ACHSCP - DELIVERY PLAN YEAR 3 PERFORMANCE REPORTING
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REHABILITATION REVIEW
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DEFINITIONS

METRICS USED

Primary CTAC calls and  Provided by ACHSCP. Community Treatment and Care services appointments booked and attended. Call

Care attendance numbers and results also included.
Dati Falls This is taken from DATIX as all falls listed under the ABCITY organisation where the incident result is provided as
atx HARM/NO HARM/NEAR MISS. i , . . . . :
Primary Care Supplied by the Primary Care Contracts Team. Practices contact the team with their current ‘Level’ which
Stability Levels  can range from full services to full suspension of services.
A delay meeting the definition for delayed discharge for which the reason for delay is considerd a 'Complex' . . . o
Complex . . : There are beds which are allocated for people who are presenting as unwell but not requiring an admission
Delayed Delays rgaszr:j (T;J” d%}a%reasor)t coges %\(arlllaﬁ]e Vs'a PHSl_).tTFhegﬁ a:e tygcgqllynctielays where the HSCP has less control Rosewell % Step Up (RWH) to an acute hospital setting. These beds may prevent the person from an avoidable admission to hospital
Discharges (i.e. Adults wi capacity, Guardianship, Specialist Facility requirements). - or a crisis driven avoidable admission to a mainstream care home. For the dashboard these are identified
House using the IsFirstWard flag.
A delayed discharge is a hospital inpatient who has been judged clinically ready for discharge by the responsible
Delayed clinician in consultation with all agencies involved in planning that patient’s discharge, and who continues to Ward Start Admission to Rosewell House wards from anywhere in the system at any point during a patients stay,
Discharges SCUPY the bed beyond the ready for discharge date and 48 hours after social work has been contacted. It is very R?I\I;H arts including transfers from any other ward/locations as well as first ward admissions for the given date range.
important that, while the clinician in charge has ultimate responsibility for the decision to discharge, the decision ( )- Individuals who have multiple movements into the ward in a date range are counted for both movements.
must be made as part of a multi-disciplinary process and focuses on the needs of the individual patient.
Calculated as the number of hours between the ward start and the end date divided by 24 to give a decimal
Monthly Bed The total number of bed days in a month occupied by a delayed discharge. Note this is not the total length of SOARS Average LOS day value. This value is expressed as an average for all ward end dates (discharges and transfers) during
Days delay. the given date range.
Average Calculated using the overnight occupancy for a given ward or group of wards divided by the allocated beds
o : . .
Standard A delay meeting the definition for delayed discharge for which the reason for delay is considerd a 'Standard' Occupancy % available for the applicable ward(s), given as a percentage.
Delays reason (full delay reason codes available via PHS).
Max LOS As above however, only the maximum LOS value for a discharge that has occurred in the given date range.
Allocated
Hospital at Beds Allocated beds is pulled directly from the applicable field in Trakcare for that ward.
Home Available Admission to SOARS wards from anywhere in the system at any point during a patients stay, including
Ward Starts - transfers from any other ward/locations as well as first ward admissions for the given date range.

Individuals who have multiple movements into the ward in a date range are counted for both movements.

Average %  Calculated using the overnight occupancy for a given ward or group of wards divided by the allocated beds

Occupancy available for the applicable ward(s), given as a percentage.

Social Care Care Searches in Provided by ACHSCP. The total number of cases which remain open and awaiting care (a single client can

Place have multiple cases).

Hospital at Admission to Hospital at Home wards from anywhere in the system at any point during a patients stay, including

Home transfers from any other ward/locations as well as first ward admissions for the given date range. Individuals who Clients with Provided by ACHSCP. The number of clients who have been waiting over 14 days for one or more open

Admissions have multiple movements into the ward in a date range are counted for both movements. Unmet Needs cases for social care.

