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Written submission from Perth and Kinross Council and NHS Tayside to the 
Public Audit Committee, dated 23 April 2014 

Perth and Kinross Change Fund Programme 

Response to Public Audit Committee request of 2nd April 2014 

 

In response to the Public Audit Committee request to demonstrate examples 

of initiatives supported by the Change Fund for Older People which have since 

become mainstreamed, and examples of where the Change Fund has been 

used to identify gaps in services for older people. 

Partnership working through the use of the Change Fund to support the 

Reshaping Care Agenda 

1. PURPOSE 

This document provides examples of initiatives which have supported Older Peoples’ 
Services to shift care to more preventative and anticipatory care; building community 
capacity and engagement and supporting more people to remain in their homely 
environments through whole system redesign of mainstream services supported by 
the Reshaping Care for Older People transformational Change Programme and 
accelerating innovative tests of change utilising funding from the Change Fund. 

2. JOINT DELIVERY AND GOVERNANCE STRUCTURE 
The governance and management framework  is currently directed through a 
Change Fund Executive Improvement Board with membership from local authority, 
health, independent and third sectors.  The Executive Improvement Board will 
remain accountable to NHS Tayside and Perth and Kinross Community Planning 
Partnership for the success of the Change Fund Plans and Joint Commissioning 
Strategy until such times as the substantive Perth and Kinross Health and Social 
Care Integration Board assumes executive powers in April 2015.   
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3. CHANGE FUND OBJECTIVES 
A Programme Initiation Document was developed to provide clear direction, 
guidance and the governance structure required for taking forward the Change Fund 
Projects.  The aim of the plan was to facilitate and accelerate the transformational 
change required to shift the balance of care to community based models of care by: 

 Facilitating a reduction in NHS hospital traditional and institutional care 
demand and capacity focussing more on alternative community based 
services and support. 

 Enabling consolidation of key shifts in the balance of care, and improvement 
in care delivery and capacity, which will in turn allow for reinvestment and 
efficiency savings to ensure sustainable resourcing in the future. 

 

The objectives were: 

 In Partnership work collaboratively with acute care services to reduce the 
number of bed days lost through delayed discharges relating to people over 
65. 

 In partnership work collaboratively with General Practices to reduce 
unplanned admissions for older people with a long term condition by 
developing responsible alternatives to admission. 

 Reduce spend on long stay nursing / residential home provision to support 
more people at home. 

 Enable innovation in developing community partnerships and active 
citizenships with people in later life. 

 

Four workstreams were then established to take forward the above objectives. 

Workstream 1 – Reducing Delayed Discharges 

Workstream 2 – Reducing Unplanned Admissions 

Workstream 3 – Raising Awareness of Dementia 

Workstream 4 – Empowering communities and Co-production 

 

4. WORKSTREAM 1 – Reducing bed days lost to delayed discharge 
The Discharge Pathway focussed on reducing bed days lost to delays in hospital 
settings across Perth & Kinross. 
The workstream commenced in April 2011 with the setting of a baseline to measure 
performance over the following years.  This allowed measurement of the input, 
outputs and outcomes of the projects governed by this workstream. 
A key service in enabling reducing bed days lost due to delays in hospital settings is 
reablement services whose core funding is from the Local Authority budgets.  This is 
a vital service to keep the flow moving from the community into hospitals and back 
into the community, and therefore is critical to the success of the Change Fund 
challenge to reduce bed days lost to delayed discharges, additionally it is a key 
service that enables clients to live independently and safely at home without the 
support of traditional Local Authority Services such as Care at Home. 
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Reablement’s success is most evident in its sustained ability to continually enable 
40% of reablement clients to return home with no further support from local authority 
services.   
 
For those who need further support, there is a reduction in the number of hours per 
week of Care at Home they receive compared to the pre reablement period. 
 
To continue to build on the success of the reablement service and to continue to 
accelerate the scale of change required to redistribute resources away from 
hospitals and long stay care homes and towards more preventative, anticipatory and 
more proactive community services, Perth & Kinross Partnership identified through 
analysis of whole system activity the need to invest in additional resource in the 
community.  This has enabled the Partnership to test further improvements in the 
discharge pathway to enable timelier discharge back to home and also alternative 
options to admission to hospital or long term care. 
 
This workstream undertook process mapping of the current state discharge pathway 
which enabled them to develop and implement a new joint discharge pathway with 
comprehensive training provided to all ward staff involved in the discharge process. 
In addition the team were able to identify gaps in service provision to support 
discharge and obtained approval for investment into the following services: 
 
4.1 Discharge Pathway 

Change Fund Investments 

 Immediate Discharge 
Service. 

 Additional Social Workers. 

 Test of Change Step-
down to care home. 

