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The Accounts Commission

The Accounts Commission is the public spending watchdog for local government. We hold councils in Scotland to account and help them improve. We operate impartially and independently of councils and of the Scottish Government, and we meet and report in public.

We expect councils to achieve the highest standards of governance and financial stewardship, and value for money in how they use their resources and provide their services.

Our work includes:

securing and acting upon the external audit of Scotland’s councils and various joint boards and committees
assessing the performance of councils in relation to Best Value and community planning
carrying out national performance audits to help councils improve their services
requiring councils to publish information to help the public assess their performance.

You can find out more about the work of the Accounts Commission on our website: www.audit-scotland.gov.uk/about/ac 


Auditor General for Scotland

The Auditor General’s role is to:

appoint auditors to Scotland’s central government and NHS bodies
examine how public bodies spend public money
help them to manage their finances to the highest standards 
check whether they achieve value for money. 

The Auditor General is independent and reports to the Scottish Parliament on the performance of:

directorates of the Scottish Government  
government agencies, eg the Scottish Prison Service, Historic Scotland 
NHS bodies
further education colleges 
Scottish Water 
NDPBs and others, eg Scottish Police Authority, Scottish Fire and Rescue Service.

You can find out more about the work of the Auditor General on our website: www.audit-scotland.gov.uk/about/ags 

Audit Scotland is a statutory body set up in April 2000 under the Public Finance and Accountability (Scotland) Act 2000. We help the Auditor General for Scotland and the Accounts Commission check that organisations spending public money use it properly, efficiently and effectively.

Summary

Key facts
Approx £4.5 billion
Spend by councils and NHS boards on health and social care for people aged 65 or over in 2011/12

17%
Population aged 65 or over in Scotland in 2012
25%
Population aged 65 or over in Scotland in 2035

£300 million
Change Fund for older people’s services over four years from 2011/12

232,402
Emergency admissions to hospital of people aged 65 or over in 2012/13

305,696
Days that patients aged 75 or over were delayed in hospital, when they were clinically ready to leave in 2012/13

32,888
Residents in care homes for older people in March 2013

50,354
People aged 65 or over receiving care at home in 2013

older people need access to a wide range of health and social care services

Background
The public sector in Scotland faces significant challenges in reshaping care for older people, as it involves changing the way it provides services while continuing to meet current needs. People in Scotland, as in most European countries, are living longer. By 2035, a quarter of Scotland’s population will be aged 65 or over, up from 17 per cent in 2010.1 Many older people are in good health and do not need access to intensive or long-stay health and care services. In March 2012, nine per cent of people aged 65 or over, and just over a third of people aged 85 or over, received care at home or as a long-stay resident in a care home or hospital.2 However, older people are more likely than younger people to be admitted to hospital in an emergency and to have multiple and more complex health problems. Many older people provide care and support to others; there are an estimated 657,300 unpaid carers in Scotland, of whom 20 per cent are estimated to be aged 65 or over.3
People are living longer with more complex care needs and this has implications for organisations that provide services for older people. In 2010, the Scottish Government and the Convention of Scottish Local Authorities (COSLA) launched a ten-year change programme, Reshaping Care for Older People (RCOP). This aims to improve the quality and outcomes of care, and to help meet the challenges of an ageing population.4 RCOP builds on a number of previous policies and focuses on giving people the support they need to live independently in their own home and in good health for as long as possible. It aims to improve the way that organisations work together to provide care and support for older people. In 2011/12, the Government introduced a fund, the Change Fund, specifically to help these organisations take forward this area of policy.
Initiatives in Scotland over several years have aimed to improve how NHS boards and councils work together to provide care services. In May 2013, the Scottish Government published the Public Bodies (Joint Working) (Scotland) Bill. The Scottish Parliament is currently considering the Bill, which will require NHS boards and councils to produce a plan for health and care services across the local area.5 This will lead to significant changes in how health and social care services are planned and provided across Scotland. It means a much greater focus on the way that health and social care resources are used collectively at a local level to meet needs.
A number of broader challenges that we do not explore in detail in this report will also influence how services for older people are delivered. Some of these issues are likely to form part of future audit work and include:
a move to give older people more control over the services they receive through self-directed support by having more influence over the money spent on the services they need
implications for pensions from an ageing population
the impact of welfare reform on public sector budgets.
About the audit
We are assessing progress with RCOP three years into a ten-year programme, and considering the impact of the Change Fund that has been in place for two years of the four years it is available. Our report shows that overall progress to date has been slow. RCOP is at an early stage but the core principles of supporting older people to live independently and improving partnership working have been a policy focus in Scotland for a number of years. This report is timely given current plans to integrate health and social care services. Implementing our recommendations will help the Scottish Government, NHS boards and councils increase the pace of change.
Our audit aimed to establish how much progress NHS boards and councils have made in improving health and care services for older people, including developments through RCOP. We looked at the extent to which care for older people has shifted towards communities and away from hospitals and care homes. We reviewed whether the Change Fund is helping to improve care for older people in ways that can be sustained. We also examined the challenges facing organisations that deliver services for older people and how well they are meeting them. In this audit, we use the term ‘older people’ to refer to people aged 65 or over. Where data was available, we reviewed information on health and care for older people aged 75 or over, and 85 or over.
We based our evidence on an analysis of national and local statistics, guidance and reports. We have included case studies to highlight progress at a local level and examples of good practice. We held focus groups with older people and their carers and with third sector organisations to find out how service changes are affecting people. We did not review specific service areas or conditions, such as dementia. We acknowledge the important role of broader services such as housing and transport in supporting older people and contributing to RCOP but have not reviewed these in detail. We did not assess the overall quality of health and care services in local areas, but we have used evidence from other audit and inspection work where it applies. Our audit methodology is in Appendix 1. Appendix 2 lists members of our Project Advisory Group, who gave advice and feedback at important stages of the audit.
This report has three parts:
Part 1. Setting the scene
Part 2. Spending
Part 3. Progress with Reshaping Care for Older People.
In addition to this report we have published accompanying documents and supporting material on our website, including:
Findings from our focus groups (PDF) with older people and their carers and the third sector.
Self-assessment checklist (PDF) highlighting specific issues to help councils and NHS boards to improve support for older people.
Checklist for non-executive directors of NHS boards and elected members in councils (PDF) to help them in their scrutiny role.

