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Summary 

 
 

• Huge progress has been made in the standards of care on offer in Scotland.  A 
measure of those improvements is that more people are living longer than ever 
before.  The implications of these demographic changes, within the context of the 
current economic climate, provide a challenge, as an increasing number of people 
will require services, care and support.  

 
• While the constant drive to improve standards will go on, we need to find new 

ways of delivering services to many more older people, and we need to be able to 
fund these services. 

 
• Glaswegians too are living longer, healthier lives, looking after ourselves and each 

other longer, and staying active in our communities.   However, within the next six 
years, it is estimated more older Glaswegians, those over 65 will need some form 
of care.  In order to cope with these demands services will need to change. 

 
• Older people are an asset to our communities. People over 65 years of age deliver 

more care that they receive – acting as unpaid carers, child minders and 
volunteers.  In Glasgow, the NHS, the City Council, third and independent sectors 
have joined together to work in partnership to develop a new system of care that 
will ensure we all get the support we need in our later years.   

 
• This new approach will aim to ensure that older people can do as much for 

themselves as possible enabling them to stay safely in their home and 
communities for as long as possible. 

 
• This new model is explained in this draft joint plan.  It has been co-produced jointly 

by Glasgow City Council, Glasgow Council for the Voluntary Sector, the NHS in 
Glasgow and Scottish Care.  The purpose of the plan is to improve services for 
older people, taking account of the inequalities that exist in Glasgow, and respond 
to the anticipated increase in demand for services as more people live longer, and 
there is more pressure on resources. 

 
• Our vision in the plan is to optimise independence and wellbeing for older people 

at home or in a homely setting, by enabling older people realise their aim of 
remaining at home with enough support to give them confidence and to feel safe. 

 
• Our care system must also address the challenge that older people can feel 

lonely; that they are not being listened to, and are not valued. In short, the 
partner organisations in Glasgow need to build on, and improve the care we 
already provide to realise our shared vision of making the city a great place to 
grow old. 

 
• The reason we have produced this plan is because we need to change both the 

way we deliver services to support older people, and the services people receive.  
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To do this is not without its challenges.  But we are confident from what people 
have told us that this is what people in Glasgow would like to see.  Nevertheless 
we are keen to hear what you have to say about our proposals. 

 
• In summary, our key commitments in this plan are: 

 
- we will work with Community Planning partners to ensure that action is 

taken over the long term to improve the health of Glaswegians, and 
tackle health inequalities; 

- we will co-produce new community services with older people 
themselves; 

- we will ensure the delivery of person-centred care and will seek to 
maximise the choice and control which service users have over the care 
they receive. Delivering improved outcomes for individuals will be at the 
heart of our service design, resource allocation and the shaping of new care 
pathways; 

- we will double the proportion of what is currently spent on 
preventative and anticipatory care over the lifetime of this plan. This shift 
will be informed by the evaluation of projects funded by the Change Fund 
and will see a reduction in the resources allocated to hospitals and long 
term care home placements; 

- we will support people to live at home for as long as possible, reduce 
the length of time people stay in hospital and develop new models of care in 
homely settings;  

- we will seek to ensure that people plan ahead for their care needs 
including consideration of Power of Attorney and will support them to make 
informed choices about their options for care;   

- we will support our workforce to work in new ways to meet the needs of 
older people and will ensure that each of the four partners is supported to 
work together to meet the challenges we face;  

- we will ensure that our use of resources delivers high quality, cost 
effective and responsive services and allows us to both meet older 
people’s needs and manage within our available resources; and, 

- we will evaluate the impact of our actions, learning from what we do and 
report annually on progress towards our goals. 

 
• The benefits we see for older people and their carers will be that: 

o more older people can be cared for at home or in a homely setting, 
rather than in hospital; and, 

o carers can be supported in their caring role and get the support they 
need including information, training, respite and short breaks. 

 
• The benefits for the wider community will be that the remaining hospital beds will 

be available for patients who require that level of care. 
 

• The benefits for all stakeholders will be: 
o that we make more effective use of scarce resources;  
o it will enable us to implement local plans for making better use of our 

combined resources for older people's services; and 
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o provide increased opportunities to maximise the wider resources 
available within Glasgow to support older people for example through 
exploring the development of strategic alliances/initiatives with a range 
of additional partners.  

 
• The plan is draft and we welcome your comments on our proposals. 
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1. Introduction 
 

About this plan 
 

1.1   Glasgow faces considerable challenges in delivering improved services for 
older people in the city, and responding to the projected increase in the 
number of people living into old age.  This is despite the successes to which 
older people and services in Glasgow have contributed. 

 
1.2   The aim of this plan is to respond to these challenges, and ensure that older 

people in Glasgow can continue to play an active role in the life of the City, 
with appropriate support when needed.  

 
1.3   This plan has been developed on a partnership basis by Glasgow City 

Council Social Work Services and Development & Regeneration Services, 
and Glasgow Council for the Voluntary Sector, representing the third sector, 
NHS Greater Glasgow & Clyde Acute Services Division and Glasgow City 
Community Health Partnership, and Scottish Care, representing the 
independent sector. 

 
1.4   The plan has been informed by what older people have told us about 

services, an analysis of the current and projected needs within Glasgow, our 
performance against key targets, and an assessment of where we need to 
improve.   

 
1.5   The plan has also been developed within the context of a wider ten year 

strategy for improving older people’s services.  Both this draft plan and the 
ten year strategy will be the subject of an engagement process later in 2013.  
Details of the engagement process will be outlined in a separate 
communication, including information on where to access copies of this plan 
and the ten year strategy. 

 
What does this plan include?  

 
1.6   This plan explains our vision for reshaping care, the national and local 

context for planning older people’s services, and profile needs within 
Glasgow.  We then describe the resources available for older people’s 
services. 

 
1.7   The next section outlines why we need to shift the balance of care in 

Glasgow from institutional settings to supporting people to live at home for as 
long as possible. It explains the problems faced, and our proposals to meet 
these and how these will be assessed.  The plan also sets out our 
commitments for 2013/14 for use of the change fund.   

 
1.8   Each section is summarised with key points and proposed actions. 

 
1.9   This is the first time as a Partnership we have set out our plans for improving 

older people’s services in the City, and links to other plans for services such 
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as leisure services, transport, the arts and cultural services, safety services 
are also crucial in improving services in Glasgow. 

 
1.10  A summary version of this plan will be made available. 

 
Comments 

 
1.11   We would like your views and we will tell you how you can respond. 
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2. Our vision for Glasgow 
 

Introduction 
 

2.1   In this section we outline our vision for Glasgow, what older people have told 
us about services in the City, and what they would like to see change. 

 
Vision 

 
2.2 Our vision for Glasgow forms the basis of our ten year strategy which will be 

available later this year: 
 

Our vision is for Glasgow to be a great place for people to live and grow 
old safely and healthily.  

 
Achieving our vision 

 
2.3   Our vision and our ten year strategy aims to: 
 

• build community capacity to ensure older people continue to be net 
contributors to care provision and wider society, and to ensure overall 
community cohesion that achieves a mutual care approach across 
generations and different sections of society; 

• help older people, and their carers, take responsibility for their own 
health so that people can stay healthy, active and live well, be 
independent, exercise choice and are fully involved and engaged in 
decisions that affect them; 

• ensure that health, housing and social care is focussed on those older 
people with who are in greatest need because of their health, social 
and economic circumstances; 

• increase our focus on prevention and anticipatory care to help people 
stay well; and,   

• deliver integrated and person centred care. 
 
2.4   Older people, who have worked closely with us to produce this document, 

would like to see Glasgow as a city: 
 

• where age does not mean losing the right to make choices and having 
control of your life;  

• where services are joined up and all service providers are working 
together to deliver information, advice, and the best environment for 
older people and their carers so that they can gain access to whatever 
they need;  

• where older people and their carers stay healthy, enjoy their life and 
can be as involved as they wish in making full and active contributions 
to the future of the city;  

• where older people will be living in their home, and have access to 
appropriate services that meet their changing needs;  

• where living longer means improved quality of life and not just the 
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number of years lived;  
• that is welcoming and has an all inclusive, mixed community who are 

all working together to make Glasgow a great place to live and grow 
old; and,  

• where older people feel safe in their homes and the area where they 
live.  

 
Ten year strategy 

 
2.5 Our ten year joint strategy for 2013-2023 seeks to:  
 

• enable older people to exercise choice and keep control over their own 
lives; 

• support older people, carers and communities in improving their health 
and well being; 

• provide older people and their carers with access to care and support 
when needed; 

• change the focus of care towards early intervention, preventative and 
anticipatory care to support older people and their carers live 
independent lives in their own communities; and, 

• provide access to hospital services and care home services when 
needed, and support people recover following discharge. 

 
2.6   This will be available later this year. 

 
Co-production 

 
2.7 As partners we recognise the skills, knowledge, and abilities older people, 

their carers, and the wider community have, and the key role they can play in 
helping us to improve older people’s services.   We want to ensure that we 
are making the most of this expertise when we are taking forward this plan. 
We aim to achieve this by involving older people, their carers, and the wider 
community, in the following key activities: 

 
• Planning the services we deliver  

We will seek to increase and expand the ways in which people are 
involved in the development of our strategies, plans and policies. We will 
also seek to increase their involvement in decisions on how we allocate 
our budgets, how we buy services and from whom, and how our services 
are paid for.  

 
• Improving the services we deliver 

We will seek to ensure that we more routinely involve older people and 
their carers in the design of new services. We will also seek to involve 
them when we are taking forward activities to try to improve the quality of 
the services we already deliver.  

 
• Helping to deliver services  
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We will also look to increase and expand the ways in which older people, 
their carers, and the wider community can become more involved in the 
management of services, and where appropriate, their actual delivery.  

 
• Assessing how well we are doing  

We will also look to involve older people and their carers more regularly in 
the ongoing assessment and review of our services, ensuring that lessons 
are learned and that actions are taken in response to what these reviews 
tell us.  

 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Final Draft 28.2.13 

 Page 11 
 

 

3. Setting the context 
 

Introduction 
 

3.1   In this section we set out the national and local issues that have a bearing on 
our plans within Glasgow. 

 
National context 

 
 3.2   The key national issues include: 
 

• Reshaping care for older people: a programme for change 2011-2021  
The aim of the Government’s reshaping care programme is to redesign 
services and increase the range of supports to ensure they are both 
sustainable in the long term and that they improve outcomes. Older 
people have said that given the option, they want to stay in their own 
homes for as long as possible, and have care that is personalised 
according to their own individual needs and preferences. Reshaping care 
promotes community capacity building and new models of care and 
support that shift the balance of provision away from institutional care, 
towards care at home. 
 

• The Christie Commission on the future delivery of public services 
The Christie Commission gave a clear message that Scotland’s public 
services need to work in a different way.  It stated that reform should 
pursue four key objectives: 

- services built around people and communities; 
- working together to deliver outcomes; 
- prioritising prevention, reducing inequalities and promoting 

equality; and, 
- improving performance and reducing cost. 

 
In practice this means that: 

- effective services need to be designed with and for people and 
communities and not from the “top down”; 

- individuals and communities should actively contribute to 
planning and decision-making so that services understand their 
needs, maximise their talents and resources, support self-
reliance and build resilience; 

- preventative measures should be prioritised to reduce demand 
and lessen inequalities; and,  

- the underlying causes of inter-generational deprivation and low 
aspiration should be identified and targeted.   

 

The findings of the Christie Commission were instrumental in defining the 
Government’s investment in the change fund that followed and it these 
principles will have informed our approach in developing this plan.  
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• Caring together: the carers strategy for Scotland 2010-2015  
The key aim of the strategy is to ensure that “carers are supported to 
manage their caring responsibilities with confidence and in good health, 
and to have a life of their own outside of caring”. 

  
• Self-directed support: a national strategy for Scotland 

This ten year strategy aims to help take forward the personalisation of 
health and social care services across Scotland through empowering 
individuals in terms of greater choice and control over the service they 
receive. Self-directed support may involve the use of direct payments, 
individual budgets, or a combination of these.  

 
• Age, home and community: a strategy for housing for Scotland’s 

older people: 2012-2017  
This strategy supports the vision of reshaping care for older people, where 
older people are supported to enjoy fully and positive lives in their own 
home or in a homely setting.  

 
• Scotland’s national dementia strategy  

The dementia strategy highlights the need for transformational change, 
with a particular focus on access to early diagnosis, improved post 
diagnosis information, better care in general hospital settings (including 
alternatives to admission and robust discharge planning) and support for 
families and carers.  The revised strategy is expected to include a 
recommendation to strengthen the support and treatment available for 
people with dementia in the middle and later stages of the disease, when 
they are likely to be experiencing a range of symptoms.  A new target has 
been set by Scottish Government to ensure that there is support 
(including the development of a personal plan) for everyone with a new 
diagnosis of dementia, and their families and carers, from a named key 
worker for at least a year following diagnosis.  The target commences in 
April 2013. 
 

• Living and dying well: a national action plan for palliative and end of 
life care in Scotland 
Living and dying well emphasises the importance of a person-centred 
approach to care planning and towards the delivery of care, including 
communication, collaboration and the continuity of care. Early 
identification of palliative care needs and a holistic assessment which 
includes the physical, social, emotional, cultural, religious and spiritual 
needs of the individual and their carer are a central part of this.  

 
• Adult health and social care integration  

The integration agenda supports the co-production and joined up method 
to delivery of health and social care services.  Integrated working is well 
established within Glasgow, and the development of this plan and the 
supporting ten year strategy is a testament to how far this has progressed 
in recent years.  Clearly, the Scottish Government’s recently published 
proposals for legislation will need to be taken into account in further 
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developing integrated working to improve outcomes for older people in 
Glasgow.  

 
• Single outcome agreements   

Achieving positive outcomes for older people is one of the six key areas 
identified by the Scottish Government to be prioritised within the new 
single outcome agreements (SOAs).  Community planning 
partnerships are expected to demonstrate that key elements of plans 
for reshaping care and the change fund are embedded in community 
planning and SOAs, and in particular that there is a shift in the philosophy 
of care from services done to people, to support done with people (co-
production), and an increasing proportion of funding allocated to 
preventing, delaying and reducing the need for care, to anticipatory 
care and to proactive care and support at home.  Integration of adult 
health and social care is a key initiative and some of the outcomes to be 
delivered by the new integrated health and social care partnerships will 
need to be reflected in SOAs. 

 
• Welfare reform 

The UK Government’s welfare reform programme can be expected to 
have an impact on older people’s personal financial circumstances, as will 
changes in the pension age and changes in the state pension.  It is 
difficult to estimate what this impact will be but we will need to closely 
monitor the implications for the health and care needs of older people as 
part of this strategy. 

 
• Economic climate 

We are five years into a protracted economic crisis that has seen public 
spending reduced significantly, and with trend projected to continue for at 
least the life of this plan.  The Partners face an acute challenge of meeting 
rising demand in future years with potentially less resource.  In this 
economic climate, the Partnership is committed to embracing change as 
the route to meeting needs and delivering our shared vision for older 
people. We will continue to invest in community-based services, and 
invest to create a different model of care, one that is workable, 
sustainable and co-produced with Glasgow’s citizens.   We will do this by 
establishing the outcomes that our service users, carers and communities 
need and want to achieve, and configure our services and funding 
arrangements in ways that we think will best facilitate these outcomes. 

 
 Glasgow context  
 
3.3   The Glasgow issues that are relevant include: 

 
• Joint adult services plan 

Glasgow City CHP and Social Work Services have an existing plan for 
improving services for adults within Glasgow that addresses the needs of 
specific care groups such as those with mental health, physical disability, 
learning disability, and alcohol and drug misuse.  The plan includes 
support for carers, employability, financial inclusion and equalities.  The 
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main themes within the plan promote a model of health and social care 
that improves the outcomes for vulnerable adults and older people, 
through early prevention and harm reduction, providing greater self-
determination and choice, shifting the balance of care, enabling 
independent living for longer and quality care management.    

 
• NHS Greater Glasgow & Clyde clinical services review 

The NHS Board has embarked on a major review of its clinical services 
that will shape hospital and community services beyond 2015 when the 
new South Glasgow Hospital is built.  Older people services including 
dementia is one of several work streams.  The clinical services review is 
due to report later in 2013. 

  
• “Keeping Health in Mind”, Director of Public Health report 2011 

The Director of Public Health report highlights the importance of health 
improvement for the ageing population.  The report focuses on mental 
health, and promotes a vision of a mentally flourishing older population.  
The report discusses the key components that underpin mental health 
within the older population that including: 

- reducing age discrimination; 
- increasing community participation; 
- having secure and supportive relationships; 
- promoting physical health; 
- supportive environments; and, 
- reducing poverty 

 
• Community planning   

There is a national review of community planning currently underway, and 
in Glasgow proposals are being considered to reform the structures in the 
City to focus on planning at a three area level, and at a neighbourhood 
level.  Guidance on single outcome agreements was issued late in 2012, 
and promotes reshaping care as a key part of the single outcome 
agreements for community planning partnerships.  A key priority is 
improving support to vulnerable older people.  Once the new community 
planning arrangements are in place in Glasgow we will ensure that the 
proposals in this plan feature as part of their agenda.  

 
• One Glasgow 

One Glasgow is a programme led by the City Community Planning 
Partnership to encourage greater unified working amongst agencies 
engaged in the city, with core themes of prevention, early intervention and 
reducing duplication. Vulnerable older people were identified as one of the 
three priority work streams.  The One Glasgow project is lead by a Board 
with senior decision makers from each partner agency, including 
representation from the third sector.   

 
• Glasgow’s housing strategy 2011/12 to 2015/16 

The Council has published its housing strategy for the city, outlining the 
proposed outcomes and improvements to be taken forward over the next 
five years. This includes a range of actions including adaptations, the 
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provision of accessible housing, the future use of sheltered housing, 
emerging housing needs (such as for people with autism spectrum 
disorder), and single homeless people with disabilities linked to issues 
such as addictions. The Council will continue to develop dialogue with 
Housing Organisations and representative agencies to clarify areas of 
common concern and examine how existing resources can be used better 
to achieve better outcomes for our shared service users. 

 
• Joint commissioning 

The role of commissioning in the delivery of community care services is 
becoming ever more important. The shift in emphasis towards 
personalisation and choice (highlighted below) cannot be delivered 
without further engagement with, and development of, flexible and diverse 
care markets. In future the priority will focus on personalisation of 
services, disinvestment in traditional forms of hospital and residential 
provision and subsequent re-investment in more flexible and diverse 
community based services.  

 
• Personalisation 

Changing Lives, the report of the 21st Century Review of Social Work 
Services in Scotland, highlights how personalisation - designing and 
delivering support and services around the needs of individuals, their 
carers and communities – is a foundation of good social care practice and 
a key goal of social care in Scotland.   The Self Directed Support 
(Scotland) Act will require the Council to introduce personalisation for 
older people during the life of this plan.  The main benefits of the 
personalisation approach are as follows 

 
- it can help focus on prevention and reablement (see below), 

reducing both the emotional and financial costs associated with 
crisis intervention and intensive support; 

- it devolves more control to individuals and communities and 
enables people to become participants in their own care, rather 
than simply passive recipients of care; and, 

- it allows us greater opportunity to deliver services that meet the 
self-determined outcomes of individuals compared with 
traditional models of service provision. 

