


[bookmark: _GoBack]SKYE, LOCHALSH, WESTER ROSS AND ASSYNT DISTRICT PARTNERSHIP


ACTION NOTE FROM THE MEETING HELD ON: MONDAY 11th May 2015 AT 1.30 PM, TIGH NA SGIRE, PORTREE

PRESENT: Myra Duncan (Chair), Cllr Biz Campbell (Vice-Chair), Cllr Hamish Fraser, Kath McAvoy (HC), Tracey Ligema (NHSH), Kate Earnshaw (NHSH), Anne MacLeod (NHS), Meg Gillies (SLCVO), Willie MacKinnon (HC), Annie Davidson (HLH), .

IN ATTENDANCE: Bill Alexander (HC), Liz MacDonald (SHC), Peter Beck (LGOWIT), Cllr Drew Millar, Cllr John Gordon, Catriona Leslie (P&BCC), Bill Edgar (P&BCC), Malcolm Hendry (NHS SOS), Caroline Gould (S&L Access Panel), Kevin Lawley (Highland Alzheimer),  

APOLOGIES: Cllr Audrey Sinclair, Norma Young (HC), Gillian Pincock (HC) Michael Francis (S&L PPF), Cllr Ian Renwick
	
	ITEM
	SUBJECT
	ACTION AGREED
	LEAD 
	NAMED OFFICER
	TIMESCALE

	1
	Action Note of 9TH February 2015
	Noted as any Matters Arising to be covered under agenda items.

	

	


	


	2
	Adult Support & Protection Campaign
	Postponed until August meeting. WM to confirm date with Laura Gillies.
	HC
	WM
	11th May

	3
	Agenda Request Items PPF
	Dementia Care – Caroline Gould and Kevin Lawley outlined the subject matter and questions frequently raised through the S&L Access Panel relating to Dementia Care.

In particular, what is being done to prepare for the expected higher than national average increase of dementia patients in Skye & Lochalsh and what is being done to encourage/increase residential space locally for dementia patients?

Kate Earnshaw responded on behalf of NHSH as per attached document and Chair Myra Duncan, requested that Kate set up a small working group to further address the questions prior to the next meeting of the District Partnership in August 2015.

The Chair suggested that Kevin should provide comments to the Review of Respite Care based on the information he presented today.  


[bookmark: _MON_1499593101]

Portree Spoke – Catriona Leslie outlined the item submitted by Portree & Braes Community Council regarding the facilities and services at the Portree Spoke.

Tracey Ligema and Kate Earnshaw responded as per attached documents.  



[bookmark: _MON_1493212741][bookmark: _MON_1493212767]    

Malcolm Hendry, representing the action group (NHSH) SOS, and Catriona Leslie raised concerns regarding what appears to be a major difference between the official line on protocol and service provision and what is actually happening on the ground.

The Chair, Myra Duncan was very concerned by this suggestion and asked that any such instances should be reported to NHS Highland management for investigation.  She asked that this be addressed out-with the meeting. Myra will raise with the Director of Operations. 
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11th May

	4
	Respite Care Consultation
	Myra Duncan had submitted a response to the Respite Care Consultation, including a request that:
· Any review of Home based respite care should include review of the total budget for NHS Highland and the allocation formula, and should be done in a transparent way.  
· We support an approach based on need.
· We still would like a discussion with the reviewers to put forward our concerns and to understand more about how the review is being undertaken and how its outcome will be decided and communicated.
Theresa James the lead officer for carers has indicated that they are still open to receiving responses regarding the review and any DP member who wishes to add to Myra’s comments should forward to Willie MacKinnon.
	
	
	

	5
	Adult Care Update
	Time constraint did not allow for any further update from Adult Services.
	
	
	

	6
	Children & Families Update
	Gillian Pincock submitted the attached update and Kath McAvoy requested that any suggestions for a venue to help establish a Family Centre/Contact Centre for the Service be forwarded to her.
	

	
	

	7
	District Partnership Review
	Bill Alexander spoke to that attached presentation as part of the on-going review of District partnerships. Highlighting some key objectives of the Christie Report, The Community Empowerment Bill currently going through the Scottish Parliment, the statutory obligation on Local Authorities to produce a 3 year CLD plan, the report on Effective Democracy – reconnecting communities and what does Community Planning mean for the District Partnership.

Discussion with those present highlighted: 
· the need to review the current geographical boundary 
· The DP review to be carried out in tandem with Area Committee/Ward Forum/Ward Business Meetings
· As local as possible to improve engagement
· Decision making powers and a budget required to have any influence and to be effective
· Objectives and outcomes to be shaped by the local communities
· Support for the 3rd Sector a necessity to stop people on the ground becoming disaffected
	

	
	

	8
	Public Views/Suggestions
	None were offered.
	
	
	

	9
	Date of Next Meeting
	24th August 2015, Lochcarron Village Hall, Lochcarron, 1.30-3.30pm.
	HC
	WM
	AUGUST 2015
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SKYE, LOCHALSH AND WESTER ROSS DISTRICT PARTNERSHIP



AGENDA item request



This form is to be used when requesting items to be placed on the Skye, Lochalsh and Wester Ross District Partnership agenda.  Forms must be submitted at least 21 days prior to the partnership meeting taking place.



Persons requesting the item will be notified by email if it has been accepted.  At this stage supporting documentation will need to be forwarded at least 10 days in advance of the meeting (see report template).  Please email your completed form back to: ward.manager.eileanacheo@highland.gov.uk Contact tel: 01478 613849.  Requests should be no longer than 2 A4 sides (12pt font).