Key messages

Reshaping Care for Older People (RCOP) is a complex programme of major transformational change affecting most health and social care services. Implementing the programme is challenging as organisations must continue to meet people’s current care needs and plan future services while managing pressures on existing services. Strong national and local leadership is needed to take this significant agenda forward.
In 2011/12, the NHS and councils spent approximately £4.5 billion on care for older people. More needs to be done to target resources on preventing or delaying ill health and on supporting people to stay at home. There is little evidence of progress in moving money to community-based services and NHS boards and councils need clear plans setting out how this will happen in practice. To implement RCOP successfully, partners need to make better use of data, focus on reducing unnecessary variation and monitor and spread successful projects.
The Change Fund represents 1.5 per cent of all spending on older people in 2011/12 and this has led to the development of a number of small-scale initiatives. Initiatives are not always evidence-based or monitored on an ongoing basis and it is not clear how successful projects will be sustained and expanded. The Change Fund has been successful in bringing together NHS boards, councils and the third and private sectors to develop and agree joint plans to improve care for older people in their local area.
For several years, there has been a greater focus on improving quality of care for older people in Scotland and providing services in a joined-up way, but progress has been slow. National performance measures have not kept pace with policy changes and a greater focus on outcomes is needed. There is no clear national monitoring to show whether the policy is being implemented successfully and what impact this is having on older people.

Key recommendations
The Scottish Government should:
set out clear measures for success when a new policy is introduced. The Government should monitor progress and publicly report on performance against these measures and use them to underpin local commissioning and scrutiny. These indicators should include measures that cover outcomes, quality, community services and services to prevent or delay ill health
make information on the quality of care for older people across Scotland more accessible and easier to understand. In doing this, it should continue to support the development of joint inspections by Healthcare Improvement Scotland and the Care Inspectorate, particularly in light of plans to integrate health and social care services.
The Scottish Government should work with NHS boards, councils and their partners to:
improve and maintain data on cost, activity and outcomes for health and care services, particularly community-based services where there are key gaps. This information matters as it helps local decision-makers to decide where to spend, and not to spend, public money. It should be set out clearly as part of joint strategic commissioning plans
do more to understand the reasons why activity and spending on services for older people vary across Scotland. They need to work with local practitioners to help:
	use information to benchmark activity and costs

identify areas for improvement
	identify good practice
set out clear plans for how resources will shift to community services in the short and longer term.
NHS boards, councils and their partners, supported by the Joint Improvement Team and other national bodies, should:
make better use of available data, focusing on understanding reasons for variation in activity and spend, and reducing unexplained variation
monitor and spread successful projects by ensuring that initiatives aimed at improving services for older people have evaluation built in from the start to show how cost effective they are and how they are performing
identify initiatives that have had a positive impact on older people and:
	specify how much they cost and the impact on other services

be clear how they can be sustained in the longer term.


Part 1
Setting the scene
Reshaping Care for Older People aims to change many NHS and care services

Key messages
Across Scotland and other European countries, people are living longer and in better health, but some older people have more health and care needs. The ageing population will affect the wider economy, and the availability of people to pay for and provide care services.
RCOP was introduced to support changes to services for older people along with a number of other national policies. It is a complex programme requiring joint action by a number of organisations if it is to be successful.

People are living longer and this has implications for health and care services
Scotland’s population is ageing. Between 2010 and 2035:
the percentage of the population aged 65 or over is projected to increase from 17 per cent (879,492 people) to 25 per cent (1,430,628 people)
the percentage of the population aged 75 or over is projected to increase from eight per cent (405,635 people) to 13 per cent (737,871 people)6
the number of people aged 100 years or older is projected to increase by 827 per cent, from 820 to 7,600.7
Similar population changes are happening across the rest of the UK and Europe. Across 27 European Union states, the percentage of the population aged 65 or over is predicted to increase from 17.5 per cent in 2011 to 23.6 per cent in 2030.8 Projections suggest that, as a percentage of Scotland’s population, the number of people of pensionable age will be 2.9 percentage points higher in 2035 than in 2010. The comparable figure across the UK is 1.7 percentage points.9
In Scotland, the number of older people aged 65 or over is projected to increase in all council areas by 2035. The extent of these increases varies between council areas (Exhibit 1, page 10). For the population aged 75 or over this variation is even greater, with a projected increase of 36 per cent in Glasgow City and 146 per cent in West Lothian by 2035.10
As well as increasing demand for health and social care, the ageing population is likely to have a broader impact on the economy and wider society. It is also likely to affect the number of people available to provide care and support. In 2010, there were 32 people of pensionable age for every 100 people of working age. This is projected to rise to 38 by 2035.11
Some older people have greater health and care needs
The length of time people live in good health, known as healthy life expectancy, has not increased in line with life expectancy.12 This means that some people will live longer with multiple and long-term health problems, such as diabetes. The number of long-term health problems that people have increases significantly with age (Exhibit 2). Health problems tend to increase with age, but available data mostly focus on people aged 65 or over, rather than older age groups. Higher levels of deprivation and ill health in some areas of Scotland mean that people need more access to health and care services, and need this at an earlier age. We know that these factors significantly affect health and care services. For example, the biggest factors explaining variation in the number of drugs prescribed by GP practices are patient age and deprivation.13
Predicting demand needs to take account of various factors
Predicting the number and type of health and care services that older people might need is challenging and needs to take account of various factors. Increasing life expectancy due to healthier lifestyles and social conditions may mean that older people spend longer in good health. Alternatively, increases in life expectancy might result from medical treatments that prolong life, but not necessarily good health.
Predicting older people’s health and care needs is not just about estimating future numbers of older people. The services and health problems that older people have in future will be different from today. In general, the way that hospital services are delivered has also changed over time, for example more day surgery and shorter lengths of stay for in-patients. Health and care costs tend to increase in the last year of life. On average, about a third of a person's lifetime hospital costs are spent in the final year of their life.14
National policies have aimed to improve services for older people over several years
RCOP highlights that current arrangements for older people’s care are not sustainable because the number of older people and the demand for services are increasing and the quality of services needs to improve. RCOP states that older people need to have more say in the services they receive and sets out high-level aspirations, including:
There needs to be a shift from measuring how many services are provided for how many people, to how many people receive the support they need to manage without NHS or care services.
Services for older people should focus on the impact that they have on individuals’ lives.
Everyone has a role to play in supporting and caring for older people, not just health and social work services.
There is a need to accelerate the pace of sharing good practice.
Health and social care providers should reduce variation and provide more consistent and fair access to services.
All partnership agencies and bodies involved in services for older people should work together to ensure they make best use of available resources.
Additional funding is needed for care for older people.
The Scottish Government has been working with organisations across the public, private and third sectors for many years to improve support and care for older people (Exhibit 3, page 13). In addition to implementing RCOP, NHS boards and councils must implement other national policies that affect older people. These include plans to integrate health and social care services, policies focused on specific conditions such as dementia, and wider policy developments such as housing, lifelong learning and transport.
These initiatives all acknowledge that older people with complex and multiple health problems need access to services provided by different organisations and professional groups. They highlight the need for better joint working between primary, community and hospital services and focus on:
reducing how often and how long people stay in hospital
providing more care in or closer to people’s own homes
delaying or minimising ill health or harm
improving how services and professional groups work together to provide more joined-up care for older people and make the best use of available resources
providing care to best meet people's needs and improve their quality of life.
Reshaping Care for Older People is a complex change programme
Councils and the NHS plan and deliver health and social care services, along with their third and private sector partners. Almost all existing health and care services are available to older people (Exhibit 4, page 15). Health and social care services need to be joined-up as decisions made by one organisation can affect other organisations as well as people using services. For example, a lack of support services in the community, such as health monitoring equipment, might result in people staying in hospital longer than necessary. There are important gaps in information, particularly on preventative and community services, which need to be addressed to understand how to improve services for older people.
Given the scale of the changes envisaged by RCOP, strong national and local leadership is needed to implement the policy. Organisations need support to help them work differently and improve services while meeting existing needs. The Joint Improvement Team (JIT) is a partnership between the Scottish Government, NHS Scotland, COSLA, the third sector, the private sector, and the housing sector. The JIT has a broad programme of work to help local partners to improve services for older people. This includes help with planning services, running workshops and shared learning events, and developing performance and outcome measures. The JIT is convening a group to bring together all improvement organisations and national partnerships in Scotland to help promote a more joined-up and coordinated approach to supporting RCOP.

