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Foreword

The period June to December 2018 has seen significant
developments across Nithsdale locality. Joint working and
initiatives to support people to live as independently as possible
at home and to support people who wish to improve either their
physical or mental health or wellbeing have included:

4 AN

. development of a single point of contact to ensure an
efficient and collaborative approach to those presenting
with the most complex needs

° 312 personal health and wellbeing plans facilitated by
Nithsdale Health and Wellbeing team through the CoH-
Sync project. The plans are intended to build motivation
and encourage positive change including the setting of
personal outcomes and functional goals.

Alongside these initiatives, we have worked to consolidate the delivery of other services that
are part of our new models of care and support. These include:

3 the multi disciplinary Rapid Response service which commenced in Autumn 2017 and
plays a pivotal role in supporting people to stay at home and avoid unnecessary
admissions to hospital for people resident in DG1 and DG2 areas

. the expansion of Healthy Connections to GP practices in Mid and Upper Nithsdale.
Health Connections supports people to engage with communities and third sector
organisations to alleviate the impact of isolation and loneliness

We continue to explore new opportunities to enhance how we provide support and care for
people. We are currently considering:

3 emerging options for supported and enhanced housing models which allow people to
live at home for longer in a homely, sheltered or supported environment

3 further joint working with partners to address inequalities through initiatives such as
Fareshare

To underpin these initiatives we are investing in enhanced training and development for staff.
Through the Health Working Lives programme, we are supporting staff health and wellbeing.
We are actively seeking to engage with staff from across the health and social care
partnership to shape the way we support people. We are helping staff to better understand
each others roles to enhance collaborative working and, in turn, create better outcomes for
people.

Alison Solley
Locality Manager - Nithsdale
April 2019




Introduction

The Public Bodies (Joint Working) (Scotland) Act 2014 (the Act) (here) 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 (IJB) 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
Local Authority and NHS to this new body.

The Scottish Government has set out 9 National Health and Wellbeing Outcomes. These
outcomes set the direction for health and social care partnerships and their localities, and
are the benchmark against which progress is measured. These outcomes have been
adopted by the IJB in its Strategic Plan (here).

The Act requires each integration authority to establish localities. The 4 localities in Dumfries
and Galloway follow the traditional boundaries of Annandale and Eskdale, Nithsdale,
Stewartry and Wigtownshire. Each locality has developed its own Locality Plan (here).

In Dumfries and Galloway the Local Authority and NHS have agreed, through their Scheme
of Integration, that “Health and social care services in each locality will be accountable to
their local community through Area Committees and to the IJB”. It was also agreed that
“Area Committees will scrutinise the delivery of Locality Plans against the planned outcomes
established within the Strategic Plan.” (here)

In November 2018 the I1JB agreed the revised performance framework for the Partnership.
This framework requires each locality to report to their respective Area Committee every 6
months. Each locality report focuses on either 4 or 5 of the 9 National Health and Wellbeing
Outcomes so that, over the course of a year, progress towards each outcome is reported
once to Area Committees.

Public Bodies (Joint Working) (Scotland) Act 2014
www.leqislation.gov.uk/asp/2014/9/contents/enacted (last access 23 May 2017)

Strategic Plan 2018- 2021
http://dghscp.co.uk/wp-content/uploads/2018/12/Strategic-Plan-2018-2021.pdf (last
accessed 25 February 2019)

Nithsdale Locality Plan 2016-2019
http://dghscp.co.uk/wp-content/uploads/2018/12/Nithsdale-Locality-Plan.pdf (last accessed
25 February 2019)

Dumfries and Galloway Scheme of Integration
http://dghscp.co.uk/wp-content/uploads/2018/12/Integration-Scheme.pdf (last accessed 25

February 2019)
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http://dghscp.co.uk/wp-content/uploads/2018/12/Strategic-Plan-2018-2021.pdf
http://dghscp.co.uk/wp-content/uploads/2018/12/Nithsdale-Locality-Plan.pdf
http://dghscp.co.uk/wp-content/uploads/2018/12/Integration-Scheme.pdf
http://www.legislation.gov.uk/asp/2014/9/contents/enacted
http://dghscp.co.uk/wp-content/uploads/2018/12/Integration-Scheme.pdf
http://dghscp.co.uk/wp-content/uploads/2018/12/Nithsdale-Locality-Plan.pdf
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The symbols we use

i) How we are addressing this outcome in our locality

The Locality Plan for Nithsdale details our commitments that support the National Health and
Wellbeing Outcomes and Dumfries and Galloway’s Strategic Plan. These are repeated here,
under their respective outcome, together with a Red, Amber, Green (RAG) Status that
indicates our assessment of progress.

