneds | inks witdt

In the last year, NHS Dumfries & Galloway has been looking at a range of new volunteer
opportunities, refreshed induction training and has agreed to test a different way of working.
A feasibility study into the volunteer model for the new district general hospital has been
completed.




Food Train has been
commissioned to deliver a

project across Stewartry The Volunteering Steering Group is revisiting the Volunteering Policy

befriending vulnerable and Strategy and undertaking the self assessment element of renewing

older people. the Investing in Volunteering award, demonstrating good quality of
practice in managing volunteers.

Volunteers in Stranraer 2.4 Care at Home and Care Homes
lead a Tai Chi programme
providing them with Supporting people to live at home or in a homely setting through care
opportunities to develop at home (personal care provided by a
their practical and home) and care homes is critically important to the delivery of health
facilitation skills. and social care.

Our commitments:

1 We will work with providers to support them to pay the national living wage

1 We will identify with partners and people who use services, models of care at home
and care home provision that deliver improved outcomes for people

The challenge is to make sure that appropriate levels of care and support are available to
meet an increasing level of need in the context of limited public finances and available
workforce. To achieve this, a programme of work involving all partners has been set up to
review both care at home and care homes across Dumfries & Galloway.

Despite the financial challenges, the Partnership successfully implemented payment of the

Scottish Living Wage across the care at home sector for adults and older people in Dumfries

& Galloway in 2016. This has directly improved the terms and conditions for approximately

1,800 care workers. This exceeded the Partnersh
National Living Wage.

Pay levels for care staff in care homes for older The process for engaging and involving

people was maintained at The Scottish Living care providers in Annandale & Eskdale

Wage through continued sign up to the terms of ~has been streamlined by the introduction

the National Care Home Contract for Older People ~Of an Independent Providers Forum. This

by all providers in Dumfries & Galloway. has been set up in partnership with
Scottish Care.

65%

of all adults with
long-term care
needs receive
support at home
(Scotland: 62%)

Scottish Government (2016)




2.5 Housing

Appropriate housing is critical to the success and continued sustainability of health and
social care and support.

Our commitments:

1 We will combine the information from the Housing Need and Demand Assessment
(HNDA) with the Strategic Needs Assessment (SNA) to help us with planning

We will develop housing related services and new affordable housing that is
designed to reduce both unplanned admissions to hospital and the number of people
unnecessarily delayed in hospital

A Housing and Health Needs Assessment was commissioned and commenced in 2016/17.

The aim of this assessment is to bring together current knowledge to identify key priorities

and actions required to ensure |living conditions and hc
wellbeing. This work will inform ongoing developments in supported accommodation.

Access to appropriate housing for the most vulnerable people is a key priority for the

Partnership. A multi-agency approach supports the goal of having modern and affordable

60l ife timed homes. These homes optimise the use of equi
peoplebs changing needs. This supports people to stay i
environment for as long as possible.

Case Study:

Making the Move from Care Home to Supported Accommodation

In partnership with residents, families, housing, social work and social care, a
registered care home with shared facilities and living environment supporting people
with complex health and social care needs for 30 years, was de-commissioned in
September 2016.

As peopleds needs changed, it was recognised that a n
property could better promote the independence of the people living there. This

move from a care home model of care to a one of supported living means that people

are now tenants in their own home. This model enables the delivery of more

personalised support, giving people greater control over their own lives.

A recent evaluation (Jan/Feb 2017) carried out with Welfare Guardians (family
members), support staff and Social Work, demonstrated that people were supported
to move safely, successfully and smoothly and families were supported to manage
any anxieties. After the move the overall reaction by family and staff was a positive

one. One familytmembexast datyedvhal i s needed. I canot
anything that could be better.0 A st af f médtims been posdivedh every A
way o.

(School Close Development, Kirkcudbright).



http://egenda.dumgal.gov.uk/aksdumgal/images/att42131.pdf
http://egenda.dumgal.gov.uk/aksdumgal/images/att42131.pdf
http://www.dg-change.org.uk/document-library/

A Strategic Housing Development Forum meets as a multi agency partnership to identify
housing needs and priorities across the area.

The Partnership is piloting a trial housing lead officer role to facilitate stronger cohesive
working in housing development. This role brings together best practice, innovation and
structured project planning to ensure that opportunities for new housing developments
realise their full potential.

Up Housed in

On average, during
the last six months
of life, people spend o

88% : B3% 12%
. at home In hospital

of their time at

home or in a

homely setting.