 Dementia Liaison and 
transitional care. 

 7 day working for AHP 
services 

 Generic Rehab 
Assistants (OT and 
Physio) 
 

Successes 

 Designed new Discharge 
Pathway. 

 Implementation of 
discharge training. 

 Reduction in average 
length of delay. 

 Direct access to 
reablement services. 

 7-day working. 

 Test of Change Front 
Door Model. 

Future 

 Enhanced Medicine for 
the Elderly Service. 

 Hospital At Home. 

 Trial discharges at home. 

 Enhanced Care Teams  

4.2 Discharge Pathway elements 

The redesign of the Perth & Kinross Discharge Pathway, including training in 
discharge planning, has resulted in more proactive, integrated and multi-disciplinary 
discharge planning taking place throughout the whole patient journey until the point 
of the patient being clinically fit to leave hospital. 
 
The new Discharge Pathway and accompanying training has been rolled out across 
Perth & Kinross’ 5 community hospitals and Perth Royal Infirmary acute wards.  
Training is currently taking place in the Psychiatry of Old Age Wards at Murray Royal 
Hospital. 
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Elements which have supported the success of the Discharge Pathway were the 
investments in an “immediate discharge service”, direct access to reablement, 
additional Social Workers in areas of high demand for Social Work assessments, 
and a test of change step down placement to a care home in Perth City. 
 
Direct access to the Reablement Service by ward based Occupational Therapists 
was introduced as part of the Discharge Pathway redesign. 
 
This new pathway to the Reablement Service was supported by an immediate 
Discharge Reablement Service that facilitates the prompt discharge of patients 
referred by hospital Occupational Therapists to reablement. 
 

 In the financial year 2012/13, the partnership achieved an overall 33% reduction 
in bed days lost to delayed discharge on the baseline 2010/11 total. 

 Since the introduction of direct access to the Reablement Service, hospital 
Occupational Therapists have completed 573 direct access assessments for 
reablement. This has saved 573 Social Work assessments and created capacity 
with the Social Work Hospital Discharge Team to focus on the increasing 
number of complex clients referred for assessment. 

 The total bed days lost awaiting Social Work assessment reduced by 30% in 
financial year 2012/13, and bed days lost awaiting a care package, 66%. 

 
Patient and carer feedback indicates that the patient journey has improved as a 
result of the change – for example, “Within a week I had achieved most of my aims. 
The efficiency in covering my needs for independence was excellent. The carers 
were all polite, helpful and a credit to your service, and an essential help to gain back 
independence”. 
 
“I knew that I needed help…I didn’t see the point in trying to cover up that I needed 
help as it would only make  things more difficult. It helped me to become more 
confident…I have been really helped to do things for myself” 
 
Decision: The discharge pathway is now mainstreamed across Perth & Kinross.  A 
local Executive Change Fund Decision will be required to mainstream the additional 
investment in services to support the discharge pathway.  
 

4.3 Front Door Model 

The Front Door service was developed and funded through the NHS Tayside Winter 
Pressure Action Plan for winter 2013/14 to develop a model and team which would 
assess patients earlier in their journey and at the earliest point of admission in Ward 
4 PRI medical and surgical admissions unit and A&E.  
 
The Front Door Service is delivered by a multi-disciplinary Team of Senior Clinicians: 
an Occupational Therapist; General Nurse; and Psychiatry of Old Age Nurse, with 
input from Physiotherapy, Social Work, Pharmacy and a Geriatrician as required.  
People referred to the Front Door Team have accessed a rapid senior MDT clinical 
assessment and decision-making at the earliest opportunity in their admission with 
the aim of providing the right support at the right time in their journey. 
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Discharge pathways included: the five community hospitals, community mental 
health teams, community rehabilitation teams, the immediate discharge service, 
Psychiatry of Old Age transitional care and the rapid response transport service. 
 
4.4 Outcomes for Front Door Model 

 As the service has been running for only 3 months, the evidence of impact is 
only preliminary at this stage, however initial evaluation shows:   

 The Front Door Team has supported or referred on to other services, 132 
people between December 2013 and the end of February 2014.  

 The Front Door Team has provided rapid assessment and discharge planning 
for approximately 15% of all people 65+ admitted to Ward 4 in the reporting 
period. 

 The ‘team’ report the following benefits: 
o Occupational Therapy reports benefit of dedicated additional resource 

targeted at patient transfer/discharge. 
o Psychiatry of Old Age Liaison Nurse reports benefits of early intervention 

in relation to patient management and patient journey in PRI.  
o Hospital Discharge Team nurse reports benefit in early identification of 

patients with potential to transfer to a Community Hospital.   
o The team have reported improved communication between the operational 

staff in PRI’s Admission Ward and A&E and between primary, community 
hospitals and secondary care. 
 