 
• Adult support and protection 

Since the Adult Support and Protection (Scotland) Act  was introduced in 
2007, adult support and protection continues to be a key area of focus for 
partners.   

 

 

 

 

http://www.opsi.gov.uk/legislation/scotland/acts2007/asp_20070010_en_1�
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Key points: 
Key points from this section are: 
 

• national policies such as reshaping care, caring together and health 
and social care integration are shaping our direction in Glasgow, 
and there are key UK issues that will also be of significance such as 
welfare reform and the economic climate; 

• in Glasgow we have made great strides towards the direction 
outlined nationally and have a number of the key building blocks 
already in place.  However, we recognise we have much more to do 
to improve services for older people and their carers. 
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4. What the data tell us about needs 
Introduction 

 
4.1 In this section we describe factors that impact on the health and well being of 

older people, and health, social work and housing services in Glasgow.  
 

Glasgow’s older population  
 
4.2   There are 80,863 people aged over 65 living in Glasgow, approximately 

13.6% of the population of the City (see table 1 below).  This number is 
projected to increase over the next three years by only 1%.  However, the 
table shows considerable changes within the 65-74 age group and a 
significant increase in the number of people aged over 85.  These increases 
are expected to increase demand on health and social care services over the 
life of this plan. 

 
Table 1 – population changes 2010-2016 

 
Age 2010 2016 change % change

65-74 41,270 42,969 1,699 4.1%
75-84 29,446 27,604 -1,842 -6.6%
85 plus 10,147 11,167 1,020 10%
Total 80,863 81,740 877 1%
Total City 
population 

592,820 613,152 20,332 3.4%

Source: National Records Office, 2012 
Note: these figures will be updated when results of the 2011 census are reported later in 
2013. 

 
4.3   Further changes are predicted in the years beyond 2016, with substantial 

changes after 2022, as illustrated in figure 1 below. 
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Figure 1 – Glasgow City population projections 2010-2035 
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Source: National Records Office, 2012 
 

Diversity 
 
4.4  Glasgow has a very diverse population.  Although the total population of 

Glasgow has increased in recent years, the indigenous white population has 
decreased. In 2004 it was estimated that 5.4% of Glasgow’s population were 
from other ethnic groups, and this is now considered an underestimate.   A 
Glasgow City Council study concluded that 11.4% of Glasgow’s population 
could be determined to be of Asian, black, mixed or other ethnic backgrounds 
in 2008. 

 
4.5   This study not only highlighted that the ethnic diversity of our population has 

more than doubled since the last census data (2001 – data from the 2011 is 
awaited) but also how neighbourhood composition has also changed during 
this period. Ethnic origin ‘Pakistani’ remains the single largest ethnic minority 
group within the city with this ethnic group increasingly moving into a wider 
range of neighbourhoods. The next largest ethnic minority group remains 
‘Other White’, this group, which includes EU nationals, exhibits the largest 
numerical increase (9,395). The largest percentage increase (215%) is 
‘African’, an increase of 2,706 people between 2004 and 2008.  Until the 
2011 Census data is available this is the most realistic description of the 
ethnic diversity of the city available to us. 

 
4.6   The make up of our population has profound implications for delivering 

services to older people, with many cultural issues needing consideration in 
how we shape future services, and support families and carers. 

 
 Health and wellbeing - life expectancy and mortality  
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4.7   Glasgow has serious health problems which are, closely associated with high 
levels of deprivation.  Mortality rates (the rate at which people die) in Glasgow 
from coronary heart disease, cerebrovascular disease, and cancer are all 
significantly higher than the Scottish average (see health and well being 
profile in annex A).  

 
4.8  Male and female life expectancy in Glasgow is significantly lower than the 

Scottish average.  The picture is of more concern when looking at healthy life 
expectancy compared with life expectancy (see figures 2 and 3 below).  The 
data shows that a man in East Glasgow has a life expectancy of 67.2 and a 
healthy life expectancy of 56.0 – a difference of 11.2 years compared with a 
difference of 6.1 years for a man in Edinburgh.  Similar differences exist for 
other parts of Glasgow. 

   
4.9   Life expectancy is an estimate of how many years a person might be 

expected to live, and healthy life expectancy is an estimate of how many 
years a person might live in a 'healthy' state.  A common measure used to 
summarise this is 'health adjusted life expectancy'. This is an estimate of the 
number of healthy years (free from disability or disease) that a person born in 
a particular year and a particular area can expect to live based on current 
trends in deaths and disease patterns. The average number of years spent in 
unhealthy state is subtracted from the overall life expectancy, taking into 
account the relative severity of such states. 

 
4.10  This means that within Glasgow the definition of what we mean by ’older 

people’ can vary.  For example, in some parts of the city people will 
experience co-morbidities aged 45 while in other areas some people do not 
experience these until they are over 60.  Data from work with GP practices in 
some of the most deprived areas found adults from the age of 30 with 
complex morbidities.   
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Figure 2 – male healthy life expectancy  
 

 
 
Figure 3 – female healthy life expectancy 
 

 
 
 

4.11  This early ageing means that Glaswegians’ need for health and social care 
support generally present earlier in their lives than those living in more 
affluent areas. 
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Impact of deprivation 
 
4.12   The correlation between deprivation and poor health is well established. The 

latest Scottish Index of Multiple Deprivation figures (SIMD 2009) estimate that 
over 190,000 Glaswegians, a third of the city’s population, reside in the 10% 
of most deprived areas in Scotland. Almost half of Glasgow’s residents, 
285,000 people, reside in the 20% of most deprived areas in Scotland.  
Within Glasgow there is now a 16 year gap in male life expectancy between 
the least and most deprived areas. 

  
4.13  Figure 4 below demonstrates the difference in male life expectancy between 

the most and least deprived areas in Glasgow.  Males in the least deprived 
areas are likely to live up to 14 years longer than their counter parts in the 
most deprived areas.  There has been little or no improvement in life 
expectancy in the most deprived part of the city. 

 
Figure 4 – estimates of male life expectancy at birth by income 
deprivation deciles 

 

 
  
 

Early ageing 
 
4.14   People’s need for health and social care support generally increases with 

age. A number of factors influence this such as general health, age related 
diseases such as cancer, heart disease and also social factors such as 
support available and bereavement from loss of a partner. 
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4.15   A report into why equally deprived cities in the UK experience different health 
outcomes (Walsh et al, Public Health, 2010) showed that Glasgow, despite 
displaying levels and patterns of deprivation that are almost identical to those 
of Liverpool and Manchester, have a profoundly different mortality profile: 
premature deaths are more than 30% higher, and all deaths around 15% 
higher.  Mortality rates for heart disease and cancers are significantly higher 
as are deaths from alcohol, with the number of people hospitalised with 
alcohol and drug related disease is being markedly higher than elsewhere in 
Scotland. 

 
Health behaviours 

 
4.16   An estimated 32% of adults smoke in Glasgow, compared to 25% in Scotland 

as a whole. In terms of the impact of alcohol, the death rate in Glasgow City 
is significantly higher than the Scottish average.  In the last five years, deaths 
from alcohol conditions in Glasgow City have included 776 deaths in North 
East, 670 in North West and 802 in the South. The proportions of the 
population hospitalised with alcohol conditions and with drug related 
conditions are also significantly higher than the Scottish average.  
 

4.17  Levels of physical activity in Glasgow are significantly lower than average. 
  

Long term conditions  
 
4.18   Long term conditions such as heart and lung disease or diabetes also 

become more common with old age.  By the age of 65, nearly two thirds of 
people will have developed a long term condition.  Older people are also 
more likely to have more than one long term condition – 27% of people aged 
75-84 have two or more such conditions. 
 
Medication issues - polypharmacy 

 
4.19  Medication is by far the most common form of medical intervention.  

According to a recent Audit Scotland report, 24% of the population in 
Scotland is taking four or more drugs and most of these patients are over 50 
years old.  In Glasgow this figure is likely to be higher. This is known as 
polypharmacy.  Because of this these patients are likely to have an increased 
risk of side effects, and the combination of drugs could have an adverse 
effect on their quality of life. Adverse reactions to drugs are a factor in 5-17% 
of hospital admissions of older people.  

 
4.20  GP practices serving the most deprived populations, prescribe on average 

46% more drugs per head of population, than those in the least deprived 
areas.  Spending is also 37% higher per head of population.  

 
4.21  In Greater Glasgow & Clyde a Mindful Prescribing Strategy has been 

developed aiming to support safe, high quality and cost effective 
polypharmacy prescribing. Key elements of the strategy promote patient 
engagement in making choices about their medication and working with 
prescribers to promote an increased understanding of the causes and risks of 
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polypharmacy with promotion of best practice in undertaking medication 
review.  A focus of this work is to establish a greater level of face to face 
medication review to ensure that each medicine is still indicated responding 
to changes in patient status. 

 
Dementia 
 

4.22  It is estimated that there are 7,459 people aged over of 65 currently living 
with dementia in Glasgow.  By 2023 this number is predicted to increase to 
8,256.  Of these, 13% will have severe dementia; 32% will have moderate 
dementia and just over 55% will have mild dementia. Dementia is a 
progressive illness - the incidence of severe dementia increases with age and 
the incidence of mild dementia decreases with age. 

4.23   It is also estimated that a significant number of patients over the age of 65 in 
general hospital beds have, or will develop, a mental health problem, 
including dementia, delirium and depression.  A large number (10-15%) of all 
older people over 65 will suffer with depression, with the level increasing 
amongst those experiencing a long term condition.  (Keeping Health in Mind, 
2012).  It is also estimated that there is an under diagnosis of dementia 
among people in care homes, and up to 89% of residents with dementia. 
 
Vulnerability 
 

4.24   Those older people living alone and / or on pension credit are defined as 
more vulnerable and therefore more likely to require some form of health or 
social care support.  We estimate that there are 48,397 older people who 
could be considered to be vulnerable – see table 2 below. 
 
Table 2 – vulnerability 
 

 Number of 
people aged 
60-74 living 

alone 

Number of 
people 

aged 75+ 
living alone

Number of 
people aged 

60+ with 
pension 
credit 

Vulnerability 
indicators 

(2-3) 

% older 
people 

North East 11,452 5,580 15,270 15,162 51.9%
North West 13,389 6,609 13,856 15,785 51.4%
South 14,221 7,203 16,085 17,450 49.5%
Glasgow 
City 

39,062 19,392 45,210 48,397 50.8%

Source: Glasgow City Council Social Work Services Department, 2012 
 
Carers 

 
4.25  Almost 86% of people aged over 65 do not receive any formal care and often 

this is due to the valuable work of unpaid carers.  Overall it is estimated that 
there are around 56,392 unpaid carers in Glasgow, about 10% of the total 
population. Of these, around 16,499 are providing 50 or more care hours per 
week and 8,246 are providing between 20 and 49 hours per week.   The 
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number of carers aged 65 and over is estimated to be 7,589 – 13.5% of the 
carer population 
 
Glasgow third sector mapping exercise 

4.26 A key priority for the third sector in contributing to this plan was the need to 
evidence the role of and contribution of the sector.  There was a sense that 
the work of the sector was largely “under the radar” and unknown to public 
sector partners.  A major piece of research was undertaken by GCVS during 
2011-12, supported through the Change Fund, and found that the third 
sector’s current contribution to reshaping care is significant.  The study 
showed that there are an estimated 1,000 third sector groups and 
organisations providing services to older people and their carers in Glasgow.    

4.27 The third sector provision spans all four reshaping care pathways with the 
bulk of activity within the preventative and anticipatory care pathway (see 
figure 5).   Activities are wide ranging and include volunteering, social clubs, 
lunch clubs, befriending, information and advice services, carer support and 
community transport among many others.  The majority of services and 
activities also support reducing social isolation, and contribute to improving 
health and wellbeing, a key priority for this plan.  We will need to further 
understand the role and funding requirements of these fundamental aspects 
of support in order that appropriate action can be taken to ensure the future 
sustainability of this activity.  

Housing 
 

4.28   One of the key issues that need to be taken into account in plans to improve 
services for older people in Glasgow is the availability and quality of housing.  
The tenure and stock profile of Glasgow’s housing significantly differs from 
the Scottish average.  Estimates of Glasgow’s housing stock by tenure show 
that in 2011/12 there was a total of 297,463 dwellings in the city with around 
132,333 (44%) in the owner occupied sector, 109,608 (37%) in the social 
rented sector and 55, 522 (19%) in the private rented sector. 

 
4.29   One of the most significant changes in tenure patterns over the past ten 

years has been growth in the private rented sector in Glasgow, increasing 
from 8% (22,000) of all dwellings in 2001 to 19% (55,522) in 2012.  Scottish 
House Condition Survey (SHCS) suggests that around 40,000 or 50% of 
households aged 65 years+ in Glasgow live in the private sector and 50% in 
the social sector.  Data also suggest that single older person households are 
likely to rise accounting for 54% of all households by 2031. 

 
4.30   Almost 75% of Glasgow’s housing stock is in flatted developments, with 48% 

in tenements, 12% in multi-storey buildings and a further 14% in low rise flats.  
The prevalence of flatted accommodation means accessibility across the 
housing stock is poor, with less than 1% fully wheelchair accessible and a 
significant number of dwellings with aspects which restrict the activity of 
people with long term sickness or disability.   The low level of accessible 
housing presents a major challenge to community based living for frail older 
people, and a potential barrier in shifting the balance of care. 
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4.31   Glasgow’s housing stock is also older than that in the rest of Scotland with 

almost half (44%) of all dwellings built before 1945 – 65,000 of which are in 
pre-1919 tenements. 

 
4.32   Information from the Scottish House Condition Survey 2007/09 estimates that 

around 95,000 householders in Glasgow are currently in Fuel Poverty. The 
current round of increases in energy prices will have increased this further.  
SHCS estimates that around 40% of pensioner households in Glasgow are 
living in fuel poverty. 

 
4.33   Specialist housing for older people make up a small proportion of the market 

and the majority of older people live in general, mainstream housing.  
Glasgow City Council funds 87 sheltered housing schemes and 17 very 
sheltered housing schemes across the city which provides a combined total 
of around 3,500 places. 

 
4.34   Community alarms/telecare services offer 24 hour support and are mainly 

used as an emergency contact service by people who live alone but can also 
support people who have serious mobility and/or medical problems. Glasgow 
City Council undertook a major programme of modernisation of telecare 
equipment which was completed in April 2011. As of December 2012 the 
Council’s telecare service supports 13,500 users.  Registered Social 
Landlords also provide telecare monitoring support to 3,500 older people in 
Glasgow.  

 
4.35  An analysis of Housing Needs and Demand Assessments for Glasgow 

confirm that there is a need to increase the supply of housing in the city in 
both the public and private sectors. Glasgow’s Housing Strategy 2011–16 
sets out an affordable housing supply target of 7,260 units over the next five 
years and a private sector supply target of 10,500 between 2011 and 2016.  
Delivery of these targets will dependent on a number of factors, including 
subsidy levels, housing markets conditions and access to private borrowing 
and mortgage finance. 

 
 

Key points 
 
Key points from this analysis are: 
 

• while the number of people aged over 65 is not projected to increase 
significantly there is a 10% increase expected in the number of those 
aged over 85 which will impact on health and social care services; 

• life expectancy in Glasgow is considerably below the national 
average and compounded further by deprivation to the extent that a 
male living in Glasgow can expect to have over 11 years ill health 
compared to the national average of 7.6; 

• all health indices for Glasgow are considerably below the national 
average, and there is evidence of a Glasgow effect and early ageing in 
the city; 
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• third sector organisations play a vital role in reducing social isolation 
and contributing to improving health and well being – this needs to 
be strengthened in the future. 

• the availability and quality of housing for older people is a significant 
contributory factor to supporting many aspects of health and well-
being; 

• the lack of accessible housing in Glasgow presents a major challenge 
to reshaping care; 

• the cumulative effect means that demand for health and social care 
services is significantly higher than other parts of Scotland. 
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5. How we use our resources 
 

Introduction 
 
5.1   In this section we describe the NHS and social care resources used to 

support older people’s services in Glasgow.  This analysis is still at an early 
stage, and in order to get a complete picture of resources allocated to support 
older people in Glasgow we need to add in third sector and independent 
sector resources, as well as other services such as housing.  Work is 
underway to do that. 
 

5.2   For NHS resources, work is ongoing to finalise the 2013/14 budget in line 
with the Greater Glasgow & Clyde Health Board’s financial plan.  Further 
adjustments will be made by the end of May 2013, including the need to 
identify efficiencies, and the budget finalised by the end of June 2013.  For 
Glasgow City Council, the budget for 2013/14 was published on 7 February 
2013. 
 

5.3   Below we highlight the current 2012/13 operational budgets for health and 
social work, and data from the integrated resource framework based on 
2010/11 which provides useful benchmarking information.   

   
Operational budget – health 2012/13 

 
5.4   The operational budget for the NHS is summarised in table 3 and highlights 

the main service components of the health budget with a further detailed 
breakdown is shown in annex C.  

 
Table 3 – operational budget health 2012/13 

 
Annual budget  

£’000 £’000 
Hospital inpatient and day services: 
Geriatric assessment & rehabilitation £46,118
Mental health elderly inpatients £19,862
Others £11,459 £77,439
Community services: 
District nursing £8,916
Mental health elderly community £6,894
Older people’s rehabilitation services £5,117
Others £11,919 £32,846
TOTAL £110,285

 
5.5   It should also be noted that these budgets also include specialist services 

that serve the wider population of Greater Glasgow e.g. geriatric assessment 
and rehabilitation (£46m) and mental health elderly inpatients (£19.8m) so the 
spend identified above is consumed by older people living in Glasgow City 
and older people living in neighbouring areas. 
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5.6   In addition, to the sums included above, in order to get a full picture of the 
total NHS resources allocated to older people, we need to add those 
resources that support GPs, dentists and other primary care services, 
including prescribing.  To do this we reach a notional resource from the 
2011/12 integrated resource framework data, which when combined with the 
budget in table 3 gives a combined notional budget of £168m for older 
people’s services. 
 
Table 4 – total notional budget health 2012/13 

 
 £’000 Annual budget 

£’000 
Total operational budget 2012/13 (see table 3) £110,285 
IRF indicative allocations (see annex B): 
Family health services £19,286  
GP prescribing £38,831 £58,117 
TOTAL £168,402 

 
 

Operational budget – social work 2012/13 
 

5.7   The following highlights the main elements of the Social Work budget for 
2012/13 totalling £181m.  A detailed breakdown at service level is included in 
annex C.  

 
Table 5 – operational budget social work services 2012/13 

 
 £’000 Annual budget 

£’000 
Care homes and day care: 
Purchased care homes £72,940  
Provided care homes £23,471  
Others £8,493 £104,904 
Purchased care and support at home: 
Home care £53,970  
Fieldwork services £8,895  
Supporting people £6,644  
Others £6,238 £75,748 
TOTAL £180,652 

 
               

5.8   Within social work budgets there is no requirement for notional budgets to be 
added. 

 
NHS and social work budgets 2012/13 by care pathway 

 
5.9   If we were to analyse these resources by the five components of the 

reshaping care pathway (described in section 6 and illustrated in figure 5) 
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then this would show that currently 44% of our resources are spent on 
hospitals and care homes, and 5% spent on anticipatory or preventative care, 
as shown in table 6.  A detailed breakdown is included in annex B.  However, 
we need to bear in mind that the majority of third sector activity is in the 
preventative and anticipatory care pathway (see 4.27 above).  We have not 
yet quantified this activity in resource terms so table 6 is an under reporting of 
the total picture. 