(Scotland: 88%)

ISD Scotland (2016/17) (provisional)




3. Outcome 3

APeople who use health and social <care
experiences of those services, and have

There is a range of ways that people are able to give feedback about their experiences of
health and social care. Feedback may come in the form of comments, responses to surveys,
consultations and complaints.

The Partnership uses this feedback to continually improve services and help those providing
health and social care to understand and respect the views of the people they support.

A critical part of ensuring services are person-c ent red and respecting peoplebs di
planning a personbés health and social care with the per
identifying 6what matters to themb.

Our commitments:

1 We will use feedback from people to develop new approaches to delivering
outcomes

1 We will work to overcome barriers to people involved in their own care

1 We will make sure that people have access to independent advocacy if they want or
need help to express their views and preferences

We will make sure that effective and sustainable models of care are tested and
implemented prior to transition from the current DGRI to the new district general

Year One Key Achievements:
1 there is now a combined feedback website for health and social care called Care Opinion

T members of the public can ésign upd for alerts about
opportunities

1 increased dementia awareness training for people providing health and social care

Challenges:

9 ensuring that learning from health and social care complaints, comments and other
feedback lead to quality improvement

9 ensuring that changing models of health and social care delivery are person-centred

9 ensuring everyone who would benefit from an anticipatory care plan has one

3.1 Understanding People's Experience

The national Patient Opinion website that enables people to send comments to those
providing healthcare has been expanded to include social care and is now known as Care
Opinion . People can make comments on all aspects of health and social care and help
those planning and delivering services to understand their views.



https://www.careopinion.org.uk/services/nhs-scotland
https://www.careopinion.org.uk/services/nhs-scotland

AOur [ mother], who is undergoing
chemotherapy, recently took ill when
visiting and was seen within four hours,
despite not being registered at the
practice. Fantastic accessibility and a
genuine willingness t

In addition to Care Opinion, working with computer

programming students from the University of Glasgow,

an O0appd has been developed tha
and Sociatl Care Partnelrship t? e}sk peolple about aspects

oq‘ thé?r lé-xperi(-{')ngef)(f)uest(?ons migﬁt |Snclu'de9

Annandale & Eskdale 2016 1 was the communication good?

9 did services seem well coordinated?
Al am [age remov q
and have worked all over the world.
This is the best GP surgery we have 1 overall, how satisfied were they?
ever had. They and DGRI,
Dumfries, have saved my life at
|l east twice. o

was the information they needed easy to find?

The app will be piloted over the coming months to make
sure people find it easy to use.

3.2 Complaints

Stewartry 2016

The Scottish Public Services Ombudsman recently
published a new complaints handling procedure for both
Social Work Services and the NHS, bringing these
different procedures in line with each other. Implementing
these procedures from 1 April 2017 will help provide an
improved experience for people making complaints and
ensure an increased focus on the lessons that can be

learned, L N
rc to 6sign upb6 for

New software to help NHS and Social Care managers
understand the patterns in complaints and comments has
been tested locally and shows promising early results.
This software will be used in the new complaints system

85%

of adults surveyed rate the

care or support they receive

as Oexcellentd or
6goodod (Scotl and 81 %)

[4j <y <y <}

Health & Social Care Experience Survey

(2015/16)
91%

of adults surveyed reported
having a positive experience
of care provided by their GP
practice (Scotland 87%)

A scoping exercise in Stewartry
has led to an action plan for
delivering day care services. Three

Health & Social Care Experience Survey . o .
(2015/16) key themes were identified: respite

issues, post-diagnostic support for
people with dementia and the
effective use of resources.




3.3 Raising Awareness of Dementia

In order to ensure that the people providing health and social care continue to develop their
understanding and awareness of the people they support, ongoing training is a core
commitment of the Partnership.

6Dumfries and Gall oway Demen
Communitiesdéd is an initiati/
2015 involving people with dementia, Carers, NHS
Dumfries & Galloway, Dumfries & Galloway
Council, and Al zhei merds
initiative is supporting, empowering and involving
people affected by dementia so that, regardless of
where they live, they feel valued, understood and
part of a supportive community.

n March

Dementia Champions are committed to supporting
people living with dementia, their families and
Carers through promoting an enabling approach.
The Short Term Assessment

Re-ablement Service (STARS) has embedded
Levell and Level 2 dementia training for all
re-ablement staff. This is also embedded in
training for all care and support staff within the Care
and Support Service (CASS), the Dumfries and
Galloway Council in-house care at home service.

All levels of healthcare staff are progressing through the Interventions for Dementia,

Education, Assessment and Support (IDEAS) team training. This is in line with the local

policy and strategy for meeting the National Dementi a ¢
Framework. This training helps to support staff to manage behaviours that are challenging.