8vern|ght The total number of occupied beds at midnight for The given date. Weekly Carer Provided by ACHSCP. The total number of hours required to satisy the care requirements for all open

ccupancy Hours cases.
L . ’ . . Weekly Unmet Provided by ACHSCP. The total number of hours required to satisy the care requirements for all open

Probable ‘Probable suicides’ refers to deaths from intentional self-harm and events of undetermined intent. The latter Needs Carer th t{) b ’ for 14+ d q y q P
Mental Suicid category includes cases where it is not clear whether the death is a suicide. Data used for this chart is from Hours cases that have been open for ays.
Health uicides published data.

PT The percentage of patients who were treated within the 18 week treatment time target for the listed service Strategy ~ Adapations Provided by ACHSCP. Adaptations completed split by major/minor.

Percentage H ili o itv Peri | itv Reh Eating Di E E .

Treated teams. osted Spema ist Sgrwces. Communlty erinatal, (}ommmumty el ap, ating |sorde_rs, den, Forensic

within 18 Services, LD, Liason Psychiatry, Maternity., Neonatal, Perinatal & Rehabilitation. CAHMS: Child and Adolescent

Weeks Mental Health Services

Carers Supported The number of carers supported by the partnership, split by age

RCH (Young & Adult) '

Average Calculated using the overnight occupancy for a given ward or group of wards divided by the allocated beds

Overnight available for the applicable ward(s), given as a percentage.

Occupancy Telecare Provided by ACHSCP. Telecare and community alarm clients.

Alcohol and These are admissions which have ICD10 codes given below. Note that this figure can vary and lag as diagnosis
Prevention Drug Related is determined alnd amended on Trakcare - this can take a few months to appear within the data. Recent data A patient who is physically located on a different ward but should have been admitted to the given ward,

Admissions should be considered as changable. Alcohol Related— F10 codes. Drug Related — F11 - F19 codes. Ward 102  Daily Boarders - however no bed was available to admit them. For example a patient who is under the care of Ward 102

may use a bed in another ward.

Sexual o . . . . . .
. . . . - Admission to Ward 102 from anywhere in the system at any point during a patients stay, including transfers
:itail‘:ir;yc"mc Provided by ACHSCP for the dashboard and include face to face and phone/virtual visits. g::?; 02 Ward from any other ward/locations as well as first ward admissions for a given date range. Individuals who have

multiple movements into the ward in a date range are counted for both movements.

GLOSSARY OF ADDITIONAL TERMS

Creative breaks

Criteria led
discharge

Delayed
Discharge

Delayed Transfer
of Care

Discharge to
Assess,

Emergency
discharge beds

Hospital at home

Hospital
Homecoming

Interim
placement

Reablement

Rehabilitation

Respite

Step down beds

Step up beds

Creative Breaks is a funding programme of the Short Breaks Fund, operated by Shared Care Scotland on behalf of the Scottish Government. The purpose of the Short Breaks Fund is to increase the range, availability, and choice of short breaks
for carers and those they care for across Scotland. The Short Breaks Fund aims to make a lasting positive impact to carers and the people that they care for, to funded organisations, and to wider short breaks policy and practice.

The Creative Breaks programme provides grant funding to third sector organisations to develop and deliver short breaks projects and services for carers of adults (aged 21 years), and young carers (caring for children or adults), and the people
that they care for.

This term is used to describe a discharge process which is led by certain criteria that will enable the person to be discharged safely. During the persons stay the doctors, nurses and other staff will work with them to observe and record their
progress with certain "goals". The term ‘goal’ refers to what the healthcare team want they person to achieve for their individual health needs. Discharge from hospital happens when they are medically ready to go and their healthcare team have
confirmed they have met their goals as an inpatient. Criteria Led Discharge goals may include: « Ability to transfer safely — this doesn’t necessarily mean walking, but means they can safely transfer from bed to a chair etc. with any equipment
assessed necessary for their needs. ¢ that their blood pressure and temperature are within the required range. ¢ their discharge destination is ready, safe for them to return to and they have any required care packages/equipment in place.