 
5.10   A clear priority for the Partnership is to shift this spend towards preventative 

and anticipatory care so that people can be supported to live at home as long 
as possible.  To do this we need to develop alternatives to hospitals and care 
home provision and this is described in section 7. 

 
 

Table 6 – NHS and social work budget 2012/13 by care pathway 
  

Preventative/ 
Anticipatory 

Care 

Proactive Care 
& Support at 

Home 

Effective  
Care at 

Transition 

Hospital & 
Care Homes 

Enablers Budget 
2012/13 

£’000 £’000 £’000 £’000 £’000 

Total 

NHS £ 4,942  
 

£19,317 £53,665 £32,360 0 £110,285

Social Work 
 

£9,441 £73,549 £484 £96,611 £568 £180,652

Total 
 

£14,383 
 

£92,866 £54,148 £128,971 
 

£568 
 

£290,937

% by care 
pathway 

5% 32% 19% 44% 0% 100%

Note: these figures do not include the notional budget add ons in table 4 due to the difficulty of 
proportioning GP and other costs including prescribing across the care pathways. 
  
 Change fund 
 
5.11   To assist Partnerships in reshaping care the Scottish Government allocated 

change fund resources in 2011/12 for a four year period.  The total resources 
available through the Change Fund are outlined in table 7 below and show 
the spend across the five care pathways.  
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Table 7 – Glasgow change fund allocations 2011/12-2014/15 
 

Preventative/ 
Anticipatory 

Care 

Proactive Care 
& Support at 

Home 

Effective  
Care at 

Transition 

Hospital & 
Care Homes 

Enablers Year 
 

£’000 £’000 £’000 £’000 £’000 

Allocation 

2011/12 £432
(5%)

£1,388
(18%)

£347
(4%)

£5,483
(69%)

£269 
(3%) 

£7,918
(100%)

2012/13 £1,192
(13%)

£1,295
(14%)

£1,412
(16%)

£4,737
(52%)

£414 
(5%) 

£9,050
(100%)

2013/14 £1,638
(18%)

£1,955
(22%)

£1,815
(20%)

£3,349
(37%)

£293 
(3%) 

£9,050
(100%)

2014/15 £1,661
(21%)

£1,825
(23%)

£1,857
(23%)

£2,283
(29%)

£293 
(4%) 

£7,918
(100%)

Note: 2014/15 figures are planning assumptions based on current programme 
 
5.12   The profile of change fund spend in Glasgow reflects our starting point where 

a relatively high level of investment to funding care home placements was 
needed to relieve the immediate pressure caused by delayed discharges.   
The spend profile is however set to shift towards preventative / anticipatory 
care as illustrated in table 7. 

 
5.13   To diminish pressure on acute hospitals alternative services put in place 

through the change fund must be effective in preventing emergency 
admissions, accelerating discharge and delaying need for permanent care 
home placements.  Particularly vital are: 

 
• assessment at home, aimed at speeding up discharge; 
• step up care, aimed at providing an alternative to hospital or care 

home admission; 
• community services, aimed at supporting people with breathing 

difficulties in the community; 
• rehabilitation and re-ablement, aimed at enhancing these vital 

services to aid recovery; 
• day hospital enhancement, aimed at preventing people having to be 

admitted to hospital; and, 
• anticipatory care, aimed at developing a programme of anticipatory 

care that can be rolled out across Glasgow.  
 
5.14   Our proposed programme for 2013/14 is included at annex C, and a 

summary of all change fund projects is included in annex D.  We aim to 
evaluate the impact of the change fund towards the end of 2013/14 after 
projects have had time to bed in. 

 
 Integrated resource framework  
 
5.15   The integrated resource framework is an exercise to map the totality of 

resources across health and social care consumed by different patient groups 
or users of the service.  The latest figures from the integrated resource 
framework show that in 2010/11 people aged over 65 in Glasgow consumed 
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a total resource of £514m. This has been broken down in the different service 
areas as shown below.   

  
 Table 8 – integrated resource framework summary 2010/11 
 

 £’m 
Hospital based services £259.3m
Health community services £37.7m
Family health services (GPs, prescribing etc.) £58.0m
Local authority social care services £158.7m
TOTAL £514.0m

 
5.16  A break down of what is included in hospital based services is shown in 

annex B and shows that over half, £141m of the resource, is used on 
emergency admissions to hospital services. This is activity that by its 
definition is not planned but nevertheless results in a hospital stay.  Just over 
20%, £48m of the resource, is accounted for planned hospital care including 
day cases. Outpatients account for 10% of the total resource, psychiatry for 
9%, and accident and emergency accounts for 8%. Geriatric long stay 
services account for £3.5m or 1% of the total resource. 

 
5.17   The largest health community resource is prescribing, totalling nearly £38m in 

2010/11. GP and other family health services make up the next highest total 
at £19m, followed by district nursing at £9m. Other community services 
account for a small proportion of the overall resource use. 

 
5.18   Local authority social care resources include just over £82m spent on care 

homes (accommodation based services) and £57m on home care. Other 
totals include £19m on case work, equipment and services to carers such as 
self-directed support. Just over £5m is spent on day care services.  

                        
5.19 The difference between the total spend identified for 2010/11 in table 8 

(£514m) and the budget figures for 2012/13 in table 6 (£349m), apart from 
the difference in financial years, is due in the main to the fact that not all the 
reported spend for hospital services in 2010/11 (see table B4 in annex B) is 
included within operational budgets. The key reason for this is that the spend 
for Glasgow hospitals also includes inpatient services to people who live 
outside Glasgow.    
 
Activity 
 

5.20 We also need to be clear about what activity our resources are buying to 
support older people, and how this might change over the life of this plan.  
We will be identifying this as part of our implementation plans and will report 
further in due course. 
 
Summary 
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5.21   In summary while we still have work to do to map the totality of the resources 
available to support older people we can conclude that the annual base 
budget for health is £110m, and £181m for Social Work, giving a combined 
total of £291m.  We have then added to this, notional budgets for family 
health services (£19m) and GP Prescribing (£38m), which gives a total NHS 
resource of £168m.  The total resource devoted to health and social work 
services for older people in Glasgow in 2012/13 is therefore estimated to be 
£349m.   Of this 44% is spent on hospitals and care home provision and only 
5% on prevention and anticipatory care. 

 
5.22   We need to add to this resource from both the third and independent sectors 

to give a more complete picture of the totality of resources that support older 
people in Glasgow.  We also need to identify the activity these resources buy 
and how this might change.  This will be important in setting the baseline for 
the integrated budget envisaged in the Government’s proposals for adult 
health and social care. 

 
 
Key points 
 
Key points from this analysis are: 
 

• if we want to change the balance of care then we will need to 
spend more of our resources on anticipatory and preventative 
care, effective care at transition and enablers; 

• the Change Fund is vital to supporting us in relieving 
pressures within the health and social care system, and 
putting in place the necessary measures to shift the emphasis 
towards prevention and anticipatory care. 

• the total statutory health & social care resource devoted to 
older people’s services in Glasgow is estimated at £349m, of 
which £168 is NHS expenditure and £181 social work 
expenditure; 

• the information is indicative at this stage and will be refined 
over time.  Specifically we need to add third and independent 
sector resources to these figures to give a more complete 
picture of the totality of the resources that support older 
people.  We also need to identify the activity these resources 
are buying and how this might change; 

• we spend about 44% of our total resource on hospitals and 
long term care homes, and need to focus more on prevention 
and anticipatory care; 

• of the change fund we plan to reduce our spend on hospital 
and long term care home places from 69% to 29% and 
increase spend on prevention and anticipatory care  from 5% 
to 21%; and, 

• we will evaluate the impact of our change fund programme 
towards the end of 2013/14 to inform our future investment 
strategies. 
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6. Shifting the balance of care 
Introduction 

 
6.1   In this section we describe the current balance of care within Glasgow and 

our ambitions to change this over the course of this Plan. 
 

6.2   Glasgow’s current balance of care in terms of spend is illustrated in the 
previous section and is strongly slanted towards hospital and care homes.  
Our ambition is to double the total spend on prevention and anticipatory care 
over the life of this plan. 

 
Reshaping care pathway 

 
6.3   We have already mentioned the reshaping care pathway.  The balance of 

care can best be described using this pathway that shows the types of 
services that should be available to support older people in times of need.  
The pathway is illustrated in figure 5 below, and shows care and support in 
four different pathways from preventative care at one end of the spectrum to 
hospital and care home support at the other end of the spectrum.  At the foot 
of the diagram is something called enablers.  Enablers support all four care 
pathways but are also crucial in facilitating change both within services and 
communities. 

 
6.4   Below we describe our plans to change services in the hospital and care 

home pathway as this current consumes 44% of the total statutory health & 
social care resource.  Changes here are vital if we are to shift the balance 
towards preventative and anticipatory care. 
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Figure 5 – Reshaping care pathway 

Preventative and 
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Planning.
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support.
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flexible home care.
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Prevention and 
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discharge home or 
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Medicine 
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homes.
Enablers 

Outcomes-focussed assessment
Co-production

Technology/eHealth/Data Sharing
Workforce Development/Skill Mix/Integrated Working

OD and Improvement Support
Information and Evaluation

Commissioning and Integrated Resource Framework
 
 
6.5   Identifying the scope to shift the balance of care is complex and must take 

account of population growth and current plans, our performance, 
comparisons with other similar urban city Partnerships, and evidence of what 
works.  

 
Current performance 

 
6.6   There are a number of national and local key performance indicators (listed in 

annex E) that are used to assess progress in reshaping care.  Here we show 
our performance over time and or in comparison with other similar 
Partnership areas. 
 

6.7   These key indicators illustrate demand, activity and capacity for health and 
social care in Glasgow and include: 
 

• emergency admissions to hospital; 
• people whose discharge has been delayed; 
• acute hospital bed provision; 
• care home provision; and, 
• home care provision. 
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6.8   Further information and analysis will be added later to give a more complete 

picture. 
 

Emergency hospital admissions 
 

6.9   The number and rate of emergency admissions to hospital for those aged 
over 65 is a key indicator of the level of need.  An emergency admission 
occurs when some one is taken to casualty as a result of an accident (e.g. a 
fall) or is sent to hospital by their GP.  A reduction in the rate of emergency 
inpatient bed days used by those aged over 75 is a key national HEAT target 
for the NHS. 
 

6.10   Figure 6 below shows that the rate of emergency admissions (per 100,000) 
for people aged over 65 comparing Glasgow City with other local authority 
areas.  Although this is a general upward trend across Scotland, the rate of 
increase in Glasgow is more significant compared with other cities.  Currently 
older people account for 41% of all emergency admissions to hospitals in 
Glasgow.   

 
Figure 6 – emergency admission rates over 65s per 100,000 
 

Over 65 Years of Age - Emergency Admission Rates per 100,000

18,000
20,000
22,000
24,000
26,000
28,000
30,000
32,000
34,000
36,000

All Scottish Residents 22,890 23,189 23,215 23,234 24,282 24,743 25,276 24,567 24,868 25,289

City of Glasgow 28,140 28,492 29,288 29,028 31,131 32,225 34,284 32,655 34,335 34,903

Aberdeen City 23,992 24,542 24,026 24,042 23,811 25,243 25,613 25,179 25,030 23,886

City of Edinburgh 20,640 19,996 20,947 22,522 23,701 24,944 24,109 23,756 23,646 24,740

Dundee City 23,764 24,655 24,632 23,496 23,466 24,723 25,744 25,111 24,923 24,969

2002/03 2003/04 2004/05 2005/06 2006/07 2007/08 2008/09 2009/10 2010/11
p

2011/12
p

 
Source: ISD January 2013 
 
 

6.11  Figure 7 below shows that while the rate of inpatient bed days attributed to 
emergency admissions for those aged over 75 (the national HEAT target) in 
Glasgow is rising, the rate for other cities is dropping.  



Final Draft 28.2.13 

 Page 36 
 

 

 
Figure 7 – emergency admission bed days per 1,000 people aged over 
75 
 

Over 75 Years of Age - Emergency Admission Bed Days per 1,000 Population

4,500

5,000

5,500

6,000

6,500

7,000

7,500

8,000

All Scottish Residents1 5,665 5,599 5,536 5,536 5,588 5,465 5,532 5,389 5,169 4,977

City of Glasgow 6,930 6,807 6,694 7,038 7,206 7,015 7,109 7,061 7,396 7,352

Aberdeen City1 6,598 5,841 6,178 6,313 6,439 6,313 6,319 5,503 5,025 4,606

City of Edinburgh 5,330 5,429 5,903 5,558 6,161 6,150 6,140 5,998 5,445 5,556

Dundee City 6,717 6,260 6,072 6,139 5,865 5,670 5,605 5,751 5,395 4,739

2002/03 2003/04 2004/05 2005/06 2006/07 2007/08 2008/09 2009/10 2010/11 2011/12

 
 
 

6.12   The main reasons for emergency admissions in Glasgow are breathing 
difficulties such as chronic obstructive pulmonary disease (COPD), coronary 
heart disease, and diabetes. 

 
6.13   A recent audit of emergency admissions to Glasgow hospitals suggested that 

approximately 20% of admissions could possibly have been avoided.  
Improving our performance in this area, and preventing people being 
admitted to hospital when other alternatives might be more appropriate to 
their needs, is a key priority for the Partnership. 
 

6.14   Based on information to September 2012, unplanned acute bed days for over 
65s have been running at an average of approximately 30,000 per month or 
below. If these trends were to continue we would see a fall in the total 
number of unplanned acute bed days for 2012/13.  
 

6.15   Whilst many older people will require admission to hospital to deal with an 
acute episode of illness, in recent years specialist services have also 
developed close links with community health and social care services to 
support people in their own homes.  For example, hospital consultants in 
medicine for the elderly now work with community rehabilitation services to 
provide specialist input. GP referrals to community rehabilitation services are 
increasing.  In future there is the potential for increased specialist input into 
the care of older people in their own homes, and care home settings, and for 
services such as hospital at home to care for people with more complex 
needs. 
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6.16  Day hospitals also play a crucial role and provide access to hospital 
consultant medical opinion supported by specialist multidisciplinary 
assessment from allied health professionals. Recent investments have 
allowed patients to be seen within 48 hours of referral and following 
assessment patients can be referred onto specialist services such as the falls 
service or receive ongoing rehabilitation at the day hospital.   
 
Delayed discharges 

 
6.17   Reducing the number of discharges from hospital delayed after a person has 

been assessed as fit for discharge is a national target.  The total number of 
delayed discharges in Glasgow in December 2012 was 92, which is 160 
(30%) less than the peak of 252 in May 2011. 
 

6.18   The previous national target was to have no delays over 6 weeks for included 
codes. At December 2012, there were four people whose discharge had been 
delayed over 6 weeks for included codes, a reduction of two (33%) from the 
December 2011 figure of six people.  

 
6.19   The new HEAT target to be achieved by March 2013 is to have no delays 

over 4 weeks for included codes. At December 2012, there were 19 people 
waiting over 4 weeks, a fall of 14 from the August 2012 total of 33. 

 
6.20   Adults With Incapacity (AWI) delays over 6 weeks were 22 in December 

2012, representing a fall of 35 (61%) from the December 2011 figure of 57.   
 

Acute hospital bed days 
 

6.21   Another key performance indicator for the Partnership is the number of acute 
hospital bed days lost due to delayed discharges – these are bed days that 
could have been used by other patients.   
 

6.22   Figure 8 below highlights the comparison across local authority areas, with 
City of Edinburgh at the highest level and Glasgow City below that.  
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Figure 8 – acute hospital bed days lost due to delayed discharges 
 

Delayed Discharges- Over 75 Bed Days
Apr'12 -Sep-12

Source: http://www.isdscotland.org/Health-Topics/Health-and-Social-Community-Care/Publications
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City of Glasgow 3449 3450 3489 3451 3426 3138

Aberdeen City 1652 1644 1595 1369 1106 1462

City of Edinburgh 3865 3748 4601 4585 4940 5007

Dundee City 890 948 983 1097 1317 1065

Apr-12 May-12 Jun-12 Jul-12 Aug-12 Sep-12

 
 

6.23   In 2011/12 there were 64,865 bed days lost due to delayed discharges, and 
considerably above the target set by the Partnership. There has, however, 
been a consistent downward trend since with the total number of bed days 
lost each month due to delayed discharges, falling to 3,296 in December 
2012 from a peak of 6,743 in May 2011 (a 51% reduction over the period 
from May 2011 to December 2012).    
 

6.24   This pattern is also reflected in the number of bed days lost for AWI, which 
fell to 695 in December 2012, from 1,696 in May 2011 (a 59% reduction).   

 
6.25   We predict that by the end of March 2013, the total annual bed days lost will 

be approximately 42,000 for 2012/13. This would be above the 34,000 figure 
agreed in the change plan and the figure of 26,500 (50% of the revised 
2009/10 baseline).  Further reductions are envisaged however with an 
additional focus on AWIs.  The 2012/13 performance against proposed 
trajectory is shown in the graph below. 
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Figure 9 – acute hospital bed days lost due to the delayed discharges 
2012/13  
 

Monthly Levels of Acute Bed Days Lost Due to Delayed Discharge - Glasgow City 2012/13.  Actual 
Shown Against Planned 
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Actual 38,204 Projected Trajectory
 

 
Care homes 

 
6.26   Glasgow is the highest pro-rata users of care home places in Scotland – see 

figure 10 below. 
 

Figure 10 – rate per 1,000 population aged 65 in Care Homes by local 
authority – March 2012 

 
Rate per 1,000 population aged 65+ in Care Homes by Local Authority - March 2012
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6.27  The average age of admission to long-term care is 78.9 years, which is 
slightly below the Scottish average, whilst at 2.3years the average length of 
stay in a care home is marginally below the Scottish average of 2.4 years.   

 
6.28 Table 9 shows that the private sector provides the largest number of nursing 

home places (76% of total care home places) and the Council provides the 
majority of residential home places (14% of total care home places).  This 
market share is similar to the Scottish average.  Table 9 also indicates 
occupancy levels across the care home sector are just over 88%.  In 
Glasgow (as at September 2012) there were a total of 85 care homes with 
4,192 beds.  There were 3,768 individuals in these services representing an 
occupancy rate of 90%.  The remaining 10% or 424 places were vacant.  

 
6.29 In Glasgow the independent sector has 53 care homes (3,360 beds), mainly 

providing nursing care, and the voluntary sector has 14 homes (418 beds), 
mainly residential non-nursing. Both the voluntary and independent sectors 
provide purchased care through the National Care Home Contract. The 
current residential care weekly rate weekly is £487.20 and nursing rate is 
£565.96 per week. The average rates for non-publicly-funded residents in 
Glasgow are £577.00 per week for residential and £638.00 for nursing. 
Independent sector care homes also contribute to the Health Board’s 
provision of continuing care, and the current piloting of ‘Step-Up’ care.  

 
Table 9 – nursing and residential care home places 2012 
 

 Voluntary 
Sector 

Private 
Sector 

Glasgow 
City Council

Total % 
vacancies 

Residential 
home places 

284 544 587 1,415 8%

Nursing home 
places 

140 2,648 0 2,788 13.5%

Total places 424 3,192 587 4,203 11.7%
 
6.30 Over time dependency levels for residents of care homes in the City has 

risen, with the proportion in nursing care increasing from 52% in 2003 to 58% 
in 2012.  This in part is explained by increased prevalence of dementia.  

