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1.0 PURPOSE  

   
1.1 To inform members of the detail of the Inverclyde Change Plan.  

   
1.2 To seek approval and support in the implementation of the plan.  

   
   

2.0 SUMMARY  
   

2.1 A report was presented to the CHCP sub-committee in February 2011 outlining the 
requirements for development of a local change plan as part of the wider Reshaping 
Care for Older People’s Programme. 

 

   
2.2 As part of the process for accessing the £1.228m allocation of funding for the 

Inverclyde partnership, change plans had to be submitted to the Scottish Government 
by 28th February 2011 using a template provided for the purpose. 

 

   
2.3 The template included requests for information on: 

 Finance 
 Total budget for Older People’s services 
 Summary of key outcomes achieved through current resources 
 Key changes to be achieved 
 Detail of the use of the Change Fund 
 Key performance measures 
 Summary of how the change plan will shift the balance of care  
 Financial and governance framework 
 Support requirements to assist delivery 

 

   
2.4 The plan required to be prepared and agreed by the NHS, Council, Third Sector and 

Independent Sector. 
 

   
2.5 A copy of the Change Plan is attached for detailed information. See appendix 1 Appendix 1 

   
   

3.0 RECOMMENDATION  
   

        3.1
  

That the sub-committee approve the detail of the Change Plan and support its 
implementation.  

 

Robert Murphy 
Corporate Director Inverclyde Community 
Health & Care Partnership 
 

 
 



 
4.0 BACKGROUND  

   
4.1 The Change Fund was developed to act as bridging finance to support the shift in the 

balance of care for older people, moving from institutional care to primary and 
community settings, and to influence decisions taken with respect to the totality of 
Partnership spend on older people’s care. 

 

   
4.2 The framework for the change plan sits alongside other strategies for particular groups 

including the Dementia Strategy, Carers Strategy, Self Directed Support Strategy and 
Living and Dying Well. Together these build a cohesive and comprehensive approach to 
meeting the care and support needs of older people. 

 

   
4.3 A new philosophy of care puts the emphasis on preventative and anticipatory care with 

a focus on recovery, rehabilitation and reablement, leading to greater independence and 
wellbeing for older people. 

 

   
4.4 This move reflects what older people have been requesting for many years, but also 

starts to address the implications of the current financial situation and demographic 
changes in the longer term. 

  

   
4.5 Success in delivering the programme will have as much to do with shifting attitudes and 

expectations as it will about shifting resources and redesigning of services. 
 

   
4.6 There is a need to move away from measuring success by how much service is 

provided to how many people to that of how many older people can be enabled to stay 
independent and well at home without the need for care and support. 

 

   
4.7 Services will have to change to provide personalised care and support designed to 

optimise independence and wellbeing through an enabling approach.  
 

   
4.7 It also has to be recognised that this approach is not just a health and social work 

responsibility, but includes providers of services like housing, transport, leisure, 
community safety, education and arts as well as commercial enterprises. The approach 
must be a whole system. 

 

   
4.8 The Change Plan was developed in Inverclyde following consultation with older people 

and service providers as well as health and social work services. 
 

   
4.9 Information relating to activity within the health and social care system was examined, 

and a high number of unplanned admissions to hospital and a high number of bed days 
used by older people were key areas of concern. 

 

   
4.10 It was recognised that a number of key outcomes had been achieved recently across 

the partnership and these outcomes would be used both as a learning platform and also 
a base on which to take forward service changes in the future. 

 

   
4.11 The partnership Change Plan was submitted to the Scottish Government on 28th 

February 2011. 
 

   
   

5.0 PROPOSALS  
   

5.1 The Inverclyde Change Plan identified six key themes: 
 Single point of access 
 Early intervention 
 Reablement 
 Long Term care 
 End of life care 
 Independent living 

 

   



5.2 Each of the key areas are interlinked and co-dependent. There will be a level of 
progression across the key themes, with an early return expected on the first three, 
while recognising the impact and need to change the second three areas over a longer 
period of time. 

 

   
5.3 Challenging targets have been set to ensure a shift in the balance of care away from 

inpatient settings to improved independence and community integration. 
 

   
5.4 The targets include a reduction in the number of bed days used by older people 

admitted on an unplanned basis, reduction in the number of older people admitted on an 
unplanned basis, an increase in the number of people who manage their own care 
through self directed support. 

 

   
5.5 A range of service redesign programmes will take place, with homecare establishing a 

reablement focus for all new referrals; remodelling the use of care homes to include step 
up and step down opportunities and the redesign of day services to link into community 
capacity building to ensure older people have the opportunity to remain active within 
their own communities.  

 

   
5.6 Indicative allocation of funding from the change fund was identified initially on the 

understanding that as services change, mainstream budgets would be examined and 
options for reallocation of funding would be agreed though agreed governance 
arrangements. 

 

   
5.7 The application of resources included the following: 

 
 Training and awareness raising 
 Extended hours of working, change n remits 
 Tools, equipment, IT and telecare 
 Pharmacy 
 GP support and EMI Fast Track assessment 
 Respite and carer support 
 Community development 
 Project management 

 

   
5.8 The implementation of the Change Plan will be supported through the Joint 

Improvement Team with identified link people attached to each partnership. 
 

   
5.9 A steering group has been established to monitor and advise on  the implementation of 

the change plan, with representation from NHS primary care and acute services, Social 
Work services, strategic housing, independent sector providers, third sector and staff 
partnerships. 