		Organisation/service/agency /Strategic Board requesting item

		Skye and Lochalsh PPF



		Named contact

		Michael Francis



		Email address

		michaelfrancis698@btinternet.com



		

Phone contact



		Landline

		01599 522362



		

		mobile

		



		Address



		Beau Vallon, Quarry, Glenelg. IV40 8JT







		Item subject heading

		Dementia Care



		· While the number of people in Scotland aged 75 years and over is projected to increase by 81% between 2006 and 2031 (GRO Scotland 2007 - News release: Rise Projected for Scotland's Population, 23rd October 2007. General Register Office for Scotland), the number of people aged 75 years and over in Skye and Lochalsh is projected to increase by 143.5% between 2010 and 2035 (Douglas, Ian 2013 - Population Projections for Skye and Lochalsh 2010 – 2035, Health Intelligence and Knowledge Team, NHS Highland, November 2013). This means that the rise in dementia patients in Skye and Lochalsh is also expected to be greater than the national average.

· What is being done to prepare for this?

· At the moment, a spouse or other relative, struggling to care for a dementia patient at home is less likely to admit to the fact they are struggling for fear that if the dementia patient needs to go into a home, it is unlikely they will be able to do so within Skye and Lochalsh and the spouse may be unable to travel to visit them regularly. This would also be detrimental to the patient.


· A dementia patient who has to travel to live away from people or an environment which they know/recognise will become much more confused, stressed, and deteriorate faster.

· What is being done to encourage/increase residential space locally for dementia patients?



		Has this item been presented to the LDP before or any other partnership/forum/grouping for discussion or action? (If so, please indicate grouping and meeting date(s))

		Not as far as I know



		What action/outcome(s) are you seeking from the Partnership?

Discussion of this topic and answers to the questions posed.





		Does anyone else need to be invited to participate in the discussion (beyond the core membership of the Partnership)?  If so please provide the organisation(s) name, individual’s name, e-mail and phone contact:

It would be helpful to have someone present from NHS Highland that can provide information etc.

In addition Caroline Gould, Skye and Lochalsh Access Panel. (carsgould@gmail.com)





		How much time do you estimate you require to present your item (include discussion time),

15 minutes approx.
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Older Adult Mental Health Services in Skye Lochalsh and West Ross   

		S



		

SITUATION



Skye Lochalsh and West Ross is part of NHS Highland, covering a vast geography of over 6,158 square kilometres and include the isles of Raasay and Soay.  Much of the area is rural and remote, with many communities being accessed by single-track roads or ferries.  The population profile is around 19,500 people. From the public health data available to us the District population is set to increase by a further 7% with the largest increase in those over the age of 65 years and is particularly notable among those aged over 75 years.  



The Older Adult CPN services are currently struggling to meet the demands on the service with caseloads closed and waiting lists in place.   



		B

		

BACKGROUND

In SLWR we have 1.6 WTE CPN’s for Older Adults.  Caseloads are currently sitting at 65 in Skye and Lochalsh and 60 in West Ross both caseloads have waiting lists of 6 weeks or more.  The Dementia Link Workers (DLW’s) deliver post diagnosis support for up to 12 months have been a welcomed resource and invaluable to the delivery of services locally.  For SLWR we have 2 x 0.5 WTE DLW’s both who are working with approximately 30 patients in the community.  These patients would otherwise be on the OA CPN caseloads.  The consultant for older adult psychiatry is also struggling to meet the demand being placed on his service and continue to support the CPN’s in maintaining quality provision for elderly care. 



Whilst integrated teams support patients with dementia, it is the complexity of the condition that requires the additional specialist input and the Community Nurses and Social Care staff, rely on this expertise to continue to support individuals locally.  

These demographic challenges due to the increase in our aging population are clearly demonstrating that the current service provision within the community is unsustainable and it highlights significant governance issues. By 2024 SLWR will have seen a population increase of 84% in over 65’s and 111% in over 75’s. Statistics from Alzheimer Scotland 2011 shows that dementia affects about:

· 2% of people aged 65 – 70

· 5% of people aged 70 – 80

· 20% of people aged 80 and over

(These figures are expected to rise again in the next 10 years)

Presentations of dementia are becoming more complex and often can be a mix of a number of dementias.  These are often exacerbated due to a high risk of depression and delirium along with a profound impact on families, friends, and neighboughs.  
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ASSESSMENT



High level of Clinical and Staff Governance issues



· Current CPN OA caseloads are under significant pressure.

· Regular caseload management and supervision is in place and patients are discharged as appropriate.

· Prioritising workload to ensure urgent and time critical cases are seen before routine.  This has a knock on impact to patient care resulting in crisis based service.

· We are currently not meeting the standards set out in the Dementia Strategy e.g. 7 pillars

· Lack of resource results in key dementia targets coming under pressure

· High risk of patients deteriorating/slipping through the net before being seen, assessed and be in receipt of support/intervention.

· High risk of retention of staff team due to stress levels and potential burn out. 