For people with dementia this will lead to improved support and reduced dependency on anti

psychotic drugs.

3.4 Anticipatory Care Planning

People are becoming more aware of the importance of taking an approach to planning that
anticipates future needs. This enables earlier, lower level interventions to be implemented to
help avoid a person, a family or a Carer reaching a point of crisis. This is anticipatory care
planning. Anticipatory care planning also enables people to express and record their wishes
with regard to care and support, making these known to those providing services when

82%

of adults surveyed agreed that
they had a say in how their
help, care or support was
provided (Scotland 79%)

qaaq

Health & Social Care Experience Survey
(2015/16)




An important part of anticipatory care planning is for the process to be person-centred,
respecting peoplebs dignity and understanding w
to ensure that planning a personds health and s
between the health and care professional and the person, and where appropriate, their

families and Carers.

In Annandale & Eskdale anticipatory care plans are known as Forward Looking Care Plans.
These plans stay with the individual. Feedback from people with a plan in place has been
very positive and people say they feel listened to, better able to manage their health
conditions and have peace of mind.

Dumfries & Galloway Partnership has one of the

highest proportions of people with an electronic Social work staff have recently

Key Information Summary (eKIS) in Scotland. attended training where they were

The eKIS is a collection of information that GP mobilised and hoisted using different
practices can, with peofy apparatus. This enabled staff to e wi t
other services such as out of hours services and experience firsthand what it is like for a
ambulance crews. person on the receiving end of care.

3.5 Advocacy

In the last year, over 600 people in Dumfries & Galloway were supported by independent

advocacy. Independent advocacy helps people have a stronger voice and to have as much

control as possible over their own lives. The advocacy provided included support to people

with a mental health disorder as defined by the
and other vulnerable people. A review of independent advocacy for the area is currently

being undertaken to provide an up to date

Independent Advocacy Plan for Dumfries & il have worked in
Galloway.

country and am very impressed with
the service offered by D&G Advocacy;
supportive and understanding,

provided an excell

Dumfries & Galloway Advocacy feedback.
2016/17

People using the independent
advocacy service are complimentary
about the support they receive to
access services across the Partnership,
in particular the help given around the
court process for guardianships.




4. QOutcome 4

nHeal th and soci al care servieces

maintain or improve the quality of life of people who use those
services. O

The Social Care (Self -directed Support) (Scotland) Act 2013 puts people in control of the
design and delivery of their care and support. Through supported self-assessment the
person can develop a personal plan with clear outcomes. Personal planning includes
identifying the resources available from the person and their family and community networks
as well as any need for input from health, social work or other agencies to support the
achievement of the identified outcomes. More information about Self-directed Support can
be found on this website: www.selfdirectedsupportscotland.org.uk/

Our commitments:

1 We will enable people, especially vulnerable adults and those important to them, to
decide their own personal outcomes

We will change the focus of contracting from specifying levels of input activity to
delivering health and wellbeing outcomes for people

We will provide opportunities and support for people to develop and review their own
forward looking care and support plans

We will develop an online learning tool that enables staff across the Partnership to
have a better understanding of self directed support and embed it in practice

We will measure performance against good practice from elsewhere and encourage
and support new ideas locally

All purchased care and support in Dumfries & Galloway is arranged via Self-directed Support
(SDS). Where purchased care and support are required, there are different options for
people to choose from. The Partnership aims to help people to move towards SDS options
that give them increased control over their care and support. The different options support
varying levels of control for the person.

1 SDS Option 1 is where people take ownership and control of purchasing their own care
and support

1 SDS Option 2 is where people choose the
organisation they want to be supported by and 8 2 %
the local authority transfers funds to that
organisation who then arrange care and support
to meet their agreed needs and outcomes

of adults supported at home
agree that their health and
social care services seemed
well co-ordinated

(Scotland 75%)

qaag

I SDS Option 3 is where social work services
organise and purchase care and support for
people

. . . Health & Social Care Experience Survey
1 SDS Option 4 is a mix of any of the above (2015/16)

ar

e



http://www.gov.scot/Publications/2013/05/3308
http://www.selfdirectedsupportscotland.org.uk/

This graphic illustrates the number of people accessing social care and support through
different SDS options and shows which options are currently being followed (snapshot at
31st March 2017).

