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Date Time Venue 

Friday 25 November 
2016 
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Renfrewshire House, Cotton Street, 
Paisley, PA1 1AN 

 

KENNETH GRAHAM 
Clerk 

 
 
 
 
 
 
 

Membership 
 
Councillor Iain McMillan: Councillor Derek Bibby: Councillor Jacqueline Henry: 
Councillor Michael Holmes: Dr Donny Lyons: Morag Brown: John Legg: Dorothy 
McErlean: Karen Jarvis: Alex Thom: Liz Snodgrass: David Wylie: Alan McNiven: 
Helen McAleer: Stephen Cruickshank: John Boylan: Graham Capstick: David 
Leese: Sarah Lavers: Peter Macleod. 
 
 
 
Councillor Iain McMillan (Chair) and Donny Lyons (Vice Chair) 



Apologies 
Apologies from members. 

Declarations of Interest 
Members are asked to declare an interest in any item(s) on the agenda 
and to provide a brief explanation of the nature of the interest. 

1 Minute 1-10 
Minute of meeting of the Integration Joint Board (IJB) held on 16 
September 2016. 

2 Chairman’s Update 

3 Finance Update 11-22 
Report by Chief Finance Officer. 

4 Renfrewshire HSCP Performance 23-42 
Management Report 2016/17 
Report by Chief Officer. 

5 Update on Participation, Engagement  43-46 
 and Communication  (PEC) Implementation Plan  

Report by Chief Officer. 

6 Update of Non-financial Governance Arrangements 47-53 
Report by Chief Officer. 

7 Strategic Plan 2016/19 54-140 
Report by Chief Officer. 

8 Annual Report of the Chief Social Work Officer  141-162 
2015/16 

Report by Chief Social Work Officer. 



9  Unscheduled Care       163-170 
Report by Chief Officer. 

 

 
 
 
10  Falls Prevention and Management Strategy   171-191 

Report by Chief Officer. 
 

 
 
 
11   Date of Next Meeting 

Note that the next meeting of the IJB will be held at 9.30 am on Friday 
20 January 2017 in the Abercorn Conference Centre, Renfrew Road, 
Paisley. 





 

Friday, 16 September 2016 09:30 Abercorn Conference Centre, Renfrew 
Road, Paisley, PA3 4DR

 

Councillors Iain McMillan, Bill Brown (substitute for Derek Bibby) and Jacqueline Henry (all 
Renfrewshire Council); Dr Donny Lyons, Morag Brown, John Legg and Dorothy McErlean 
(all Greater Glasgow & Clyde Health Board); Karen Jarvis (Registered Nurse); Dr 
Christopher Johnstone (Registered Medical Practitioner (GP)); Alex Thom (Registered 
Medical Practitioner (non-GP)); Liz Snodgrass (Council staff member involved in service 
provision); David Wylie (Health Board staff member involved in service provision); Alan 
McNiven (third sector representative); Helen McAleer (unpaid carer residing in 
Renfrewshire); Stephen Cruickshank (service user residing in Renfrewshire); John Boylan 
(trade union representative for Council staff); Graham Capstick (trade union representative 
for Health Board staff); David Leese, Chief Officer and Sarah Lavers, Chief Finance Officer 
(both Renfrewshire Health and Social Care Partnership) and Peter Macleod, Chief Social 
Work Officer (Renfrewshire Council). 
 

 

Councillor Iain McMillan, Chair, presided. 
 

 

Sandra Black, Chief Executive, Ken Graham, Head of Corporate Governance (Clerk), Iain 
Beattie, Head of Health and Social Care (Paisley), Frances Burns, Health and Social Care 
Integration Programme Manager and Elaine Currie, Senior Committee Services Officer (all 
Renfrewshire Council); Fiona Mackay, Head of Strategic Planning & Health Improvement, 
Mandy Ferguson, Operational Head of Service, Jean Still, Head of Administration, Angela 
McLelland, Change & Improvement Officer, Claire Walker, Planning and Performance 
Manager and James Higgins, Health and Social Care Integration Project Officer (all 
Renfrewshire Health and Social Care Partnership) and Brian Howarth, Assistant Director, 
and Anne McGregor, Senior Audit Manager (both Audit Scotland). 
 