A delayed discharge is a hospital inpatient who has been judged clinically ready for discharge by the responsible clinician in consultation with all agencies involved in planning that patient’s discharge, and who continues to occupy the bed beyond
the ready for discharge date. It is very important that, while the clinician in charge has ultimate responsibility for the decision to discharge, the decision must be made as part of a multi-disciplinary process and focuses on the needs of the
individual patient

A ‘delayed transfer of care’ occurs when a patient is ready to leave their current bed but requires some further care in another facility or community hospital but is still occupying an acute bed.
Delayed transfers — also referred to as ‘DTOCs’ or sometimes, often in the media, described as ‘bed-blocking’ — can cause considerable distress and unnecessarily long stays in hospital for patients. They also affect waiting times for NHS care, as .
delayed transfers reduce the number of beds available for other patients

Where people who are clinically optimised and do not require an acute hospital bed, but may still require care services are provided with short term, funded support to be discharged to their own home (where appropriate) or another community
setting. Assessment for longer-term care and support needs is then undertaken in the most appropriate setting and at the right time for the person

This is provision of care in a care home setting for the care of people who are medically fit for discharge however, there is no placement in the current system able to support them with their preferred placement. They may also need a bit more
nursing or support to recover completely before moving onto their selected placement. The placement may be required due to a lack of care at home care availability or a place in their preferred care home or Very Sheltered housing scheme not
being available. Emergency discharge beds tend to be purchased as a result of increased pressure and demand on the system to support people to move on from the hospital and release bed capacity.

Is a short-term, targeted intervention that aims to provide a level of acute hospital care in a person’s own home or normal place of care that is equivalent to that provided within a hospital.

A two year volunteer project with nine test sites, at the time of writing, to support people up to 12 weeks after they have been discharged from hospital. Services the volunteers offer include shopping, prescription collections, transport to
appointments, befriending and dog walking.

There will be times when a patient in hospital, or the community cannot access the service they require, be that a Care Home, alternative housing with care, or a Care at Home service and therefore a variety of interim options are required. This
avoids risk or harm to patients by reducing unnecessary delays for individuals being discharged from hospital but also to avoid where possible unnecessary admissions to hospital.

The reablement approach supports people to do things for themselves and helps people to retain or regain their skills and confidence so they can learn to manage again after a period of iliness. It is usually provided in the person’s own home and
aims to assist people to continue to live as they wish and to enable the individual to do ordinary activities like cooking meals, washing, dressing, moving about the home and going out. Reablement may be used to support discharge from hospital, .
prevent readmission or enable an individual to remain living at home. (from SCIE)

Person-centred interventions designed to optimise functioning and reduce disability in individuals with health conditions in interaction with their environment. Rehabilitation may be required following an injury, surgery, disease or illness or because
their functioning has declined with age. Rehabilitation can help to reduce, manage or prevent complications associated with many health conditions, such as spinal cord injury, stroke, or a fracture. Rehabilitation is provided by a multidisciplinary
workforce including physiotherapists, occupational therapists, speech and language therapists, audiologists, orthotists and prosthetists, clinical psychologists, physical medicine and rehabilitation doctors, and rehabilitation nurses. It addresses
underlying conditions such as pain and supports people to overcome difficulties with movement, communication, eating, thinking, seeing, hearing. It helps the person be as independent as possible in everyday activities and enables participation
in education, work, recreation and meaningful roles. (WHO)

An opportunity for carers and those that they care for to have a break from their current circumstances in a residential setting such as a care home or very sheltered housing complex. Respite may be planned in advance, or unplanned where
there is a sudden change in someone's situation or as a place of safety, in response to an Adult Protection situation and/or emergency response to risk allowing time to forward plan and make arrangements.

These are rehabilitation beds when people need a bit more time to recover after a period of time when they have been unwell or after surgery. The person is generally well but require a time of support to help them rehabilitate with input from
Allied health Professions such as Occupational Therapists and Physiotherapists.

There are beds which are allocated for people who are presenting as unwell but not requiring an admission to an acute hospital setting. This may be in a care home for example which provide 24 hour care and support to a person who may be
requiring additional care and support and in some cases nursing input. These beds may prevent the person from an avoidable admission to hospital or a crisis driven avoidable admission to a mainstream care home.