 
6.31 The national 2012 Care Home Census reported that in Glasgow over 1,900 

(50%) of people living in care homes have medically diagnosed dementia and 
a further 225 (6%) are considered to have dementia by the care home staff.   

 
6.32 Over the period of this plan, certain key influences in the requirement for care 

home provision can be anticipated: 

• a shift away from generic long-term care, with people being supported 
to remain longer in their own homes; 

• a corresponding shift towards higher dependency palliative and end of 
life care on the one hand, and shorter-term rehabilitative care on the 
other; 
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• the need for intermediate (step up/step down) care as an alternative to 
people being admitted to or remaining in hospital unnecessarily; 

• an increased need for respite care; 
• an increased need for specialist dementia provision; 
• new models of group care that provide greater scope for 

independence within the caring environment; and, 
• the need to ensure sustained commitment and investment in quality 

and improved outcomes. 
 

6.33 The independent and voluntary sectors are well placed to respond to these 
various challenges. However, determining the future capacity requirement, 
managing the transition to new models of care, and providing an appropriate 
level of funding within the available resource levels, are all crucial to 
maintaining stability in the sector. 

 
6.34 Glasgow City Council is currently developing a Social Work Services 

Commissioning Strategy for 2013-2023.  This will include a detailed care 
home commissioning strategy which will be developed in conjunction with 
stakeholders.   The governing principles will be as follows. 

 
• only those that require long-term care should be placed there – there 

is some evidence that some admissions to care are avoidable; 
• admissions to long term care should be delayed for as long as the 

person can be safely and economically supported at home; 
• attempts will be made to diversify the market to ensure that the 

sector can meet demand for short term step up / down care; 
• we will aim to optimise the supply of places to meet demand – and 

avoid any artificial stimulation of demand by creating surplus places 
that are then filled by inappropriate admissions; and, 

• all providers will be required to provide the highest possible standard 
of care. 

 
Home care 
 

6.35   Glasgow has the second highest proportion of people in receipt of 10 hours 
or more home care, as shown in figure 11 below.  In Glasgow 68,649 hours 
of home care are delivered to 6,702 people per week.  The number of people 
receiving 10 hours or more home care a week has increased from 36.1% of 
the total number receiving care at home in 2005 to 42.9% in 2012. 
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Figure 11 – people aged over 65 receiving 10 hours plus home care 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
6.36 The care at home market mix in Glasgow remains under-developed, with the 

overwhelming balance of provision, 97% as opposed to a national average of 
49%, provided by Cordia. As a result of this, independent and voluntary 
sector involvement has tended to be small scale and at the margins. The 
independent and voluntary sector’s have scope to develop their contribution, 
but this will require conscious decisions to commission these supports on a 
more open basis. The advent of self directed support is likely to lead to 
service users demanding greater choice which could result in greater 
diversity of provision within this sector. 

 
6.37 The reshaping strategy depends on the sustained development of a range of 

home care provision to deliver higher volumes with improved outcomes in a 
sustainable environment. The emphasis on home care is crucial to shifting 
the balance of care away from the acute sector and key to delivering value for 
money solutions that promote independence and self-management. The 
Scottish Government has indicated it wants to see a doubling of the spend on 
home care over a 10 year period. Developing capacity and growth across the 
Third and Independent Sector will be essential to securing the required range 
and volume of provision within the resource envelop available. 

 
6.38 Elsewhere in the country, the independent and voluntary sector’s in care at 

home and housing support are becoming increasingly engaged with the 
statutory partners in the development of new home care services: 
reablement, intermediate care, rapid response, assessment at home, and 
respite. This partnership approach needs to be at the heart of similar 
development in Glasgow. 

 
 Hospital Beds  
 
6.39  The Health Board has current plans to reduce in-patient beds for NHS 

continuing care and frail elderly / stroke patients.  These target reductions are 
based on current performance and changes in the way we care for older 
people.  In 2012 there were 328 NHS continuing care beds serving Greater 
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Glasgow with 90% occupancy.  However this includes patients awaiting 
discharge, 30 beds at the Mansionhouse Unit as used for patients who are fit 
for discharge but whose discharge is still being planned.  10 beds in East 
Glasgow are being used as a pilot of step-up care.  Delivery of this is 
dependent on further falls in admissions and length of stay (see paragraph 
6.13 above) as well as reduction in the length of time patients wait to be 
discharged, and successful service redesign of community health services.  

 
Table 10 – NHS continuing care beds 2012-2015 
 
 Current bed 

model 2012 
Future bed 
model 2015 

North Glasgow 120 90
South Glasgow 126 96
West Glasgow 82 54
TOTAL 328 240
Patients as at 
Sept 2012 census 

208

 

6.40   There are currently 731 frail elderly / stroke beds serving the Greater 
Glasgow area, and there are plans to reduce this to 662 by 2015.  

 
Table 11 – frail elderly / stroke inpatient beds and average length of stay 
2012-20 Greater Glasgow  
 

 Current bed 
model 2012 

Future bed 
model 2015 

Older People inpatient 
beds 

731 662

Average length of stay 
(medicine for elderly) 

17.6
(YTD Sept 2012)

15.4
(target)

 
 
6.41 There are a number of key factors that will determine the deliverability of 

planned bed reductions: 
 

• that  demand for bed days reduces to a level manageable within the 
planned capacity; 

• that performance targets on emergency admissions and delayed 
discharges are met; and, 

• that hospital services achieve greater efficiencies through a reduction 
in inpatient sites and new ways of working with the opening of the 
new South Glasgow hospital in 2015. 

 
6.42   For older people mental health acute inpatient beds the agreed benchmark 

position for Greater Glasgow will be reached in 2015 (see table 12 below). 
 

Table 12 – older people mental health beds 2012-2015 
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Acute inpatient 

beds 
NHS continuing 

care beds 
 

2012 2015 2012 2015 
North East 59 48 84 60
North West 33 33 52 52
South 46 38 108 76
Total 138 119 244 188

 
6.43   Further dreductions on these figures are possible only if lengths of stay can 

be reduced to 2009 levels of 72 days, and patients with AWI effectively 
managed, and as people are increasingly supported to remain within their 
own homes and communities. 

. 
6.44   For older people mental health continuing care beds there will be 188 beds 

available for Greater Glasgow by April 2015. 
 
6.45 It is important to note that current and planned budgets within the acute 

sector are established on the basis of the above bed reductions all being 
achieved.  Failure to achieve them will put pressure on Health Board budgets 
which in turn might lead to the need to reduce budgets within the Partnership.  
It also means that in order to achieve savings that might be available for 
reinvestment in preventative and home based care it will be necessary to 
exceed the bed reduction targets set out above.  

 
Scope to further shift the balance of care 

 
6.46   Clearly our performance needs to improve if we are to make further shifts in 

the balance of care.  Here we outline further improvements that can be made 
and current plans that will change of the balance of care  

 
6.47   Further acute hospital bed days could be saved by achievement of the 

following HEAT targets: 
 

a) ensuring no delayed discharges over 4 weeks by April 2013; 
b) ensuring no delayed discharges over 2 weeks by April 2015; and 
c) reducing bed days of emergency admissions 75+ by 12% by April 
2014. 

 
6.48 If each of these HEAT targets were achieved over the lifetime of this plan the 

number of acute hospital beds that could be saved would be: 
 

         beds  bed days 
• due to delayed discharges   17  6192 
• due to reduced emergency admissions  91  33214 

 
6.49  However, achieving the new delayed discharge target will require 

fundamental changes in how people are supported whilst any complex 
assessments are undertaken.  Such assessments also tend to result in life 
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changing decisions for individuals, for instance whether to sell their home and 
move to a care home.  Proper time must be allowed for such decisions to be 
made.  Current work on multi-agency anticipatory care planning in the 
community, early referral to social work in hospital and assessment at home 
are among the measures that will help us meet the two week target. 

 
6.50 Similarly given past trends and current performance achieving the target of 

reduced emergency admissions will be dependent on strong leadership and 
engagement across primary and secondary care with support from social 
work and housing in particular.  

 
6.51   Our analysis also shows that the demands and pressures on current services 

will continue to increase over the next few years. If we match existing levels 
of service to population growth, by 2023 (12.7%) we would need to provide:  

 
• 8,351 additional hours of home care  
• 433 additional care home placements  

 
6.52  However, we understand that changes in demand are not linear and not only 

related to a single factor such as variation in population.  For example the 
rate of older people in care homes per 1,000 older people decreased 
significantly between 2003 and 2011 from 56.2 to 49.5.  This decrease has 
been achieved through improved care at home, targeting social care at those 
most in need, provision of telecare and improving support to carers.   

 
6.53   The partners share the view that further shifts in the balance of care in 

Glasgow are possible over the next three years, based on: 
 

• the 2012 audit of emergency admissions of frail elderly people to 
Glasgow hospitals which indicated at least 20% of admissions 
possibly were avoidable; 

• practice audits by social work that found evidence that some older 
people were being placed in long term care when community based 
alternatives would have been viable; and, 

• benchmarking information that confirms Glasgow as the highest user 
of institutional care and intensive home care. 

 
6.54  We do not underestimate the challenges we face in shifting the balance of 

care and improving our performance.  We remain confident that the 
measures we outline above and those in section 7 will have the desired 
impact in reducing pressure on the health and social care system, and 
shifting the balance of care towards prevention and anticipatory care.  We will 
closely monitor and evaluate the impact of the programme of changes 
described in section 7, and develop contingency plans to manage risk. 
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Key points 
 
Key points from this analysis are: 
 

• that Glasgow has proportionally more emergency admissions 
per head of population than other cities in Scotland, and the 
rate is increasing; 

• the number of delayed discharges and the number of acute 
hospital bed days delays consumed is also higher that other 
cities, although the rate is declining; 

• action is needed to improve the management of delayed 
discharges and prevent emergency admissions so that 
hospital resources can be better used; 

• care home provision in Glasgow is higher than other local 
authorities, and the age of admission to care homes is slightly 
below the Scottish average; and, 

• the number of people receiving intensive home care in 
Glasgow has increased; 

• that we have existing plans in place to reduce hospital 
inpatient provision and plan future care home capacity; 

• that improvements in our performance in managing 
emergency admissions and delayed discharges can deliver 
further improvements in the balance of care but this is not 
without its challenges; 

• that we are committed to doubling the total amount spent on 
prevention and anticipatory care over the life of this plan; and, 

• that we are confident that the changes outlined below will 
have the shift the balance of care and reduce pressures on the 
system but we need to monitor this carefully and manage risk 
appropriately. 
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7. What we plan to do 
Introduction 

 
7.1 In this section we describe our plans to reshape care for older people in 

response to the key issues we have highlighted earlier in the plan.  It is 
against these actions that our success or otherwise should be judged.  We 
present these plans by using the reshaping care pathway illustrated in figure 
5 above.  A detailed action plan with the outcomes we intend to achieve is 
included in annex F. 

 
Key commitments 

 
7.2   As the task we face to reshape care and shift the balance of care is large and 

complex, we have identified what we think are the overriding key 
commitments from the actions in this plan.  This is not to say the other 
actions in this section are not important, we will progress these too.  But we 
recognise that more effort and resource is needed to make progress in 
certain key areas. 

 
7.3 Our key commitments for the three years of this plan are: 
 

• we will work with community planning partners to ensure that action 
is taken over the long term to improve the health of Glaswegians, 
and ensure implementation of our strategies reduces health 
inequalities; 

• we will co-produce new community services with older people 
themselves; 

• we will ensure the delivery of person-centred care and will seek to 
maximise the choice and control which service users have over the 
care they receive. Delivering improved outcomes for individuals will 
be at the heart of our service design, resource allocation and the 
shaping of new care pathways 

• we will double the proportion of resources spent on preventative and 
anticipatory care over the lifetime of this plan. This shift will be 
informed by the evaluation of projects funded by the change fund 
and will see a reduction in the resources allocated to hospitals and 
long term care home placements; 

• we will support people to live at home for as long as possible, reduce 
the length of time people stay in hospital and develop new models of 
care in homely settings;  

• we will seek to ensure that people plan ahead for their care needs 
including consideration of Power of Attorney and will support them to 
make informed choices about their options for care;   

• we will support our workforce to work in new ways to meet the needs 
of older people and will ensure that the each of the four partners is 
supported to work together to meet the challenges we face; and, 
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• we will ensure that our use of resources delivers high quality, cost 
effective and responsive services and allows us to both meet older 
people’s needs and manage within our available resources.  

 
Enablers to make change happen 

 
7.4   The reshaping care pathway (figure 5) includes a range of initiatives that are 

crucial in achieving the change required.  The focus here is to achieve more 
effective community support and involvement and engagement in delivering a 
change in the way we provide care to older people.  It is also about giving 
older people and the communities they live in a voice in how care is provided, 
and influencing the direction of care in the City.  The third sector play a vital 
role in facilitating the necessary changes needed in this aspect of the 
reshaping care pathway.  Key changes here involve: 

 
• Community capacity building  

Building community capacity is understood to be a key priority by the 
Scottish Government and the partnership if the scale of change needed to 
shift the balance of care to more community based provision is to be 
achieved.   The role of the Third Sector in supporting and enabling this 
process is particularly crucial.  The Glasgow third sector mapping 
research highlighted the scope and variety of third sector activity that 
exists in the city, much of which is local, low level, not commissioned and 
reliant to a large extent on volunteers and social networks.  Investment to 
sustain and grow such services will therefore be a priority for this plan.   
The plan will make it a key priority to grow a generation of new community 
based services, co-produced by older people over the next three years.  
These will address the priorities that older people identify, including 
opportunities to socialise, to keep active physically and mentally and to 
“get about”.  The next three years will see a significant shift in spend 
towards community capacity building to meet the partnerships recognised 
aim to invest in early intervention and prevention.   

 
• Co-production – the knowledge, expertise, and abilities of older people, 

their carers, and the wider community, will help Glasgow City deliver the 
outcomes set out in this plan.  We will work collaboratively with older 
people to maximise their contributions to the planning and effective 
delivery of our services.  If our services are responsive to user and carer 
needs, is more likely to lead to improved service quality, and improved 
efficiency and cost-effectiveness.  We will seek innovative ways of 
involving and engaging older people, their carers, and the wider 
community in: 

 
- the planning and commissioning of services; 
- service redesign and improvement; 
- service delivery and management; and, 
- assessment.  

 
• Transformational fund  
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Year 2 of the change fund saw the creation of a transformation fund which 
has clearly demonstrated that it is possible to strategically develop a new 
range of community based services that meet older people’s needs.  This 
model provides an exemplar in highlighting the value of local approaches, 
the role of the third sector in addressing prevention and mechanisms for 
delivering co-produced models across the city.   The outcomes of the 
Transformation Fund projects will be monitored and where successful will 
be developed further and rolled out more fully as part of this 
three year plan, with evidence gathered from a programme evaluation 
used to inform strategic decision-making regarding future investments. 

In addition, our plans for workforce development and organisational 
development (see section 8) are a crucial part of our strategy.  The 
Partnership is committed to adopting a learning approach to delivering the 
changes we outline in this plan.  We are also keen to target our resources 
so that we contribute to tackling inequalities within the city. 

 
• Developing closer working 

We will also strengthen joint working between primary care, secondary 
care, community services and social care by developing a locality 
approach built around clusters of GP practices, with aligned health and 
social care staff working to a single pathway with access to shared 
information systems to ensure services are better co-ordinated around the 
needs of patients. 
 
This will enhance the progress we have already made in establishing 
these relationships at city and sector level primarily to address the issue 
of reducing avoidable emergency admissions. 
 
In addition we recognise that effective joint working to improve outcomes 
for older people must extend beyond health, social care and housing to 
embrace other services which make a significant contribution to the lives 
of older people.  This would include Glasgow Life, Community Safety 
Partnership, Police and Fire.  

 
Preventative and anticipatory care pathway 

 
7.5   We are developing a programme of preventative and anticipatory care so that 

we can support people with a variety of needs to continue to enjoy life at 
home.  This programme will be overseen by a new joint group that involves 
users and carers and representatives from across the Partnership.  The key 
components of this programme, informed by learning from the change fund, 
will be: 

 
• Health improvement programme – we will build on existing initiatives to 

develop a comprehensive city wide programme to enhance physical, 
mental and social well being of older adults delivered with a range of 
partners including community projects and groups which gives priority to: 

 
- tackling social isolation and loneliness; 
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- reducing discrimination and increasing participation; 
- falls prevention; 
- advice about alcohol, nutrition/diet, smoking, cooking; 
- promotion of regular physical activity; 
- support in managing long term conditions; and, 
- reducing poverty. 

 
• One Glasgow – we will roll out the One Glasgow pathfinders for 

vulnerable older people and the ‘First Through the Door’ initiative, a 
simple checklist undertaken by partners to flag possible vulnerabilities 
around safety, health, social care or social networking issues; and ‘Hub 
and Cluster’ which is exploring the potential to develop co-ordinated 
agency support to older people living in a specific location.  These 
projects will report later in 2013 with the potential to be rolled out across 
the City. 

 
• Anticipatory care programme – learning from the change fund pilot in 

South Glasgow, and from other areas, we will roll out a city wide 
programme to prevent illness, crisis and deterioration of older people and 
so avoid emergency admission. Key features of the programme will be: 

 
- to focus on at risk older people over 75, with long term conditions 

and not currently being managed by services; 
- to utilise SPARRA data (information that assists in predicting rates 

of readmission to hospital) alongside local intelligence to identify 
older people at risk of admission for whom there is a prospect of 
effective intervention, and have anticipatory care plans in place; 

- integrated response to patient need by GPs, district nursing and 
social work; 

- health and social care assessment, anticipatory care planning and 
intervention with an appropriate care package to increase 
independence and self management; and, 

- initiatives to address the wider continuum of anticipatory care such 
as Keep Well for patients aged 45-64 (prioritising patients from 
SIMD 1 areas) and palliative care for all age groups. 

 
• Memory Services - we will engage with primary care colleagues to 

develop an enhanced role for the primary care team in diagnosing and 
then supporting people with dementia.  This will support timely Dementia 
diagnosis being made within a primary care setting. 

 
• Self directed support – we will implement the supported self care 

framework to maximise people’s qualit of life, indpendence and life 
expectancy, and increase the effectiveness of supported slef care.  We 
will work with community staff, GPs, third sector oragisations, carers and 
others to do this. 

 
Proactive care and support at home 

 
7.6 Key aspects of this part of the programme include: 
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Support to carers and carers assessments -  we will introduce new 
services and initiatives that provide support to carers, and we will build 
links with the Glasgow City Carer Partnership and the carers’ strategic 
planning structures to ensure co-production at a strategic level.  Carers 
will be supported within acute hospital settings with admissions and 
discharges.  The early support dementia service also identifies and 
provides anticipatory support to carers at the point of diagnosis through 
information and advice, income maximisation, training, and emotional 
support. 
 
A carer’s performance framework is in development that will reflect the 
Glasgow carers’ pathways through the single point of entry which will 
be the carer’s self assessment.  The screening arrangements for the self 
assessment will determine levels of carer need and those with highest 
needs will offered a full carers assessment and those with lower needs 
with be supported by the network of carer centres who will produce 
outcome based support plans for carers.  The  performance framework 
will count carer self assessment, full assessment and numbers of 
outcomes based support plans in place and will also include a qualitative 
evaluations from carers.  During 2012/13 over 800 carers have been 
supported - roughly half of these have been older carers whilst the 
remainder are carers caring for older people. 

