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Introduction

In October 2022 the Senior Leadership Group approved a test of change in the
delivery of Care and Support at Home (CASH). This report:
e Provides an evaluation of the first three months of the CASH Test of Change
(ToC), including the impact on current system pressures
e Sets out next steps for the CASH Collaborative and the development of a
blended model of CASH

2.1

Recommendations
The Strategic Plan Delivery and Commissioning Committee is asked to:

e Note progress to date and that a 9 month evaluation will be presented to
a future committee

3.1

3.2

3.3

3.4

Background and Main Report

A Care and Support at Home Summit meeting was held on 26/27 September 2022.
Colleagues from across the Health and Social Care Partnership met to discuss the
ongoing system pressures and explore what was needed to address the growing
number of people awaiting care and support at home, both in the community but
with a particular focus on people delayed in hospital.

The summit resulted in a number of suggestions to be developed further. The first
proposal (phase 1) was to enable provider partners to have more flexibility in their
rotas and to provide incentives to ensure staff retention. All CASH provider partners
providing care and support to older people were invited to develop a proposal for
consideration by the Partnership.

The proposal was considered, and subsequently approved, by The Senior
Leadership Group on 7™ October 2022. See background papers. The key aspects
to this were:

e Removal of CM2000 real time monitoring with providers being paid for
planned care hours (Payment on Planned) for 12 months. This removes the
need for staff to wait in people’s houses for a specific period of time to ensure
payment and enables provider partners to be flexible to include additional
visits.

e Provision of an incentive payment (£1,000) to provider partners for each
person that was discharged home. It was agreed that this payment should be
shared amongst staff involved in the discharge. This was agreed for a period
of 12 weeks-subsequently extended to 14 weeks (24 October 2022 to 29
January 2023).

e Support 95% of people delayed in hospital home within the first three months,
whilst continuing to pick up packages of care and support for people waiting in
the community from the portal.

All but one of the provider partners providing care and support to older people
agreed to participate in this approach. These 10 partners have worked together with
Partnership colleagues, including Care and Support Service (CASS) to establish a
CASH Caollaborative. An MS Teams space has been established and partners
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3.5

3.6

3.7

3.8

3.9

worked with Community Waiting Times Team to review the list of people waiting in
hospital. Provider partners and CASS had access to the most up to date list of
people awaiting care and support and a weekly huddle was established to support
any challenges.

Community Waiting Times Team

The Community Waiting Times Team (CWTT) aims to have region wide oversight
of those who have been assessed by the Partnership and are awaiting social
care. CWTT works alongside provider partners to monitor and actively manage
waiting times for those on the care home pathway or on the care at home (Self
Directed Support -Option 3) pathway.

Table 1 below gives an overview of the aims of the CWTT for care and support at

h
Table 1

Before CWTT CWTT Aims

Mo management system in place for | CWTT to actively manage waiting times
social care waiting times / no [ for care packages (all priority levels)
escalation route for those who have
waited over a certain period of time

Due to lack of waiting times |CWTT to work with providers region wide
management, workers themselves try | to manage waiting times

to manage waiting times for their own
service users on an individual basis

Inaccuracy of care at home data | CWTT to have overall oversight of
reporting- no portal housekeeping. | packages- complete housekeeping which
Packages can be incorrectly | will therefore improve the accuracy of the
prioritised/ packages can no longer be | data reported

required or appropriate.

The CWWT have been an integral part to the CASH Test of Change and to the
effectiveness of the collaborative.

Evaluation — 24 October 2022 — 31 January 2023 (14 weeks)

The initial target of supporting 95% of people delayed in hospital was based on the
44 people delayed who, at the time, were awaiting care and support at home.
Provider partners responded quickly to the emergency situation and within the first
two weeks had supported 18 people (36%) of people home.

Over the first twelve weeks provider partners picked up packages of care for 70
people from hospital and 95 in the community. Inevitably the people being
discharged from hospital and the people delayed changes on a daily basis, of the
original number of people delayed in hospital at the start of the project 25 (56%)
were discharged home with a package of care. Subsequently of the 93 people added
to the delayed discharge list 35 (38%) were discharged home with a package of
care. This suggests that whilst the original target of 95% of delays was not achieved
for the original group, provider partners were able to continue to focus on newly
added delays which potentially impacted then on the original list. This suggests that
there is a cohort of people delayed in hospital whose circumstances and/or needs
are more complex. We suggest that these are reviewed and addressed within phase
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3.10

3.11

3.12

3.13

3.14

3.15

3.16

3.17

3.18

3.19

3.20

3.21

3.22

2 of the project.