We are currently awaiting data to consider the overall impact of the Team in reducing 
the length of stay for people 65+ admitted to PRI and consequently, the Team’s 
impact in reducing emergency bed days for people 65 and over. 
 
Decision:  There is clear qualitative evidence supporting a continuation of this Front 
Door Team approach to patient management in PRI’s Admission Ward through 
collaborative working. This team is currently being mainstreamed from existing 
discharge services 
 
The quantitative evidence however, is less clear, with no direct outcomes in the 
project attributed to the individual roles of ‘team’ members.  The emphasis is on a 
team approach to the management of patients moving out of the unit, and therefore, 
it is the ‘whole enhanced system’ that has enabled a focus on discharge and 
preparation of admission.   
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Workstream 1 – Discharge Pathway
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Workstream 1 – Discharge Pathway
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Change Fund activity Graph 1 clearly demonstrates that against an increasing 
volume of people delayed, a reduction in the average length of delay was still 
maintained.   Exceptions to this trend are ‘waiting for a care package’ graph 3 which 
appears to demonstrate an increase in length of delay due to multiple reasons but in 
particular, demographic change of the need of the 65+ population. 
 
4.6 Changing Population Needs 

Demographic pressure is one of the challenges for Health and Social Care in 
maintaining the flow (graph 7) from Hospital back into the Community. What is 
apparent now after analysis, is that there is an increasing volume of patients 
requiring Social Care from within the hospital pathways. 
 
Of the unplanned admissions of the over 65 population to Perth and Kinross 
Hospitals – 
-in 2009/10, 9% of the unplanned admissions received assessment for Social Care 
from the hospital based Social Work teams 
-in 2010/11 this increased to 14% 0f 65+ unplanned admissions 
-in 2011/12 this increased to 15% of 65+ unplanned admissions 
-in 2012/13 this increased to 18% of 65+ unplanned admissions 
-in 2013/14 this increased to 19 % of 65+ unplanned admissions (estimated) 
 
(Refer to graph 6 for actual patient counts) 
 
Change Fund investments were targeted to reduce the 2010/11 volumes of 14% and 
successfully achieved a reduction, but this increase to 19% has again put the system 
under pressure as it responds to the continual upward cyclical trend of patients 
requiring Social Care support after hospitalisation. This increase is against a slower 
rise in the number of 65+ unplanned admissions to Perth and Kinross Hospitals (ref 
graph 5) and is therefore a key indicator of the increasing complexity of that age 
group. 
 
Graph 4 below shows increases in the 80–84 age group and the 85+ population 
being admitted as an unplanned admission to hospital. It is these patients who go on 
to be referred to hospital social work teams for social care services. 

Graph3 

This graph tracks 

the number of 

patients delayed 

waiting for a 

Homecare 

placement each 

month against 

the length of 

delay the patients 

are experiencing 



PA/S4/14/9/2 

 38  

 

10 year view of unplanned admissions demonstrating a rising trend 

particularly in the 80-90 age group since 2004/5 by year. Indicator of increasing 

patient complexity 

 

Graph 5 of unplanned admissions shows a general upward trend that begins to 
flattens slightly from 2009/10 onwards and is in contrast to the steeper percentage 
rise in patients referred to Hospital Social Work teams (graph 6) over the same 
period. 
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Graph 6 below demonstrates the rapid upward trend of hospital patients referred to 
the hospital social workers for community care services since 2009/10 and indicates 
increasing frailty and need in that older population. 
 
This rise in the number of referrals is not matched by a similar increase in hospital 
throughput for 65+ patients. To the contrary, Graph 9 page 12 shows an effective 
decrease in the ratios of unplanned admissions for 65+ population that contributes to 
the flattening of admissions. 
 

 

Understanding how people flow from Community to Hospital and back into the 
Community is critical to our understanding of capacity and how we can improve our 
services. 
 
Future performance frameworks for Health and Social Care will include this model 
(graph 7) as it encompasses all our high cost service areas and will enable us to 
demonstrate our ability to maintain 98% of our over 65 population safely at home or 
in a homely environment. 
 
This model critically also gives us a single view of our joint activities enabling a 
holistic understanding and approach to challenges in keeping the flow moving and 
predicting blockages and issues. 
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5. Workstream 2 - Unscheduled Care Pathway - Providing Community Based 

Alternatives to Hospital Admissions  

Workstream 2 was established to provide alternatives to admission or long term 
institutional care to support a reduction in the number of 65+ emergency admissions 
to hospital.   Its aim was to maintain older people safely at home for longer through a 
combination of early intervention initiatives and alternatives to admission on crisis.  
To understand the impact our investments/projects have made collectively we have 
tracked the monthly/annual volumes of Unplanned Admissions (refer to graph 8 ) 
 
The following projects have been tested. 