· Unable to deliver on Patient/Carer expectations due to resource / capacity issues despite government commitments/ promises

· Uncertainty over the DLW posts  - without these we would be unable to:-

· Ensure good standards of routine care / support is maintained

· Continue to develop the flexibility into these roles through enhanced skills, roles and remit 

· Deliver a service to remote and rural areas that is fit for purpose

· Meet basic standards in the dementia strategy

· Meet key dementia targets and government guarantee’s e.g. 12 months post diagnostic support

· Earlier analysis demonstrated that to meet the ongoing OA / Dementia  needs / referrals the SLWR team would require a further OA CPN (1 WTE) and additional 1 WTE DLW resource.  This is unlikely in the current financial climate. 

· The OA services have tried and continue to try to increase capacity to deal with dementia issues in the community.  This has been delivered through projects with various church ministers, teaching befriending groups and providing training for residential care and day care staff. The DLW have been fully involved in this. 

· Dementia training will become part of every nurse, AHP and ancillary staff member’s professional development.  However this does not negate the need for the specialist input and support. 

· The practice prevalence data is highlighted below for the last 6 months.  This demonstrates the ongoing need but only highlights those patients with a known diagnosis.  

· For example, we know that in West Ross, 24.76% of the population is over 65, ranging from 20.33% in Ullapool to 34.45% in Lochcarron – double the UK rate,  Dementia prevalence at 7.14% in over 65’s in Highland means an expected 111 current dementia’s  in West Ross a 10% increase in the last 5 years. So in Lochcarron, we would expect an extra 23 people with a diagnosis of dementia, as opposed to 11 nationally for the same population.  As one in 3 people die with a dementia out of the 1553 people in West Ross over 65, 517 have or will have a dementia. 



		R

		

RECOMMENDATION

 

Serious consideration and planning needs to be undertaken around the delivery of OA specialist services in remote and rural areas.  Given the demographic challenges this is not a new phenomenon but little investment has been made to support these growing trends.  The existing services are well thought of, but are reaching breaking point. 



· Dementia Link Worker posts should be made permanent to support community infrastructure and ensure service delivery

· Demand Capacity and Activity analysis should be undertaken to demonstrate workforce demands

· To realign resource within the district budgets to areas of priority according to need as and when the opportunity arises e.g. Older Adults   

· Gap analysis should be undertaken to identify service deficiencies/ un met needs

· Community resilience should be explored to look at how existing provision can be supported and enhanced through partnerships. 



















 









Kate Earnshaw

District Manager

May 2015
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Briefing on issues raised relating to services provided in the North end of Skye including Portree Community Hospital



Introduction



The Cabinet Secretary for Health and Well-being approved a new service model for Skye, Lochalsh and South West Ross in January 2015. 



2,273 people took part in the consultation (19th May to 29th August 2014) and 86% supported the Hub and Spoke model with 2:1 supporting Broadford as the Hub.



Under the new arrangements this would see a new Community Hospital/ Resource Centre (‘Hub’) built in Broadford and wider development of community services across the area. It would also mean a change to the way inpatient services are provided with all inpatient care (patients requiring medical, nursing and diagnostic input) provided from the new facility.  There are good clinical reasons for doing this and the reasons were presented during the consultation to allow people to make their own informed judgement. While there appears to be acceptance for the new facility to be built in Broadford there is now a call by some for the inpatient beds to be physically retained in Portree.  This is a really key point because in effect that would perpetuate the status quo.  This was not a model that had any support for in the consultation and indeed would not be viable. There would be issues of sustainability going into the future and it would not allow the step change to allow investment of wider development of services.  



A summary of current and proposed services for Portree is summarised (Attachment 1).Meanwhile the plan is to continue to operate the two hospitals until new arrangements are in place.



Various meetings/ correspondence have been ongoing including a meeting chaired by Dave Thompson MSP on 10th January, and an invitation of members of Save our Services Group to sit on the Steering Group, overseeing re-design.  That invitation was accepted and they attended the meeting held on 19th March 2015.



Some concerns have also been expressed about the implications of the re-design for North Skye. And alongside that this there are some general concerns being raised about current issues, most specifically ‘A&E’ type cover in Portree.  While these are quite separate issues they are being linked by some people. In reality the access to OOH care and working day Minor Injuries, will continue as at present.  The change of the main inpatient site has no impact on this.  In common with other parts of Highland/ Scotland there are plans to provide aspects of the service through Advanced Nurse Practitioners and more multi-disciplinary approach, which some people are suggesting is a ‘down-grading’ of service. Over and above this there has been some confusion around terminology.



There are concerns about emergency care and Ambulance response times which require to be addressed but again this matter does not relate to the public consultation and proposed re-design of services



This briefing provides further detail on these and other issues.  As appropriate NHS Highland has liaised with SAS colleagues to respond to some of the queries and they have had input to this response.











1. Accident and Emergency / Out of hours (Portree)



There is a ‘walk-in’ department in Portree Community Hospital which runs from 8am until 11pm. This is facility is typically for people with minor injuries, accidents or illness but not 

serious illnesses (such as suspected stroke or heart attack) or major accidents and serious injuries (such as to the head, wounds requiring stitches, or fractures).   

In Portree patients are currently seen and assessed by a doctor and treated or transferred if required.  During the day (Mon-Fri, 8am-6pm) the department is covered by doctors from the Portree GP Practice.  At other times it is mostly covered by a Rural Practitioner.



Because the department is referred to and sign-posted as A&E some people think that the facility provides a higher level of service than it does. It’s not really clearly why this has emerged as an issue now as nothing has changed, other than the proposal to bring in Advanced Nurse Practitioners.  No changes in terms of access to services (opening hours) are being proposed other than a possible extension.  Further details on terminology and the signage that is in place is included (Appendix 2).