However the data suggests that this has enabled the median number of people
delayed in hospital awaiting care and support at home to fall from 41 to 34.

The number of packages picked up from hospital noted above (70) includes 10 who
were not listed as delayed discharges. This suggests that Provider partners and the
collaborative working relationships enabled 10 people to come home from hospital
before they became delays. Enabling people to be discharged home before they are
considered delays is of benefit to the person as it reduces the likelihood of
deterioration in functioning associated with deconditioning and enhances the
potential for successful discharge.

The number of people in hospital awaiting care and support at home (and the total
number of hours per week) is significantly reduced since the start of the ToC. Prior
to the ToC there were approximately 70 people waiting for approximately 1000 hours
of care per week. Since November 2022, this has reduced to between 50 and 60
people (with the usual Christmas peak reaching only 65) waiting for between 638
and 1011 hours each week.

People waiting in the community have also shown a small reduction, but has
remained steady and not increased.

Next Steps

Dedicated Senior Leadership

The Divisional Manager for CASH started on 1 March 2023 —The appointment of the
new post of Divisional Manager brings extensive experience from the care at home
sector. It is anticipated that this knowledge and experience will strengthen the
collaborative working.

A Strategic Planning and Commissioning Manager will be dedicating half time to
support the CASH Collaborative. This will enable focus on developing partners ability
to use the maps and arrange swaps of care packages.

A Lead Social Worker — appointment of a social work lead for the new CASH
Division is underway. This post will build on work to ensure that social work practice
is in line with the CASH collaborative approach.

Proof of concept for salaried care jobs — ABBS

Initial discussion has taken place to explore the impact of funding ABBS, a small
provider working mainly in Lockerbie and Lochmaben to enable paying staff on a
salaried basis. It is anticipated that this will have positive effect on the ability to
recruit staff and increase the provision of care and support within those areas. ABBS
are also interested in developing care and support provision in Langholm.

Reviewing pay rates for staff

Exploratory discussions and costing to consider pay rates for staff are in progress. A
separate paper on this proposal will be brought to Leadership Team in due course




3.23

3.24

3.25

3.26

3.27

3.28

3.29

3.30

3.31

3.32

3.33

3.34

3.35

3.36

3.37

3.38

3.39

Digital Care Planning

A proposal for supporting care at home providers to implement digital care planning
was agreed and funds allocated from Winter pressure monies last year. This work
was paused but is now well advanced with in depth discussions with care providers
taking place with a view to having digital care planning in place by June. This will
enable development of data collection and enable development of outcomes
focussed care planning

Self Directed Support (SDS)

A paper is being developed to support better implementation of SDS. This follows a
review by the Scottish Government of arrangements for using SDS more flexibly to
support peoples care. This work will enable a wider review of how SDS can support
development of options in care and support at home.

Process for allocating Care

A review of the current commissioning portal (Mosaic Development Group) is
underway and will enable a more streamlined approach to allocating care and
support packages.

Establishing geographic areas

This will explore the potential of “place based” commissioning which enables
providers to focus resources in small geographical areas. These could potentially be
linked to Home Team areas. This could create improved recruitment and more
efficient allocation of care packages

Discharge to assess / Role of CASS

Linkage to the planning of future role of CASS and Implementation of Discharge to
Assess will be key aspects to engage and align the capacity of Provider partners.

Trusted Assessor

This will enable easier access to options for provision of care and support including
access to equipment.

Budget based care packages to replace time and task/hours

Initial discussions have taken place with North Lanarkshire around the model of care
they have developed based more around budget amount rather than time/task/hours

Developing closer collaboration with Home Teams

Involving the Collaborative in the Home Team Daily Case-load huddles, to work
directly with Home Team Leads, Cass Area Managers to maximise and utilise most
effectively the care sector workforce within our local home team areas.