- Red - Progress in implementing the commitment is significantly behind schedule
or work has not started when it was due to start.

Amber - Early warning that progress in implementing the commitment is slightly
behind schedule.

Green - Progress in implementing the commitment is on or ahead of schedule or
the work has been completed.
Grey - work to implement the commitment is not yet due to start.

ii) How we are getting on

Next to each infographic in this report there are 2 circles, like this: O

The first circle shows the indicator number. Information about why and how each indicator is
measured can be found in the Performance Handbook, which is available on the Dumfries
and Galloway Health and Social Care Partnership website (www.dghscp.co.uk/performance-
and-data/our-performance/). Where there is a (+) instead of a number, the figures are not
standard indicators, but additional information thought to be helpful.

The second circle shows red, amber or green colour (RAG status) and an arrow to indicate
the direction the numbers are going in. We have used these definitions to set the colour and
arrows:

We are meeting or exceeding the target Statistical tests confirm the number has
or number we compare against increased over time

We are within 3% of meeting the target Statistical tests suggest there is no

or number we compare against change over time

We are more than 3% away from Statistical tests confirm the number has
meeting the target or number we decreased over time

compare against



http://www.dghscp.co.uk/performance-and-data/our-performance/
http://www.dghscp.co.uk/performance-and-data/our-performance/

The 9 National Health and Wellbeing Outcomes

The Scottish Government has set out 9 national health and wellbeing outcomes for people.

People, including those

with disabilities or long-term People who use health
People are able to look after conditions, or who are frail, are and social care services
and improve their own health able to live, as far as reasonably have positive experiences
and wellbeing and live in good practicable, independently and of those services, and have
health for longer at home or in a homely setting their dignity respected

in their community

People who provide
unpaid care are supported

Health and social care

services are centred on Health and social care .

. L . . to look after their own health
helping to maintain or services contribute and wellbeina. including to
improve the quality of life to reducing health reduce an nge, ative imgact of
of people who use those inequalities . ny neg P

. their caring role on their own
services :

health and wellbeing

People who work in

. health and social care services Resources are used effectively
FEETED TR LD feel engaged with the work and efficiently in the provision
i Sl GHID SR they do and are supported of health and social care
are safe from harm to continuously improve the services

information, support, care and
treatment they provide

The 9 national health and wellbeing outcomes set the direction of travel for services in the
health and social care partnership and are the benchmark against which progress is
measured. The Scottish Government has not numbered these outcomes to reflect that they
are all equally important. However, locally we have added numbers solely for the purpose of
tracking progress through our performance framework.
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1. Outcome 1

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

1.1 How we support this in our locality

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

In our locality we work towards this aim by:

. supporting people to improve their wellbeing

o having a focus on areas of deprivation

. working with those services who support those who are socially isolated
. supporting those living with a long term condition

1.2 How we are addressing this outcome in our locality

Our We Will commitments which support this outcome and their current Red, Amber, Green
(RAG) status:

Develop community link approaches within Nithsdale locality which enable people
to have the information, motivation and opportunity to live a healthy life for as long
as possible.

Support people to participate and engage in their communities as they choose to
access day opportunities and activities which they feel are important to them, to
stay as independent as possible, happy, safe and well.

Work with staff groups within health and social care, enabling them to motivate,
educate and support people to improve their health and wellbeing.

Roll out programmes such as Mindfulness, Living Life To The Full and Ten Keys
To Happier Living.

1.2.1 Nithsdale Health and Wellbeing Team — Healthy Connections

Healthy Connections works therapeutically with people on a one to one basis. We support
them to explore their lives and how this links to their health and wellbeing. People’s lives can
be overwhelming for them and they may have difficulty coping. They may also be
experiencing anxiety and stress. Healthy Connections can help them to identify ways in
which they can take care of themselves, cope with their circumstances and improve their
health and wellbeing. This can be more difficult for people with existing mental health
conditions or, who may have underlying needs which limit their capacity to take care of
themselves.




A further focus is working with those diagnosed with a long term conditions such as diabetes,
obesity, arthritis and breathing difficulties. Many of the people who access the Healthy
Connections service live alone.

Health Connections supports people to improve their health and wellbeing by linking them to
activities and organisations in the community or through lifestyle coaching, either on an
individual or group basis.

People can refer themselves to Health Connections or a health and
social care professional may refer someone on their behalf. The
main source of referral is general practice, followed by social work,
self referral, rapid response and psychology.