In 2004, the Portree GPs opted out of providing their own out of hours cover and NHS Highland took over that part of the service. Very few North end GPs provide any of the out of hours cover and so this has fallen to the Rural Practitioners (RPs) based in Broadford. A doctor is on shift from 6pm to 11pm and is on call overnight. As fewer of the local GPs have taken part of the rota, the impact on the RPs has been great, necessitating additional hours and the inability to reduce the numbers of RPs as has been planned. They operate a system whereby all calls go to Broadford and the Dr based there decides whether or not the doctor in Portree should be called out and in practise, this is rare. Patients requiring to see a Dr would normally travel to Broadford. 



In 2008, the RPs and SAS developed a protocol (Attachment 2) as there was some confusion over what patients could be seen in Portree out of hours. This was agreed by the Portree GP’s who provide the cover in the hospital Monday to Friday (8:00am to 6:00pm).  It transpires that this protocol has not always been followed and this is the route of some of the confusion. The local teams from NHS Highland and SAS revisited the protocol recently and this has been reissued, leading people to believe that there has been a change in practise.



For the past four years there has been a plan to move to a more multi professional approach for out of hours and unscheduled care. Local nurses have been supported to train as Unscheduled Care Practitioners. However, there were insufficient numbers of them to fully staff the centre and this has only recently become possible so that move has become confused with the consultation and a perceived downgrading. NHS Highland Board has agreed key principles for a new and more sustainable Out of Hours service that is less reliant on doctors due to their reduced availability, and is more team based utilising available technology. This model will apply across Highland and not only on Skye.



The multi professional model is being implemented but there is currently double running and doctors are still available to allow for a period of confidence building. The doctor rota, however, is fragile as there are insufficient local doctors willing to be on call.  The RP team could recruit to fulfil this role but this would not be in line with NHSH Board direction on building resilient multi-disciplinary teams for Out Of Hours work, is not a quick fix and is a costly option.









2. Scottish Ambulance Service



At all meetings with the public, a perceived lack of resource in SAS is raised. This is apparently being endorsed by local Paramedics and is therefore difficult to deal with. Colleagues in SAS are aware and are addressing this internally. 



The message has consistently been given that SAS has in fact increased the number of personnel in the North. There are now 6 members of staff, an increase of 1, which has allowed the staffing of an additional vehicle for two days per week. In addition, NHS Highland has seconded a Paramedic appointed to the Rural Support Team, for a period of six to twelve months whilst he is undertaking study, and he will work in Portree and Dunvegan.



One ambulance Technician is currently undergoing Paramedic training.



SAS is actively recruiting to First Responder schemes.



It has also been suggested that there are still single crewing at times but SAS invested 5/6 years ago in order to eliminate single crew situations and has not seen any regular single crewing of ambulances in North Skye, all shifts are attempted to be covered.  There may be an occasional shift where there is short notice absence where the SAS are unable to identify cover, but this is an exception. 



The number of occasions where there has been any single crewing over the last year has been 8 times in the 12 month period, with at least 5 of them were due to short notice sickness.  Some of these absences could have been on days where there has been a second ambulance on duty.



SAS response times are currently sitting at 69.7% Year to Date of Category A calls having been achieved within 8 minutes across the divisional sector.  Last year this figure was 70.1%. The target is 75%. Category B calls, that is response within 19 minutes, is currently 87.4% and the 1 hour urgent responses are being achieved in 95% of cases.



SAS report that the call volume in Skye is not high, but do acknowledge that when a crew is out of area, it can be for a number of hours and neighbouring locations will be called in to attend should another call come in to that area.  This is a situation that occurs across all remote and rural parts of Highland.



3. Beds In Portree



The group has called for status quo in Portree Hospital.  This is not part of the proposed new model and indeed it’s not what people favoured. People who took part in the consultation from all parts of the area supported inpatient facilities being co-located, the contentious issues was where to locate the facility.  The model would not work as planned if in-patients facilities requiring medical, nursing and diagnostics are located across two sites.



 There are sound clinical reasons for having a single inpatient facility.  It will avoid unnecessary delays, improve patient pathways and concentrate expertise and equipment together making it both safer, more sustainable and provided in a modern facility.  The consultation was carried out with this being clearly explained.



Others have asked that consideration be given to turning the facility into a care home. Whilst this is not impossible, significant investment would be required to meet Care Inspectorate standards and it is not something that NHS Highland itself would be keen to do, but it may be considered by an independent provider. 



The intention of NHS Highland would be to commission step up/step down and end of life beds in local nursing homes. The anxiety of local people is that these homes are, at present, full and they are worried that there will be insufficient beds in the future to meet all needs. This is understandable, and is in fact, one of the main reasons that the proposal is to release funding from beds and buildings in order to increase community services that will allow people to live and die at home if that is their choice and we know that the vast majority of people want to be enabled to do that.  These were all matters covered in the consultation.





4.   Care at Home Services



At the meetings, and in correspondence, there is a perception that Care at Home resource has been reduced and that there is unmet need.



In actual fact, the expenditure has been increasing over the past three years. In 2012/13, the spend was £1.27m; in 2013/14, it was £1.35m and in 2014/15, it is projected to be £1.89m. 



Nevertheless, a check last week revealed that there are two people who do require additional visits and there is a difficulty in staffing those. A total of 55 hours require to be covered and the local manager is attempting to find providers for that. We are not aware of anyone on a waiting list for service. However, it may be that there is a perception of unmet need that the service is unaware of and therefore, the public has been asked to inform NHS Highland directly of what these individual cases are so that assessment can be carried out.