Part 2
Spending
the NHS and councils spend a significant amount of money on providing care and support for older people

Key messages
In 2011/12, the NHS and councils spent approximately £4.5 billion on care for older people. There is limited evidence of progress in moving money to community-based services. To strengthen how services are commissioned, more funding needs to be focused on preventing or delaying ill health and supporting people to stay at home.
National data shows significant variation in how NHS boards and councils use money to provide services for older people across Scotland. This variation can only be understood at a local level.
To implement RCOP successfully, partners need to make better use of data, focus on reducing unnecessary variation, monitor and spread successful projects and have clear plans for shifting resources to community-based services.

The NHS and councils spend about £4.5 billion on services for older people but current service models are unsustainable
While demand for services is likely to rise due to demographic changes, less money will be available to pay for services. The overall annual Scottish Government budget will continue to decline until 2015/16 and is not expected to return to 2009/10 levels until 2025/26.15 The Scottish Government predicts that spending on health and social care for older people will need to rise from approximately £4.5 billion in 2011/12, to nearly £8 billion by 2031. This is unless there are changes to the health of the population and to the way that public, private and third sector organisations deliver services.16 This means that the Scottish Government, NHS boards and councils need to:
agree priorities at national and local levels, involving the local population and the third and private sectors
decide how to use available resources most effectively.
Between 2002/03 and 2009/10, council spending on social care services for older people increased by almost 40 per cent, from £0.95 billion to £1.33 billion. These figures are in real terms, that is, allowing for inflation. By 2011/12, this had reduced to £1.26 billion, 11 per cent of overall council spending in that year.17 Available information suggests that the amount the NHS spends on healthcare for people aged 65 or over increased from £3.2 billion in 2010/11 to £3.3 billion in 2011/12.18 Longer-term trend information on how much the NHS spends on services for older people is limited because the NHS reports how much it spends by specialties or services rather than by age groups or conditions.
Better use of cost and activity data is needed to fully implement RCOP
The Scottish Government introduced the Integrated Resource Framework (IRF) in April 2008. The IRF gives an overview of how money is spent on health and social care across health boards, councils and Community Health Partnership (CHP) areas. It was tested in four areas (Case study 1) before being implemented across Scotland in 2012. The IRF provides cost information at an individual patient level across Scotland, and is built from information on activity and costs for both the NHS and social care. Organisations are starting to use the IRF to underpin strategic commissioning plans but need to use this information to inform decisions about how to reconfigure services.19
Two-thirds of spending is on institutional care, such as hospitals and care homes
National IRF data shows that 64 per cent of combined council and NHS spending on care services for older people is on institutional care: 19 per cent on planned and long-stay hospital care; 31 per cent on emergency hospital care; and 14 per cent on care homes (Exhibit 5, page 20). There will always be a need for hospitals and care homes, particularly as people get older and the policy focus is on ensuring that these specialist services are used appropriately to meet people’s needs. In part, this is because older people with care needs tend to become less independent if they spend an extended period in a hospital or care home.
The IRF presents information about the patterns of spending on health and social care, for different population groups across a local area. Since 2010/11, NHS Information Services Division has produced the IRF information for all partnerships. A tool is now available so NHS boards and councils can access IRF data and produce reports to help them make more use of the available information. This addressed some of the limitations with the previous approach but some issues remain:
Like other information, the IRF is only reliable when it is built on accurate data. Information on hospital services is more accurate than data on long-stay and community health services. The Scottish Government, NHS boards, councils and partners need to improve data on community services if the focus is on improving and delivering more community-based services.
The IRF is currently only centrally available for 2010/11 and 2011/12. Prior to that, organisations used different approaches to inform the IRF. This means that there is limited scope to compare IRF information between organisations and to assess any changes over time.
IRF information is available for three age groups: all ages, people aged 65 or over and people aged 75 or over. This level of detailed information is available for NHS services. Council spending is less detailed, as information on people aged 75 or over is not separately available for all areas.
It is important that the information generated by the IRF is at the heart of planning and delivering services for older people, and that it is used to help decide where best to target resources in local communities. Local partners are beginning to make use of IRF data to help inform how they plan and deliver services (Case study 4, page 42).
There is limited evidence of progress in moving money from institutional to community care
One of the more significant challenges in RCOP is for organisations to identify areas for disinvestment. This is difficult as resources can be committed, for example to buildings, but identifying areas for disinvestment is central to transforming how services are delivered. Since 2004, the Scottish Government has had a policy objective to ‘shift the balance of care’. This means shifting from institutional services, such as hospitals and care homes, to care at home or in the community. It also means having a greater focus on services that prevent or delay ill health, such as services to help prevent older people from falling at home. However, there is a lack of evidence of progress in shifting resources into the community. Acute hospital services are expensive to deliver, and advances in modern medicine and technology mean that new treatment options become available over time. Relatively small reductions in spending on hospital services could release money for community services. Increasing the amount spent on community-based services for older people is desirable because:
admitting an older person to a hospital or care home can reduce their independence and lead to further deterioration in their overall health and quality of life
people may achieve the same or better outcomes if they receive care in the community or their own home.
Shifting resources from hospitals to community-based services can only happen if there is:
a good understanding of how resources are being used at a local level
clarity about what works to deliver positive outcomes for older people
a mechanism to move resources
a clear plan about what resources will move and when this will happen
routine planning and good engagement with local clinical and social care staff.
The Public Bodies (Joint Working) (Scotland) Bill aims to address the issues set out above. Currently, a number of mechanisms could be used to shift resources, such as pooling budgets and transferring resources, but these are not widely used and tend to focus on specific services or initiatives. Some building blocks to support the Bill are already in place, such as the IRF. Under the Bill, NHS boards and councils will have to join up their budgets for adult health and care services. They will be required to create an integration plan for the council area, which will cover adult services but other services may also be included.
While frontline services for older people have changed over time, from the information available it is not possible to see these changes in the ways resources are used. For example, the percentage of money that the NHS and councils spent on community-based services for all age groups changed only slightly over the last nine years. Limited trend data is available on NHS spending on acute or community care for older people through the IRF. However, in 2003/04, 42 per cent of NHS spending for all age groups was on community services and this increased to 44 per cent in 2011/12.20 We have reported previously on the overall lack of evidence of shifting resources from hospitals to the community.21
Council spending on homecare has increased from 26.3 per cent of older people’s social care spend in 2003/04 to 31.4 per cent in 2011/12. The amount that councils spend on other social care services for older people, such as meals and equipment and adaptations, has remained largely unchanged since 2003/04 (Exhibit 6, page 21).22,23
Much of the growth in councils’ spending on homecare has resulted from increased spending on free personal and nursing care.24 The cost of free personal care at home has risen in real terms from £162 million in 2003/04 to £347 million in 2011/12. This increase means that the cost of free personal care has risen as a percentage of total spending on homecare, from 59 per cent in 2003/04 to 87 per cent in 2011/12.
There is unexplained local variation in activity and spending on services for older people
The amount that NHS boards and councils spend on care for older people varies significantly across Scotland and the reasons for these differences are not always clear. Excluding the islands, the average amount spent per person aged 65 or over on health and social care in mainland council areas ranges from £4,260 in South Lanarkshire to £6,674 in Glasgow City (Exhibit 7, page 22). Orkney Islands, Shetland Islands and Eilean Siar spend more per head than all mainland areas. The higher cost of providing NHS services to remote and rural communities, for example due to extra travelling time or allowances paid to staff, is recognised in the National Resource Allocation Committee (NRAC) formula for distributing funding to the NHS. Similarly, these higher costs are reflected in a remoteness and islands allowance for councils.
Spending varies considerably both between and within council areas. As we highlighted in our report on health inequalities, these local differences are key to planning services but make it difficult to plan across an NHS board or council area.25 For example, IRF data across the Lothian area shows that the ratio of money spent on planned hospital care ranged from about half to almost three times the amount spent on emergency hospital care (Exhibit 8, page 22). Organisations need first to understand why there are local differences and then, if there are specific local problems, such as areas of deprivation, they need to plan how they spend money to deal with these differences.
From the available information, real terms spending on social care for each person aged 65 or over increased in almost all council areas between 2002/03 and 2010/11.26 The increase over this period in mainland council areas ranged from just over one per cent in Highland to 53.5 per cent in West Dunbartonshire. In more recent years, spending increases are less common. Only four councils increased spending on social care for older people per head of population aged 65 or over between 2010/11 and 2011/12, in real terms.27
Both levels of spending and the way money is used vary significantly (Exhibit 9). While we would expect a degree of variation, it is not clear, based on available national data, that these differences are reasonable or in response to different local needs. It is important that NHS boards and councils have a better understanding of local variations in the types and costs of services provided to older people so that they can plan, change and monitor services as they implement RCOP.
We used available national data to estimate the percentage of older people using a range of care services in each council area in Scotland (Exhibit 10, page 24). It is not possible to tell if a person is using more than one kind of service as NHS and social care data is not linked in most areas. It is difficult to conclude much about whether money is being spent on the right services from this information due to the way it is recorded. It is also not possible to determine the extent to which people are being supported so they do not need to access traditional health or social care services. Information on the number of hours of care people receive at home is often used as a proxy for need (with more than ten hours of homecare being considered ‘intensive homecare’). Census figures indicate that the percentage of homecare clients receiving intensive homecare has increased from 24 per cent in 2005 to 32 per cent in 2013. However, the numbers of people receiving homecare have fallen over this period.
The aim of RCOP is to keep people supported at home with minimal access to services. This means that all partners need to review high levels of hospital care and more intensive homecare to ensure that this is making best use of available resources and meeting people’s needs.
NHS boards and councils are still at an early stage of understanding potential reasons for these variations. They need to review a number of factors that may contribute to local differences when planning and managing services. These factors may include:
Differences in people’s health needs might lead NHS boards and councils to provide a different mix of services. For example, more hospital care may be needed for older people in areas with higher levels of ill health.
Existing facilities and historical patterns of providing health services may vary. We highlighted in a previous report that the closer people live to a hospital the more likely they are to attend.28 Similarly, people living in rural areas may have less access to services.
In England, the Audit Commission found that 80 per cent of the variation in spending on social care for older people between council areas could be explained by several main factors outside council control:
	higher costs were associated with councils that qualified for additional funding to meet higher costs of providing a service, for example due to variations in local rates of pay