In addition, Health Connections offers appointments at 6 practices

across Nithsdale. Healthy Weight sessions are also held in the

practices. These sessions focus on achieving and maintaining a

healthy weight to help prevent type 2 diabetes, heart disease and depression. An optional
weigh-in is available at the sessions as well as discussion on topics including healthy eating,
keeping active and stress reduction.

Through Health Connections people have been introduced to over 90 different third sector
organisations, including Carers Centre, Financial Advice (FIAT team), Cuppa Club and
Men’s Shed.

Over 70% of all referrals to Health Connections are for people living in deprived
circumstances. Overall, there is a 75% engagement rate.

What people tell us: Healthy Connections
Here are a few examples of how Healthy Connections has supported people:

Mrs S

Mrs S was referred by clinical psychology. She was relatively new to the area, lived with
chronic pain, felt alone, isolated and depressed and she had occasional suicidal ideations.
We used motivational interviewing to identify a way forward and she is now actively engaged
in various community groups and describes her mood as significantly improved. In her words
“l needed that nudge, and now life feels so much better”.

Mr G

Mr G lives with cerebral palsy and relies on a wheelchair to get around. Mr G felt that social
opportunities were limited. However, since his contact with Healthy Connections he has
started volunteering 2 days a week at the Usual Place and his confidence and self esteem
have greatly increased.

MrH

Mr H told one of the volunteers at Men’s Shed that he had stopped taking his diabetes and
epilepsy medications. He reported regularly feeling dizzy and lethargic but wouldn’t take his
medication because they gave him abdominal cramps. The volunteer worked in partnership
with the Healthy Connections worker to encourage Mr H to visit the GP. He is now on a new
medication regime (which he sticks to religiously). He no longer has dizzy spells and is
feeling much more energetic. Mr H’s blood sugar has gone from 23 to 6 in just four weeks.
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1.2.2 CoH-Sync Programme

The Nithsdale Health and Wellbeing Team is working in partnership with Cooperation and
Working Together (CAWT) to deliver the Community Synchronisation (CoH-Sync) project.
The project is supported by the European Union’s INTERREG VA programme and aims to
implement a cross border, collaborative, community based approach to promoting healthier
lifestyles which target the risk factors associated with long term health conditions.

The project is being delivered in Nithsdale and Wigtownshire and started in August 2018. A
core part of the project is the development and implementation of personal Health and
Wellbeing Plans (HWBP) which are facilitated with individuals by CoH-Sync staff. The plans
are designed to support individual behavior change over a 6 to 8 week period and focus on 5
aspects of lifestyle change:

o tobacco
. physical activity

. nutrition
J alcohol
. mental wellbeing

The plans are intended to build motivation and encourage positive change through a
psychological approach, including the setting of personal outcomes and functional goals. In
2018, the team started 322 health and wellbeing plans with people living and working in
Nithsdale, exceeding the 312 target set.

1.2.3 Raising awareness within staff groups

The Nithsdale Health and Wellbeing Team worked with staff in community rehabilitation to
enable them to raise the issues of lifestyle choices with people who use their service.
Additionally, Healthy Connections are undertaking ongoing work with the triage team at
Single Point of Contact supporting them to take a holistic rather than a medically focussed
approach to improve outcomes for people.

1.2.4 MBSR Mindfulness delivered by Nithsdale Health and Wellbeing team

Mindfulness is an interactive mind and body based approach that may
help people change the way they think and feel about their
experiences, especially stressful ones. It involves noticing thought
patterns and feelings so people can become more aware of them, less
occupied by them and better able to manage them. An ongoing
programme of courses are delivered within Nithsdale locality. In the
past 6 months 35 participants have completed 8 session courses.




1.2.5 Living Well With A Long Term Condition: Delivered by Nithsdale Health and
Wellbeing Team

This involves a cognitive behavioural therapy self help course to help people make changes
to the way they think and act. The aim is to create a new relationship between their illness
and themselves that separates who they are from what they’'ve got. So that they can
continue doing things, experiencing things, loving, laughing and living life.

Here are a few examples of what people said about the course:

1.2.6 Community Development work in North West Dumfries and Upper Nithsdale

Community development staff in Dumfries and Upper Nithsdale work with partner agencies
to enable communities to find solutions to community needs.

The staff are in the very early stages of planning to engage with the wider community of
North West Dumfries to ask them if they think a North West Dumfries Community
Development Plan would be a good idea and something they would like to contribute to and
be involved in. This is an exciting opportunity to work collectively and to ensure the best
possible outcomes and services for the people of North West Dumfries.

We have recently set up a small working group to begin the process of organising a number
of community engagement workshops to capture peoples views and opinions. We are all
very excited at the prospect of engaging with the wider community of North West Dumfries
during Spring and Summer.