5. Local Developments and Progress with Integration



Since April 2012, the adult health and care services have been integrated and now delivered through fully integrated local teams under the management on an Integrated Team Leader who must be professionally qualified but can have any relevant background, such as Social Work, AHP or Nursing. Care at Home, due to the needs of regulation through the Care Inspectorate, continues to be managed through a parallel but linked structure for the time being.



Some examples include:-



· Developing Single Point of Access in each of the Integrated Teams to support seamless transition through the service(s).  

· Development of the enablement pathways and teams are delivering intensive support to enable people to remain at home.  

· Development of the Step up / Step down (2014/15 – 16 step up and 19 step down patients used the facility).  This clearly demonstrates how useful it has been in appropriately keeping people from hospital and facilitating early discharge.  

· Pilot of the new Personal Outcome Plans and local teams have been active in its development to ensure the tool is user friendly; this is a tool that is used by all members of the integrated team and is person centred, based on an individual’s assets and helping them to maximise those, as opposed to the traditional deficit model.  

· District Care Planning meetings and Virtual Board Rounds have been cited in areas of good practice and replicated across the North & West Operational Unit.  

· Public and Partner engagement: SLWR is the only area to have Public Participation Fora which in Skye, have been operational for over 3 years and prior to this was the Local Reference Group. 

· There is an active Patient Participation Group for the South Skye practices and there is a long-standing group for partners, the Health & Social Care Forum.  

· The teams are currently exploring further enhancement of the enablement approach to include emergency / rapid response.  

· The local NHS Care Home maintained grade 5s all round from the Care Inspectorate, which is a significant achievement.





6. Other issues raised



There have been previous briefings on Endoscopy and Maternity services.  Both these issues were not planned changes but responded to specific circumstances.  The matter relating to suspension of endoscopy service, highlights the current issues with current arrangements and the need to upgrade facilities and re-design services.  There are briefings available on both these issues if required.





· Psychiatry  



Community Mental Health Services: there is currently a locum psychiatrist covering a maternity leave and who has fortnightly clinics on the island.  This is no change to the existing service provision.  There are also monthly clinics scheduled from the Consultants for Older Adults and Substance Misuse, again no change to service provision. There is work ongoing but at an early stage, to explore improvement of these links through tele-health to capitalise on available capacity.  The Community Psychiatric Nurses are working at full capacity, but are working closely in partnership with Am Fasgadh (Mental Health Association) and Alzheimer’s Scotland, and this has proven to be very successful.  There is evidence that these partnerships have prevented hospital admissions.  Generic support workers have also been providing some input around enablement for a number of patients with mental ill health with beneficial effect.  There is an acknowledgement of the need to increase resource into the older adult side of mental health services but this will mean moving budget from elsewhere to facilitate this.  The District Manager and Integrated Team Lead have been looking at opportunities to facilitate this, without having a detrimental impact on other services, and would be one of the priorities for when disinvestment in buildings has happened.  



· Number of Hospital Beds in Skye



There are concerns that there are insufficient hospital beds on Skye, however, throughout the Winter, traditionally the busiest period for hospital admissions, there has been capacity in the Skye hospitals. This is monitored on a daily basis and Skye hospitals have actually offered beds for people from out with the District to relieve pressure on Raigmore acute beds. 



The graph below shows available beds and occupancy in 2012/13 and 2013/14. The figures for this year are not available in this format due to a change of the electronic system. However, daily monitoring has demonstrated that there has been significant under occupancy, even over the busier months. A table is being produced manually to show this.
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Actions



· Although the new building is a minimum of three years away, it is clear that there requires to be additional work done on clarifying the role of both Hub and Spoke immediately. The attached table is what was consulted upon but people now require more detail. A series of meetings are planned for the Hub development, including a clinical workshop, and it is proposed that this should be followed up with a workshop to explore the potential for the Spoke. A timetable of these meetings will be drawn up and communicated.

· Service provided from Portree and an explanation erminology used for Accident, Emergency, Minor Injuryand Urgent Care requires to be clarified, agreed and communicated. This work is in progress.  

· The role of Primary Care Emergency Centre and skills and competencies required should be communicated widely.

· General Practitioners living in North Skye receive regular Out of Hours rota updates.  They are kept fully aware of gaps in service and receive regular focussed requests to assist. Efforts to recruit to the rota, even on a temporary basis will continue.

· The concerns about emergency care in the North is being jointly reviewed by SAS and NHS Highland and resilience measures explored. These will include First Responders, Emergency Responders, Immediate Care through BASICs contracts with local qualified professionals and Pre Hospital care schemes.

· There will be early discussions with local Care Home providers and the Hospice, regarding step up/ step down beds and end of life care. This will form part of the North and West Strategic Commissioning intentions for the future.

· Care at Home provision is in the process of being reviewed and there is closer working with the Integrated Team. Unmet need will be discussed at District Care Planning meetings on a weekly basis and the best way to meet those needs addressed.

· People with concerns are being encouraged to make contact if they have concerns about individuals and their care needs.

· SOS group members, Community Council representatives, and other key stakeholders, will be invited to participate in a workshop aimed at increasing awareness and understanding of the services available now, those planned and to gain a common understanding of what the gaps in provision are and what can be done jointly to address these.