higher costs were also associated with councils serving areas with a larger percentage of the older population living alone, renting their homes and claiming income-related benefits
lower costs were associated with areas having a higher proportion of older people in the population, suggesting possible economies of scale.29

Recommendations
The Scottish Government should work with NHS boards, councils and their partners to:
improve and maintain data on cost, activity and outcomes for health and care services in local areas. This information matters as it helps local decision-makers to decide where to spend, and not to spend, public money. It should be set out clearly as part of joint strategic commissioning plans
ensure that joint strategic commissioning plans clearly set out how partners will move resources to improve services for older people
develop more consistent information on how much NHS boards and councils spend on different types of care for older people and the impact that services are having on older people. This is needed to implement RCOP and show how services are shifting from institutional to community care
collect data to monitor costs and activity of health and care services for older people, specifically data on community-based services where there are currently key gaps
do more to understand the reasons why activity and spending on services for older people vary across Scotland. They need to work with local practitioners to help:
	use information to benchmark activity and costs

identify areas for improvement
	identify good practice
set out clear plans for how resources will shift to community services in the short and longer term.
NHS boards and councils should:
use existing IRF data, along with information on needs and demand, to help them make decisions on how and where best to invest public money locally, and set this information out clearly as part of joint strategic commissioning plans.

Case study 1
Integrated Resource Framework test sites

Four IRF test sites were established in 2010 to map the health and social care activity and costs for their local area. The test sites involved four health boards and 12 councils across Ayrshire and Arran, Highland, Lothian and Tayside. Between 2010 and 2012, the Scottish Government provided each site with £400,000 to map out how they use their money.
All test sites mapped local health and social care costs for the first time using both local and national data. However, they used various approaches, making comparison between sites difficult. Lothian and Tayside calculated costs to a patient level while Ayrshire and Arran and Highland calculated the costs of services to the level of GP practice, locality and CHP area.
An evaluation of the test sites identified some lessons from mapping spend in this way. These included:
differences in how council and NHS systems categorise overheads
examples of data sharing between partners, such as data on people using NHS and care services
a lack of information on community-based health services.
Test sites reported using IRF data to identify variations in spending, improve outcomes and increase efficiency. In addition to mapping expenditure, IRF test sites examined methods for transferring money between health boards and councils. They made less progress in moving money between health and social services, and between acute and community health services, than in mapping costs. This was because of the small-scale nature of projects in most test sites and uncertainty about the future of integration due to changes in national policy.
Source: Evaluation of the integrated resource framework test sites, Scottish Government Social Research, 2012