In Upper Nithsdale, the community development worker has been working with A’ The Arts,

Kelloholm and Kirkconnel Development Trust, Sanquhar Town Hall and Capability Scotland

to progress initiatives such as community food sharing, outreach art and drama sessions, as
well as supporting wider community engagement.

1.2.7 Tai Chi and Qigong Programme

This programme encourages people to take part in a programme of physical activity and
supports them to manage their long term conditions. Volunteers supporting this programme
are encouraged to take part in training to develop leadership skills by becoming Volunteer
Leaders or a Volunteer Anchor.
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1.3 How we are getting on

An important measure of how well people are able to manage their health and wellbeing in
the community setting is how often their healthcare occurs as an emergency. There will
always be the need for urgent and emergency care, but where possible the aim is to support
people in the community and prevent crisis events.

In Nithsdale the rate of Emergency Department attendances is typically higher than for
Dumfries and Galloway, which reflects the close proximity of a sizable population to an
emergency centre. The figures have gone up and down, but on average, attendances for
the last year have been a little lower than the previous year. Note that the new DGRI has a
Combined Assessment Unit (CAU), which means that people arriving at the front door are
managed along different care pathways to previously.

Residents of Nithsdale locality,
Rate of Emergency Department attendances per 1,000 population
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4. Outcome 4

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

41 How we support this in our locality

The way that we work with people, designing and delivering their care and support,
fundamentally focuses on maintaining quality of life.

In our locality, good examples of this are:

. Health Care Support Workers who support people when they are ready to leave
hospital, including Dumfries and Galloway Royal Infirmary, community and cottage
hospitals

. Nithsdale day opportunities
. Consolidation of the One Team approach and Rapid Response

. Physical Disability Team in Nithsdale, a multi agency forum, including health, social
work and Capability Scotland, working together to address disabled people’s needs
holistically, conduct joint reviews and minimise duplication where possible

4.2 How we are addressing this outcome in our locality

Our We Will commitment which supports this outcome and its’ current Red, Amber, Green
(RAG) status:

Work in partnership to promote consistency of practice and person centred
approaches.

There are a range of ways in which we have tried to take a more joined up approach to
enhance the health and social care services we provide and support people to maintain or
improve their quality of life.

Health Care Support Workers support elements of social care packages at times when
normal provision is difficult to achieve. Often, this helps people to return home from hospital.
The support provided by the Health Care Support Workers is agreed at a weekly flow
meeting. This meeting has helped to improve communication and dialogue between different
health and social care professionals.

Reablement - All nursing staff, both in community adult general nursing and cottage
hospitals, have been provided with reablement training in order to shift the focus of support
from care to reablement and where practicable, enabling people to live as independently as
possible.

End of Life Care - Community adult general nursing staff provide end of life care for people
who choose to die at home and where this is clinically practicable to do so. The District
Nurse Senior Practitioner has responsibility for coordinating the elements of care required to
facilitate this with the wider multi disciplinary team.
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Nithsdale in Partnership (NiP) - The implementation of the One Team approach has
already started to join up our people. For example, NiP are working closely with Care And
Support Services (CASS) transitional support team.

Rapid Response Team - Rapid Response is a multi disciplinary team comprising of
occupational therapists, physiotherapists, community adult general nurses, care co-
ordinators, a trainee advance practitioner physiotherapist and Allied Health Professional
(AHP) assistant practitioners. The team respond to community referrals within 2 hours and
support hospital flow. A holistic assessment is undertaken working closely with statutory and
third sector partners, creating a one stop shop for people who need support.

How we are getting on: Rapid Response Team

On 4 July 2018 it was agreed that people in hospital who were likely to benefit from
reablement and living in DG1 or DG2 postcode areas would be referred directly to the Short
Term Assessment Reablement Service (STARS) for assessment. Prior to this, the Rapid
Response had also carried out an assessment. By directing people to STARS this has
reduced duplication. This is reflected in the lower number of referrals to the Rapid Response
Team during summer 2018.

Nithsdale Single Point of Contact was launched on the 17 October 2018.

Number of referrals to the Rapid Response Team by month;
Nithsdale; 2018
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Community Rehabilitation - Following an acute illness such as stroke, or the diagnosis of a
condition such as multiple sclerosis, many people benefit from the input of from the
community rehabilitation team. The team consists of physiotherapists, occupational
therapists and nurses. Their aim is to give people every possible opportunity to aid their
recovery or to help them adapt to a change in their health and wellbeing. The team, based at
Nithbank, encourages people to adopt a self management approach to their rehabilitation.
My Journey, My Life is a weekly course over 6 weeks led by the rehabilitation nursing team.
People newly diagnosed with multiple sclerosis (within 2 years) can be referred to the course
by the multiple sclerosis specialist nurse. Programme consists of invited speakers to give
people information regarding self management of this long term condition and to share
experiences. Another example is the STEPS course that aims to build motivation, self
esteem and confidence over a 6 week block.