 

Councillors Derek Bibby and Michael Holmes (both Renfrewshire Council). 
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There were no declarations of interest intimated prior to the commencement of the 
meeting. 
  
Prior to the start of the meeting, the Chair welcomed John Legg and Dorothy 
McErlean to their first meeting of the Integration Joint Board (IJB) and thanked John 
Brown and Donald Sime for their contribution to the work of the IJB. 
 
 

1  
The Minute of meeting of the Integration Joint Board (IJB) held on 24 June 2016 was 
submitted.   
  
Under reference to item 14 – Audit Committee – Membership and Depute Chair 
Position – the Chair advised that John Legg would now be the Health Board’s 
representative on the Audit Committee and that David Wylie would be a non-voting 
member on the Audit Committee.  
  

 
 

(a) That the Minute be approved; and 
  
(b) That it be noted that John Legg would now be the Health Board’s representative 
on the Audit Committee and that David Wylie would be a non-voting member on the 
Audit Committee.  
  

 
 

John Boylan entered the meeting prior to consideration of the following item of 
business. 
 

2  
The Chair submitted a report relative to service and site visits undertaken by him to 
gain a better insight and understanding of the range of services and related issues 
facing the IJB. 
  
The report detailed the visits undertaken to date; the positives and challenges 
described by services; and the proposed programme of visits until the end of March 
2017 which would include the Vice-chair, where possible. 
 

That the report be noted. 
 

3 
 

The Head of Administration, Renfrewshire Health and Social Care Partnership 
(HSCP) submitted a report relative to changes to the membership of the IJB and a 
proposed programme of development sessions for 2016/17. 
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The report intimated that on 16 August 2016, the NHS Greater Glasgow & Clyde 
Health Board changed the voting members for the Renfrewshire Health and Social 
Care Integration Joint Board and John Legg and Dorothy McErlean would now be the 
Health Board voting members on the IJB. 
  
The report further intimated that Dr Stephen McLaughlin had resigned from the post of 
Clinical Director in the Renfrewshire Health and Social Care Partnership and therefore 
from his non-voting position on the IJB.  Dr Christopher Johnstone would attend IJB 
meetings as the non-voting member (Registered Medical Practitioner (GP)). 
  
The programme of development sessions for 2016/17 was detailed in the report and it 
was noted that a programme would be issued to members approximately two weeks 
in advance of each session. 
  

 
 

(a) That the changes to membership of the IJB be noted; and 
  
(b) That the programme of development sessions for 2016/17, as detailed in the 
report, be approved. 
 

4  
Under reference to item 8 of the Minute of the meeting of this Joint Board held on 24 
June 2016 the Chief Officer submitted a report relative to the establishment of the role 
of Carer Champion for Renfrewshire. 
  
The report intimated that Renfrewshire HSCP acknowledged the significant role 
carers played and recognised them as partners in the delivery of care.  Supporting 
carers was a key priority at a local and national level.  The recent Scotland’s Carers 
publication noted that 17,760 people in Renfrewshire identified themselves as carers. 
  
Renfrewshire’s Carer Strategy 2013/16 recognised the good work and the support 
available locally to support carers in their caring role but acknowledged that more 
needed to be done.  The establishment of the role of Carer Champion for 
Renfrewshire would provide a focus for promoting the carer agenda which would be 
set out in the new Renfrewshire Carer Strategy. 
  

 
 

(a) That the establishment of the role of Carer Champion for Renfrewshire be 
approved; 
  
(b) That it be agreed that the role of Carer Champion would have autonomy from the 
IJB; and 
  
(c) That it be agreed that the current Provost of Renfrewshire fulfil the role of Carer 
Champion until 31 March 2017. 
 