326

people have chosen to
organise their own
support (SDS Option 1)

46%

of people aged 65

or older receiving
SDS Option 3

have 10 hours or

2,752
people are supported *
through Self-Directed

Support (SDS) more care per
week
1,838
people receiving SDS
2,426 Option 3 are aged 65

5 or older
people have chosen to have

their support organised by
health and social care
services (SDS Option 3) 588

people receiving
SDS Option 3 are
aged under 65

Dumfries & Galloway Council (31 March 2017)

Implementing SDS legislation promotes choice, control, dignity and respect for people
accessing social work support and care. In some areas, there is a lack of available personal
assistants and work is ongoing to support the development of these roles.

Year One Key Achievements:

9 staff in the health and social care sectors have been up-skilled via a new training package
to help people understand the Self-directed Support Options. This will help staff to better
support people to make the choices that are right for them

9 an online learning tool is in the final stages of testing. There are plans to roll this out
during 2017

9 development of SDS Champions within social work services to support the ongoing
cultural change for staff in promoting choice and control

9 a personal outcomes approach is being embedded across the Partnership, based on the
'‘Good Conversations' personalised approach in social work and realistic medicine (see
Outcome 9)

1 more people are having choice and control over their own care which is shown by the
steady increase in the number of people choosing SDS Option 1




Challenges:
9 establishing SDS Option 2 across Dumfries & Galloway
9 the implementation of the personal outcomes approach across the whole system

9 the continued change in culture to shift choice and control in favour of the people
accessing care and support

4.1 Outcome Focussed Commissioning

To support people, especially vulnerable adults and : 8 7 %
those important to them, to take part in deciding their
own personal outcomes, an outcome focused tool has
been developed. This tool guides those providing and
using care through the process of defining personal
outcomes and then through a review process to assess
how far these outcomes have been achieved. Health & Social Care Experience Survey (2015/16)

of adults surveyed agreed that their

services and support had an impact
on improving or maintaining their
quality of life (Scotland: 79%)

The Partnership continues to work towards a personal
outcomes based commissioning approach, with a shift
from block purchasing (for groups of people) to spot
purchasing (for individuals). The shift to outcomes focus
will be further supported by the implementation of SDS
Option 2.

4.2 Changing the Balance of SDS Options

To help people move towards greater choice and
control of their own care and support, a better
understanding of the options available to people is
being embedded across the Partnership. People who provide health and social care have
been given training and support to help them have informed discussions with people
accessing care and support.

Work is underway to introduce SDS Option 2. Workshops with care providers across the

area have guided the devel opment of Dumfries & Gall owa)
approaches to delivering Option 2 have been co-produced with two providers in Nithsdale.

As in the rest of Scotland, it has taken some time to establish how Option 2 will work within

Dumfries & Galloway. However, the work over the past year, including the development of a

service specification and practice guidance for staff, has set strong foundations for

implementation in 2017.

O0Pets As Therapyo volunteers vi
care homes and the Activity Resource
Centre in Newton Stewart. This initiative
enhances peopleds quality of [1if
providing companionship to help tackle
loneliness and provides animal assisted
interventions as part of a holistic
approach to treatment.



https://www.youtube.com/watch?v=Sz0OSZ7TFWY

4.3 Improving the Physical Health of People with Mental Health Needs

To improve the quality of life for people with mental health needs, mental health practitioners
support individuals to access a range of other health services. For instance, support for
physical health changes that may result from eating disorders, or potential side effects of
medications. People with a learning disability are supported to access health services,
including reasonable adjustments made to services to facilitate access or provide more
appropriate support to meet individual's needs.

A two year pilot project that promotes physical health monitoring for individuals who have a
range of enduring mental health diagnose was designed and began in late spring 2017 in
two localities in Dumfries & Galloway.

All people admitted to mental health services receive a physical health check within 24 hours
of admission and have a physical health action plan to support recovery.

To promote healthier food options, a new community run café has been set up at Midpark

Acute Mental Health Hospital. The co-location of occupational therapy and dietetics services

at Midpark Hospital also promotes healthy lifestyle choices. Partnerships with local sports

groups such as the Greystone Foundation help to promote physical health through the

delivery of the O6Exercise to Happinessd agenda.




5. Outcome 5

nHeal th and soci al care services contr.i
il nequalities. o

Health inequalities occur as a result of wider inequalities experienced by people in their daily

lives. These inequalities can arise from the circumstances in which people live and the

opportunities available to them. Reducing health inequalities involves action on the broader

soci al i ssues that can affect a persondés health and wel
loneliness and isolation, employment, income and poverty. People from minority

communities or with protected characteristics (e.g. religion or belief, race or disability) are

known to be more likely to experience health inequalities.

The Strategic Plan highlights that inequalities must be considered in the planning stages of
services and programmes to make the most of their potential for contributing to reducing
inequalities.