Physical Disabilities Team - Steps for Excellence
(Nithsdale wide) is a personal development programme
which provides participants with an opportunity to take a
fresh look at their lives, to see how much they are capable
of achieving and to offer them tools to make changes
happen. Delivered using a fun, informal group work
approach, the STEPS programme is based on the best
research from the field of cognitive psychology and on
studies of the way that effective and fulfilled individuals
think and act in their lives.

Social work - social workers continue to work closely with
Rapid Response, district nurses, occupational therapists
and care providers to support people to remain living in
their own home as long as possible. Social work staff
complete assessments under Self Directed Support (SDS).

Day Opportunities - Nithsdale Health and Wellbeing Team
use community development approaches to work with
communities to develop activates that address isolation
and loneliness in their communities. We work with groups
all over Nithsdale building community capacity. Each group
has applied for small sums of money (£200-700) from Day
Opportunities monies. This fund is administered through
the Nithsdale Health and Wellbeing Partnership, chaired by
the Locality Health and Wellbeing Manager. Other
members of the management group of the partnership
include, Independent Living Support, Capability Scotland,
social work services, a public representative and the police.

The Partnership supports three sub groups: HARM
(Homelessness And Risk Management), Wellbeing and
Communication. Each group supported by a member of the
Nithsdale Health and Wellbeing Team is developing their
own outcome focussed plan. All plans will be in line with
the overall Nithsdale Health and Wellbeing Locality Plan.
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4.3 How we are getting on

The proportion of people in Nithsdale receiving support through Self Directed Support
Options 1 or 2, which have the largest levels of personal responsibility has remained stable
for the past two years. Whilst we support people to have the confidence to choose Options 1
and 2 for themselves, many people continue to prefer to choose Option 3.

Around one in five people aged under 65 have chosen these Options, whilst for people aged
65 or older, it is around one person in twenty. In December 2018 there were 381 people
aged under 65 receiving care through SDS and 792 people aged 65 or older. It is not clear
why the proportion of people electing for Options 1 and 2 might be lower in Nithsdale
compared to Dumfries and Galloway.

Proportion of people under 65 with SDS Options 1 and 2
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4.3 How we are getting on, continued

One measure of the successful coordination of people’s journey of care, is the amount of
time spent in hospital settings when people were ready to be discharged to a less acute
setting or into the community. When people are not in the most appropriate place for their
care we refer to this as a delayed discharge.

In Nithsdale, and across Dumfries and Galloway over the last year, the number of people
experiencing a delayed discharge (in acute, community or cottage hospital setting) has risen
on average. Reasons for this include recruitment challenges across both health and social
care sectors and complex legal arrangements including guardianship. A dedicated flow
coordinator works with the multidisciplinary team to enable smooth transitions from one
setting to another.

Residents of Nithsdale locality,
Delayed discharges, number of people delayed
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Residents of Nithsdale locality,
Delayed Discharges, number of bed days lost
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7. Outcome 7

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

7.1 How we support this in our locality

Making sure people are safe from harm is about maintaining safe, high quality care and
protecting vulnerable people. In some instances activities focus on protecting people already
identified as vulnerable. Other activities are focussed on improving the safety of services,
aiming to reduce the risk of harm to all people.

In our locality, good examples of this are:
. Multi Agency Safeguarding Hub (MASH)
. Self Directed Support

. Programmes of activity for vulnerable adults e.g. Active Citizen Programme and a
focus on Intellectual Disability

7.2 How we are addressing this outcome in our locality

Our We Will commitment which supports this outcome and its’ current Red, Amber, Green
(RAG) status:

Keep people at the centre of what we do, working with all partners to improve the
way we identify, support and protect adults who are vulnerable to physical,
psychological or financial harm.

7.2.1 Multi Agency Safeguarding Hub (MASH)

The Multi Agency Safeguarding Hub (MASH) screen and respond to referrals where there is
a concern that an adult may be at risk of harm. The MASH includes social services, police
and heath, based together to share information and make informed decisions about the
protection of adults in our community. MASH has a region wide remit which gives a single
point of entry for screening referrals that may indicate an adult is at risk of harm. This can be
from professional workers or members of the public. Nithsdale locality have supported the
MASH development and continues to oversee the social work input.