5  
The Chief Finance Officer submitted a report relative to the revenue and capital 
budget positions from 1 April to 24 July 2016 for Social Work and from 1 April to 31 
July 2016 for the Health Board, as detailed in Appendix 1 to the report.  The key 
pressures were highlighted in sections 4 and 5 of the report. 
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The report provided an update on the Health Board’s contribution to the IJB; the 
implementation of the Living Wage; financial planning proposals for budget setting; 
and Integrated Care Fund (ICF) proposed governance arrangements. 
  
The overall revenue position for the HSCP at 31 July 2016 was an overspend of 
£457,000, as detailed in Appendix 1 to the report, with a projected year-end adverse 
variance of £1.378 million. Appendix 2 to the report provided a reconciliation of the 
main budget adjustments applied this current financial year to bring the HSCP to the 
net budget as reported. 
  
It was proposed that, in future reports, all underspends and overspends be itemised 
together.  This was agreed. 
  
A copy of the NHS Greater Glasgow & Clyde (NHSGG&C) draft Financial Plan 
2016/17 approved by the NHSGG&C Board on 28 June 2016 formed Appendix 3 to 
the report; details of the 2016/17 financial allocation to the HSCP formed Appendix 4 
to the report; details of the 2016/17 notional set aside budgets by speciality formed 
Appendix 5 to the report; details of the methodology used to calculate the notional set 
aside budgets formed Appendix 6 to the report; and the terms of reference for the 
HSCP Finance and Planning Group formed Appendix 7 to the report.  
 

Discussion took place relative to implementation of the Living Wage and the ongoing 
work being carried out by the HSCP with providers to deliver the Living Wage 
commitment by 1 October 2016 and the perception amongst service users that cuts 
were being proposed to those individuals with low and moderate needs in receipt of 
self-directed support.  It was proposed that the Chief Finance Officer submit a report 
to a future meeting of this IJB relative to negotiations being carried out with providers 
to deliver the Living Wage commitment by 1 October 2016 and that the Head of Social 
Care (Paisley) contact service users as required to clarify the position in relation to 
those individuals with low and moderate needs in receipt of self-directed 
support.   This was agreed.  
  

 
  
(a)That it be noted that the financial position to date was an overspend of £457,000 
with a potential full year adverse variance of £1.378 million;  
  
(b)That the NHSGG&C budget allocation for 2016/17 including the notional set aside 
budgets for 2016/17 be noted;  
  
(c)That the due diligence work update on the Health Board contribution to the IJB, 
which had highlighted areas of financial risk to the health care budget allocation for 
2016/17, be noted; 
  
(d)That it be noted that at this point there were no approved plans in place to deliver 
against the health services savings gap of £1.378 million which accounted for the 
reported overspend position reported in the first quarter of this financial year and the 
potential full year adverse variance;  
  
(e)That it be noted that the forecast progress for the remainder of the financial year 
assumed the overspend position would continue unless service changes and cost 
reductions were achieved; 
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(f)That it be noted that the NHS Board had identified that non-recurring funding was 
available to offset the in-year shortfall against savings targets and that discussions 
were underway to determine how non-recurring funding would be allocated to 
Partnerships within this financial year reducing the potential in-year overspend; 
  
(g) That the progress of the Living Wage Implementation Project be noted; 
  
(h) That the establishment of a HSCP strategic service and financial planning model 
be noted; 
  
(i) That the proposed ICF governance arrangements be noted; 
  
(j) That it be agreed that the cost savings options to restore recurring financial budget 
balance to the health budget in 2016/17 would be presented to the IJB for review in 
November 2016; 
  
(k) That an additional one-off payment be requested from NHSGG&C to fund any 
identified shortfall due to the impact of unallocated savings; 
  
(l) That the Director of Finance for NHSGG&C be requested to provide a written 
assurance that no future savings targets would be applied in respect of the 2015/16 
unallocated savings of £7.8 million;  
  
(m) That authority be delegated to the Chief Officer to issue updated Directions, as 
required; 
  
(n) That, in future reports, all underspends and overspends be itemised together; 
  
(o) That the Chief Finance Officer submit a report to a future meeting of the IJB 
relative to negotiations being carried out with providers to deliver the Living Wage 
commitment by 1 October 2016; and  
  
(p) That the Head of Health and Social Care (Paisley) contact service users as 
required to clarify the position in relation to those individuals with low and moderate 
needs in receipt of self-directed support. 
 