Change Fund Investments 

 Rapid Response Service. 

 Step Up to Care Home. 

 Anticipator Care Plan roll out to Care Homes. 

 Marie Curie Palliative Care. 

 Positive Choices – Self Management Courses. 
 

Successes 

 Design of Unscheduled  

 Improved engagement with GPs for 
alternatives to admissions. 

 Third sector led self management courses. 

 Increased prevention and anticipatory care 
education and training in care homes. 

 

Future 

 Create a Rapid Response Service with 
investment in Community Nursing and 
Hospital at Home. 

 Roll out Anticipatory Care Plans within ICT 
and explore case management model. 

 Collaborative approach with Out of Hours 
Services, Scottish Ambulance Service and 
Specialist Paramedic Practitioners for out of 
hours service – See and Treat Model. 

 Create an urgent triage pathway through A&E 
and admission wards. 

 Further education of GPs. 

 Health & Social Care Enhanced Care Teams. 

 Redefinition of GP roles in relation to 
community hospitals and community. 
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5.1 Outcomes for Rapid Response and Step Up 

The Rapid Response Team provides a multi-disciplinary support service to people in 
a crisis situation, to keep them well and independent as possible at home and also to 
prevent unnecessary hospital admission or to a care home. 

 Since its establishment in May 2012 to the end of January 2014, the Rapid 
Response Service has supported 601 people.  This is equivalent to an 
average of 30 referrals per month. 

 Rapid Response has enabled 64% of all referrals to remain at home and 
avoid hospital or care at home admission. 

 22% of people were ultimately admitted to hospital and 5% to a care home.  
Nevertheless, the Rapid Response Team supported this group of people for a 
total of 414 days prior to admission. 
 

Patient Centred Care - service user and carer feedback shows that the Rapid 
Response Service promotes a person centred approach to care and has consistently 
supported people’s wishes to stay at home and not be admitted to hospital or a care 
home wherever possible. 
 
GP Feedback - Perth & Kinross GPs currently make 40% of total referrals to the 
Rapid Response Service.  A Perth & Kinross wide survey of GPs found that 84% of 
GP respondents thought Rapid Response was a highly valuable alternative to 
hospital or care home admission. 
 
5.2 Step Up 

Some referrals to Rapid Response may require admission to a residential or nursing 
care home, and a Step Up placement to an appropriate home will be made.  This will 
provide support for a maximum of 2 weeks. 

 To date, 116 Step Up placements have been made and the majority of these 
people returned home at the end of their placement. 

 

The Rapid Response service has been enhanced by 5 additional social care officers 
over the winter period to meet the demand for the service and the increasing range 
of referrals it can respond to.  
 
The clinical assessment capacity of the Team will also be strengthened with a new 
dedicated Nurse Co-ordinator, which will enhance the Team’s capacity to provide 
home-based support to people with more complex health needs that may otherwise 
have required hospital admission. It is expected that this will also increase the 
number of GPs using the service as an alternative to hospital admission. 
 
5.3 Outcomes for Marie Curie Fast Track Service 

The Marie Curie Fast Track Health and Personal Care Assistants provide specialist 
community based end of life support between 9 a.m. to 9 p.m., 7 days per week, 
based in Cornhill Hospice.  
Referrals for community based, end of life care, are made through a single point of 
access, which was the Perth City Community Nursing Team Leader, based in 
Drumhar Health Centre. Referrals can be made by Primary Care i.e. GPs and 
Community Nurses; Social Work and through the Hospital Discharge Teams at PRI.  
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The Marie Curie Fast Track Service has supported 76 patients and their families in 
the 9 months since March 2013, with 803 home visits, providing specialist clinical 
and social care input to enable these patients to remain at home. 
 
The majority of visits (77%) were classified as supporting people with “Changing” 
needs, i.e. unstable symptoms requiring a high level of clinical and social care 
support and carer support. This may have prevented hospitalisation; and carer 
support has potentially prevented crisis intervention where carers were experiencing 
high levels of anxiety or had unstable needs. 
 
The support provided has increased the time that people have been cared for in the 
community in the last 3 months of life, which otherwise may have necessitated 
hospital admission.  The Marie Curie Fast Track service has therefore enhanced 
voluntary sector, and community health and social care provision, for people who 
wish to remain at home, while reducing demand for hospitalisation. 
 
Patient and Carer feedback has been very positive, evidencing a positive impact 
through high quality support, promotion of patient choice, and improved quality of life 

 80% of respondents thoughts that the Fast Track Service had enabled them 
to have more input into decision making about their care; and the majority of 
respondents (>60%) thought that they had been able to spend more time with 
their loved ones, felt comfortable in their environment, and had been 
supported to have an improved quality of life. 