Appendix 1 Terminology

National context



The term Accident and Emergency is no longer recognised by the College of Emergency Medicine with larger departments known as Emergency Departments. However, it is a term that is widely but inconsistently used across Scotland including in Highland.  



Audit Scotland in their audit of Emergency Departments in 2010, found that there was no clear definition for the role of such departments and that there was confusion between these and minor injury, unscheduled and urgent care centres.  



This is clearly an issue in Skye as well as in other parts of Highland and indeed, Scotland.  In the rest of the UK, the definitions are much clearer and it is generally accepted that an Emergency Department is one that is Consultant led and staffed 24/7.  They must be able to provide the full range of resuscitation, assessment and treatment of acute illness and injury.  In NHS Highland, the only departments that qualify for this category are Raigmore, Lorne and the Islands, Belford and Caithness.  Portree Hospital is clearly not a Emergency Department.



However, Broadford is generally accepted as an Emergency Department due to the fact that the Rural Practitioners have additional training in resuscitation and stabilisation of acutely ill and injured patients and have the necessary equipment and support.  



“A consultant-led, 24-hour service with full resuscitation facilities and designated accommodation for the reception of emergency department patients.”



Smaller centres are known as Minor Injury Units, Community Casualty, Unscheduled or Urgent Care Centres and are often Nurse Led with medical back up as required.  This is also the definition used in Delivering Remote and Rural Healthcare for the Rural General Hospitals which do in fact have Consultant cover.



Local context



The issues raised in Skye has prompted a review of the terminology across Highland and is a point well made.  It is important that there is better clarity of definitions, appropriate sign-posting and a clear understanding of what care and treatment you can expect where and when. This may help to remove of confusion for the public.



Specifically in terms of Portree it has been sign-posted as A&E but regardless of what it is called in the future the level of service is not planned to change.



What is also clear from the sign-posts is that Portree facility is not marketed as 24/7
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Current services and proposed future services to be provided from Spoke (*) Portree Community Hospital 


		Current

		Proposed



		· Out-patient  consultant led clinics 

· 12 In-patient beds with 24/7 nursing cover


· GP cover 08.00-1800 RP /GP / NP cover 1800-2300


· Minor Injury/illness Centre – 08.00 – 2300 (7 days)


· Primary Care Emergency Centre (PCEC)1800-2300  weekdays, 0800-2300 weekends 

· Part time X-ray (4 days per week, 10-3) 


· Care of the elderly physician input


· Community midwife unit base


· Health Centre located nearby



		· No inpatient beds


· No X-ray

· Minor  Injury/Illness Centre 0800-2300 (7 days)

· Primary Care Emergency Centre 1800-2300  weekdays, 0800-2300 weekends (Unscheduled Care Practitioner led)


· Community midwifery base


· Health Centre located nearby

· (#) Outpatients as current and will include telemedicine capability

· Care of the elderly physician input (additional)

· Base for local integrated team, nursing, therapy, social work


· Appropriate specimen testing to support PCEC


· Potential for day case and ambulatory activity led by community and primary care team





(*) - The detailed work to develop the clinical specification forms part of the business case. NHS Highland is not yet at this stage of the process. The information provided for Spoke is a best guess at this stage subject to cost, clinical agreement and ongoing service planning across NHS Highland


(#) Outpatient clinics

· AA Screening


· Audiology


· Diabetic


· Ear, Nose and Throat


· General Medicine


· Medicine for the Elderly


· Occupational Health 


· Ophthalmology


· Orthopaedics may need to be in the Hub 

· Pace maker 


· Paedatrics 


· Psychiatry


· Rehabilitation 


· Renal,


· Retinal Screening


· Sleep Aponea 


· Stoma


· + Locally run clinics (i.e not specialists)


COLOUR CODE


· Black = no change


· Red= reduction in service


· Green = service development
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Scottish Ambulance Service Guidance for Bringing Patients Direct to:

Portree or Broadford Hospital



This list is NOT intended to be exhaustive nor complete.   Guidance Note will be subject to monitoring and review.  Further support notes are attached.





		

Examples of categories of patients in the North of Skye who SHOULD BE TAKEN DIRECT TO PORTREE HOSPITAL  by Ambulance: (depending on location)









· Minor trauma or minor falls (from body height), except those who have a decreased GCS, have obviously displaced fractures, breathing difficulties or internal bleeding.



· Patients who due to assault have minor grazes/cuts who are calm, manageable with no obvious sign of brain injuries or displaced upper or lower limb fractures or large joint dislocations.



· Fractured digits/ hands with no further complications.



· Soft tissue injuries and minor wounds.



· Superficial burns < 10% of body area not involving the face, airway or perineum.



· Conscious patients with minor hypothermia who only require body temperature returning to normal e.g. elderly patients in non-traumatic circumstances – fall etc.



· Known epileptic patients following a typical simple seizure who have no other injury/complication. and are not in Status Epilepticus.



· Known diabetic patients who have a blood glucose reading of < 4mmol/l or > 15mmol/l.



· Vasovagal syncope with an improving GCS, improving BP and no other apparent complications.



If in doubt ambulance staff in the North should call Broadford hospital from scene and discuss the most appropriate destination.



· On very rare occasions with rapidly deteriorating patients and depending on geography, Portree staff may review the case in the back of the ambulance and instigate treatment/ assist in the back of the ambulance en route to Broadford  This decision should be made in consultation with the duty UCP/ Doctor in Portree and /or Broadford.





