Part 3
Progress with Reshaping Care for Older People
stronger leadership and better understanding of services for older people is needed to underpin decisions about transforming services

Key messages
There has been a focus on improving care for older people for a number of years, but the RCOP programme has yet to demonstrate how significant changes will be achieved. There is no clear national monitoring to show whether the policy is being implemented successfully and what impact this is having on older people. Strong national and local leadership is needed to take this challenging agenda forward.
The Scottish Government introduced the Change Fund in 2011/12 to make money available to organisations implementing RCOP. The fund is worth £300 million over four years, and the focus has been on developing partnership working and small-scale initiatives. Initiatives are not always evidence-based or monitored on an ongoing basis and it is not clear how successful projects will be sustained and expanded.
NHS boards and councils need to make changes at the same time as continuing to meet people’s current care needs and provide services that help to prevent or delay ill health. Evidence shows that some services are under pressure. This will make changes harder to achieve.
NHS boards, councils and their partners must jointly plan more effectively and better understand the needs of older people and the costs associated with providing services. It is important that at a local level, health and social care staff understand and contribute to plans to improve services for older people.
Key barriers to change include a lack of data on community health and social care services and on services that focus on preventing or delaying health problems.

A clearer focus is needed on what works and how to put this into practice
RCOP affects most health and care services. Many of the changes envisaged through RCOP require coordinated action by NHS boards, councils and the third and private sectors. The changes envisaged are often interrelated, for example emergency admissions to hospital might rise if there are not enough social care services in the local area. The policy aims to help support people so they need less access to formal services, but planning and managing community-based services is challenging, given the range of staff, different services and various locations involved.
We found that organisations have made some progress against the RCOP commitments but the Scottish Government does not collect information to report on progress with all of these commitments (Exhibit 11, page 28). The Scottish Government issued a progress report on RCOP in September 2013. This gives examples of local initiatives and ongoing work to develop outcome measures. It also recognises that services still need to work better together.30
For the RCOP commitments to be achieved, the Scottish Government, NHS boards, councils and the third and private sectors need to have a clearer focus on initiatives that have been shown to work, what impact the changes aim to achieve, how this will be achieved in practice and progress monitored. Scottish Government research shows that partnerships are working locally to develop mechanisms to monitor the impact of initiatives focused on improving services for older people. Organisations need to ensure that robust evaluation, including a clear focus from the outset on cost effectiveness and outcome measures, is an integral part of local initiatives and that staff have the skills to carry out evaluations. RCOP requires major system changes and NHS boards and councils are at the early stages of implementing RCOP (Case study 2, page 30).
Over previous years, the Scottish Government has set up a number of different groups and initiatives to improve services for older people. In 2013, the Scottish Government reduced the number of groups that were involved in supporting RCOP. The Older People’s Development Group, which includes representatives from public, third and private sector organisations, is the main group for taking the policy forward. The group is working with the JIT and others to monitor the progress that local partnerships are making with RCOP.
We have previously reported on the slow progress with commissioning social care services in Scotland.31 Good commissioning is essential to change how services are delivered and resources used locally. In 2013/14, NHS boards, councils and third and private sector partners were required to work together to produce Joint Strategic Commissioning Plans for the first time in Scotland. These set out the services they planned to commission. The JIT reviewed these plans and reported:
well-analysed information about population health and wellbeing, although there was still room for improvement
good engagement with service users, carers and members of the public
few details about how hospital resources, such as money but also clinical staff, would move into the community through RCOP
a lack of information on the costs of services or on the services that people need
most plans mentioned outcomes, but these were not always well defined and it was unclear how they would be monitored in practice.
The Scottish Government has identified that strategic commissioning is an important area for development for NHS boards and councils to address RCOP and take forward the integration of health and social care. To progress this, the JIT launched a support programme in May 2013, which includes a learning framework to support better skills in strategic commissioning and targeted support to local partnerships where specific gaps in commissioning skills have been identified.
The JIT has an important role to support NHS boards and councils to implement RCOP. To date, the JIT has facilitated local discussions and supported partnerships to develop their approach to improving services for older people and share examples of local practice. Given the scale of the RCOP programme, it is important that the JIT has a clear focus on supporting NHS boards, councils and their partners by identifying what works, the impact that initiatives can have on older people and other services, and on ensuring that these successful initiatives are rolled out across Scotland.
It is not clear what effect services are having on older people
In April 2011, the JIT published core measures to help partnerships track their progress in implementing RCOP; these measures were not intended to be reported nationally. It developed the core measures in consultation with national and local stakeholders and aimed to link them to existing performance measures including:
the Quality Measurement Framework
the Community Care Outcomes Framework (CCOF)
the National Performance Framework (which includes the performance framework for the NHS – known as HEAT).
JIT’s mid-year review in 2011/12 found that partnerships did not understand some of the measures set out above or use them well. In April 2012, the Scottish Community Care Benchmarking Network and the JIT produced a report on their review of the CCOF. They concluded that organisations are not reporting outcomes comprehensively or consistently. They recommended that a single set of outcomes and indicators are developed for both RCOP and the integration of health and social care. A draft single set of health and care outcomes was included in the consultation document for the Integration of Adult Health and Social Care in May 2012. The intention was to ensure that all organisations are working to the same national outcomes.
In December 2012, the Scottish Government published revised Single Outcome Agreement (SOA) guidance. This directed Community Planning Partnerships to focus on six national priorities when developing their local outcomes. Only half of the SOAs submitted to the Scottish Government in 2013 contain local outcomes that are specific to older people.
NHS Health Scotland is currently developing a series of outcomes to underpin RCOP which will be published in spring 2014. Links between these outcomes and those set out for health and social care integration need to be clearly set out. In November 2013, the Scottish Government issued a survey to a sample of older people in Scotland to inform the development of outcomes. Without good information on outcomes, it is not possible to determine how RCOP is improving the lives of older people in Scotland.
 In 2001, the Government introduced National Care Standards. The standards explain what people can expect from any social care service, are written from the point of view of the person using the service and show how to raise concerns or complaints. The standards have not been revised since they were introduced and the Scottish Government is currently reviewing them. This review needs to take account of changes to the way services are delivered and consider how to reflect outcomes from integrated health and care services.
The Change Fund has brought partners together but has yet to demonstrate how lasting changes will be achieved
In 2011/12, as part of RCOP, the Scottish Government introduced a £70 million Change Fund for older people’s care. The fund will operate until 2014/15, and it is worth £300 million over the four-year period. The Change Fund represents 1.5 per cent of all spending on older people in 2011/12. The Scottish Government distributed the Change Fund to local partnerships through NHS boards.32 The annual amount allocated to individual partnerships in 2012/13 ranges from just under £370,000 in Orkney Islands to about £9 million in Glasgow City. The Scottish Government designed the Change Fund to help organisations develop new ways of delivering services. To get access to the fund, each partnership must submit a Change Fund plan each year, showing how the money will improve outcomes for older people.33