 
Decision: In December 2013 the workstream leads for workstream 2 
recommended to the Change Fund Executive Board that the funding agreed for the 
COPD nurse and Physio model be reinvested into a dedicated community nurse co-
ordinator role for rapid response, a community nursing response service and a 
respiratory physiotherapist. This model would facilitate faster access to nursing 
assessment and intervention for patients following early discharge from hospital or 
prevent admission when acute crisis occurs. The respiratory physiotherapist would 
work closely with the community nurse team and community rehabilitation teams. 
 
A full review of all projects included within workstream 1 & 2 has been completed 
and has enabled the Partnership to address capacity and flow issues, identify any 
barriers and agree the improvements required to achieve a whole system approach 
to both pathways.   It will allow the Partnership to recommend disinvestments in 
projects which were not delivering the outcomes required to optimise the 
independence of older people.  The Partnership are now moving into one integrated 
whole system unscheduled care pathway with a focus on locality integrated working 
for adults and older people.  To sustain the proposed model an Executive Decision 
will be required to continue to invest in the resources required. 
 
5.4 Unplanned Admission statistics 
 
Demonstrating the success of our “reducing unplanned admission” strategies has 
been complex and difficult on a project by project basis. But if we attempt to 
understand the gross effect of all our projects designed to reduce unplanned 
admissions, alongside the awareness and behaviour changes that the Change Fund 
fuelled in its activities with all its workstreams then the following graphs show some 
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interesting statistics. (all population data is GROS validated. Data for 2103 
population data is estimated) 
 

Graph 8 – 10 year view of unplanned admissions Perth and Kinross 65+ 
 

 

 

 

 

 

 

 

 

 

 

 

Since commencement of the change fund we have seen a slowing down in the rise 
of unplanned admissions (TOPAS data) (graph 8). If we compare this unplanned 
admission population as a percentage of the 65+ population in Perth and Kinross 
then we can observe an interesting effect that coincides with the commencement of 
the Change Fund (graph 9). 
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The downward trend (graph 9) in the percentage of the 65+ population who become 
unplanned admissions shows a clear change of direction and appears to support the 
hypothesis that the gross effect of all our unplanned admission projects, and other 
projects  has had a positive impact on reducing these admissions. 
 
5.5 2011 Census highlights for Perth and Kinross Populations 

Comparison with the 2001 Census suggests that the proportion of people aged 75 
and over has increased slightly - from 8.8 per cent in 2001 to 9.5 per cent in 2011.  

The population of Perth and Kinross on Census day was 146,652.  This represents 
an increase of 8.7% compared to an increase in Scotland as a whole of 
4.6%.  Comparison with other local authority areas suggests that, over this period, 
Perth and Kinross had the sixth fastest growing population in Scotland.  

Of the 5,295,403 residents in Scotland on Census Day, 48.5% were male and 51.5% 
female.  The gender split was broadly similar in Perth and Kinross where 48.7% 
were male and 51.3% were female.  

A comparison of the age profile of Perth and Kinross and the age profile of Scotland 
shows that there is a higher proportion of older age groups (65+) resident in Perth 
and Kinross with 18.1% of the population being 65+ compared to 10.6% in Scotland 
as a whole. 
 
5.6 Future Work  
It is the intention of the Change Fund Operational Group at the request of the 
Executive Change Fund Board to design the enhanced Care team model already 
tested in other areas of Tayside. The model focusses on enhanced care around GP 
clusters to risk stratify and support early intervention, and early supported discharge, 
as part of the prevention of admission strategy. 
 
6.0 REDESIGN OF DEMENTIA SERVICES – Workstream 3 

 

Change Fund Investments 

 Perth Royal Infirmary 
Liaison Service. 

 Transitional care. 

 Alzheimers Scotland Link 
Workers. 

 Promoting Excellence. 

 Reminiscence Group. 

 

Successes 

 Increase accessibility and 
visibility of Liaison Service. 

 Earlier identification of 
patients experiencing 
mental health difficulties. 

 Improve post diagnostic 
support. 

 Improved multi-agency 
dementia awareness and 
knowledge through 
Promoting Excellence. 

 

Future 

 Improve telehealthcare 
opportunities. 

 Develop an integrated 
pathway for post diagnostic 
support. 

 Learning from Strathmore 
Dementia Service – looking 
towards sustainable 
community models for post 
diagnostic support; early 
intervention; community 
support; and end of life care. 