Blended model of care and support at home




3.40 Eat Well Collaborative

3.41 A significant amount of care and support packages involve support with nutritional
needs. A paper is being developed to explore the role of third sector in supporting a
proactive and preventative approach to meeting nutritional needs.

3.42  Day Opportunities Review

3.43  Work to consider the role of day care within the model of care will continue to ensure

it is integrated into the “offer” that can be made to people.

3.44  Local Area Co-ordination

3.45  Outcomes of community planning workshops which took place Dec and January

provide an opportunity to join together streams of work which are already in
alignment but not yet fully integrated.

4. Conclusions

4.1 So far the CASH test of change has facilitated success in reducing delayed
discharges, supporting more people to receive care and support at home, identified
shared areas of learning and had an impact on the system pressures.

4.2 The collaborative approach has established a greater shared understanding and
desire to work closely between provider partners and the partnership.

4.3 The remaining 7 months of the test of change will enable further development of the
approach and support the development of a blended model of care and support at
home, enabling those relationships between statutory, partner providers and Third
Sector to develop and maximise, collaborative working and embedding of good
practice.

5. Resource Implications

5.1 The move to Payment on Planned for a year will cost in the region of £1.8m. This
funding has been identified and is a crucial enabler for the testing of new ways of
working.

6. Impact on Integration Joint Board Outcomes, Priorities and Policy

6.1 The ToC links with and contributes to the following National Health and Wellbeing

Outcomes for Health and Social Care;

o People are able to look after and improve their own health and wellbeing and live in

good health for longer.

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.

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




6.2

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

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.

It is aligned to the following Strategic Commissioning Intentions and associated
Tactical Priorities;

1. People are supported to live independently at home and avoid crisis
1.1 Delivery of the Model of Care

1.2 Organisational culture supports delivery of the Model of Care

1.4 Sustainability of community based care and support

3. People and communities are enabled to self manage and supported to be
more resilient 3.1 Human rights based practice is fundamental to the delivery of
health and social care

3.2 Health and social care and support is designed, planned and delivered
collaboratively

4. People have access to the care and support they need
4.1 Delivery of national, regional and local priorities
4.2 Management of ongoing risks and challenges

5. People’s care and support is safe, effective and sustainable

5.1 People experience care and support that meets the National Health and Social
Care Standards

5.2 People accessing health and social care and support, particularly those who are
vulnerable, are safe from harm

5.3 Learning from experience supports continuous improvement

6. People who deliver care and support, including Carers and volunteers, feel
valued, are supported to maintain their wellbeing and enabled to achieve their
potential

6.1 People who deliver care and support are supported and enabled to be happier
and healthier

6.2 Delivery of the Model of Care creates career and volunteering opportunities

7. People’s chosen outcomes are improved through available financial
resources being allocated in line with the Model of Care and delivering best
value

7.2 Test change through innovation and creativity to support delivery of the Model
of Care

7.1

Legal and Risk Implications

The ToC has been agreed within the context of the National Flexible Framework
(NFF) and as such any further developments in commission or contracting
arrangements would need to be within that framework. If the partnership reached a
view that commissioning and contracting arrangements to achieve our ambitions
could not be realised within the confines of the NFF this would need further
consideration in terms of resource and contracting framework.




8.1

8.2

Consultation

Senior managers have been consulted in the formation of this report as
follows

General Manager Community Health & Social Care Directorate

Director of Strategic Planning and Transformation

Care and Support at Home Provider Partners

Health and Social Care Partnership Senior Leadership Team, 20 April 2023

Further consultation will take place with partner providers and the members of the
Care and Support at Home Operational Group with respect to the monitoring and
evaluation of the remaining period of the ToC.

9.1

Equality Impact Assessment

The test of change is a positive move towards improving care and support at home
it does not impact on the protected characteristics within the equality act as it does
not affect people’s access to care and support because it does not adversely
impact on the criteria for assessment of provision of a care and support package.

10.

10.1

Glossary

All acronyms must be set out in full the first time they appear in a paper with the
acronym following in brackets. The table below is an example only:

EQIA | Equalities Impact Assessment
1JB Integration Joint Board

TOC Test of Change

CASH | Care and Support at Home