		

Examples of categories of patients who SHOULD BE TAKEN DIRECT to BROADFORD HOSPITAL 









· All of the above class of patient, depending on their location



Plus, in addition:

· Chest pain

· Head Injury with significant mechanism or decreased GCS on arrival of ambulance crew

· Abdominal Trauma.

· Suspected Spinal Injury.

· Poorly responsive or severe Asthmatic attack.

· Drugs Overdose/Poisoning.

· RTC patients who are pregnant irrespective of injury severity.

· RTC patients with significant mechanism injury

· RTC patients other than minor injuries, 

· Trauma patients with compromised ABC or D.

· Paediatrics who have suffered trauma.

· All obvious fractures/dislocations.















































































SUPPORTING NOTES



Background



The purpose of this Guidance Note is to facilitate the most appropriate response of Ambulance Crews responding to 999 calls in the North of the locality of Skye & Lochalsh.  Portree hospital does not have x-ray facilities for trauma cases in or out of hours or significant anaesthetic expertise and is moving to a nurse practitioner model. Broadford hospital should be the destination for acutely unwell, deteriorating or significantly injured patients. This has the potential to impact on individuals as well as the population.  Getting the appropriate transfer of patients to local facilities and Raigmore is crucial to providing a safe and effective Health and Ambulance Services.



Aim



To prevent adverse outcomes through delaying appropriate treatment of significantly unwell or injured cases by making the most appropriate use of resources within the locality of Skye & Lochalsh



Objectives



· To implement and monitor protocol to facilitate appropriate transfer of patients to Portree, or Broadford hospitals 

· To reduce transfers and admission to hospital by appropriate Treat and Refer by Paramedics



· To increase response times of Ambulance Crews to all calls by reducing the amount of time Crews outwith the locality of Skye & Lochalsh.



· To reduce turnaround times at Hospital





PORTREE admission Hours



The Hospital accept admissions from 8am to 11pm seven days a week.  The hospital is moving to a nurse practitioner model out of hours. However for the initial phase the primary cover will be either an Unscheduled care practitioner (nurse) or Rural practitioner (Hospital Dr). In office hours the primary contact will be a GP. Occasionally the primary contact may be out of the hospital on a home visit. There will be a second on call UCP/ Dr overnight in Portree but this is for time critical emergencies/ dual response only and is activated via discussion with the duty Dr in Broadford between 11pm and 8am. Unwell patients should be taken to Broadford out of hours.

 

BROADFORD admission hours 



The hospital accepts admissions 24hrs per day, seven days per week. As a minimum there will always be a nurse and RP available for the wards and A&E department. All doctors who work in Broadford Hospital have seen and approved this Guidance Note.





X-Ray Facilities



Broadford – available 24hrs seven days per week.

Portree - sporadically in office hours 3-4 days per week. Not for Trauma patients







Identifying Clinical Risk and Incident Reporting



Any clinical risks, incidents or confusion relating to this Guidance Note should be processed through standard procedures by completing a datix form.  This information will be collated monthly together with key measures to monitor progress.  





Further Information



		Alan Knox

Local SAS Area Service Manager 

		Dr Crichton, Portree Hospital

Dr J Hanson,  Broadford hospital 
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Update for District Partnership 11th May 2015

From Gillian Pincock, District Manager, Children’s Services.

Care and Protection – from the end of May the team will be diminished due to 3 members of staff moving on. This will create pressure on the Care and Protection team. Vacancies have been advertised but to date there have been no applicants. We are currently exploring the employment of an agency worker. The posts will be re-advertised.

The Practice Lead post – Care and Protection Practice Lead will also be advertised.

The team are working very hard to ensure that the needs of Children and Families are being met. 

Early Years/Early intervention – there is one vacancy for a Health Visitor in the area and we are confident that we will be able to fill this vacancy. There is also a vacancy for a Community Early Years Practitioner which again we are confident that we will be able to fill.

The Community Early Years Practitioners are about to roll out the “Before words” project which is an early intervention focussed on the communication between parents and their children from a pre- birth stage. 

The Community Early Years Practitioners are also exploring the possibility of delivering a “parenting” group using The Incredible Years framework which is part of the wider Highland Psychology of Parenting Project.

Health Visiting practice is under review at Scottish Government level with the introduction of the Universal Pathway. In order to deliver this the government have committed to increasing the number of Health Visitors over the next three years. Stirling University are delivering the Degree level course from their Highland Campus. The universal pathway increases the number of core contacts that the family will be offered from antenatal contact to an integrated assessment pre-school.

School Years/ Early Intervention – Eileen Steele Practice Lead has been working with colleagues in Education to review the process to support children who have additional needs in schools. A solution focussed approach has been used for some time now and is currently being refined. 

Arrangements are also in place for the review of children who have needs that are greater than can be met in universal service. The Highland Practice model promotes inter-agency working with reduced bureaucracy. Practice Leads and a representative from education will be able to do this in a timely manner ensuring that the needs of the child/young person are met.

There will be considerable pressure on the School Nursing Service again this year to deliver the immunisation programme. The review of School Nursing is also underway although it is unlikely that there will be any update on that until 2016 when the group carrying out the review have to report back to the Scottish Nurse Directors Group.