 
• District nursing – district nurses are heavily engaged in managing and 

supporting older people to continue to live at home in the community. In 
early 2013 the NHS Board is due to complete its review of district nursing. 
It is expected that this will create opportunities to increase productivity and 
time spent with patients that will enable district nurses to meet growing 
demand and to strengthen their roles in areas like anticipatory care. 
District nurses will continue to have strong links to GPs and increasingly 
also to social work.  

 
• Assessment at home – we have developed an assessment at home 

pathway targeted at people with complex care needs and who are 
deemed fit for discharge from hospital.  The programme has been 
developed with a view to: 

 
- creating the conditions whereby patients will be discharged home 

to complete their social care assessment; 
- ensuring a seamless assessment process, where NHS and Social 

Work colleagues work together in line with the agreed pathway; 
and, 

- thereby maximising the chances of people remaining at home for 
longer. 

 
• Reablement – home care reablement is a new service that provides 

tailored support to people in their own home for up to six weeks.  Initially 
aimed at people coming out of hospital, it builds confidence by helping 
people to regain skills to do what they can and want to do for themselves 
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at home rather than rely on others for these tasks.  The ethos of 
reablement ensures service users and carers are active participants in 
care, which: 

 
- is flexible and service user-centred 
- is personalised and supported by specialist staff teams 
- identifies and responds early to barriers to community living 

 
• Community rehabilitation – this service manages referrals from GPs 

and supports people being discharged from hospital.  The service 
increasingly focuses on preventing hospital admission by offering 
alternatives.  The service is currently piloting a rapid response model to 
GP and overnight referrals.  Consideration is also being given to a more 
co-ordinated approach by district nursing, anticipatory care and 
community rehabilitation focused on older people with long term 
conditions, and those at risk of admission to hospital.  The aim would be 
to maintain contact and develop local knowledge to avert admission. 

 
• Telehealth / telecare – telehealth / telecare and associated services has 

significant potential to help sustain older people longer in their own homes 
on a discreet, cost effective basis.  It already plays a support role in a 
number of programmes such as assessment at home, reablement and 
anticipatory care.   

 
• Post diagnosis support for people with dementia - we are developing 

a model of post diagnosis support in accordance with the Scottish 
Government’s commitment to offer a minimum of one year of support from 
a named link worker to every person with a new diagnosis of dementia.  
The model is being piloted in South Glasgow, and roll-out to the rest of 
Glasgow City commences in April 2013. 

• Development of specific approaches to people with dementia – this 
will also include services for people with young onset dementia, and 
ensuring appropriate access to palliative care services. 

 
• Single point of access - building on existing arrangements in adult 

rehabilitation services we plan to develop a single point of access for 
professionals and clinicians in acute and community settings to secure a 
wide range of health and social care services including social work, 
nursing, home care, sitter and rehabilitation services by the end of 
2013/14. The key features will be to: 

 
- simplify access with a single contact number and secure email 

address; 
- speed up response times and improve service co-ordination where 

more than one service is required resulting in better outcomes for 
older people; 

- develop 7 / 24 access; 



Final Draft 28.2.13 

 Page 53 
 

 

- progressively implement in a series of planned stages from 2013 
including exploring the feasibility of partnership with Social Care 
Direct, social work stand- by service and NHS 24. 

 
• Palliative care - we are committed to working across agencies and in 

partnership with voluntary organisations to establish expertise, choice and 
rapid access to services required for end of life care.  With relatively high 
levels of people with cancer and higher than the Scottish average levels of 
people with non-malignant life-limiting illnesses such as chronic lung 
disease, the palliative care needs of our population are significant.  From 
change plan resources we have invested in: 

 
- fast track palliative care discharge with Marie Curie; and, 
- anticipatory care. 
 

We will also support: 
 

- the use of gold standards framework in GP Practices; 
- the use of the Liverpool Care Pathway in all appropriate care 

settings; 
- the use of supportive and palliative action register (SPAR) in Care 

Homes and NHS Continuing Care; 
- the use of advanced care planning; and, 
- promote the use of My Thinking Ahead document via district 

nurses. 
 

• Aids and adaptations – both aids and adaptations are areas which are 
likely to require further investment over the lifetime of the plan in face of 
rising demographic pressures and greater demand to support older 
people to live at home independently in the community.  The budgets for 
both aids and adaptations are currently under considerable pressure and 
the services will require to be reviewed in terms of their adequacy, access 
and performance to safeguard and improve future delivery.  

 
Effective care at times of transition 
 

7.7 This part of the reshaping care programme involves supporting people who 
require care at times of transition from one setting to another or when there is a 
change in their needs.  Moving from one service or from one care setting to 
another should be as smooth as possible with continuity of care paramount.   

 
7.8 Relevant developments include: 
 

• Day care – there are three broad areas of purchased day care available 
in Glasgow: 

 
- centre based day care is registered with the Care Inspectorate.  

Service users are usually collected by the centre’s own minibuses 
and taken home again in the evening; 
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- day opportunities offer a person one to one support either in their 
own home or at another location of their choice such as a cinema, 
place of worship, outdoor activity etc.  Day opportunities are 
particularly suited to people with dementia who need familiar 
surroundings and to people who prefer not to be in groups; and 

- day opportunities short break adult placement is part of the day 
opportunities service but is offered as overnight respite care away 
from home. 

- in addition the Council also provides support to a number of lunch 
clubs.  These clubs do not offer transport and are not registered 
with the Care Inspectorate.  They are usually run by volunteers or 
small voluntary organisations.  The Council also directly provides 
day supports via seven day centres.  This provision is being 
reconfigured and upgraded as part of a strategic upgrading 
programme. 

 
• Step up care – assuming a successful evaluation of the pilot project 

presently underway in North East it is planned over 2013 to roll out this 
initiative to North West and South. The pilot in North East is based in a 
care home and designed to provide a safe alternative for patients 
requiring stabilisation and observation and who otherwise might have 
been referred to hospital A&E.  The pilot service has been widely 
accessed by GPs in hours and out of hours.  

 
• Supporting people being discharged from hospital - older people 

assessed as not having capacity to make decisions will require 
families/carers/the local authority to seek applications for guardianship 
which can take the best part of a year to obtain. This results in people who 
no longer require hospital treatment effectively being delayed in 
hospital and denying older people their liberty.  We consider it is not in 
anyone’s interest for such a situation to persist.  We recognise the need 
to raise awareness, and actively support people and their families to put in 
place legal arrangements to maximise individuals' control over future 
decisions made on their behalf, such as seeking Power of Attorney is key 
step. 
 

Optimising use of hospital and care homes 
 

7.9 We have described in section 7 the key changes in hospital and care home 
provision in Glasgow, including changes in bed numbers, length of stay and 
care home use.  It is vital to our overall programme of change that these 
changes are carried forward so that we can better support people to live at 
home, or in community settings for as long as possible.   

 
Housing Strategy 

7.10  Glasgow’s housing strategy 2011-16 and the strategic housing investment 
plan 2012 – 15 are closely aligned to the joint strategic commissioning plan.  
The strategy is founded on three strategic themes (see annex G): 
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• Regeneration – to improve Glasgow’s housing stock; 
• Housing access and support – to achieve more people to live 

independently by receiving the support they require; and 
• Delivery – maximising resources through improved partnership working. 
 

7.11 Glasgow’s Strategic Housing Investment Plan sets out priorities for 
investment in affordable housing in Glasgow over the next three years, 
including social care housing investment priorities.  The resource planning 
assumptions are outlined in table 13 below.  For more information see the 
housing contribution statement in annex G. 
 
Table 13 – housing strategy resource assumptions 2012/13-2014/15 

 
 Budget 

£ (m) 
Block A

£ (m) 
LSVT 

Commitment 
£ (m) 

Aids & 
Adaptations 

£ (m) 

“Free” 
Resources 

£ (m) 
2012/13 55.424 44.374 9.250 1.800 0
2013/14 50.926 23.573 12.900 1.800 12.653
2014/15 74.788 13.818 11.00 1.800 48.170
TOTAL 181.138 81.765 33.150 5.400 60.823

 
Action Plan 

 
7.12 We have put all the actions in this section, those outlined in section 6 and 

those in the section that follows, into an action plan included in annex F.  This 
action plan identifies the resources we are putting behind the actions in this 
plan and the expected impact we aim to achieve. 
 
Impact Assessments 

7.13 We intend to carry out a number of assessments of the impact of our plans 
on improving services for older people.  The first of these will be an Equality 
Impact Assessment which will be completed on a joint partnership basis 
during 2013/14.  We also intend to develop a risk management plan, and 
other impact assessments to inform our longer term planning. 
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Key points 
 
Key points from this section are: 

• We have a comprehensive programme of service improvements, 
service enhancements and service redesigns across all care 
pathways; 

• Importantly we have key actions in the preventative and anticipatory 
care pathway that are intended to reduce activity and pressure 
within the hospital and care home sector; 

• We have targeted use of the Change Fund to support our strategy, 
and should see the full impact of these changes in 2013/14; 

• We have a complimentary housing strategy recognising the housing 
needs in the City; and, 

• We will impact assess our plan later this year. 



Final Draft 28.2.13 

 Page 57 
 

 

8. How we intend to implement our plans 
 

Introduction 
 

8.1 In this section we outline how we intend to meet the challenges we face in 
reshaping care for older people in Glasgow, and implement our plans to 
ensure they are effective. 

 
Governance arrangements 

 
8.2 The Reshaping Care Strategy Group for Glasgow City is the lead group for 

planning older people’s services in the City, and reports to the Adult Services 
Executive Group, which in turn reports to the Joint Partnership Board.  These 
arrangements are detailed in annex H.  

 
8.3   The Reshaping Care Strategy Group contains representatives from the NHS 

Board, Social Work Services, the Independent Sector (represented by 
Scottish Care) and the Voluntary Sector (represented by GCVS, as part of 
the Third Sector Interface).  

 
8.4   Supporting the Reshaping Care Strategy Group are four programme Sub-

Groups:  
 

• community capacity building and co-production; 
• supporting people at home; 
• care away from home; 
• older people’s mental health; and, 
• carers 

 
8.5   These groups include clinical and social work staff, drawn from service teams 

and management, as well as third and independent sector representatives.  
They have supported the production of this draft plan, and the development 
and monitoring of the change fund programme. Locally, work is also 
progressed through multi-agency adult services joint planning groups in the 
North East, North West and South Sectors.  

 
8.6  All four partners have their own reporting, accountability and governance 

structures.  The statutory agencies are accountable to the CHP Committee, 
Adult Services Executive Group, and Joint Partnership Board, the joint 
governance structures in place between NHS Greater Glasgow and Clyde 
and Glasgow City Council.  

 
8.7   GCVS is accountable to a Third Sector Reference Group (TSRG) comprising 

formal third Sector representatives and a range of national and specialist 
service delivery and advocacy organisations.  

 
8.8 Scottish Care is accountable to its membership through both its Executive 

Board and National committee. The reshaping care for older people 
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national independent sector project is hosted by Scottish Care and 
accountable to the wider independent sector through, its steering group, 
supported by a range of specialist national and local associates. 

 
8.9 A Joint Resources Group (JRG) has also been established to develop and 

monitor the joint financial frameworks for each of the city’s care planning 
groups, including for older people. This group is responsible for providing the 
financial framework to support this plan, producing joint budget monitoring 
reports to highlight pressure areas, and ensuring that appropriate resources 
are being redirected to deliver the balance of care agenda and other service 
reconfiguration priorities.  

 
User and carer involvement  

 
8.10  In developing this plan and our ten year strategy we have engaged with a 

wide range of users and carers.  The information we have obtained from this 
work has informed our strategic direction, and the priorities that are described 
in this plan.  We intend to carry out further engagement work late this year, 
including formally consulting on the proposals in this plan and the ten year 
strategy. 

 
8.11   At a strategic level, the Carers Planning and Implementation Group (PIG) has 

provided a platform from which to plan and develop a whole systems 
approach to planning and delivering services to those caring for older people 
and older people with dementia.  It is a cross cutting planning forum which 
serves as the joint strategic planning forum for carers services within 
Glasgow, and also seeks to ensure that carers needs are embedded within 
all joint care group planning processes including the Reshaping Care 
Strategy Group. The PIG has established a number of sub groups to reflect 
the planning structures in Glasgow with the older carers (frail and dementia) 
sub-group feeding into the Reshaping Care Strategy Group.  Carers are 
represented on this planning group through the Carers Reference Group. 
 

8.12   These structures and the work they are overseeing will bring a number of 
direct and indirect benefits to carers. For example, work is underway to 
identify current gaps in services and seek ways of addressing these by 
realigning existing resources and making best use of available additional 
resources through the change fund, transformational fund and other funding 
opportunities  Work is also being undertaken by Social Work, NHS GG&C, 
Carer Centres and Alzheimer’s Scotland, to develop a carer pathway which 
seeks to identify carers caring for someone with dementia at the point of 
diagnosis and offer a range of supports and services for carers.  Similar work 
is planned with a range of condition specific organisations focussing on 
strokes, Parkinson’s, MS and other long term conditions 

 
8.13   The Partnership also has well developed mechanisms to engage and involve 

users in the planning and delivery of services.  These include PPFs, Voices 
for Change groups, Carers Reference Group, older people forums, and other 
groups and networks in the City.  The Partnership recognises there is further 
work to be done to improve communication and involvement of older people 
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in the joint planning and commissioning of services.  Further work will be 
undertaken in 2013 to develop our approaches to engaging and involving 
older people and their carers. 

 
Professional involvement and engagement 

 
8.14  The Partnership has developed a regular programme of events and meetings 

to involve primary and secondary care clinicians in developing the actions in 
this plan, and staff in the CHP and social work.  The Partnership recognises 
the importance of involvement and engagement of professionals and others 
involved in the delivery of care to older people in Glasgow.  The Reshaping 
Care Strategy Group includes professional representation in its membership 
as do the programme sub groups. 

 
Third sector involvement and engagement 

 
8.15 The third sector will continue to be actively engaged as a key partner in the 

joint commissioning strategy through a variety of mechanisms and 
approaches.  GCVS and third sector partners will be key partners in the 
governance structures established to support the commissioning process and 
will continue to coordinate engagement across the various work streams that 
support this plan.  This will include continued chairing of both the third sector 
reference group and the capacity building work stream.  This work stream 
also has a focus on self management and supporting carers.  In addition, 
GCVS, on behalf of the third sector interface, will facilitate and support a 
series of third sector events to ensure input from the wider sector, carers and 
older people to the draft commissioning plan and emerging 10 year strategy.   

Independent sector involvement and engagement 
 
8.16 The independent sector is a committed partner to the change fund and 

reshaping care strategy for the city and the involvement of the independent 
sector in the development and implementation of the 10 year vision and 
associated implementation plans is a key ingredient to the success of 
reshaping care.  Through the change fund an independent sector 
Development Officer has been appointed to promote full engagement and 
participation of providers. 

 
8.17 As part of the Glasgow Partnership, Scottish Care with input from the 

improvement service is undertaking a short mapping exercise to identify in 
greater detail the current delivery contribution and future potential of the 
independent sector.  

 
8.18 This will entail the collation and analysis of existing data sources, together 

with a survey of independent sector care providers to establish existing 
contractual relations with Glasgow City Council and the NHS Board; enquire 
about current capacity and any underutilised capacity; plans for investment 
and growth or disinvestment and service reduction; specialism and capacity 
to offer a greater range of services; and key barriers to development and 
innovation. 



Final Draft 28.2.13 

 Page 60 
 

 

 Housing contribution 
 
8.19 This work will underpin a report for Scottish Care and the Partnership that: 
 

a. provides an authoritative projection of 10 year trends and uses that to 
identify the key issues and challenges for the independent sector, and its 
public sector partners in Glasgow. 

 
b. accurately documents the capacity the sector currently has and potentially 

could have, and links that to ways of addressing the key issues and 
challenges identified. 

 
c. makes concrete proposals for improving the sector’s impact on care 

needs and opportunities within the city, and highlights implications for the 
future Joint Commissioning Strategy   

 
8.20 Housing have also made a vital contribution to the development of this plan, 

and housing are represented on the Strategy Group and in the programme 
sub groups.  See annex G for a fuller description.  

 
Organisational development 

 
8.21   An organisational development approach will include an agreed way of 

working within the partnership to support the required service changes and to 
identify evaluation approaches that will ensure any learning points are 
implemented.  To start this process we aim to: 

 
• explore values, behaviours and assumptions; 
• support service improvement and change management; and, 
• reflect on and apply learning. 

 
8.22   The kinds of questions that help this approach are: 
 

• how clear is the partnership about the overarching purpose and 
mission? 

• do we have the structures to meet that purpose? 
• how do we continue to motivate each other? 
• what are the helpful processes we use? 
• how do we develop the quality of the relationships? 
• how do we develop leadership? 

 
8.23   A partnership approach to delivering change is challenging because it 

requires an awareness of a set of behaviours and an ability to support the 
behaviours that make partnerships work.  A collaborative approach can be an 
enabler of successful change because it engages those impacted and 
creates a higher level of ownership for actions to be taken.  It requires 
leaders who understand, communicate and model integrative thinking and 
behaviours. The partnership needs to identify shared values that stress a 
social good that inflames employees’ passion for making the world a better 
place. 
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8.24   Expected outcomes to support an organisational development approach 

would be: 
 

• a description of what kind of partnership this will be and agreed ways 
of working with accountability process built in; 

• a description of the vision and overarching steps for achievement; 
• a checking process for each aspect of service delivery to meet 

principles; 
• roles, responsibilities and expectations clearly defined for each 

partner, and clarity on what being a partner means; 
• a description of the engagement process for external stakeholders 

and communication responsibilities for group members (Stakeholder 
analysis and communication plan); 

• group governance structures to ensure aspects of group process are 
clear, understood and communicated, and to be refreshed on an on-
going basis with annual reflection; 

• a completed development needs analysis for group members and 
wider stakeholders in relation to roles expected, the support required; 

• action learning sets sponsored by SSSC and NES to initiate better 
thinking processes; 

• engagement with older people, carers and staff ensures good 
conversations, which inform future ways of working, and establish 
current and desired future ways of working; 

• ensure change processes are well managed and all relevant staff 
have the skills knowledge and behaviours to deliver. A managed 
approach to changes in services described in the group work plan, 
which incorporates how the group manages not just the practicalities 
of any service changes, but the human dimensions of change 
(people issues, transitions, building trust and relationships, conflict 
management, communication and engagement) as they seek to 
deliver improvement through the Change Fund. 

 
Communications strategy 

 
8.25   The Partnership has drafted a communications strategy to under pin the key 

messages and changes outlined in this Plan.  Communications materials that 
can be used by any partner include articles for newsletters, team briefing, key 
facts and figures, and a question and answer sheet.  Video and other visual 
material is also being produced.   

 
Workforce planning 

 
8.26   We have not as yet developed a workforce plan across the four partners that 

will support the changes outlined in this plan.  We have begun work as 
individual agencies as part of our local planning arrangements.  The task for 
us going forward is to bring these plans together into a coherent whole and 
that identifies the key issues we need to address at a partnership level to take 
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forward the changes outlined in this plan.  This will be a key task for us over 
the next twelve months. 