MASH undertake Adult Support and Protection Training with staff to widen the awareness of
adult protection

A second senior social worker has been appointed to ensure that consistency around Adult
Support and Protection is implemented across the region.




7.2.2 Active Citizenship Programme

We have worked with groups around building capacity and social capital through the delivery
of this programme. Over 6 to 8 weeks, people taking part explore community values,
principles, leadership representation, what is power and equality and diversity. We are
delivering the Active Citizenship Programme with members of Lochside Community
Association. In addition, we have supported Lochside Community Association to develop
their volunteer handbook, which was adopted at their recent AGM.

7.2.3 A focus on intellectual disability
Women’s Friendship Group

The initial need for a new approach to support women who live with an undiagnosed or mild
intellectual disability was recognized through Healthy Connections. Conversations with
women who identified as lacking the confidence and self esteem to access mainstream
activities identified that traditional intellectual disability activities were not appropriate or
accessible. Further consultation and planning in late 2018 was carried out with statutory
partners including health, social care, education and third sector providers working within
marginalised communities. The issues and impacts identified included:

. low mood, anxiety and depression, loneliness

. a reluctance to seek support on health and wellbeing issues including sexual health
and relationships

. impact on Carers and family relationships

. difficulties with tenancies and housing management

. exclusion, which can lead to risky behaviour and create and increased potential for
abuse

Our new group is being shaped using a community development approach in consultation
with the women and partners identified above. Our aims are:

. to improve the mental and physical wellbeing of the women who attend

. to provide a transitional service that supports women to access a greater number
of community activities and supports

° for the group to be led by people who use services and to be sustainable through
community involvement and development

We are currently developing an approach to publicise the group, that will be inclusive and
accessible and a further update will follow in the next report as the group membership grows.
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Men’s Shed Thursday Club

This is a new project which started on 6 September 2018 and is open every week. It has
been developed and is run in partnership by Men’s Shed Dumfries, Nithsdale Healthy
Connections Service and the Intellectual Disabilities Team. The Men’s Shed Thursday Club
is especially for men who have mild or undiagnosed intellectual disabilities or mild autism.
The project was developed after it was recognised that there was a lack of social
opportunities and support for these men.

Eleven men now attend the Club regularly, and more are contemplating joining soon. Most of
them were isolated and lonely before they joined. They did not attend mainstream social
gatherings because they didn’t feel that they ‘fitted in’. The Thursday Club differs from other
Men’s Shed groups in that the sessions are staffed. There are opportunities at each session
for the men to:

. join in the group activities (currently dominoes, jenga and board games)
. improve literacy and numeracy skills (with the support of volunteers)

. help with the cooking (with the support of volunteers)

. access one to one support through the Healthy Connections Service and

Intellectual Disabilities Team staff who are present

What people tell us: Mr W’s Story

Mr W is in his fifties, and lives on his own. He has several long term conditions and he’s
been physically disabled since he was born. Having attended the group for several months,
he built up the courage and trust to confide in the staff that he was feeling very depressed
and anxious. The Healthy Connections worker accompanied him to a GP appointment,
where he was prescribed antidepressants.

Mr W now feels that he is finally beginning to have the peace of mind that he has craved and
needed for so long. The Thursday Club has enabled him to address his mental health
problems in three key ways: through social connections, talking therapy and medicine.




7.3 How we are getting on

One aspect of keeping people safe is monitoring re-admissions to hospital. Whilst a
discharge quickly followed by an emergency admission may be entirely appropriate in many
cases, it could mean in some cases that people were possibly discharged before they were
ready. Readmission rates are typically around the Scottish rate of 4.7% for Nithsdale
whereas Dumfries and Galloway is typically below the Scottish average. The figures for
Nithsdale residents are more variable, which reflects the smaller number of people involved.

Residents of Nithsdale locality,
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Adult Support and Protection activity is scrutinised through the Public Protection Committee
(PPC). The PCC Performance and Quality subcommittee is currently redesigning the
analysis and reporting of performance figures for Adult Support and Protection. It is expected
that when performance reporting has been agreed, an appropriate locality level measure will
be reported here. In the interim, the previous indicator showing the percentage of people
making referrals who receive feedback within 5 days of receipt of their referral, was 53.5% in
December 2018.

Multi Agency Safeguarding Hub (MASH) —o— Nithsdale
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9. Outcome 9

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

9.1 How we support this in our locality

There are various ways that the Partnership is seeking to ensure that resources are used
effectively and efficiently. We are improving quality and efficiency by making the best use of
technology and trying new ways of working to improve consistency and remove duplication.
The Partnership is committed to using its buildings and land in the most efficient and
effective way.