Additional information supplied by Kath McAvoy at the Meeting:

Kath asked the District Partnership if they were in a position to help the Family teams in relation to seeking accommodation for Family/Contact type centres in order that support can be provided to families and children in relation to contact and assessments

[bookmark: _GoBack]This is info. from Isaac Williamson  Childcare Partnership, 

The Budget spend for Skye and Wester Ross 2014/15 was                            £23,303.00          This was mainly down to Fas Mor sustainability funding and Maintenance work for Lochcarron Play Group.  

There was an underspend of                                                                                      £2,467.16



I am also currently in contact with 14 Childminders in Skye. 



We are still waiting on an update on the Toybox situation. I can add that a meeting has been arranged by Robert Campbell for the beginning of June to look at this. 
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Nothing can define the slippage in Scotland on health outcomes, as clearly as the data on lfe expectancy, and how we compare with other European nations.



150 years ago, Scottish life expectancy was roughly about the middle of the European

average. There were a few blips when there were wars.



Western European countries are pulling away from us,

while the Scottish line has become a bit flatter than the rest

of Western Europe. Fifty years ago, Portugal had ten years

poorer life expectancy than us, but it has now overtaken

us. Something is holding us back.

That divergence began to take place round about the late

1950s. You might be wondering what happened in Scottish

society around this time. 
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It is not explainable by many of our common assumptions.



It is not about our consumption of saturated fat or smoking. Improving our diet is very important.  Reducing smoking is very important. 



Neither of these, however, adequately explains the gap between

Scotland and other Western Europe countries.  As you can see from this chart, Scotland actually has a relatively low level of smoking compared to other countries.



But even more critically, we know that people with low incomes who smoke more than twenty

cigarettes a day, are more likely to die of lung cancer than people with high incomes who also smoke more than twenty cigarettes a day.  



Fundamentally, the problem with Scotland’s poor health is the health of the poor.   Critically, it is about inequality, and disconnected and disempowered communities.



The higher rate of mortality in Scotland has psychosocial causes.  It needs a psychosocial

explanations and psychosocial remedies. 
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Harry Burns
(former Chief Medical Officer)

“If we’re going to make life different in the coming years, we need to do two things: 

 

Help parents who have had no experience of attachment behaviour to understand the attachment process. 



Create a social context for productive, well lived lives, regardless of economic status - reconstruct communities by connecting people and activating assets.”













Christie Commission

Scotland's public services are in need of urgent and sustained reform to meet unprecedented challenges.

Despite significant growth in public spending, on most key measures social and economic inequalities, the gap between the top and bottom in key outcomes such as income, employment, health, learning and safety is significantly wider in Scotland than in other European countries. 

New demographic and social pressures will entail a huge increase in the demand for public services. The economic downturn will also intensify and prolong demand. Unless Scotland embraces a radical, new, collaborative culture throughout our public services, both budgets and provision will buckle under the strain.
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Key objectives of Christie’s 
‘reform programme’

public services are built around people and communities, their needs, aspirations, capacities and skills, and work to build up their autonomy and resilience;

public service organisations work together effectively to achieve outcomes – specifically, by delivering integrated services which help to secure improvements in the quality of life, and the social and economic wellbeing, of the people and communities of Scotland;

public service organisations prioritise prevention, reduce inequalities and promote equality; 

all public services constantly seek to improve performance and reduce costs, and are open, transparent and accountable.









Community Empowerment (Scotland) Bill 

Significantly improved community participation in the design and delivery of public services


Action to build community capacity, including asset transfer, recognising the particular needs of communities facing multiple social and economic challenges





Community Learning & Development statutory obligation 

New duty on Local Authority to publish a 3 year CLD Plan by 1st September 2015 + 3 yearly thereafter.   Needs to set out what action the local authority and partners will take to provide CLD over the period of the plan.



Duty on local authority - but those providing CLD expected to work together to meet local needs.



Target individuals and groups most likely to benefit from CLD.



Inspection regime well established and ASG focussed, but in Highland – to be built from the Districts
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50 years of centralisation has not tackled the biggest problems that Scotland faces

For a country with Scotland’s relative wealth and strength, the level of inequality today is simply intolerable, and has huge social and financial costs

There is a link between the absence of strong local democracy at the moment and the prevalence of inequalities

It is communities that empower governments at all levels, not governments that empower people





Some current CPP infrastructure support for community capacity building

Community Development Officers – NHSH

Community Health Co-ordinators – NHSH

Community Dieticians – NHSH

Community Networkers – Highland 3rd Sector Interface (HTSI)

HIE Community Account Holders

4 rural community development initiatives supported by HIE



Rural development funding supported by the EU LEADER programme via Local Area Partnerships

Highland Council Community Challenge Fund

HTSI support for volunteering and social enterprises

Support for Community Councils – THC

CLD and Integrated Learning Communities via schools and HighLife Highland

EYs community capacity building







Highland CPP:
Community Development Strategic Partnership

Care and Learning (Chair)

Third Sector Interface

HIE

High Life Highland

Fire & Rescue Scotland

NHS Highland

Police Scotland

SNH

Infrastructure & Development, THC

Head of Policy & Reform, THC

UHI



Caithness DP

East Ross DP

Inverness East DP

Inverness West DP

Lochaber DP

Mid Ross DP

Nairn, Badenoch & Strathspey DP

Skye, Lochaber & Wester Ross DP

Sutherland DP





At the District Partnership

Community Safety

Community Learning

For Highland’s Children: District Delivery Plan

NHS Highland Change & Improvement (District) Plan





Community Plan for the District? (Lochaber)

    transport, employability; environment; land reform; 
     social enterprise………
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