 
Procurement arrangements / processes 

 
8.27   Glasgow City Council Social Work Services have a comprehensive suite of 

policies and procedures in relation to the procurement of social care services.  
These are regularly reviewed and updated in order to ensure compliance with 
legislation and best practice in social care procurement.  Similarly the NHS 
Board has a range of policies and procedures regarding the commissioning of 
health care services. 

 
Key points 
 
Key points from this section are: 
 

• we have governance structures in place to over see the 
development of this plan that involve all four partners; 

• we also have processes in place to involve users and cares, 
professionals, staff, clinicians, housing and others in developing 
our strategy and implementing our plans.  We are keen to obtain 
feedback so that we know how well we are doing in delivering 
what we have planned; 

• we have developed a supporting communication strategy and OD 
plan and have begun taking forward a workforce plan.   
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9. How you will know services are 
improving 

Introduction 
 

9.1 In this section we describe how we intend to monitor and report on the 
implementation of this plan so that progress can be measured.  This is a 
three year plan set within the context of a longer term ten year strategy.  The 
commitments set out in this plan are designed to achieve our aims for 
reshaping care and shifting the balance of care towards prevention and 
anticipatory care.  We will monitor the impact of the changes outlined above 
to ensure they are achieving the desired impact.   

 
Action plans 

 
9.2   In annex F we have outlined a range of actions to improve both our 

performance against key targets and improve services.  We have also spelt 
out the impact we expect these actions to deliver.  We will report publicly on 
these actions annually as a Partnership and will report every six months to 
groups such as PPFs and Voices for Change.  We aim to do this in a clear 
and transparent way so that you can see if we are making the progress 
expected. 

 
9.3    The key targets against which we expect to make progress are summarised 

in the section below. 
 

Measuring our performance  
 
9.4  A suite of core improvement measures has been developed nationally to 

support Partnerships track their progress in reshaping care, and to help 
understand the impact the changes are making. The core measures fall into 
the three categories below: 

 
• nationally available outcome measures and indicators which use 

data already collected at local level and compiled nationally; 
• a set of local improvement measures and key performance indicators 

(KPIs) to inform and support local change; 
• measures of the shift in resources and in change fund use over time 

 
Outcome measures/local improvement measures  

 
9.5   Within Glasgow, the overall impact of the change fund projects and any other 

actions being progressed is regularly monitored through a KPI report. This 
draws on the above core improvement measures and is produced on a 
monthly basis. Annex E sets out our KPIs and current targets for 2013/14.  
We will finalise all targets and indicators for 2013/14 once we have a full set 
of data for 2012/13. 
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9.6 We will also as a Partnership consider ways of systematically gathering 
outcomes focused evidence.  Glasgow City Council Social Work Services 
personalisation policy is underpinned by a personal outcomes approach 
which is informed by talking points.  To date this policy has focussed on adult 
services and work is underway to consider how this may be developed within 
older people’s services.  Implementation of the recently launched person 
centred care programme within the NHS will also see the development of a 
more outcomes oriented approach within healthcare.  Glasgow City carer’s 
partnership has also developed outcome focussed carer assessment and 
care management processes and is routinely gathering qualitative information 
from carers on the impact of service interventions.  Further work requires to 
be done within the third and independent sectors to consider what the 
outcomes are for older people and their carers in receipt of services and how 
these outcomes can be routinely gathered and reported.  

 
9.7 The KPIs and local performance indicators also form part of the wider joint 

outcomes performance framework within the adult services plan for Glasgow 
(see annex I) 

 
Shifts in resource use 

 
9.8    The analysis of resource usage in section 5 and the balance of care analysis 

in section 6 will be updated throughout the lifetime of this plan. These set out 
the current baseline for Glasgow and the predicted shifts and they will allow 
us to monitor and track the longer term service changes and shifts being 
achieved through the implementation of this plan.  

 
9.9    The key targets against which we expect to make progress are summarised 

in annex E. 
 

Change fund  

9.10    For the Change Fund a performance framework has been introduced in order 
that individual projects supported by the change fund establish systems to 
record monitor and evaluate their activities with reference to their contribution 
to the key targets specified within the community care outcome framework, 
the reshaping care national/local outcome measures, and the NHS HEAT 
targets. These are then scrutinised by the reshaping care strategy sub-
groups who have responsibility for overseeing and assessing progress. 

 
9.11 The overall impact of these change fund projects and any other actions 

currently being progressed by partners is also being monitored through the 
Key Performance Indicators report referred to above. 

  
 Updating and review 
 
9.12 This plan will be updated and reviewed on an annual basis so it becomes a 

rolling three year plan.  As part of this process of review we will also report 
annually on our progress against the key commitment and actions spelt out in 
the plan. 
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Key points: 
 
Key points from this section are: 
 

• You will be able to know how well we are making progress against 
our plans as we have set targets and will report on these at least 
annually; 

• This plan outlines the detailed performance framework that will be 
used to measure progress against our key commitments.  
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ANNEX A 

GLASGOW CITY HEALTH AND WELL BEING PROFILE 
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ANNEX B 
 

NHS AND SOCIAL WORK SERVICES BUDGET INFORMATION 
 

These tables show the detailed breakdown of the budget and expenditure 
information included in section 5.  We will augment this information with activity 
data (e.g. number of district nursing contacts, day care places etc) so we can 
show what these resources relate to, and how this is projected to change. 
 
Table B1 

Health - operational budget 2012/13 
 

£’000

Hospital Inpatient and Day Services 
Mental Health Elderly Inpatients 19,862
Geriatric Assessment & Rehabilitation 46,118
Continuing Care – Provided 4,791
Continuing Care – Purchased 5,188
Day hospitals / Parkinson’s 1,244
Falls 236
Community Services 
Mental Health Elderly Community 6,894
District Nursing 8,916
Out of Hours Nursing / Locum Liaison Nursing 2,128
Care Homes Services 2,520
Community Treatment Rooms 974
Older People Rehab Services 5,117
Community Projects 82
Marie Curie Nursing 184
Continence Team 257
Community Allied Health Professionals 313
Equipu – Nursing Aids 712
Community Lead Nurse Clinical Lead 285
Health Centres & Clinics (accommodation & admin) 4,465
Total operational budget £110,285

Notional budget – IRF notional spend – see IRF table detail below for detail 
Family health services 19,286
GP prescribing 38,832
Total notional budget £58,117

TOTAL £168,402
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Table B2 
Social Work Services – operational budget 2012/13 
 

£’000

Purchased Care Homes 72,940
Provided Care Homes 23,471
Purchased Day Care 1,387
Provided Day Care (Including Lunch Clubs) 6,139
Purchased Respite 967
Home Care 53,970
Fieldwork Services 8,895
Management & Support 568
Supporting People 6,644
Community Alarms 1,746
Assessment at Home 650
Registration & Inspection 130
Payment to Third Parties (Vol Orgs) 1,915
Fast Flexible Response 596
Direct Payments 241
Home Support & Day Care 322
Others (Other LA) 69
Total older people / dementia £180,652

 
 
 

Table B3 
Health and Social Care budget by care pathway 2012/13 

 
 Total spend % 
Health spend by pathway 
Preventative and Anticipatory Care 4,942,299 4.5
Supporting People at Home 19,317,344 17.5
Care at Times of Transition 53,664,905 48.7
Hospital and Care Homes 32,360,061 29.3
Enablers 0 0.0
Total 110,284,608 100.0

Social work spend by pathway 
Preventative and Anticipatory Care 9,440,846 5.2
Supporting People at Home 73,548,950 40.7
Care at Times of Transition 483,518 0.3
Hospital and Care Homes 96,610,890 53.5
Enablers 567,731 0.3
Total 180,651,935 100.0

Combined spend by pathway 
Preventative and Anticipatory Care 14,383,145 4.9
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Supporting People at Home 92,866,294 31.9
Care at Times of Transition 54,148,423 18.6
Hospital and Care Homes 128,970,951 44.3
Enablers 567,731 0.2
Total 290,936,543 100.0

 
Table B4 

Integrated Resource Framework 2010/11 expenditure – Glasgow City 
 Mapped expenditure 
 All ages 65+ 75+ 
a) Hospital 
Inpatient - Acute non elective 2a £244,099,648 £141,015,453 £99,319,997
Inpatient - Acute elective 2a £82,580,947 £32,273,866 £14,684,321
Inpatient - Acute day cases 2a £51,546,766 £16,162,686 £7,547,644
Inpatient - Mental Health 2b £60,709,020 £21,419,734 £12,578,980
Inpatient - Geriatric Long Stay 2c £3,588,970 £3,545,163 £3,297,053
Inpatient - Maternity inpatients 2d £18,040,531 - -
Inpatient - Maternity day cases 2d £2,064,593 - -
Inpatient - SCBU 3       
Outpatients - Accident & Emergency 4 £19,424,788 £3,346,711 £1,975,335
Outpatients - Consultant 5 £77,234,955 £17,379,004 £8,707,913
Outpatients - Nurse led clinics 6 £16,465,358 £5,850,581 £3,777,026
Outpatients - AHP 7 £41,056,217 £9,238,254 £4,628,914
Day patients 8 £16,999,070 £9,073,353 £6,705,404
(a) Hospital Total £633,810,862 £259,304,805 £163,222,586
b) Community (SFR 8.3) 9,10 
District Nursing £11,766,365 £8,680,050 £6,519,822
Health Visiting £8,816,584 £401,617 £293,902
Midwifery £4,616,951 - -
Child Health £14,647,731 - -
Specialist Nursing £6,934,298 £1,743,232 £893,733
Clinical Psychology £1,933,828 £486,150 £249,243
Community Mental Health Teams £31,712,711 £3,546,702 £1,831,424
Community Learning Difficulties Team £5,659,856 £271,746 £72,768
Addiction Services £9,445,226 £1,113,073 £317,954
Family Planning £6,158,506 - -
AHP – Physiotherapy £3,495,292 £878,691 £450,494
AHP - Occupational Therapy £54,597 £13,725 £7,037
AHP – Chiropody £2,894,664 £727,697 £373,081
AHP – Dietetics £1,660,259 £417,377 £213,984
AHP - Speech Therapy £2,953,940 £742,599 £380,721
Laboratory - Direct Access/FHS 
Practitioners £9,974,899 £2,507,616 £1,285,624
GP Out of Hours £7,026,853 £1,766,499 £905,662
Community Dentistry £3,442,191 £294,755 £219,512
Incontinence Services £2,188,547 £2,188,547 £1,060,485
Home Dialysis £545,590 - -
Breast Screening £3,024,136 £597,510 -
Health Promotion £8,937,217 £1,270,449 £614,547
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Integrated Resource Framework 2010/11 expenditure – Glasgow City 
 Mapped expenditure 
 All ages 65+ 75+ 
Other (please specify) £40,160,237 £10,095,988 £5,176,087
b) Community Total £188,050,475 £37,744,021 £20,866,079
c) Family Health Services (SFR 8.4 / Note 5) 
GMS - Global sum 11 £47,244,288 £10,026,482 £5,339,968
GMS - Enhanced services 11 £11,099,203 £2,355,543 £1,254,530
GMS - QOF 11 £16,812,927 £3,568,146 £1,900,346
GMS - IT, Premises, etc 11 £15,716,094 £3,335,369 £1,776,372
Pharmaceutical services - GP prescribing 
12 £112,988,525 £38,831,529 £19,087,394
Pharmaceutical services – Other Excluded    
General Dental Services Excluded    
General Ophthalmic Services Excluded    
c) FHS - GMS and GP prescribing total £203,861,038 £58,117,069 £29,358,610
Sub-contracting (SFR 24) Excluded  
d) Local Authority 
'Assessment, Casework, & Field Work £28,226,000 £12,787,000 £12,787,000
Accommodation-based services £102,845,000 £82,251,000 £82,251,000
Respite care residential placements £4,436,000 £1,638,000 £1,638,000
Care Homes (non-respite) £84,701,000 £78,905,000 £78,905,000
Other accommodation-based services 
(non-respite) £13,708,000 £1,708,000 £1,708,000
'Homecare £73,876,000 £56,552,000 £56,552,000
Homecare provided on a respite care basis £1,613,000 £1,613,000 £1,613,000
Other home care (non-respite) £72,263,000 £54,939,000 £54,939,000
'Day Care £27,877,000 £4,798,000 £4,798,000
Respite care placements in day care 
facilities £0 £0 £0
Other day care (non-respite) £27,877,000 £4,798,000 £4,798,000
'Equipment and adaptations £2,938,000 £583,000 £583,000
'Other services to support carers (not 
included elsewhere) 1 £0 £0 £0
Self Directed Support £3,970,000 £761,000 £761,000
Meals £345,000 £345,000 £345,000
Supported employment £1,432,000 £0 £0
'Other services 2 £2,540,000 £686,000 £686,000
d) Total Local Authority £244,049,000 £158,763,000 £158,763,000
Total mapping (a + b + c + d) £1,269,771,375 £513,928,896 £372,210,275

 
Notes: 

1 Family Health Services mapping is based on Board and CHP of GP practice. For other 
sections mapping based on Board and CHP of postcode; unless otherwise stated. Non CHP 
expenditure relates to board residents that reside in other/unknown CHPs 

2 See separate Readme sheet for notes on sources, definitions and caveats for each mapping 
section 

ISD Scotland 
November 2012 
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ANNEX C  

CHANGE FUND PROGRAMME 

GROUP Ref TITLE 
 FYE 

2011/12 
 FYE 

2012/13 
FYE 

2013/14 
FYE 

2014/15 TOTAL 
      £ £ £ £ £ 
Carers, 
Community and 
Self Capacity C2 

Supporting Older 
Carers 22,500 148,005 173,874 176,684 521,063

  C6 3rd Sector Mapping 88,100 60,000     148,100

  C9 
3rd Sector Co-
ordination 100,000 105,000 110,000 110,000 425,000

  C10 
Transformation 
Fund Allocation**   446,995 496,126 513,316 1,456,437

Supporting 
People at Home S1 Anticipatory Care 12,600 170,440 170,440 170,440 523,920

  S2 
A&E Rapid 
Response 43,350 349,580 349,580 349,580 1,092,090

  S8 Reablement Model 655,000 39,840     694,840

  S10 
Managed 
Medication Service 2,000 13,000 12,000 10,500 37,500

  S12 

COPD Care at 
Home ( £19k to 
GPs ) 20,845 95,685 147,954 145,059 409,543

  S13 
Care Homes Falls 
Prevention 32,125 99,000 99,000 99,000 329,125

  S14 
Assessment at 
Home   650,000 650,000 650,000 1,950,000

  S15 Telehealth   222,700 194,200 69,400 486,300

  S16 Day Hospitals   127,500 170,000 170,000 467,500

  S17 
Community 
Respiratory Team   75,400 177,450 180,030 432,880

  S18 Housing Allocation   187,500 250,000 250,000 687,500

Care Away 
From Home I1 

Care Manager Role 
in Assessment/ 
Discharge  221,588 492,300 492,300 492,300 1,698,488

  I3 
Purchased Care 
Home Places 3,750,428 3,245,170 2,000,000 900,000 9,895,598

  I5 
OT/Physio 
Weekend Working 84,686 245,700 245,700 245,700 821,786

  I6 

Cognitive 
Impaired/Dementia 
Acute Care 220,048 435,420 435,420 435,420 1,526,308

  I7 

Temporary Hospital 
Based Social 
Workers 124,655 0 0 0 124,655

  I8 
Integrated AHP 
Service 52,451 230,980 230,980 230,980 745,391
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GROUP Ref TITLE 
 FYE 

2011/12 
 FYE 

2012/13 
FYE 

2013/14 
FYE 

2014/15 TOTAL 
      £ £ £ £ £ 

  I9 Intermediate Care   563,000 1,130,000 
1,130,00

0 2,823,000

Dementia/EMI E1 Early Support for 
Patients/Carers 32,000 91,000 400,000 400,000 923,000

  E2 Delayed Discharge 
Initiative 0 33,500 42,500 139,000 215,000

  E3 
OPMH Liaison 
Services  25,000 248,000 211,000 211,000 695,000

  
E4 

Palliative Care for 
People with 
Dementia 

  30,000 13,800   43,800

  E5 

OPMH 
Psychological 
Interventions   42,400 59,100 59,100 160,600

  E6 
OPMH AHP Liaison 
Post   30,800 14,200   45,000

Palliative Care P1 

Fast Track 
Palliative Care 
Discharge Pathway 
- Marie curie 80,000 151,330 154,735 158,216 544,281

  P2 

Anticipatory Care 
(ACP) and 
Supportive 
Palliative Care 
Implementation  10,417 88,500 88,500 88,500 275,917

Infrastructure/O
ther O1 

Project Manager & 
Support 30,000 50,000 50,000 50,000 180,000

  O2 
Independent Sector 
Co-ordination   32,680 32,680 32,680 98,040

  O3 Communications   20,000 20,000 20,000 60,000

  O4 
Community 
Engagement   20,000 20,000 20,000 60,000

  O5  
Professional 
Engagement   40,000 40,000 40,000 120,000

  O6 OD Support   20,000 20,000 20,000 60,000

  
E7 

SWS Finance 
Support for AWI 
Action Plan 

  60,000       
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ANNEX D 
 

SUMMARY OF CHANGE FUND PROJECTS 
Programme 
Group  

Title/Description Geographies 

Supporting Older Carers  
Involves the appointment of three carer development officers to the social work carer’s teams 
to work within acute, older people’s mental health and community settings to identify and offer 
support for carers.  This project seeks to support carers in their caring role and assist them to 
get the support they need including information and advice, training, respite and short breaks.  
A recent Audit Commission report has also highlighted that admissions may be avoided for 
some older patients if their carers have better support.  

 
City Wide 

Third Sector Co-ordination  
 
Support to establish mechanisms which enable the Third Sector to be effectively 
communicated and engaged with and to develop their capacity to actively participate in and 
contribute to the Reshaping Care Agenda. It aims to improve communication both within the 
third sector and between the third sector and the other partners in Glasgow city.   

 
City Wide 

Transformation Fund  
Creation of  a process to enable third sector organisations to bid for resources for projects and 
activities that will deliver against the key Change Fund (CF) objectives – particularly around 
increasing community capacity to keep older people healthy, active and well in their own 
homes and communities. This aims to support the third sector to develop and implement 
innovative schemes that can be shown to have made an impact to the key objectives of 
Reshaping Care.  

 
City Wide 

Capacity 
Building 

Independent Sector Co-ordination         
Support to establish mechanisms which enable the independent sector to be effectively 
communicated and engaged with, and to develop their capacity to actively participate in and 
contribute to the Reshaping Care Agenda. It aims to improve communication both within the 
independent sector and between the independent sectors and the other partners in Glasgow 
city.  

 
City Wide 
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Programme 
Group  

Title/Description Geographies 

Anticipatory Care  
 
A multi-disciplinary team including social workers and nurses who work between a number of 
GP practices in the south of the city to pilot community based anticipatory care for older 
people with long term conditions who are at the highest risk of being admitted to hospital. The 
team identify patients at risk, keep them under regular review and seek to ensure that they 
have the care and support they need to effectively manage their long term condition in the 
community, preventing deterioration in their condition and subsequent admissions to hospital.  

 
South Sector 

A&E Rapid Response Service  
 
A rapid response team involving physiotherapists, occupational therapists, social work and 
nursing staff who will provide a one hour response time to accident and emergency 
departments, minor injuries units, and fracture clinics.  The team are working with A&E staff to 
assess whether a patient needs admission or whether they can go home with appropriate 
support put in place, thus preventing avoidable admissions. 
  