6.1 Strathmore National Dementia Demonstrator Site 
In October 2010 the Scottish Government confirmed Perth and Kinross as one of 
three National Dementia Demonstrator Sites chosen to pilot the integrated 
transformational change approach to dementia services. This supported key 
commitments in the National Dementia Strategy for Scotland, the national Reshaping 
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Care for Older People programme and Tayside’s own Joint Strategic Plan for Older 
People’s Services. 
 
The Perth & Kinross Demonstrator Site focused on one locality in Perth & Kinross to 
test improvements in dementia provision for people living with dementia (and their 
families and carers) to provide the best quality of care and optimise their 
independence and wellbeing.  
  
The project was based on the theory that by increasing resource and capacity within 
the community, this would improve the care and treatment of people with dementia 
more than by simply maintaining the previous balance between ward-based and 
community –based staff. 
 
The Strathmore Dementia Demonstrator Site partly evidenced the following: 

 Reduced the need for admissions to a psychiatric assessment unit by 80% 
with no increase in admissions to Care Homes. 

 Provided assessment, diagnosis, information, advice, care, treatment and 
support to a substantially increased number of people in the Strathmore 
Locality. 

 Enabled people to directly access specialist services for memory assessment. 

 Evidenced that people who have their diagnosis made via direct access 
appear to do so up to one year earlier in their course of illness and require 
substantially less social support than people being diagnosed through the 
traditional route. 

 Implemented Post Diagnostic Support for all those newly diagnosed. 

 Provided appropriate support to allow people to remain in their own homes 
(including during crises) through increased community resources and 
improved joint working. 

 High levels of service user satisfaction. 

 Reduced admission to Acute Dementia Assessment Units from Care Homes. 
 

They achieved this by shifting resources from a Dementia Assessment Unit which 
had a reducing demand on its service to the community then melding the service 
with the Older People’s Community Mental Health Team who had a high demand on 
service provision.  Although much of the transfer of resource to establish the 
Strathmore Dementia Service Team has come from a health disinvestment there is 
clear evidence of collaboration with and commitment from Local Authority, 
Independent and Voluntary Sector colleagues in the delivery of service 
transformation and “joined up” new ways of working.  
  
Although this whole system redesign has not been supported with funding from the 
Change Fund, it has acted as a catalyst to identifying gaps in service provision for 
people living with dementia and their carers.  This has enabled the partnership to 
consider, based on the learning from Strathmore, what the future model for 
Dementia Care in Perth and Kinross will look like. 
 
6.2 Alzheimers Scotland Link Workers (ASLW) 

The Link Worker Project addressed the gap in quality post-diagnostic support for 
people with dementia, and as such, supported the Change Fund Workstream 3 aim 
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of developing community based services to support sustainable change in service 
provision. 
 
This would be achieved through Link Worker support to people with dementia, their 
carers and families to: 
 

 Promote self management. 

 Provide carer support and person centred care planning to enable people with 
dementia to live independently and positively with dementia in the community. 

 Reduce the need for traditional community care services, acute care and long 
term care. 
 

The model of support was based on evidence from a successful pilot of post-
diagnostic support by Alzheimers Scotland. 
 
The Link Worker project also links to the development of Carer support through the 
Dementia Cafes and the diversification of Day Care support modelled by Perth and 
Kinross Council. 
 
Another significant driver for the Link Worker Project was the new Scottish 
Government HEAT target on the provision of post diagnostic support which came 
into effect in April 2013, to ensure people with dementia receive the help they need 
following diagnosis. 
 
6.2.1 Outcomes for ASLW 

 As at January 2014 (7-month point in Year 2 of the project), the Alzheimer 
Scotland Link Workers were actively supporting a total of 86 people with a 
diagnosis of dementia and their families.  This referral rate is equivalent to a 
total of 132 families per year. 
 

All people referred for Dementia Link Worker service have been supported within the 
5 Pillar model of support.  All people gave examples of the type of support they had 
received, and this evidenced a consistent approach to PDS support and progress 
within the 5 Pillar model, across all localities and between the 3 Dementia Link 
Workers. 
 
For example: 

Knowledge and Understanding of Illness and Symptoms- every family had been 
given information and literature to help them to understand the illness and the 
supports available.  
 
Community Connections and Peer Support- The Dementia Link Workers had 
suggested and supported people to make new connections with their community, 
according to their individual interests.   These were wide-ranging: From the 
Dementia café; Walking groups; Scottish Dementia Working Group Events ; 
MacDiarmid Park Football Reminiscence Group; Carers support groups; Church 
Singing Groups, as well as supports that were particular to individual circumstances- 
for example, arranging  Dog Sitters; Electric Mobility Scooter to allow access to the 
community and ‘put the world to rights’ with people in the street; Life Story Writing 
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and Photographs to start conversations with new people or carers.  Joining these 
groups had enabled access to peer support for people. Furthermore, the people who 
had 2 Support and Information Groups delivered by the Dementia Link Workers, 
have continued to meet on a monthly basis, after the end of the 6 week course. 
 