Partners did not have long to prepare initial Change Fund plans and this contributed to delays in starting local projects. Twenty-four out of 31 partnerships reported that they did not spend their full Change Fund allocation for 2011/12.34 The total underspend was about £22 million (30 per cent of the fund). Partnerships were allowed to carry this forward into the 2012/13 allocation of £80 million.35 Partnerships report that they expect to spend 93 per cent (£140 million) of the total Change Fund that was allocated in the first two years (£150 million).
The Scottish Government issued guidance on the information that partnerships were required to submit in their Change Fund plans, and requirements were different in each year. This made it difficult to compare how partnerships spent their money, and what they spent it on, over the two years. The JIT analysed partnerships’ 2011/12 Change Fund mid-year progress reports to indicate the main areas of investment. However, due to inconsistencies in the way partnerships reported information, the analysis does not account for the full Change Fund allocation for 2011/12. The Scottish Government will publish an evaluation of the Change Fund in 2015. When issuing future Change Fund resources, it is important that the Scottish Government sets out clear criteria for success. These should focus on ensuring that the money is used to deliver measurable improvements to services that can be sustained in the longer term and then spread to become part of routine core business.
The Change Fund has brought partners together to think about how to design services for people in the local area
The main achievement reported by partnerships in 2012/13 mid-year progress reviews was improved partnership working. Partnerships also reported that the Change Fund had helped people who use services and their carers to be more involved in developing services to better meet their needs. While organisations have been working in partnership for some time it is clear that the extent of this has been variable across Scotland.36 The Change Fund has helped improve the involvement of the third sector in planning services in many areas of Scotland. In terms of changes to services, partners highlighted initiatives to support local communities and help prevent ill health.
The most common challenge that partners identified in progressing Change Fund initiatives and delivering improved outcomes was how to increase the pace and scale of change required. Other challenges included:
the length of time taken to establish partnership arrangements and new working cultures
recruitment difficulties, for example skills shortage or being unable to recruit staff as quickly as required
getting private sector organisations more involved in the plans and new ways of working.
Partnerships’ mid-year progress reviews of their Change Funds demonstrate little evidence that they are moving towards the significant change called for in RCOP. We examined the mid-year progress reviews and found:
most initiatives funded by the Change Fund have been short-term and small-scale. It is not clear how partnerships are planning to sustain these changes in the longer term
few partnerships have demonstrated how the Change Fund will reduce institutional care, for example in a hospital or care home, or increase community-based services such as care at home
there is little evidence that the Change Fund is significantly influencing spend on care for older people. A number of partnerships stated that it was too early to demonstrate a change in spending, or they did not have enough evidence to decide to stop spending in a particular area of institutional care. Twelve partnerships provided examples of how they had stopped spending on some services, such as reducing the amount of money they spent on care home places or by closing beds in community hospitals
the performance information that partnerships provide in their Change Fund plans is not consistent. Some partnerships include data without referring to baselines, targets or trend data. This means that it is not possible to assess either individual partnership performance or to draw conclusions about national performance against RCOP
a lack of detail about the impact that initiatives are having on reshaping care for older people. A number of partnerships stated that it was too early to demonstrate impact, or that they needed better performance management systems. The JIT is helping partnerships to demonstrate the impact of initiatives, but recognises how difficult it is to attribute improved performance to Change Fund initiatives alone as these are often part of a wider programme of activity.
In November 2013, after the fieldwork for this audit was complete, the JIT published a progress report on the Change Fund based on self-assessment from local partnerships. The report shows signs of progress in several key areas. Partners reported:
how Change Fund allocations were spent, against a series of categories: 26 per cent on preventative and anticipatory care; 26 per cent on proactive care and support at home; 23 per cent on effective care at home at times of change; 12 per cent on hospitals and long-stay care homes; and ten per cent on enablers, for example developing joint commissioning.
they are using information from the Change Fund projects to help inform how they commission services in the future
few had applied options appraisal processes but all had developed structured assessment criteria for new projects
examples of evaluating the effectiveness of initiatives supported by the Change Fund and in some cases where initiatives were found not to have worked the projects were stopped or put on hold
challenges in recruiting staff to support Change Fund initiatives
the extent to which they have plans to spread new approaches and initiatives where these have been assessed as demonstrating a positive impact on older people. About half of partnerships reported that they had spread a series of initiatives to all areas, including early diagnosis of dementia, respite and support for carers, timely assessment and specialist support for care homes.
The Change Fund reflects the important role of carers but better information is needed on the fund’s impact
RCOP highlighted the important role that carers, and the wider local community, have in supporting older people. Ensuring that carers have the right kind of services when they need them may allow them to care for longer. This, in turn, reduces the need for formal care services for an older person. Carers in our focus groups were reluctant to take up services and, in some cases, were not aware that services were available. As part of the Carer’s Week campaign, a partnership of national charities explored the impact that caring has on people’s lives.37 Based on responses from 150 carers in Scotland, the partnership found that:
77 per cent of carers are not prepared for all aspects of caring
83 per cent of carers are not aware of the support available
35 per cent of carers had received wrong advice about the support available.
In 2012/13, the Scottish Government added a requirement that partners spend at least 20 per cent of the Change Fund on supporting carers. This amounted to almost £50 million between 2012 and 2015. There was a significant focus on resources for carers, but less of a focus on whether partnerships were investing the Change Fund where it was most needed or checking that it was having the biggest impact on outcomes for older people and their carers. The JIT reviewed the 2012/13 Change Fund plans and reported that partnerships were spending more than the required 20 per cent on supporting carers. The JIT also developed guidance, helped share good practice and worked with partners on improvement plans in relation to work on carers.
Local communities have an important role in supporting older people
Supportive local communities can help to care for older people and allow them to live with greater independence. They can also help reduce isolation and loneliness, improve health and wellbeing and delay the need for more formal care services. Community support includes initiatives such as transport, activity groups, lunch clubs and respite care. The JIT reviewed NHS board and councils’ work with communities and concluded that it is very difficult to measure any impact that these initiatives have had.
In order to try and address the difficulty in assessing impact, third sector organisations in Midlothian, West Lothian, East Lothian and City of Edinburgh are taking part in A Stitch in Time. This project aims to help the third sector evidence how they help older people to avoid future use of health and care services and how they improve older people’s lives.
Making major changes to services while demand rises is challenging
Organisations tasked with improving services for older people need to do this while managing current demand for NHS and social care services. Our analysis of all national information on care for older people indicates rising pressure on the system, particularly on hospital services (Exhibit 12). It is unclear from available data if some of these changes are evidence of improvements or pressures on services. Achieving significant changes to the care for older people while dealing with more demand for hospital services, such as emergency and planned admissions, is challenging.
Effective primary care may be able to prevent an emergency admission to hospital for a series of conditions. These are sometimes referred to as potentially preventable hospital admissions and include influenza, pneumonia, hypertension, and ear, nose and throat infection. The rate of potentially preventable hospital admissions has remained relatively stable, from 4,552 per 100,000 population aged 65 or over in 2002/03 to 4,550 in 2012/13.38 NHS boards should continue to focus on reducing admissions for these conditions. We have highlighted in previous reports the important role of the GP and that they are responsible for directing significant health and care resources. Some local areas are beginning to work with GPs to better understand how resources are being used and to start to change the way services that older people receive are delivered.