 
South Sector 

Supporting 
People at 
Home 

Reablement Home Care Model  
 
Implementation of a reablement approach to home care and occupational therapy services for 
clients who have mental or physical health problems.  This seeks to help them accommodate 
their illness by learning or relearning the skills required for daily living. It involves providing 
tailored care at home for up to six weeks and aims to helps people to regain skills to do the 
things they can and would like to do for themselves, and remain  in their own homes for as 
long as possible.  
 

 
City Wide. 
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Programme 
Group  

Title/Description Geographies 

Managed Medication Service  
 
Scheme to train home carers to administer medication to their patients/service users who lack 
the physical or mental capacity to do this effectively themselves, with the aim of supporting 
them to remain in their own homes as part of a wider home care package. This can prevent 
deterioration in conditions and possible hospital admissions caused by a failure to comply with 
medication regimes. 

 
City Wide 

COPD Care at Home  
 
The scheme involves the funding of additional respiratory nurse specialists to work in the 
community with COPD patients and provide more appropriate, tailored packages of care that 
enables them to remain at home. It should also allow earlier discharge from hospitals and the 
avoidance of admissions through the provision of increased specialist nursing inputs to 
patients in the community.  

South Sector 
initially and 
being rolled 
out City Wide. 

Care Homes Falls Prevention  
 
This project aims to prevent unnecessary injury and to reduce the acute admissions which 
may arise from falls of older people in care homes. The scheme has funded three dedicated 
care home falls prevention technicians to work with the care home staff and residents in care 
home settings.  The technicians undertake assessments and reviews of individual patients and 
provide training and education to care home staff in Glasgow on evidence based falls 
prevention techniques.  
 

City Wide 

Assessment at Home  
 
This project aims to enable patients deemed fit for discharge to be assessed in their own 
homes, which will allow a more effective and comprehensive assessment of their capabilities 
and support needs. The scheme is funding additional flexible wrap-around support (e.g. 
overnight support, responder services) to enable patients to be discharged safely to their 
homes where a social care assessment will be completed and decisions then taken upon their 

City Wide  
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Programme 
Group  

Title/Description Geographies 

longer term care needs. 
Telehealth  
 
This project is funding a range of equipment to enable COPD patients’ conditions to be 
monitored remotely in their homes.  Patients from the North East of Glasgow who are 
assessed as being at high risk of hospital admission are being asked to participate in this 
project. It aims to improve the quality of life of the person with COPD through increased self 
management, better monitoring and improved provision of care, as well as reduce 
unnecessary inpatient and outpatient attendances. 

 
North East 
Sector 

Day Hospitals  
This scheme will provide additional specialist input to the city’s day hospitals to enable frail 
older patients to be seen and assessed more quickly by the multi-disciplinary team. It aims to 
avoid the escalation of problems that can lead to admissions and to increased reliance on 
carers and other community supports.  
 

 
City Wide  

Community Respiratory Team  
 
This project is funding a team of physiotherapists, occupational therapists and support workers 
to work with older COPD patients who are at a high risk of admission. They will provide 
education, self-management advice, and if a patient’s condition deteriorates, will provide rapid 
assessment and, where appropriate, treatment at home, avoiding any unnecessary 
admissions/re-admissions  
 

 
North West 
Sector  

Housing Allocation  
Creation of a process to enable housing providers to bid for resources for projects and 
activities that will deliver against the key Change Fund (CF) objectives. This project aims to 
support the housing sector to develop and implement innovative schemes that can be shown 
to have made an impact to the key objectives of Reshaping Care.  
 

 
City Wide  
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Programme 
Group  

Title/Description Geographies 

 
Care Management in Assessment and Discharge       
 
The scheme has funded additional clinical/ nursing posts and aims to ensure that older people 
have access to specialist assessment on admission seven days a week, and to ensure that 
their stay is hospital is effectively managed and co-ordinated, with the aim of avoiding any 
unnecessary delays. 
 

 
City Wide 

Purchased Care Home Places  
This scheme involves the purchase of additional long term places in residential and nursing 
care homes in order to reduce delayed discharges caused by a lack of funded care home 
places. This commitment will reduce over the four years of the Change Plan in the expectation 
that the demand for care home places will reduce once the other Change Fund projects take 
effect and community infrastructure becomes better developed.  

 
City Wide 

Occupational Therapy/Physiotherapy Weekend Working in Rehabilitation Wards  
This involves the extension of occupational therapy and physiotherapy inputs to hospitals to 
enable weekend cover. It aims to ensure that all older patients will receive their required 
therapy input every day throughout their episode of care. This is based on evidence that 
earlier and continuous interventions will improve patient outcomes, help maintain 
independence and reduce length of stay.  
 

 
City Wide  

Enhanced Cognitive Impaired/Dementia Acute Care  
The scheme is funding the creation of a dedicated specialist ward for older people with 
dementia and other cognitive impairments who are in need of acute care but do not require 
specialist older people’s mental health care. It is intended create a more appropriate 
environment with more specialist care for older people with dementia/cognitive impairment, 
leading to better outcomes and earlier discharge 
 

 
South Sector 
– 
Mansionhouse 
Unit 
 

Care for 
People 
Away from 
Home 

Integrated Allied Health Professional (AHP) Service   
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Programme 
Group  

Title/Description Geographies 

This scheme is funding additional Occupational Therapy, Physiotherapy and support worker 
staff to enable the establishment of an integrated AHP service for older people. It aims to 
achieve reduced lengths of stay by ensuring more timely patient assessment, early discharge 
planning advice to the multi-disciplinary team, and more robust communication between acute 
and primary care. 

Glasgow 
Royal                 
Victoria              
Southern 

Step Up Intermediate Care Project 
Description 
 
This will provide a safe alternative to hospital admission when a patient is unable to be safely 
supported in their own home with an increased package of care, and requires 24 hour care 
and observation, but does not medically require an acute admission. It is intended that 
patients will spend no longer than approximately 5-7 days within step up care.  
 

 
North East 
initially with a 
view to roll out 
City Wide. 

Early support for patients/carers with dementia  
 
Two link workers from Alzheimer’s Scotland have been appointed to provide post-diagnosis 
information, advice and support to recently-diagnosed patients, their carers and their families. 
It is intended to enable better support for patients and carers and facilitate improved self 
management. 
 

South Sector 
initially with a 
view to roll out 
City Wide. 

Delayed Discharge Initiative  
 
This scheme includes the appointment of a Discharge Manager to improve the management 
of patients in Older People’s Mental Health (OPMH) wards across the city, and avoid 
unnecessary delays in discharge,  minimising the risk of loss of skills and the 
institutionalisation of patients 
 
 
 

City Wide 

Dementia 
and EMI 

Older People’s Mental Health (OPMH) Liaison Services   
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Programme 
Group  

Title/Description Geographies 

 
This scheme is funding the expansion of the specialist OPMH Liaison services to create a 
comprehensive, city-wide resource to support acute hospitals, care homes and community 
services across the city. Activities include the provision of training and support; working jointly 
with services to avoid delayed discharges; improving follow-up and continuity of care; and 
preventing unnecessary admissions.  
 

 
City Wide 

Supporting Palliative Care for People with Dementia  
 
This scheme involves a palliative nurse post to liaise with patients and their family to develop a 
plan for appropriate palliative care support for people with dementia towards the end of their 
life.  Patients will be identified from Palliative Care/Dementia registers and given assistance 
and support to develop an anticipatory/advanced care plan. It seeks to enable people with 
dementia to remain and die within their own homes supported by appropriate packages of 
care.  
 

 
 
North East 
Sector 

OPMH Psychological Interventions  
 
This scheme is funding the appointment of a psychologist on a permanent basis to provide 
timely, evidence based psychological interventions for older people within South Glasgow, 
ensuring consistent access across the city.  
 

 
 
South Sector 

OPMH AHP Liaison Post  
 
This scheme is funding the appointment of an AHP liaison post on a pilot basis to support 
acute AHP staff to develop their skills and understanding of mental health conditions, 
approaches and resources. It aims to improve the quality of AHP care for older people with 
mental health problems within acute hospital settings. 
 

 
North West  
Sector 
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Programme 
Group  

Title/Description Geographies 

Fast Track Palliative Care Discharge Pathway                    
 
This scheme is funding the appointment of nurses and support workers to work with hospital 
staff at Glasgow Royal to identify palliative care patients and develop plans to enable them to 
die at home with the appropriate support if this is what they wish.  

Glasgow 
Royal focused 

Palliative 
Care 

Anticipatory Care and Supportive Palliative Care Implementation  
                                                               
This scheme is funding two nursing posts to provide training, advice and support for staff in 
generalist hospital and community settings on care planning for palliative care patients. This 
training will help ensure that patients care preferences are achieved and that where 
appropriate they are supported to die at home. 
 

 
North West 
initially then 
rolled out 
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ANNEX E 

     
KEY PERFORMANCE INDICATORS AND TARGETS  

 
Target 2012/13 

Performance 
Target for 
2013/14 

1. Number of acute bed days lost to delayed discharges 33,023 
(Apr-Dec)  

26,556

2. Number of acute bed days lost to delayed discharges 
for AWI  

7427 
(Apr-Dec) 

5,890

3. Number acute delayed discharges (within period) 218 (Nov) 
4i. Total delayed discharges (at census) 144 (Nov) 
ii. Delayed discharge > 28 days  15 (Nov) 0
iii. Delayed discharge < 28 days 92 (Nov) 
iv. Delayed discharge > 28 days exception codes 34 (Nov) 
v. Delayed discharge < 28 days exception codes 3 (Nov) 
5. Delayed discharges - non complex needs cases - 
included codes: 

 

i. 4 - 6 weeks 13 (Nov) 0
ii. 2 - 4 weeks 31 (Nov) 
iii. 0 - 2 weeks 61 (Nov) 
6. Delayed discharges in acute beds- complex and AWI:  
ii. 4 – 6 weeks 1 (Nov) 
iii. 2 - 4 weeks 1 (Nov) 
iv. 0 - 2 weeks 2 (Nov) 
7. Total number of OPMH bed days lost to delayed 
discharges 

396 (Nov) 

8. Number of OPMH bed days lost to delayed discharges 
for AWI patients 

142 (Nov) 

9. Delayed discharges for OPMH patients - included 
codes: 

 

i. Over 6 weeks 1 (Nov) 
ii. 4 - 6 weeks 1 (Nov) 
iii. 2 - 4 weeks 1(Nov) 
iv. 0 - 2 weeks 5(Nov) 
10. Delayed discharges for OPMH patients - excluded 
codes: 

 

i. Over 6 weeks 6 (Nov) 
ii. 4 - 6 weeks 1 (Nov) 
iii. 2 - 4 weeks 0 (Nov) 
iv. 0 - 2 weeks 0(Nov) 
11. Unplanned acute bed days (65 +) 
 

232,597  
(Apr-Nov) 

331,130

12. Unplanned acute bed days 65 + rate / 1,000 pop 2752 
(Apr-Nov) 

4060

13. Number of emergency admissions 65+ 18544 26,490
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Target 2012/13 
Performance 

Target for 
2013/14 

 (Apr-Nov) 
14. Emergency admissions 65+ Rate /1,000 pop 
 

227 
(Apr-Nov) 

325

15. Number of unplanned admissions by SIMD  
i. SIMD Quintile 1 5,953 (Apr-

Nov) 
8,341

ii. SIMD Quintile 2  5.419 (Apr-
Nov) 

8,178

iii. SIMD Quintile 3  3,621 (Apr-
Nov) 

5,187

iv. SIMD Quintile 4  2,446 (Apr-
Nov) 

3,403

v. SIMD Quintile 5  985 (Apr-Nov) 1,381
16. Unplanned acute bed days 75+ 
 

171,249 
(Apr-Nov) 

248,348

17. Unplanned acute bed days 75+ (per 1,000) 
 

4,368 
(Apr-Nov) 

6,335

18. Emergency admissions 75+ 
 

11,760 
(Apr-Nov) 

16,953

19. Emergency admissions 75+ (per 1,000) 
 

298 
(Apr-Nov) 

432

20. Reduction in hospital lengths of stay (65+ 
emergency admissions) 

12.9 
(Average for  

Apr-Nov) 

12.5

21. Number of re-ablement home care packages 
 

965  
(Apr-Dec) 

TBC

22. Telecare packages  
i. number in receipt of basic telecare 8,413 TBC
ii. number in receipt of advanced telecare  677 TBC
iii. proportion of people aged 75+ with a telecare 
package 

23.2% TBC

23. Carers  
i. number of older carers supported TBC TBC
II. number of carers of older people supported TBC TBC
iii. number of carers assessments TBC TBC
24. Number of assessments at home N/A TBC
25. Number of new admissions to long term care  TBC
i. total admissions to nursing homes 237 (Oct-Dec) 
ii. total admissions to residential care 61 (Oct-Dec) 
iii. total admissions to respite 24 (Oct-Dec) 
iv. total admissions to all long term care 322 (Oct-Dec) 
v. admissions by age:  
     18-64 18 (Oct-Dec) 
     65-74  25 (Oct-Dec) 
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Target 2012/13 
Performance 

Target for 
2013/14 

     75-84 106 (Oct-Dec) 
     85+ 173 (Oct-Dec) 
vi. admissions by sex:  
     Male 104 (Oct-Dec) 
     Female 218 (Oct-Dec) 
vii. source of admission:  
      Community  121 (Oct-Dec) 
       Hospital 177(Oct-Dec) 
26. Respite care for older people per 1,000 population TBC TBC

Notes – Indicators/Targets 21 to 26 still to be confirmed. 
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ANNEX F 
  Joint Strategic Commissioning Plan 

Implementation plan 2013/14 - 2015/16 
 

Priority Actions Investment Timescale Impact 
Enablers 
User and carer involvement Build on existing 

arrangements to 
increase user and 
carer involvement in 
planning and delivery 

Within existing 
resources 

2013-15 Increased user and carer participation 

Personalisation TBC TBC TBC TBC 
Community planning / 
single out agreement 

Key commitments in 
draft plan to be 
integrated within CPP 
arrangement 

Within existing 
resources 

2013/14 Reshaping care agenda integral to CPP 
priorities 

Capacity building  Delivery and 
assessment of a range 
of projects delivered by 
the third sector.  

Initially £1.01m from 
the Change Fund 
over 2013-15. 
Thereafter funding 
from mainstream and 
external sources 
dependent on 
evaluation / impact 

2013/15 Identification of a range of anticipatory and/or 
preventative projects that can help to 
increase community capacity and keep older 
people healthy, active and well in their own 
homes and communities.  

Co-production Develop new and 
innovative ways of 
involving older people, 
carers and the wider 
community in the 
planning, delivery, and 
review of services.  

Mainstream 
resources 

2013/15 Ensure the knowledge, skills, and abilities of 
older people, their carers, and the wider 
community are utilised to help us to improve 
older people’s services.   
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Priority Actions Investment Timescale Impact 
Transformation fund Delivery of a 

programme of 
transformational 
projects designed to 
test new ways of 
working and new 
services 

£1.5m change fund 
resources over 2012-
15.  Further 
resources dependent 
on evaluation. 

2012-15 TBC 

Workforce planning We will review our 
individual workforce 
plans and seek to 
identify the key issues 
that we need to 
address at a 
partnership level over 
the lifetime of this Plan 

Mainstream 
resources 

2013/15 Ensure our workforces are equipped to meet 
the needs of older people in new ways 

Communications strategy Develop a 
Communications 
Strategy and Plan in 
relation to the 
Reshaping Care 
agenda and the Joint 
Strategic 
Commissioning Plan. 

£40k from the 
Change Fund over 
2013-15 in addition to 
mainstream 
resources 

2013/15 Raise awareness of the aims of Reshaping 
Care and of the Joint Strategic 
Commissioning Plan. 

Equalities Undertake an Equality 
Impact Assessment of 
our Joint Strategic 
Commissioning Plan 
for Older People. 

Mainstream 
resources 

2013/14 Ensure that our Plans do not adversely 
impact on protected characteristic groups and 
that mitigating actions are put in place where 
necessary. 

Organisational 
development 

Implement Partnership 
OD plan 

Within partner 
existing resources 

2013-14 See para 8.18 

Equality Impact 
Assessment 

Undertake an EQIA on 
the draft plan 

Within existing 
resources 

2013 Final plan addresses equalities issues 
highlighted within the EQIA 
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Priority Actions Investment Timescale Impact 
Impact assessments Undertake risk and 

other impact 
assessments on the 
proposals within the 
plan  

Within existing 
resources 

2013-14 Joint Plan assessed from a risk perspective, 
risk strategy in place, and other impacts 
assessed. 

Preventative and anticipatory care 
Health improvement 
programme 

Development of a 
programme for older 
people including 
physical activity, falls 
prevention, nutrition etc

Community planning 
resources TBC 
£160k from change 
fund 

2013-15 Increased levels of physical activity. 
Reduction in falls. 
Reduction in smoking etc 

One Glasgow Implement and 
evaluate ‘First Through 
the Door’ pilot and Hub 
and Cluster initiative. 

Within existing 
resources 

2013/14 Improved and better co-ordination of care and 
support at home for vulnerable older people 

Anticipatory care 
programme 

Define and roll out 
programme city wide 

£341k from Change 
Fund over 2013-15. 

2013/15 Reduction in emergency admissions 

Memory services Engage with primary 
care to support 
diagnosing and 
supporting people 
with dementia.  

Within existing 
resources 

2013-15 TBC 

Supported self care Implement the 
supported self care 
framework 

Within existing 
resources 

2013-14 Referrals to community services and carers 
services 

Proactive care and support at home 
Support to carers Continue to enhance 

and improve the 
support available to 
carers. 

Includes £350k from 
Change Fund over 
2013-15 in addition to 
mainstream 
resources. 

2013/15 Helping carers to feel supported and to 
continue in their caring role, and preventing 
potential emergency admissions. 
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Priority Actions Investment Timescale Impact 
District Nursing  Implement Board wide 

review 
To Be Confirmed 2013/14 Increased patient facing time 

Assessment at home Delivery and 
assessment of the 
Change Fund 
Assessment at Home 
project. 
 

£1.3m allocated from 
Change Fund for 
2013-15. Final 
investment and roll-
out plans to be 
confirmed. 

2013/15 Facilitate earlier discharge/reduced length of 
stay 

Reablement Mainstreaming of the 
Reablement pilot 
piloted over 2011-13 
and supported by the 
Change Fund. 

Mainstream 
resources. 
 
 

2013/15 Empower patients by providing them with the 
skills required to be more independent, and 
reducing their requirement for home care 
support. 

Telehealth/Telecare  Continuation of the 
existing telecare 
services and the 
delivery and 
assessment of the 
Change Fund 
Telehealth project In 
the North East sector. 
 

Includes £264k from 
Change Fund for the 
telehealth pilot over 
2013-15 in addition to 
mainstream 
resources. 

2013/15 Prevent unnecessary emergency admissions 

Community rehabilitation Identify named contact 
for each GP practice.  
Pilot and evaluate rapid 
response model to GP 
and overnight referrals 

Within existing 
resources 

2013/14 Improved co-ordination of care with GPs 
following discharge.  Reduction in emergency 
admissions 

Post diagnosis support for 
people with dementia 

Delivery and 
assessment of the 
Change Fund Early 
Dementia Support   
project. 