Our commitments:

1 We will develop a health inequalities action framework aimed at reducing health
inequalities

We will share learning about health and care inequalities, including their causes and
conseqguences, and use this information to drive change

We will reduce, as far as possible, the effect of social and economic inequalities on
access to health and social care

Year One Key Achievements:
1 The development of an Inequalities Action Framework and Toolkit

9 the endorsement of the Inequalities Action Framework by key management teams across
Dumfries & Galloway

9 delivering multiple initiatives across Dumfries & Galloway aimed at reducing inequalities
(such as cancer screening, smoking cessation and suicide prevention work)

Challenges:

1 embedding the use of the Inequalities Action Framework across the Partnership

9 agreeing ways to collect data and measure the impact of changes to health and social
care services on health inequalities

9 improving how services support people to prevent, undo or mitigate against the causes of
inequality

5.1 Inequalities Action Framework

Public Health has led on the development of the Inequalities Action Framework and Toolkit
which has been endorsed by the NHS Board Management Team, Community Planning
Executive Group and Health and Social Care Management Team. This framework supports
the development of policies, programmes and services by providing information and tools to
help address inequalities, including health inequalities.




Reducing inequalities is a core priority for the Health and Social Care Partnership.
Inequalities training workshops are planned for 2017 to ensure a consistent understanding of
inequalities and how to use the Inequalities Action Framework.

5.2 Early Intervention

41N 10 breast cancer cases are
diagnosed early often due to the
breast cancer screening programme

Qlte =
l l! ’ 21N 10 bowel cancer

cases are diagnosed early.
This is supported by the bowel

Justover 1 in 4 cancer screening programme
Cancer cases are
diagnosed in the

early stages of the

: 1in10 lung cancer cases are
disease

diagnosed early. There is no
screening programme for lung
cancer and the symptoms often
appear late in the disease

ISD Scotland (2016). The Scotland target is for 1 in 3 cancer cases to be diagnosed early.

One way that inequalities can be seen to translate into health inequalities is in the likelihood
of developing cancer because some of the risk factors, such as smoking, are more common
in less affluent communities. The Partnership aims to reduce these inequalities by funding
prevention and early intervention initiatives such as smoking cessation services and
screening services to detect cancer as early as possible.

Supporting women early with antenatal (pregnancy) care is also important. There is evidence
that the women at highest risk of poor pregnancy outcomes are those less likely to access
antenatal care early. In 2015/16, Dumfries & Galloway performed well against the target to
ensure that women from all communities are equally likely to be seen within 12 weeks of
becoming pregnant.




The percentage of pregnant women that are booked for antenatal care by
the 12th week of pregnancy, by neighbourhood deprivation

XY .., EEEXKXK] 88% ..... 88% ..... 88% ..... 90% .....
82%
..... Target = 80%
Dumfries &
Galloway

Q1 Most Q5 Least
Deprived Deprived

Scottish Index of Multiple Deprivation (SIMD) Quintiles (2016)
ISD Scotland (2015/16)

5.3 Community Link Programme

In Annandale & Eskdale the Community Link Programme engages with people who often
dondt feel able to engage with health and soci al care g
Community Link Worker can help people to:

9 raise their level of confidence
9 reconnect with their local community and

9 take back control of their lives

This programme also enables people to access a wide range of services including housing,
transport and finance. This in turn, supports people to take the first steps towards improving
their own health and wellbeing. Most of the people referred to a Community Link Worker are
experiencing inequalities. The Community Link Workers are working with the One Teams
and Safe and Healthy Action Partnership (SHAP) to ensure those in greatest need are able
to access health and social care services.

5.4 Inequality and Mental Health

People experiencing health inequalities can be at higher risk of poor mental health (and vice
versa). There are a number of projects underway to help address this aspect of health
inequalities.

1 Last year 350 people attended training programmes that provide suicide intervention
skills to frontline staff and community members. The
understanding of suicidal behaviours and improve access to help and support.

1 A multi-agency suicide review process is being developed to better understand the
factors that influence suicides amongst people from Dumfries & Galloway. Data collection
processes and information pathways have been refined. Work is ongoing to establish
information sharing agreements between partner agencies. The learning from this review
should help identify additional information on factors that influence mental health
inequalities.




1 Wider partnership work aims to ensure that transition periods for young people with a
history of mental health issues are well supported as they move from Child and
Adolescent Mental Health Services (CAMHS) to adult services.

5.5 Reducing Inequalities

Health and social care services can help to reduce
inequalities by supporting Dumfries & Galloway
Counci FPobosv eAnttyi Strategy.
ind clinics for benefits
Dumfries & Galloway Royal Infirmary, Craignair
Clinic (Dalbeattie) and the GP practice in Kelloholm
are helping people to maximise access to benefits.