6  
Under reference to item 2 of the Minute of the meeting of this Joint Board held on 24 
June 2016 the Chief Finance Officer submitted a report relative to the audited annual 
accounts for the IJB for 2015/16, a copy of which formed the appendix to the report. 
  
The report intimated that Audit Scotland had issued an unqualified independent 
auditor’s report on the 2015/16 financial statements. It was noted that Audit Scotland 
had also submitted a report to the IJB Audit Committee held earlier in the morning 
which detailed matters arising over the course of the audit. 
  
The Chair of the IJB Audit Committee advised that the Audit Committee 
recommended approval of the audited accounts 2015/16 for signature in accordance 
with the Local Authority Accounts (Scotland) Regulations 2014.  
  
It was noted that the date referred to in Note 3 of page 15 of the accounts should read 
16 September 2016 and that the reference to ‘total debtors’ in Note 5 of page 16 of 
the accounts be amended to read ‘total creditors’. 
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: That, subject to the minor corrections noted, the audited accounts 2015/16 
be approved for signature in accordance with the Local Authority Accounts (Scotland) 
Regulations 2014. 
 

7 
 

Under reference to item 5 of the Minute of the meeting of this Joint Board held on 24 
June 2016 the Chief Officer submitted a report providing an update on four indicators 
from the performance scorecard 2016/17. 
  
The report and Appendix 1 to the report provided an update on the percentage of 
clients on the Social Work Occupational Therapy waiting list allocated a worker within 
four weeks; the percentage of long term clients receiving intensive home care; the 
percentage of Primary Care Mental Health Team patients referred to first appointment 
offered within four weeks; and the number of non-smokers at the three month follow 
up in the 40% most deprived areas.  Detailed exception reports formed Appendix 2 to 
the report. 
  
The Chief Officer proposed that case studies would be included in future reports to 
the IJB in relation to the percentage of Primary Care Mental Health Team patients 
referred to first appointment offered within four weeks.  This was agreed. 
  

 
 

(a) That the updates on performance in Occupational Therapy, Home Care, 
Community Mental Health and Smoking Cessation and the remedial actions proposed 
be noted;  
  
(b) That it be noted that the full scorecard updating all performance measures would 
be submitted to the next meeting of the IJB to be held on 25 November 2016; and 
  
(c) That case studies be included in future reports to the IJB in relation to the 
percentage of Primary Care Mental Health Team patients referred to first appointment 
offered within four weeks. 
 

8  
The Chief Officer submitted a report relative to the development of an approach to 
locality and cluster based working to build collaboration and joint working between 
General Practitioners and HSCP services and staff to better support the needs of 
local patients, service users and communities. 
  
The principle of practices working more closely together for the benefit of patients and 
the wider health and social care system was reflected in the Scottish Government’s 
Localities Guidance issued to support health and social care integration. 
  
The report intimated that Renfrewshire had 29 GP practices which were initially 
formed into 10 clusters aligning with existing District Nursing Teams.  As work with 
local practices progressed there were now six clusters established within the two 
localities of Paisley and West Renfrewshire and these were detailed in Appendix 1 to 
the report. 
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During 2015 Renfrewshire HSCP had contributed to an extensive NHSGG&C system 
wide engagement and listening exercise with the aim of better understanding the 
pressures facing GP services and to reach a shared view of what should be done to 
address these pressures.  A detailed set of actions had been developed which would 
be taken forward by Renfrewshire HSCP in partnership with the Health Board, other 
HSCPs and the Local Medical Committee, and these formed Appendix 2 to the report. 
  
In April 2016 changes had been made to the National GP Contract moving away from 
the Quality Outcomes Framework (QOF) approach linking activity and payment for 
GP practices.  The new arrangements had a sharper focus on multi-practice cluster 
based working, the development of a Cluster Quality Improvement Programme, and 
the identification of a Practice Quality Lead (PQL) and Cluster Quality Leads 
(CQLs).  Renfrewshire HSCP established a short life working group to scope out the 
role and function of the PQL and CQLs and this work was now being used across all 
HSCPs in NHSGG&C to shape the emerging approaches to cluster working.  It was 
expected that further changes would be made to the GP contract in Scotland for 
2017/20 and it was noted that the Chief Officer would submit a report to the IJB once 
these changes were known.  
  