In our locality, good examples of this are:

. implementing a locality flow meeting

. service redesign and the development of a single point of contact for complex multi
agency cases

. engaging staff in service redesign

) pharmacist clinics in GP practices

9.2 How we are addressing this outcome in our locality

Our We Will commitments which support this outcome and their current Red, Amber, Green
(RAG) status:

Through effective use of resources, including those of the individual, support the
redesign of integrated services.

Develop and promote a culture amongst staff and the people who use services that
will support and engage with the redesign of services. These services will be
sustainable, promote independence, support an ethos of reablement and deliver
person centred outcomes.

Encourage and support recruitment in to the care sector.

Work with all partners to look at how we can make the best use of assets and
resources.

Build on the existing initiatives in Nithsdale to ensure safe, appropriate, effective
prescribing.




9.2.1 Locality Flow Meeting

Each week, the locality flow meeting brings together the available range of multi disciplinary
professionals to review each Nithsdale resident who is currently in a cottage hospital. The
flow meeting seeks to ensure that people are supported from a cottage hospital to their own
home or a homely setting in a timely way. The group agrees the collective resources to
enable this. We are developing plans to incorporate the weekly flow meeting within the daily
Single Point of Contact huddle so as to benefit from having a wider range of professionals
contribute to the discussions. This will bring those services tasked with supporting people
closer together.

9.2.2 A Single Point of Contact

Phase two of the wider Nithsdale in Partnership vision, a Single Point of Contact (SPoC),
went live on 17 October 2018. SPoC streamlines non emergency health and social care

referrals for anyone (professionals and the general public) living in DG1 and DG2 who is
over 16 years of age.

SPoC referrals are accepted via telephone or email (and SCi Gateway which is an IT system
used by general practices). A robust triage process has been put in place including social
services triage supported by the Access Team and assessments supported by clinicians on
the Rapid Response Team. The triage process is also supported by staff from the Health
and Wellbeing Team which allows for a more holistic process.

Representatives from Nithsdale in Partnership (NiP) services attend daily multi disciplinary
team huddles to discuss complex referrals and agree the best way forward for people who
have been referred. Services include:

. domiciliary physiotherapy . social work services
. community adult general nursing . social work services occupational
. community rehabilitation therapy
3 community rehabilitation occupational pharmacy
therapy . medicines review
. health and wellbeing

This is the first time in Nithsdale that the general public can refer themselves, or a member
of their family, to health and social care services. Also, professionals can refer into more
than one service using one referral. For example, a GP may want to refer someone to
physiotherapy but might also want an occupational therapy assessment. One referral is
made to the SPoC and the triage process determines the outcome and signposts
accordingly. No need now to make two separate referrals. The triage process may also
highlight additional needs that can be addressed simultaneously such as

social isolation, loneliness or low mood.

343

referrals to the SPoC
between
17 October and
31 December 2018

The triage process and the daily multi disciplinary team huddle also
discusses services already supporting people and can prevent too
many different services attending when unnecessary.
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How we are getting on: Single Point of Contact (SPoC)

Between October and December 2018 there were 343 referrals to the SPoC. The majority of
referrals have been from community based services however, referrals from hospitals are
increasing. This increase is linked to our ongoing communication strategy. We are currently
promoting the SPoC

within hospitals. Number of referrals to the SPOC by triage

However, over the next outcome: Nithsdale:
few months, we will October - December 2018
extend the focus of this
promotional work to STARS
include the general CASS Transitional Support
public. The majority of Community Rehab
people referred to the Podiatry
SPoC are over the age HEWBT
of 75 years. Other
) SWOT
This chart shows the Multi

outcomes from the
triage process for
people referred to the
SPoC.

Social Work Services
Forwarded from Nursing..
CommunityAdult General..

Optimise
Domi Physio
Rapid Response
0 50 100 150
@ Number of referrals

9.2.3 Service Redesign

Clear plans are in place to support our district nurse senior practitioners to undertake
advanced assessment and non medical prescribing training and, where applicable, a degree
programme to meet the national framework for community adult general nursing. This is to
be achieved by summer 2020. This will support staff to work effectively within the multi
agency teams.

During June and September 2018 we held engagement sessions with staff from across
health and social care in Nithsdale around the redesign and development of services. These
sessions allowed staff to shape future service models.

The Communications Group, which includes health, social work, third sector and a public
representative, are responsible for developing a health and social care newsletter. These
have included case studies of integrated working, the promotion of flu vaccination clinics and
campaigns such as What Matters to You?. The newsletters are distributed to over 300
locations across Nithsdale. The group publicises the work of Nithsdale Health and Social
Care Partnership using Twitter, Facebook, e-mail and hard copy aiming to engage with as
many people as possible.