A patient’s discharge from hospital may be delayed when they are judged to be clinically ready to leave hospital but unable to leave because arrangements for care, support or accommodation have not been put in place. This can be distressing for patients and their families. Delays also reduce the number of available hospital beds for other patients.39 Minimising delayed discharges involves effective working between health and social care services. Older people are more likely to experience a delay in their discharge. In each census between January 2009 and July 2013, at least 90 per cent of patients experiencing a delay of more than three days were aged 65 or over and between 40 and 50 per cent were aged 85 or over.
In the July 2007 census, 937 people aged 65 or over were delayed in hospital by more than three days. This had fallen to 583 in the July 2013 census.40 For delays of more than three days, the most common reason was that the patient was waiting for an assessment to see what kind of support they need to go home, such as help at mealtimes.41 The most common reason for a delay of over six weeks was waiting for a care home place.
Despite progress towards successive delayed discharge targets, 305,696 bed days were occupied by patients aged 75 or over whose discharge was delayed in 2012/13.42 This is the equivalent of over 837 hospital beds being occupied for a year by patients aged 75 or over who are clinically ready to leave hospital.
National data has not kept pace with policy changes
The Scottish Government collects data on hospital and care services at a national level but the available data has limited capacity to monitor performance, progress with RCOP or to help identify good practice and areas for improvement. Data show a lot of local variation but do not help to understand whether services are good or need to be improved. For example, high levels of activity, such as people being admitted to hospitals, may show that people have access to the services that they need; or it could mean that people are using a service that they do not require. Low levels of activity could suggest that people are not receiving health or care services that they need; or this may show that older people have been helped to live independently and do not need access to NHS or care services. Tools that can assess people’s care needs in the community in a standard way are not currently widely used (Case study 3, page 37).
A better understanding of data on community services and workforce is needed
Partners need to better understand data in several important areas to improve services and meet needs:
Care at home: there is a lack of information on the need for care at home. NHS boards and councils need to use available data and consider if these show that services are effectively focusing on the people who need them most, or if these suggest some people are not getting access to shorter, less intensive support to help support them at home. There are other problems with homecare figures, for example they do not include people who use direct payments to buy homecare.
Primary care: this is often the main point of contact between patients and the NHS, with GPs playing an important coordinating role in managing a person’s health. However, national data on primary care services is limited. The only nationally available information on patients consulting their GP is an estimate based on data from a representative sample of 60 GP practices in Scotland. ISD Scotland stopped collecting these data in September 2013. A replacement for this information, which will improve the data gathered from GP practices by collecting more comprehensive information, is under development. This is planned to be available by the end of 2014. There is a lack of information on the work undertaken by important NHS primary and community services such as district nurses, health visitors, chiropodists and podiatrists. During 2014/15, ISD Scotland will work with local partnerships to improve the availability of national data on community services.
Initiatives to support people at home: there is no national data on specific services that aim to support people in their own homes, such as reablement services. Reablement is a service that helps people learn, or relearn, skills they need to live at home. Many local initiatives attempt to improve care for older people. But these are often small-scale and there is not strong evidence to show their impact on people, costs and wider resources such as the NHS (Exhibit 13, page 39).
Joint data: NHS and social care data is not linked. This makes it impossible to tell if the same people are using NHS and council services at a national level. There are examples of local systems in use to help staff to support people who access both health and care services. Two areas, Lothian and Tayside, have started to deal with this issue (Case study 4, page 42)
Workforce: there is a lack of information on the current workforce, specifically for community services, and on the skills and staffing needed to deliver different services in the future. Integrated workforce planning across health and social care services is needed to support RCOP.
There is a greater focus on quality of care and joint inspections are being piloted
Significant changes to the inspection arrangements for older people’s services have been made. In 2012, Healthcare Improvement Scotland (HIS) introduced inspections of the care of older people in acute hospitals. These inspections assess NHS boards against a range of standards and best practice statements. The clinical standards for older people in acute healthcare have not been updated since 2002. Twenty inspections have so far taken place in 11 NHS boards.43 HIS publishes an individual report on each hospital inspection and six-monthly summaries of results.44 Across all inspections to date, HIS identified:
76 areas of strength, including improved services for patients with dementia
242 areas for improvement
31 areas for continuing improvement, many of which relate to the need for more personalised care for older people.
The Care Inspectorate assesses how well councils develop and deliver their statutory responsibilities for social work services. It also regulates and inspects registered care services across Scotland, including over 900 care homes for older people. In 2008, a new grading system was introduced which evaluates services against four quality themes: care and support; environment; staffing; and management and leadership.45 The Care Inspectorate publishes reports, which include quality grades, for each inspection it carries out.
Detailed reports are available on the quality of older people’s care, but these are separate for health and social care services (Exhibit 14, page 40). There is also a lack of focus on community-based NHS services, which have a key role to play in improving care for older people. To prepare for health and social care integration, the Care Inspectorate and HIS are testing joint inspections of older people’s services in Scotland, beginning with the three partnership areas of Perth and Kinross, Inverclyde and West Lothian. The new integrated health and care system needs to be underpinned by joint scrutiny, focused on consistent measures of quality and performance. 
Recommendations
The Scottish Government should:
set out clear measures for success when a new policy is introduced. The Government should monitor progress and publicly report on performance against these measures and use them to underpin local commissioning and scrutiny. These indicators should include measures that cover outcomes, quality, community services and services to prevent or delay ill health
learn from the approach taken to the Change Fund, ensuring that, for any new initiatives, arrangements are put in place to monitor, routinely and consistently, impact and how public money is being used
make information on the quality of care for older people across Scotland more accessible and easier to understand. In doing this, continue to support the development of joint inspections by Healthcare Improvement Scotland and the Care Inspectorate, particularly in light of plans to integrate health and social care services.
The Scottish Government should work with NHS boards, councils and their partners to:
ensure that for the remainder of the Change Fund, it is clear how the money has been spent, the impact initiatives have had on older people and other services, how much initiatives have cost and how successful initiatives will be spread
use a consistent tool to assess dependency in older people. This information is important to ensure that needs are met and to help inform planning future services
produce integrated workforce plans for health and social care services, that underpin RCOP, to ensure staff with the right skills and experience are in place to deliver the care needed in each local area.
NHS boards, councils and their partners, supported by the Joint Improvement Team and other national bodies, should:
make better use of available data, focusing on understanding reasons for variation in activity and spend, and reducing unexplained variation
monitor and spread successful projects by ensuring that initiatives aimed at improving services for older people have evaluation built in from the start to show how cost effective they are and how they are performing
identify initiatives that have had a positive impact on older people and:
	specify how much they cost and the impact on other services