NHS Dumfries & Galloway and
Dumfries & Galloway Council have
been raising awareness of gender
inequality across the local population.
They have hosted three events aiming
to provide opportunities to explore
gender inequality and identify actions
A training package, with supporting guidance, to challenge this.
aimed at GPs is helping to ensure a better
understanding of welfare reform changes. This
raises awareness of local services which provide
support for those at risk of, or experiencing,
poverty.

The premature mortality rate amongst people aged under 75 is decreasing

467 Scotland
D&G 441 ,
destnejoe 401 deaths per ( g§§
100,000 deaths per 100,000 '
populatio 100,000 populatio deaths per

0 100,000
population population

ISD Scotland (2016)

The premature mortality rate monitors the number of people who die early, defined as people
under the age of 75. This rate is affected by a large number of factors many of which are
linked to inequalities. In recent years, across both Dumfries and Galloway and Scotland, this
rate has fallen. Research has shown that some of this decrease can be attributed to fewer
people smoking, detecting cancer early and falling levels of violent crime which tends to
disproportionately affect younger people.

at




6. Outcome 6

APeople who provide unpaid care are sup
own health and wellbeing, including to reduce any negative
| mpact of their caring role on their ow

Unpaid Carers are the largest group of care providers in Scotland, providing more care than
the NHS and Councils combined. Providing support to Carers is an increasing local and
national priority.

A Carer is generally defined as a person of any age who provides unpaid help and support to

someone who cannot manage to |ive independently without
illness, disability or addiction. The term 6Adult Carerl
within this group those aged 16 -24 ar e i denti fied as 6Young Adult Carers

Our commitments:

1 We will provide support to Carers (including the provision of short breaks) so that they
can continue to care, if they so wish, in better health and have a life alongside caring

1 We will develop a consistent approach across the workforce to make sure that the
needs of the Carer are identified and that Carers are supported in their own right

T We will work towards devel oping ACarer
Partnership; identifying staff that are Carers and supporting them in their own
personal caring roles

Year One Key Achievements:

1 consultation with Carers about what matters to them to inform the development of the
new Carers Strategy

development of a new Carers Strategy for Dumfries & Galloway

both NHS Dumfries & Galloway and Dumfries & Galloway Council achieved the
6Engagedd status for the Carer Positive Award (please

Challenges:
To implement the Carers (Scotland) Act 2016 including:
9 developing local eligibility criteria

9 preparing and publishing a short breaks services statement. This document will describe
the short break services available in Scotland for Carers and cared-for people

9 continuing to develop and promote Adult Carer Support Plans and Young Carer
Statements




6.1 Carer Positive

Carer Positive is a Scottish Government funded initiative to recognise those employers who
offer the best support to Carers, enabling them the flexibility they often need to provide care.
NHS Dumfries & Galloway and Dumfries & Galloway Council have been recognised for the
support they provide for Carers in the workforce. In achieving Carer Positive status both
organisations have demonstrated a genuine commitment to supporting staff who balance
work with a caring role in a culture where they feel valued.

6.2 Supporting Carers

A range of support is available to Carers in Dumfries & Galloway. This includes practical
support (for example transport or equipment), counselling or emotional support, training and
learning, advocacy services, short breaks, health and wellbeing opportunities and help to
access financial support. This support is provided by the statutory partners and/or
organisations in the third sector.

Short breaks grants have been offered to Carers. These grants have created opportunities
for innovative short breaks such as relaxation therapies or a bicycle, as well as the more
traditional overnight break. There are a number of services providing short breaks for Carers
of adults with disabilities region-wide however, it is recognised that access to residential
respite for older adults is limited at present. Considering how this might be addressed is an
area of Carer support that is being prioritised in 2017.

16%
Disagree

49% of Carers

agreed that they felt

supported to continue

. . . 35%
in their caring role

Neither
agree or
disagree

Health & Social Care Experience Survey (2015/16)

Every two years, a sample of the Dumfries & Galloway population is surveyed about their
experience of health and social care services. Around one in eight people that respond
identify themselves as a Carer. The results published in May 2016 showed that 49% of
Carers in Dumfries & Galloway felt supported to continue in their caring role. This compares
to 41% for Scotland.

Carers may be receiving support from a
range of available services and
organisations across Dumfries & Galloway.
At this time, it is not possible to identify
when Carers receive support from more
than one organisation.