Strength and Confidence to Plan for Future Care/ Decision-Making- Having 
conversations about the future decision-making and care with the DLW had given 
people support to tackle difficult subjects:   “I just think that the DLW would be good 
further on- when you’ve got to get information about other supports, it’s just keeping 
ourselves going here, as normal, but at a later stage, it would be good to have that 
link, about what you might need, about the house, and the options, and so on. It’s 
actually when you come to need it that having someone to guide you is very good…” 
 
The Link Workers have also delivered community based support and information 
groups for people with dementia and their families. Following these, self-sustaining 
peer support groups have formed, and are still running 1 year after their first meeting. 
One member of the group said:  “…I think it’s a load off your mind, knowing there is 
someone who cares and who have been through the same experience that you have 
been through..” 
 
Additional outcomes have included: reduction in carer stress and isolation, support to 
live positively with dementia, reducing anxiety surrounding diagnosis and 
enhancement of existing Older People’s Community Mental Health Teams. For 
example:  The introduction of an Alzheimer Scotland Link Worker has been 
invaluable in providing post-diagnostic support and counselling in a timely and 
person centred way. My sense is that the provision of this support to people with 
dementia and their carers has prevented and alleviated distress. This is a good 
outcome for patients and carers but has also allowed mental health professionals 
more time to assess new patients and respond to the escalating needs of people 
progressing through their illness” 
 
Decision:  To mainstream this model there will need to be a partnership approach to 
joint funding with Alzheimers Scotland.   
 
6.3 Dementia Liaison Service  
The Perth Royal Infirmary Psychiatry of Old Age Liaison Team provides specialist 
psychiatric liaison support to Perth Royal Infirmary inpatients, their carers and 
families; transitional care home from hospital; and training and education to staff in 
mental health care. 
 

 As the Team developed its service model and as a result of the level of clinical 
expertise within the Team, the Consultant Psychiatrist input required decreased 
from an average of 12 hours to 6 hours per week. 

 Evaluations after Year 1 and Year 2 have evidenced the Team’s significant 
impact in improving care for Perth Royal Infirmary inpatients with a mental 
health need, leading to improved outcomes for their patients. Signposting and 
referral to community based services increased and there was a clear decline 
in transfers to psychiatric hospital. 

 Through the provision of their Occupational Therapist led transitional care 
service, the Team improved continuity of care for people with an identified 
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rehabilitation need, and closer integration of health and social care services 
through the case management approach taken by the Liaison Clinicians.  This 
part of the service has also supported prevention of admission to either the 
acute or Psychiatry of Old Age hospital setting within 28 days. 

 There was also a reduction in hospital bed days lost to delayed discharge for 
patients referred to their Team following Change Fund investment. 

 Dementia Care Mapping evidenced the significant benefits of the volunteer 
support on wellbeing and mood of inpatients with dementia, and also the impact 
of targeted staff training in improving patient and staff interactions, between the 
baseline and follow up mapping exercises. 

 
The daughter of one lady supported by Liaison Transitional Care on return home 
from hospital said: “The Liaison OT has been absolutely brilliant, and wonderful with 
my mum. She really listened to him and did what he suggested. He had a lovely way 
with her, and a really nice manner.” 
 
The Team has made a significant impact in improving care for Perth Royal Infirmary 
inpatients with a mental health need, leading to improved outcomes for patients. 
 
Referrer feedback is overwhelmingly positive- with one stating “The Liaison Service 
has transformed the management of our most frail, vulnerable patients” 
 

Dementia Liaison Team Referrals

 

 

Graph 10 

Graph 10 demonstrates the successful signposting by other services to this team and its 

purpose, and demonstrates the team’s ability to pick up these patients and have a positive 

impact with successful outcomes 
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Improving Dementia Care – Workstream 3
Dementia Liaison Service Patients’ Length of Stay

 

Decision:  The Executive Board has confirmed funding for this service until the end 
of the Change Fund.  This will allow the Partnership to implement the redesign of 
dementia services where this service will then be funded through. 
 
7. EMPOWERING COMMUNITIES AND CO PRODUCTION – Workstream 4 
The Partnership has invested Change Fund monies into empowering communities 
and co production models as it recognises that people and communities themselves 
are assets and have skills that are vital to the delivery of services, support the 
building of sustainable public services and in the delivery of better outcomes. 
 

Change Fund Investments  

 Timebanking. 

 Additional HCC support. 

 Community Engagement 
Workers. 

 Carers Link Workers. 

 Physical Activity. 

 Men’s Sheds. 