be clear how they can be sustained in the longer term.

Case study 2
RCOP in Perth and Kinross

The population in Perth and Kinross is approximately 149,500 of which about 20 per cent of people are aged 65 or over. Perth and Kinross has the highest projected growth rate of older people in Scotland and the number of people aged 65 or over is expected to increase by 40 per cent between 2011 and 2027.
NHS Tayside and Perth and Kinross Council have shown clear leadership in taking this agenda forward and are working together to promote the independence and wellbeing of older people at home or in a homely setting. The NHS board and council have developed a joint commissioning strategy. Underpinning this is a focus on:
redesigning systems to ensure people can get home from hospital as quickly as possible 
providing community-based alternatives to admission to hospital or long-term residential care to increase the options available for people including support for carers 
improved support for people with dementia and their carers 
working with communities to develop services to enable older people to remain active.
A number of services have been established in the area to support RCOP, including a rapid response service; a hospital link coordinator; and a chronic obstructive pulmonary disease (COPD) home support service. These aim to support carers and older people and help to keep people cared for at home as long as possible.
The NHS board and Perth and Kinross Council are using patient-level IRF data to work with local GPs to understand how services are being used and to try to change how older people receive care and support in Perth and Kinross. This work is at an early stage and the impact this could have is as yet unknown, but reflects a focus on changing the culture across the health and care system.
Staff from the NHS board and the council have met with a small number of GPs to talk through local IRF data for their GP practice. This information shows the costs of health and social care provided to the older people registered at the GP practice. These discussions are a useful first step in working with local practitioners to better understand the impact that clinical decisions have on resources and to help identify gaps in services and better ways of using resources at this local level. This approach needs an investment of time from the NHS board, council and the GP practice, and a shared interest in learning from the local data to consider how best to change services to improve care for patients.
Source: NHS Tayside


Case study 3
Using the Index of Relative Need to measure dependency 

The Index of Relative Need (IoRN) is a tool developed by the Scottish Government and ISD Scotland in 2003, to assess how independent or dependent the older person is at the time of an assessment or review. A person is assigned to one of nine dependency groups based on answers to a series of questions about themselves. A modified version of the IoRN can measure dependency in older people in a care home setting.
Professionals can use this tool to check a person's results over more than one assessment. They can also use it to measure a person's independence over time. So, for example, they can compare a person's IoRN score before an intervention such as reablement, and then compare it with a score later on, for example a month, six months or a year. There are some concerns that IoRN may not be sensitive enough to capture levels of dependency for people who need lower levels of support, the JIT are piloting a revised tool to try to address this concern.
Councils can submit IoRN scores on homecare clients to the Scottish Government so it can build up a national picture. Not all councils provide this information. In 2012, only eight per cent of older people's records that councils sent to the government contained this information, although locally many councils do collect data.
Source: Joint Improvement Team


Case study 4
Sharing data in Lothian

NHS boards and councils in the Lothian area have linked their health and social care data at individual level through the Integrated Resource Framework (IRF). This data is anonymised, but allow the board and councils to track how individuals are using different services. 
In Lothian, research and information managers at the City of Edinburgh Council have used this linked data to establish a series of indicators. These show the pattern of how older people, who are receiving social care services, use the health service. The linked information has also been used to track the care of individuals who move to residential care. This allowed partners in Lothian to look at where most care activities, such as care homes and other services, are located.1 They can then identify:
how these locations fit in with where patients live
the varying costs of services being provided by independent service providers
the potential for offering an appropriate alternatives to the existing services.
NHS boards and councils in Lothian are in the early stages of interpreting their data. This information will help them understand how older people living in their area move between services, and how this affects costs. It will also help the NHS boards and councils make decisions about how to change services, and evaluate the impact of any changes.
Note: 1. Evaluation of integrated resource framework test sites, Scottish Government, 2012.
Source: NHS Lothian
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Care for Older People in Acute Hospitals Six-monthly Report (February-July 2012), Healthcare Improvement Scotland, 2012; Care for Older People in Acute Hospitals Overview Report (August 2012-April 2013), Healthcare Improvement Scotland, 2013.
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Appendix 1
Audit methodology
We reviewed a range of published information to inform our audit, including the following:
Scottish Government documents on the Reshaping Care for Older People programme, partnerships’ 2012/13 Change Fund plans and mid-year progress reports and the Scottish Government’s reports on plans and progress
Community Planning Partnerships’ Single Outcome Agreements
Care Inspectorate reports on councils’ social work services and Healthcare Improvement Scotland’s inspection reports on older people’s care in acute hospitals
Academic papers and published reports from voluntary and research bodies and from other bodies such as the King's Fund
Evidence gathered by the Scottish Parliament’s Finance Committee into the impact of demographic change and an ageing population on Scotland’s public finances
Councils’ Assurance and Improvement Plans.
We analysed published and unpublished financial, performance and activity data including the following:
NHS Information Services Division (ISD) data
National Records of Scotland data
Scottish Government Health and Community Care and Local Government Finance data
Scottish Index of Multiple Deprivation
Integrated Resource Framework financial information
Linked health and social care finance data from NHS Lothian
Scottish Public Health Observatory data
Statutory Performance Indicators.
We interviewed staff from:
the Joint Improvement Team at the Scottish Government
the Care Inspectorate and Healthcare Improvement Scotland
NHS Information Services Division
organisations in Lanarkshire, including North Lanarkshire Council, South Lanarkshire Council, and the North and South Lanarkshire community health partnerships
organisations in Ayrshire and Arran, including North Ayrshire Council, NHS Ayrshire and Arran and the North, South and East Ayrshire community health partnerships
NHS Lothian and NHS Tayside.
We commissioned ODS Consulting to carry out focus groups with older people and their carers to gather their views on the quality of services in their areas and on the RCOP programme. ODS Consulting also carried out focus groups with representatives from the voluntary sector. We have published a report on this work on our website www.audit-scotland.gov.uk.

Appendix 2
Project advisory group
Audit Scotland would like to thank the members of the project advisory group for their input and advice throughout the audit.
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Karen Anderson
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Kathleen Bessos
Scottish Government
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Age Scotland
Ron Culley
Convention of Scottish Local Authorities
Dr John Duncan
Royal College of General Practitioners
Dr Anne Hendry
Joint Improvement Team/NHS Lanarkshire
Peter Knight
Joint Improvement Team
Annie Gunner Logan
Coalition of Care Providers Scotland
Ranald Mair
Scottish Care
Robbie Pearson
Healthcare Improvement Scotland
Elaine Torrance
Association of Directors of Social Work and Scottish Borders Council
Dr Margaret Whoriskey
Joint Improvement Team


Note: Members of the project advisory group sat in an advisory capacity only. The content and conclusions of this report are the sole responsibility of Audit Scotland.