Reduc




Dumfries & Gallowayo6s only regional specific Carer supf
Galloway Carers Centre. During 2016/17 the Carers Centre provided support to 1,042 adult

Carers. The number of new adult Carers referred to the Carers Centre increased by 53%

from the previous year to 654. Referrals from Social Work have more than doubled (to 128)

as a direct result of closer working with the Council 6c¢
STARS has also risen substantially (to 73) after training and awareness raising with their
staff teams.

6.3 Adult Carer Support Plans

Adult Carers Support Plans (ACSP) were introduced in April AAdvice is the
2016. These plans help Carers to identify support in their own available to Carers i

right that may help them to continue in good health in their somewhere that finance,

caring role. Many Carers may not need services, but an ACSP physical, mental wellbeing and

may form part of a Carero6s suf
ACSPs require services provided by social work. Many of the
support needs highlighted in ACSPs to date are provided Carero6s feedback 20
through the Partnership or third sector organisations.

services can be accessed under ¥ I

. percer
one umbrell ao

Results from a personal outcomes tool used as
part of the ACSP process indicate that 78% of
Carers score 0l owbd wh
about how they feel. However, 30% of Carers
score 06l owd when answ
how well they are managing at home. More
outcomes and actions have been recorded in
outcome plans to enable Carers to cope with
these emotional impacts, than have been
recorded for practical aspects like managing at
home and finances. Carerds feedback 2016/ 17

AFor me the ACSP was given at a
was going through significant changes in my life
and had some very important decisions to make
(that were not easy). The plan supported me
through this and allowed me to look at various
areas of my life and how one was impacting on the
other. The outcomes let me focus specifically on
what was important to me and | acted on them

fairly quickly.in

6.4 Carer Aware

60Carer Awared is training designed to help staff under :
the support available for Carers. Nearly 600 sessions of Carer Aware training were delivered

in 2016/17 to staff across the Health and Social Care Partnership, both online and face to

face. This training has helped staff to identify Carers and be generally better informed about

Carers and the issues impacting on their lives. In Wigtownshire, volunteers are being

supported to become Carer Awareness Champions to encourage more people to sign up for

this training.




7. Outcome 7

APeople who use health and soci al
har m. o

All people have the right to live free from physical, sexual, psychological or emotional,
financial or material neglect, discriminatory harm or abuse. The Strategic Plan recognises
this as a key priority. There are a number of programmes aiming to reduce the risk of harm
to people.

Under the Adult Support and Protection (Scotland) Act 2007, public sector staff have a duty
to report concerns relating to 6éadults at risk®©o
about and, where necessary, intervene to make sure vulnerable adults are protected.

Making sure people are safe from harm is also about ensuring that health and social care
services are of a high quality and continuously looking to make improvements.

Our commitments:

1 We will support the provision of a Multi-Agency Safeguarding Hub to ensure a joined
up approach in terms of identifying, sharing information about and responding to
adults at risk of harm

We will make sure that all staff can identify, understand, assess and respond to
adults at risk

We will make care as safe as possible and identify opportunities to reduce harm

Year One Key Achievements:

1 Multi-Agency Safeguarding Hub (MASH) established to improve inter-agency
communication and coordination

1 development of knowledge across the Partnership of adult support and protection

9 Quality Improvement Hub established to empower those providing support to improve the
quality and safety of services

Challenges:

1 ensuring a consistent approach in protecting adults at risk of harm

1 maintaining high quality services in the context of limited public finances and available
workforce

1 maintaining high quality services in the context of substantial change to the way services
are delivered

7.1 Multi -Agency Safeguarding Hub (MASH)

The MASH is a new and unique service where practitioners from health and social care and
the police share a workplace and information regarding the protection of adults in the
community. This model now operates across all four localities and is embedding a consistent
approach to adult support and protection referrals.




At the end of March 2017, 45% of people who referred cases to

the MASH received feedback within 5 days. The definition of what
constitutes 'feedback’ needs to be further refined in order to
accurately reflect the activity of the MASH.

A significant amount of multi-agency training has been undertaken
to raise staff knowledge and understanding of adults at risk of
harm and the role of the adult support and protection team.

Development of a competency framework, that will support the 4 4%
delivery of adult support and protection training, has started. This
will help to identify both the training needs of specific practitioner of people who referred cases
groups and any knowledge gaps. to Adult Support & Protection
received feedback within 5
days

6Message in a Bo
partnership project with Stewartry
Council of Voluntary Services to

Dumfries & Galloway Council (March 2017)

support emergency services to
quickly assess and treat vulnerable
individuals.

7.2 Scottish Patient Safety Programme

In Dumfries & Galloway the Partnership takes part in the Scottish Patient Safety Programme
(SPSP). This focuses on reducing harm in adult hospital
care, mental health care and primary care.