 Social Enterprise – Growbiz. 
 

Successes 

 Start up grant for Growbiz. 

 Community Engagement 
Team embedded within 
three localities. 

 Identification of previously 
unknown carers. 

 Roll out of timebanking to 
six areas in Perth & Kinross. 

 Increased engagement 
activity in Highland 
Perthshire. 

 

Future 

 Embed an integrated 
engagement and capacity 
building model across all 
localities. 

 Roll out model to Perth City. 

 Sustain long term 
investment for this approach. 

 Active partnership 
developed with PKAVs, Live 
Active, Social Enterprises, 
MEAD and Alzheimers 
Scotland. 
 

Graph 11 

This graph demonstrates 

that within a range of all 

the possible length of 

stays for a patient, the 

middle value of that 

range has dropped from 

33 days pre Liaison 

service to 25 days post 

liaison service. This data 

endorses the success of 

the team. 
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7.1 Empowering Communities and Co Production Outcomes – 

Workstream 4 

 Timebanks have been established in Coupar Angus, Aberfeldy, 
Blairgowrie, Rattray and Stanley and also within Perth Prison.  A Social 
Return on Investment Study on the impact of the Coupar Angus Timebank 
found that for every £1 invested, the Timebank created £6.29 in social 
value. 

 Locality based community engagement workers have supported the 
development of Integrated Locality Planning Forums to address issues 
relevant to communities and bringing together communities and statutory 
services. The workers have been co-located with local health and social 
care staff to increase joint working opportunities.  They have worked to: 
share information and enable staff to make community links (relational); in 
Pitlochry the work has been involved in support planning/anticipatory care 
plans. 

 In the south locality, the worker has worked with hospital staff to produce 
a St Margaret Hospital and Crieff Community Hospital Discharge Pack 
and established the Crieff Care Home Network.   

 All workers have linked with colleagues from Community Learning and 
Development and Healthy Communities Collaborative to produce 
Community Engagement Joint Plans for each locality. 

 The Carse of Gowrie and District Men’s Shed was established through the 
Change Fund and provides men of all ages with a place to gather and 
take part in a range of activities, to promote work, family and community 
networks to support social inclusion – vital for good health. 

 The Physical Acitivity worker has developed a new Active Communities 
Activity Programme and referral pathways in the Pitlochry area.  7 new 
exercise groups have been established, including specialist strength and 
balance classes running within sheltered housing complexes. 

 The Carers Hospital Link Worker is based in PRI and Murray Royal 
Hospitals, the Link Worker provides timely support to previously 
unidentified carers. 

 Clear examples are emerging of co-produced solutions within 
communities. 
-A client invested hours with their local Timebank prior to an operation, 
then drew on their banked hours to augment support at home after the 
operation. 
-The Community Care teams and Timebank co-ordinators now work 
together to develop broader support packages. 
 

With this investment the Partnership have been able to build the infrastructure 
required to develop and facilitate community resilience and capacity so as to 
build a model of working with rather than doing to the community.  This model 
is now being utilised to support the planning and development of sustainable 
options for integrated health and social care services in localities. 
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We have commenced this approach in Aberfeldy and surrounding areas 
working in partnership with the local community so as to maximise outcomes 
and meet current and futures needs of the local population. 
 
We have to date held three community events in Aberfeldy with around 140 
community members attending to help shape the future of health and care 
services in the area.  Information was provided to the community on current 
service provision, national strategic direction and challenges faced.  This 
enabled the community to have a better understanding of what is faced in the 
future, identify local issues, and to explore local solutions.  During these 
events 32 community members have indicated an interest in continuing to be 
involved in identifying and developing solutions for the future. 
 
Decision: Executive Board review of workstream four activities 
 
8.0 Shifting the Balance of Care 

Central to our community strategies was the need to reduce spending on 
Nursing and Residential Care and in turn invest that into the community. 
The following graph demonstrates the downward trend in permanent 
placements to Residential and Nursing Homes since 2010 
This downward trend converts to a reduction in expenditure on permanent 
nursing and residential care.   
 

 

 

 

 

 

 

 

 

 

 

 

9.0 Conclusion 
This document provides an overview of our approach and the initiatives that 
we have invested in since the inception of the Change Fund.  The Change 
Fund has enabled Perth & Kinross Partnership to test and accelerate change 
to shift from institutional care to more community based provision through 
having invested in the identified gaps required to achieve this shift.  The 

 

0

10

20

30

40

50

60

Permanent Care Home Placements Approved Between 1 April 2010 and 31 
July 2013 

Total

Poly. (Total)



PA/S4/14/9/2 

 53  

 

evidence contained within this document will support the Partnership to 
continue to make informed decisions on its future model of care for older 
people and their carers. 
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