9.2.4 Information Technology Developments

The pilot of the MORSE software in community rehab team enables offline assessment
information to be captured, relevant documentation to be referred to online and a multi
disciplinary approach ensured across the service.

9.2.3 Prescribing Support

We are building on existing initiatives in Nithsdale to ensure safe, appropriate, effective
prescribing.

The Local Enhanced Service for prescribing has been redesigned and now incorporates a
rolling programme of areas to review in terms of safety and appropriateness of prescribing
including therapeutic areas, in line with national strategies such as respiratory, diabetes and
chronic pain.

The cost effectiveness work is ongoing in all GP practices. This is directed by the locality
lead pharmacists and is supported by local intelligence and the pharmacy technician team.
In this way we are able to respond to changes and fluctuations in pharmaceutical supplies so
that we are able to maintain cost effective prescribing despite market pressures.

Pharmacists continue to provide specialist clinics at practices including for common clinical
conditions, pain, respiratory and hypertension. This assists with the implementation of the
pharmacotherapy service and allows people to see the most appropriate health care
professional. Referrals are made to Healthy Connections, Mindfulness for Pain, pulmonary
rehabilitation, physiotherapy services, and smoking cessation at community pharmacies.

Optimise referrals continue to be made through the Single Point of Contact (SPOC). These
are passed on to the appropriate pharmacist in the practice.
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9.3 How we are getting on

The Strategic Plan Adults Needs Assessment indicates that over 75% of the population
receives a prescription at least once per year. In 2016/17 the annual cost per person ranged
from £137 - £277 across the GP practices. This is partly because of the different mix of
people they support. Nithsdale has a very similar cost per person to Dumfries and Galloway.
The figure for Jul-Sep 2018 is lower than the same period in the previous year.

Residents of Nithsdale locality,
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Note that these figures are not adjusted for age profile. Also, the cost of medications is
strongly influenced by market forces, not just the volume of medication dispensed.

Another measure of efficiency is how effectively the Partnership uses technology to support
people, both to live independently and to access services equitably. An indicator is under
development to demonstrate how Technology Enabled Care is being rolled out. This will
include both the well established Telecare support, and also Home Health Care Monitoring
and Virtual Appointments. In the interim, the previous indicator showing the percentage of
people with SDS Option 3 supported with Telecare, was 72.8% in December 2018.

Percentage of People With SDS Option 3, —® Nithsdale .
100 Supported with Telecare Target=73%
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Appendix 2: Glossary of Terms

Allied health professionals (AHPs)
Professionals related to healthcare distinct from nursing and medicine. Examples include
podiatrists, physiotherapists, occupational therapists and speech and language therapists.

Combined Assessment Unit (CAU)

A hospital department next to the Emergency Department where people have access to
early assessment and diagnostic tests, early senior clinical decision-making and treatment
by the multidisciplinary team, before either being admitted to hospital or discharged home.

Integration authority
An integration joint board or lead agency, responsible for services delegated to it by the NHS
and local authority.

Locality

The term outlined in the Public Bodies (Joint Working) (Scotland) Act 2014 to identify local
areas. Every local authority must define at least 2 localities within its boundaries for the pur-
pose of Locality planning. In Dumfries and Galloway there are 4 localities - Annandale and
Eskdale, Nithsdale, Stewartry and Wigtownshire.

One Team Approach
A multi disciplinary way of working which includes professionals from different areas, who
work together to improve care and outcomes for people.

Partnership
Health and Social care under the Integrated Joint Authority, encompassing NHS Dumfries
and Galloway and Adult Social Care.

Re-ablement

A hands-off approach to care and support that helps people learn or re-learn the skills
needed for daily living. A focus on regaining physical ability and re-assessment is central to
this way of working.

Social prescribing

Supporting people’s health and wellbeing, including their mental health, through non-medical
sources of support or resources within their community. Social prescribing is an approach
used to support self-management.

Strategic needs assessment (SNA)
An analysis of the health and social care and support needs of a population that helps to
inform health and social care planning.

Technology enabled care (TEC)

A Scottish Government programme to enable a major roll out of telehealth and telecare in
Scotland. Technology Enabled Care (TEC) is the utilisation of a range of digital and mobile
technologies to provide health and social care support at a distance.

Telecare

Telecare is the term for offering remote care of elderly and physically less able people, pro-
viding the care and reassurance needed to allow them to remain living in their own homes,
for example, personal alarms or sensors.




If you would like some help understanding this or need it in
another format or language please contact
dg.ijbenquiries@nhs.net or
telephone 01387 241346
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