As a result of the SPSP, hospital mortality across
Scotland has reduced by 8.6% in the two and half
years up to September 2016. In DGR, the reduction
has been more than 10%.

Historically, infections in hospital were problematic
however, the development of a positive infection
control culture means that Dumfries & Galloway and
Scotland have achieved some of the lowest infection 8 7 O/
rates for Clostridium Difficile and Staphylococcus 0
Aureas on record.

of adults supported at
home reported that they
felt safe

(Scotland: 84%)

qaad

Health & Social Care Experience Survey
(2015/16)




The infection rate for Clostridium Difficile (D. Diff) and Staphylococcus Aureas
Bacteraemia (SAB), per 1,000 occupied bed days
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Yearending
NHS Dumfries & Galloway (March 2017)
7.3 Quality Improvement Hub

The Quality Improvement Hub has been established to bring together teams from across
health and social care to identify and deliver improvements. The Scottish Improvement Skills
programme teaches the skills required to apply a scientific approach to improving the quality
and safety of services.

In the past year there was a range of quality improvement projects undertaken across

Dumfries & Galloway including:

9 supporting hospital discharges in cottage hospitals

T developing an 6l nvasive Line Passporté to i mpt
9 reducing pressure ulcers in care home settings
1

making colonoscopy information packs easier to understand and reducing the number of
appointments people need to complete a colonoscopy

improving treatment planning for dental patients with high risk medical histories
streamlining childrenés referral triage to al/l

improving the communication and self management of a particular high risk medication
combination

9 improving communication at times of transition when a young person requires specialised
mental health in-patient provision

1 supporting people with specific vulnerabilities within specialist drug and alcohol services




8. Outcome 8

APeople who work in health and social ¢
with the work they do and are supported to continuously improve
the information, support, care and trea

It is important to acknowledge that different workplace cultures exist across the Partnership.
Acknowledging the diversity of these different cultures will lead to understanding and

respecting each otherdéds values and beliefs and bring ne
However, diversity also brings challenges that can act as barriers to integrated ways of
working.

Our commitments:

1 We will support staff to be informed, involved and motivated to achieve national and
local outcomes

We will develop a plan that describes and shapes our future workforce across all
sectors

We will provide opportunities for staff, volunteers, Carers and people who use
services to learn together

We will aim to be the best place to work in Scotland

Year One Key Achievements:

1 delivery of cultural diagnostic assessment has enabled teams to share an understanding
of work place culture

1 development of a workforce plan for the Partnership has identified needs across multiple
sectors and settings

1 Expanded the shared learning opportunities across the health and social care Partnership

Challenges:
1 supporting staff as integrated models of care are introduced across the Partnership

1 nurturing and embedding a shared culture for the Partnership

Formal cultural diagnostic tools have been used to assess the current cultures and
determine the ideal culture the Partnership would like to achieve. Actions have been
identified that could enable the Partnership to move towards its ideal culture.

8.1 Life Style Inventory

To promote strong leadership, a tool called the Life Style Inventory (LSI) has been adopted
and shared with IJB members, senior management

team, locality managers and representatives from the 6Mi ndful nessé
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feedback tool that helps leaders to reflect on their
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an ongoing basis for staff. This can
help promote their physical and
mental wellbeing.




8.2 Workforce Plan

The 1IB has developed a workforce plan for the period 2016-2019 to determine the work-
force needed to address the future strategic, financial and service planning requirements.
Information about the current workforce has been reviewed to consider:

9 the current and future skills required

9 the number of people and the roles required to deliver health and social care

1 promoting effectiveness and efficiency through integrated models of care

The Workforce Plan also outlines five ambitions including promoting health and social care
as a career of choice and nurturing a healthy, sustainable, capable and motivated workforce.

8.3 iMatter

To support people in the workplace a new staff survey approach, iMatter, has been intro-
duced. This includes reflective learning and the development of action plans within teams to
build a positive workplace culture. The iMatter tool is a national programme that started in
the NHS and the aim locally is to extend its use across the Partnership.

Proportion of people who
agree that they are involved in
decisions relating to their job

Proportion of people who
would recommend their
organisation as a good place
to work

70% of health
employees

74% of health
employees

Work is underway
to survey social
work and third and
independent sector
employees

Work is underway
to survey social
work and third and
independent sector
employees

NHS Dumfries & Galloway (iMatter) (2016)
Provisional figures, at the time of writing, the iMatter tool had only been rolled out
to 70% of NHS Dumfries & Galloway departments (64% response rate)