 

   
   

6.0 FEEDBACK ON THE CHANGE PLAN  
   

6.1 A feedback session was held with members of the Joint Improvement Team and the 
steering group, highlighting positive issues and gaps in the plan for future discussion 
and inclusion. 

 

   
6.2 The breadth of the Inverclyde proposal was acknowledged, recognising the investment 

across the whole system, with the keys areas for Reshaping Care being integrated with 
an overall service redesign ethos which was well illustrated in the continuum of care. 

 

   
6.3 The identification of particular groups including dementia, carers and palliative care and 

end of life was welcomed. 
 

   
6.4 Limited work has been progressed across the partnership in relation to the Integrated 

Resource Framework programme that has been rolled out across Scotland and this 
needs to be followed up. 

 

   



6.5 Significant investment in culture change, training and Organisational Development was 
identified as being helpful.  

 

   
6.6 Third sector involvement would be taken forward through Your Voice, with a sub group 

being developed to include a wider range of third sector partners. 
 

   
6.7 There is an expectation that each partnership will develop a joint commissioning 

strategy by 2012. The Joint Improvement Team will develop guidance and a framework 
to support partnerships in taking forward a joint commissioning strategy. 

 

   
   

7.0 IMPLEMENTATION  
   

7.1 The Joint Improvement Team is promoting shared learning and good practice across all 
partnerships through a Reshaping Care Improvement Network using a range of 
communication processes including newsletters, WebEx discussions and national 
events. 

 

   
7.2 A number of posts including a Project Manager to drive forward the implementation 

have been developed and are awaiting final approval, with recruitment processes to be 
agreed across the agencies. 

 

   
7.3 The steering group has been established and has been meeting on a monthly basis to 

monitor and drive the process forward. A key focus of this group has been to ensure 
communication into all the relevant parts of the system and also to identify and agree 
performance measures for the plan. 

 

   
7.4 A number of sub groups will take forward the implementation process and develop 

detailed plans for service redesign. The Palliative Care development group has been 
operational for a number of years and agreement has been reached for this multi 
agency group to be the forum for taking forward the palliative care and end of life work. 

 

   
7.5 An independent living group is being established to make links with wider third sector 

developments and incorporating representation from CVS and Your Voice to ensure 
inclusion and consultation across the community. 

 

   
7.6 The review of homecare services in Inverclyde has just been completed, with the key 

focus being on the development of reablement. A roll out of reablement services is 
taking place across Scotland. It is based on an approach which aims to help people do 
things for themselves and as such is a change in culture for many service providers and 
carers. 

 

   
7.7 There will be an expectation that the model of care will include support from 

occupational therapists with reablement being provided for an average of 6 weeks for all 
new referrals and hospital discharges. 

 

   
7.8 Key elements of reablement include: 

• Integration of services across health and social care 
• Changes to the assessment and care management process 
• User identified outcomes being central to the reablement process 

 

   
7.9 An action plan has been developed as part of this work, with a copy attached for 

information. See appendix 2. 
Appendix 2 

   
   

8.0 PERFORMANCE MONITORING  
   

8.1 Three levels of performance monitoring for the Change Plans are being developed, 
each one being a sub set of the other. Attempts are being made to ensure that the 
performance monitoring process is robust, but that it uses information already being 
collated and reported. 

 



   
8.2 The Joint Improvement Team are developing a suite of Reshaping Care core measures 

with a mixture of hard information and some more qualitative measures. This work is 
linking into the National Benchmarking Group in which Inverclyde participates. 

 

  
 

 

8.3 NHS Greater Glasgow and Clyde have developed summary indicators, gathering 
information from each partnership plan and identifying baseline information. 

 

   
8.4 The Inverclyde Partnership have identified possible local information that could be used 

to inform the effectiveness of service redesign, and further work is underway to refine 
this information. The reablement sub group is considering the information requirements  

 

   
8.5 A Mid-year Progress return with Implementation of Change Fund has been requested 

with a response date of the 26th August 2011. See attached appendix 3.The detail of the 
request and response will be discussed at the Steering Group on 9th August 2011. 

Appendix 3 

   
   

9.0 IMPLICATIONS  
   

9.1 Legal:   
   
 Finance. Monitoring of expenditure of £1.228m will be managed through Inverclyde 

CHCP with a separate budget being established. 
 

   
 Personnel:   New posts will be established for a 12 month period. A process will be 

established to take forward appointments across the agencies. 
 

   
   

10.0 CONSULTATION  
   

10.1 Consultation sessions with service providers and staff has taken place as part of the 
development of the Change Plan. Ongoing consultation will take place with service 
providers, service users, carers and the wider community as part of the development of 
the range of service redesign proposals. 

 

   
10.2 Your Voice, ICCF will play a key role in consulting with older people, both in detail of 

service redesign, but also to ascertain the views and wishes around the shape of care 
for older people in the future. 

 

   
10.3 The Providers Forum will continue to be the main platform to ensure that service 

providers are able to contribute, and be aware of the full range of redesign proposals. 
 

   
   

11.0 LIST OF BACKGROUND PAPERS  
   

11.1 Appendix 1 – Change Plan  
   

11.2 Appendix 2 – Reablement action plan  
   

11.3 Appendix 3 – Mid Year Progress with Implementation of the Change Plan letter and 
template 
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