£70k from Change 
Fund 12/13. £400k 
available over 13-15 
to support city wide 
roll out.  

2013/15 Improved support and better self 
management of dementia by improving the 
understanding of patients and their carers of 
dementia and the support available to them. 
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Priority Actions Investment Timescale Impact 

Single point of access Implement a new 
single point of access 
to health and social 
care services in the 
city, for professionals 
and clinicians. 

To Be Confirmed.  
Additional £25k from 
Change Fund to pay 
for IT support. 

2013/14 Provide clarity and ease of access for 
referrers across all settings to community 
based services for adults.   

Palliative care Implement Liverpool 
care pathway, SPAR 
and My Thinking 
Ahead  

Within existing 
resources  

2013/15 Increased number of LCPs and number of 
care homes using SPAR.  

Older people’s mental health Expand specialist 
OPMH Liaison services 
to create a 
comprehensive, city-
wide resource to 
support acute 
hospitals, care homes 
and community 
services across the 
city. 

£422k from the 
Change Fund over 
2013-15 in addition to 
mainstream 
resources. 

2013/15 Avoid delayed discharges and prevent 
unnecessary admissions.  

COPD Delivery and 
assessment of the 
Change Fund projects 
being delivered in each 
of the Sectors to 
support people with 
COPT to remain at 
home. 

In addition to the 
above investment in 
telehealth there is 
additional £650k from 
the Change Fund for 
the two pilots in the 
North East and South 
Sectors, as well as 
mainstream 
resources.  

2013/15 To reduce lengths of stay and prevent 
unnecessary emergency admissions. 
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Priority Actions Investment Timescale Impact 

Older people’s housing 
strategy 

Improve access to 
suitable housing and 
support services 
including low level 
preventative services. 

To Be Confirmed.  
Housing Strategy 
identifies additional 
£125m over 2013-15 

2013/15 Enable older people to live independently in 
their own home with appropriate support. 

Effective care at time of transition 
Day hospitals Provide additional 

specialist input to the 
city’s day hospitals  

 

£357k from the 
Change Fund over 
2013-15 in addition to 
mainstream 
resources. 

2013/15 Enable frail older patients to be seen and 
assessed more quickly with the aim of 
avoiding the escalation of problems that can 
lead to emergency admissions.  

Day care Upgrade the 
Council’s day centre 
provision. 

To Be Confirmed 2013/15 Improve the service available and ensure 
they are targeted at those most in need. 

Step up care 
 
 
 
 

Delivery and 
assessment of the 
Change Fund Early 
Step Up Care    project 
 
 
 

£2.3m allocated from 
Change Fund for 
2013-15. Final 
investment and roll-
out plans to be 
confirmed. 

2013/15 Prevent unnecessary emergency admissions 

 

Power of Attorney Develop and 
implement an 
awareness raising 
campaign in relation to 
AWI and the Power of 
Attorney. 

£47k from the 
Change Fund in 
addition to 
mainstream 
resources. 

2013/14 To increase the number of older people with 
Power of Attorney arrangements in place, in 
order to avoid unnecessary hospital delays. 

Palliative Care Delivery and 
assessment of the 
Change Fund projects 
being delivered in 

£503k from the 
Change Fund in 
addition to 
mainstream 

2013/15 Increased number of anticipatory care plans 
and of the numbers of people who are 
supported to die at home in line with their 
preferred wishes. 
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respect to palliative 
care. 

resources for three 
separate projects.  

Priority Actions Investment Timescale Impact 

Reshaping hospital and care homes 
Modelling of Future Care 
Home Capacity 
Requirements 

Completion of Care 
Home 
Commissioning 
Strategy 

 2013/23 Identify Care Home bed capacity 
requirements (volume, location, and 
category). 

NHS bed model Develop and 
implement a plan for 
the future use of 
hospital beds within 
the city 

To Be Confirmed 2013/15 Achieve target ALOS of 15.4 days 
662 inpatient beds, and 240 continuing care 
beds 
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ANNEX G 
HOUSING CONTRIBUTION STATEMENT 

 
Theme Detail 

Outcomes relevant to 
the housing 
contribution (Note1) 

Glasgow City Partnership’s Draft Joint Strategic 
Commissioning Plan for Older People 2013-16 (JCP) 
identifies a number of national and local health and 
social care outcomes that will be used to measure 
progress with reshaping care,  including: 
 
• reduction in the number of emergency 

admissions to hospital and in the number of 
people whose discharge has been delayed so 
that hospital resources can be better used; 

• reduction in long-term care home placements; 
and, 

• improved support for unpaid carers 
 
Investment in specialist housing, housing 
improvements, adaptations and equipment and 
housing support services has significant potential to 
bring about positive health and quality of life 
outcomes for older people and their carers and will 
impact on all of the outcomes listed above, as well 
as produce important savings in health and social 
care budgets.   
 
For example, research has clearly demonstrated that 
provision of housing improvements and adaptations 
and equipment helps to prevent falls, as well as a 
number of other physical health problems, and can 
reduce admission to and delayed discharge from 
hospital and residential care.  The provision of 
housing adaptations and equipment also produces 
positive health impacts for carers by preventing back 
injuries and reducing stress. 
 
The Health Impact Assessment (HIA) of Glasgow’s 
Housing Strategy 2011-16 provides more detailed 
discussion on the potential contribution of housing to 
improving people’s health and sense of well-being 
and reducing health inequalities between different 
groups.  The HIA can be accessed at the web link 
below –  
www.glasgow.gov.uk/index.aspx?articleid=4029 
 

Strategic direction of 
travel and proposed 
investment changes 
within the draft Joint 

Glasgow’s current balance of care in terms of 
investment in services for older people is strongly 
slanted towards hospital and care home provision.  
The JCP for Older People proposes to change the 

http://www.glasgow.gov.uk/index.aspx?articleid=4029�
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Theme Detail 
Strategic 
Commissioning Plan 
for Older People  
(Note 2) 

focus of the care for older people from institutional 
settings to supporting people to live at home and in 
homely settings for as long as possible.  The draft 
JCP commits to reducing the resources allocated to 
hospitals and long-term care home placements and 
doubling the proportion of resources invested in 
prevention and anticipatory care over the next 3 
years to deliver this shift. 
 
The JCP for Older People does not underestimate 
the challenges Glasgow faces in shifting the balance 
of care towards prevention and anticipatory care but 
identifies a number of service redesign proposals as 
key to achieving the change required, and delivering 
improved services for older people (see Section 7 of 
the JCP).  These include: 
 
• investment to sustain and grow a range of 

community-based services that secure the effective 
involvement older people, their carers and the 
wider community in the planning and delivery of 
services; 

• development of a programme of preventative and 
anticipatory care which includes a health 
improvement initiatives and an anticipatory care 
programme; 

• more proactive care and support at home through 
the introduction of new services/initiatives that 
provide direct or indirect support to carers, an 
enhanced role for District Nurses, development of 
an assessment at home pathway, development of 
the new Home Care Reablement Service, 
telehealth/telecare, community rehabilitation and 
post diagnosis support for people with dementia; 

• enhanced role for day hospitals and day care 
services to provide older people with improved care 
at times of transition; and, 

• optimising use of hospitals and care homes. 
 

The housing 
contribution – 
investment  already 
planned on the basis 
of the LHS ( and if 
appropriate  the LA 
Housing Business 
Plan for its own stock) 
(Note 3) 

Glasgow’s Housing Strategy 2011 – 16 (GHS) and 
Strategic Housing Investment Plan 2012/13 – 
2014/15 (SHIP) are closely aligned to health and 
social care commissioning strategies and their 
implementation will make a significant contribution to 
the delivery of the JCP for Older People across a 
number of areas. 
 
Glasgow’s Housing Strategy is founded on three 
strategic themes – Regeneration, Access & Delivery 
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Theme Detail 
through partnership – and identifies a number of key 
outcomes and actions under each theme that will 
contribute to the delivery of the JCP and support 
health and social care outcomes for older people. 
 
Regeneration:  Increasing the supply and improving 
the quality of housing available to Glasgow’s people 
One of the outcomes under this strategic theme is 
increasing the supply of new accessible housing, as 
well as housing for particular needs.  Key actions 
include: 
• review and implement new wheelchair 

accessible housing targets for new 
developments; and, 

• work jointly with health and social care services 
to ensure specialist housing provision is fit for 
purpose and, if not, invest in reprovisoning for 
existing and future needs. 

 
Access:  Improving access to appropriate housing 
for Glasgow’s people 
One of the outcomes under this strategic theme is 
that more people are living independently and 
receiving the support that they require.  Key actions 
include: 
• improving engagement at local level between 

Social Work, Health and housing providers to 
ensure that we have networks in place to 
deliver effective joint planning and service 
delivery; 

• development of a Commissioning Strategy 
which recognises the contribution of low level, 
preventative housing support services and 
progression towards personalisation of 
individual budgets; 

• evaluation of existing services to support older 
owner occupiers and the development of 
improved service provision; 

• explore alternative models of housing provision 
for older people; and, 

• review how adaptations are delivered in the city 
to ensure equality of access across all 
tenures/groups and that the impact of 
investment is maximised 

 
Delivery: Maximising Resources, Improving 
Partnership Working and Effective Monitoring 
One of the outcomes under this theme is the 
development of positive partnerships and co-
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Theme Detail 
ordination among statutory and voluntary agencies 
across a range of housing and housing related 
areas.  Key actions include: 

• review the engagement network for housing 
so that it remains fit for purpose (see section 5 
below). 

 
Glasgow’s Housing Strategy 2011-16 can be 
accessed at 
www.glasgow.gov.uk/index.aspx?articleid=4029 
 

Likely future impact of 
plan upon housing 
resources (Note 4) 

Moving forward, effective development and 
implementation of the Glasgow’s JCP for Older 
People has the potential to place significant 
demands on housing resources in the city. 
 

1) requirement for additional staff resource: 
The JCP suggests that shifting the balance 
of care in Glasgow crucially depends on the 
increased involvement and engagement of 
all stakeholders in the planning and delivery 
of service redesign.  Additional staff 
resource will be required to secure the full 
and active participation of the housing sector 
and ensure that a stronger housing 
perspective is incorporated into future JCS 
processes and plans. 

 
2) Increased Demand for Housing Support 

Services for Older People: At present, 
housing makes a significant contribution to 
supporting older people to live 
independently at home in a community 
setting through the provision of a range of 
low-level, preventative support services 
such as housing information and advice and 
welfare advice, housing support, 
handyperson and care and repair services, 
lunch clubs, exercise classes and peer 
support and support for carers.  Increasing 
the proportion of older people living at home 
will require maintenance and growth of 
these services and the revenue resource 
that funds them.  Research commissioned 
jointly by Glasgow West of Scotland Forum 
of Housing Associations and Scottish 
Federation of Housing Associations 
highlights the variety and scope of housing 
and support services that housing 

http://www.glasgow.gov.uk/index.aspx?articleid=4029�
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Theme Detail 
associations are providing to older people in 
the city and can be accessed at 
www.gwsf.org.uk 

 
3) Capital Investment: The key strategic 

objective of the JCP is to shift the balance of 
care so that more people are living 
independently in their homes for as long as 
possible.  Given the age, condition and built 
form of the existing housing stock in 
Glasgow (see challenges in section 7 
below), significant capital investment in new 
supply, improvements and adaptations will 
be required to ‘future-proof’ the housing 
stock and ensure that it meets the needs of 
an ageing population and makes it possible 
for older people to live at home and maintain 
their independence in the community.  The 
creation of more housing options fro older 
people through the development of 
alternative models of specialist housing 
across all tenures will also require allocation 
of capital funding. 

 
Process for integrating 
the  housing 
contribution to the 
Joint Strategic 
Commissioning Plan 
for Older People in 
future(Note 5) 

Glasgow City Partnership acknowledges the 
significant contribution that housing makes to 
improving health and social care outcomes and is 
strongly committed to ensuring that housing aspects 
of health and social care agendas are clearly 
expressed and fully incorporated into JSC processes 
and plans. 
 
At present, membership of the Reshaping Care 
Strategy Group in Glasgow includes representation 
from GCC Housing Services and GCVS, whose 
membership includes Glasgow and West of Scotland 
Forum of Housing Associations. 
Representatives update and facilitate involvement of 
the housing sector in the development of Joint 
Strategic Commissioning Plans for Older People.  A 
Housing Sub-Group of the Supporting People at 
Home work stream has also been established and 
has played an active role in the development of the 
JCS and preparation of the Change Fund Resource 
Plan.   
  
Moving forward, the Glasgow City Partnership 
recognises the need to strengthen the integration 
process between housing, health and social care 
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Theme Detail 
and has supported the development of more robust 
joint planning structures through the introduction of a 
revised engagement network for strategic housing 
and housing related issues.   
 
Under this revised engagement network, the remit of 
the Citywide Housing Strategy Investment Forum 
(CHSIF) has been broadened so that its overarching 
role is to consider progress towards delivery of 
Glasgow’s Housing Strategy Outcomes and 
Strategic Housing Investment Plan priorities, 
including those that contribute to the delivery of the 
JSC Plan for Older People.   
 
Membership of the Citywide Housing Strategy and 
Investment Forum (CHSIF) has been extended to 
include representation from NHS Greater Glasgow 
and Clyde. The chair will continue to be the 
Executive Member for Jobs and the Economy.   
The Forum includes representatives from the 
following organisations: 

• Scottish Government 
• Glasgow and West of Scotland Forum of 

Housing Associations (GWSF) 
• Scottish Federation of Housing Associations 

(SFHA) 
• Clyde Valley Strategic Development Planning 

Authority (GCVSDPA) 
• Glasgow Housing Association  
• Glasgow City Council: Officers from 

Development and Regeneration Services and 
Social Work Services 

• NHS GGC 
• SAL 
• Homes for Scotland 

The revised network adopts a more streamlined 
approach to alignment of housing planning with 
health and social care priorities through the 
establishment of a single Homelessness, Social 
Care Housing Sub-Group where the housing aspects 
of the social care and health agenda, including 
reshaping care for older people, can be discussed 
and developed.  This group will as the hub for this 
agenda and consider all aspects of housing that 
affect the various social care groups and will 
feedback to the Forum and the RCOP Strategy 
Group. 
Membership of this group will consist of 
representation from the following organisations:-  
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Theme Detail 
• Glasgow City Council: Officers from 

Development & Regeneration Services and 
Social Work Services 

• GWSF 
• SFHA 
• GHA 
• NHS GGC 

Glasgow and West of Scotland Forum (GWSF) has 
also produced a Strategic Issues Report to explore 
how Community Controlled Housing Associations 
(CCHAs) in the city can become more fully involved 
in strategic discussions about reshaping care for 
older people and in future JCS processes and plans.  
The report identifies some initial priorities for 
increasing the contribution of CCHAs to the 
development of the JCS, including: 

• Developing a clear message about the 
strength of the sector and the important role 
that it plays in delivering the RCOP agenda in 
Glasgow 

• Developing an evidence base about the scale 
and range of accommodation and support 
services provided by CCHAs and the impact 
of these preventative services on reducing 
costs for acute services 

• Increasing shared learning 
• Collaboration in research and development of 

new services 
• Influencing the agenda by negotiating the 

creation of a housing forum related to housing 
and support for older people. 

 
Outline and 
understanding of 
shared data sources , 
and gaps to be 
addressed (Note 6) 

Numerous data sources have been used by health, 
social care and housing in compiling the JCP 2013-
16 and Glasgow’s Housing Strategy 2011-16. 
 
Section 4 of the JCP provides details of the data 
sources used to analyse current and projected levels 
of need and demand for health and social care 
services for older people in Glasgow, while 
information on the vast range of data sources used 
in the development of the GHS and related 
documents can be accessed at the web link below -   
www.glasgow.gov.uk/index.aspx?articleid=4029 
 
In terms of data not currently available that would 
help to improve joint working between sectors, the 
following areas for improvement have been identified 
by partners:  

http://www.glasgow.gov.uk/index.aspx?articleid=4029�
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• The Glasgow and Clyde Valley Housing Need and 

Demand Assessment (HNDA) provides estimates 
of housing need, demand and market conditions 
but does not allow detailed analysis of the type of 
housing (and the type of housing older people live 
in) to establish the extent to which existing stock 
can meet the demands of an ageing population; 

• Market assessment of housing options for older 
people in Glasgow is required to establish if the 
current market is providing for the growing 
demographic and the extent to which we require to 
increase the supply of new housing for older 
people and/or develop alternative models of 
housing provision in the city. 

 
Key challenges going 
forward (Note 7) 

Partners have identified a number of key 
challenges/issues to ensuring that the contribution of 
housing to delivering the JCP and a shift in balance 
of care is maximised, including: 
 
• Resourcing full and active participation in the 

development and delivery of JCP processes 
and plans:  There is a reducing available staff 
resource across the housing sector due to cuts in 
public expenditure and the need to divert resources 
to address impact of Welfare Reform etc.; 

• Glasgow’s housing stock:  The age, condition 
and built form of housing in the city means that 
accessibility across the stock is poor and this 
presents a significant challenge to frail older people 
maintaining their independence in community 
settings and is a potential barrier to shifting the 
balance of care in Glasgow; 

• Expanding housing options for older people: 
Delivering specialist housing projects for older 
people and increasing the supply of accessible 
housing will be challenging given the reduction in 
the overall amount of grant funding and subsidy 
levels.  Fewer housing development projects will be 
funded and delivery of specialist housing with 
enhanced specification is not financially viable 
/attractive to developers. 

 
• Effectively capturing and demonstrating the 

contribution of housing to delivery of health 
and social care measures /outcomes: It is 
difficult to evidence a direct causal link between 
provision of low level preventative housing services 
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and reduced demand for acute and care home 
services; 

 
• Relationships between housing providers, SWS 

and the NHS:  There is a requirement to build 
stronger relationships between sectors; 

 
• Maintaining and expanding the housing 

contribution through provision of 
accommodation and support services for older 
people: Development and wider role activity by 
housing associations is under threat in the hostile 
external environment (cuts to grant funding, welfare 
reform etc); 

 
• Ensuring private sector housing issues are 

represented / addressed.  
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VISION: 
A model of health and social care that improves the outcomes of Vulnerable Adults and 
Older People, through the key objectives: 

• Early prevention and harm reduction  

• Providing greater self-determination and choice 

• Shifting the balance of care 

• Enabling independent living for longer  

• Quality Care Management 

National Policy 
Drivers 
NHS/SWS 
objectives 
JPB Vision

 Key  
Outcomes 

Vulnerable adults and older people: 
• feel physically and emotionally safe  
• are involved in decisions about their care 
• are engaged in community leisure and social activities of their choice   
• are engaged in development opportunities of their choice (including employment, 

education, training or volunteering) 
Carers: 

• feel supported and capable to continue in their role as carer 

Diagram 1: Outcomes Framework for Adult Citizens

 Key 
Outputs 

 
 
 

Care Group Priorities and Activities: 
• Older People 
• Adults with Disabilities  
• Mental Health 
• Alcohol and Drugs 
• Homelessness 

 
Cross- cutting Priorities and Activities: 

• Carers 
• Employability 
• Service User and Carer Involvement  
• Financial and Work force planning 

ANNEX I 


	4.1 In this section we describe factors that impact on the health and well being of older people, and health, social work and housing services in Glasgow. 