Renfrewshire HSCP had worked with local GP practices to confirm a named GP 
within each practice to fulfil the PQL role and work is now in hand to appoint the 
CQLs. 
  

 
 

(a) That the progress made to establish GP cluster working be noted;  
  
(b) That the new GP contract arrangements for 2016/17 be noted; and 
  
(c) That the work being undertaken by NHSGG&C, HSCPs and the Local Medical 
Committee, to address pressures within GP services, be noted. 
 

9 
 

The Chief Officer submitted a report relative to the proposed strategic planning 
structure for Renfrewshire HSCP including Community Planning and joint planning 
with NHSGG&C for acute services. 
  
The report provided information in relation to the Strategic Planning Group; previous 
arrangements and transition to new arrangements; and acute planning.  The terms of 
reference for the Renfrewshire Strategic Planning Group formed Appendix 1 to the 
report and the report approved by the NHS Board, at its meeting held on 28 June 
2016, relative to a strategic plan for acute services formed Appendix 2 to the report. 
  
Discussion took place relative to the awareness of groups represented on the 
Strategic Planning Group that they could influence the strategic planning process and 
how the expectations of these groups would be managed.  It was proposed that the 
HSCP re-engage with the Carers Forum and other groups represented on the 
Strategic Planning Group to re-emphasis their role on the group and investigate 
possible training sessions for members of the Strategic Planning Group.  This was 
agreed.  
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(a) That the updated arrangements for Renfrewshire’s Strategic Planning Group be 
noted; 
  
(b) That the transition process for moving from the current arrangements to the new 
planning arrangements be noted; 
  
(c) That the process agreed by NHSGG&C to develop a strategic plan for acute 
services be noted;  
  
(d) That the National Clinical Strategy be noted; and 
  
(e) That the HSCP re-engage with the Carers Forum and other groups represented on 
the Strategic Planning Group to re-emphasis their role on the group and investigate 
possible training sessions for members of the Strategic Planning Group. 
 

10  
Under reference to item 9 of the Minute of the meeting of this Joint Board held on 18 
March 2016 the Chief Officer submitted a report providing an update on progress 
made to deliver the key actions set out within the implementation plan. 
  
Appendix 1 to the report detailed the progress to date and it was noted that 
governance structures for the Renfrewshire HSCP Executive Group; Renfrewshire 
HSCP Professional Executive Group; Renfrewshire HSCP Service Pod – Locality 
Services; Renfrewshire HSCP Service Pod – Mental Health, Addictions and Learning 
Disability Services; and Renfrewshire Chief Social Work Officers Professional Group 
were now fully established. 
  
A copy of the guidance issued by Scottish Ministers in relation to the Role of the Chief 
Social Work Officer formed Appendix 2 to the report and a summary of the key 
changes to this role and how they applied to the IJB formed Appendix 3 to the report. 
  
Discussion took place relative to IJB oversight of the governance for the HSCP and 
the fact that there was no Council or Health Board voting members on the Clinical 
Care and Governance Group.  It was proposed that the Chief Officer look at what 
other IJBs were doing in this area and submit a report on this matter to a future 
meeting of the IJB.  This was agreed. 
  
The Chief Social Work Officer proposed that he submit his Annual Report to the next 
meeting of the IJB to be held on 25 November 2016 and that this report be updated to 
include information in relation to corporate parenting.  This was agreed. 
  

 
 

(a) That the progress made to implement the Renfrewshire HSCP Quality, Care and 
Professional Governance Framework be noted; 
  
(b) That the ongoing work to develop clinical and care governance work plans be 
noted;  
  
(c) That the guidance issued by Scottish Ministers on the Role of the Chief Social 
Work Officer be noted;  
  
(d) That it be noted that future update reports would be submitted to the IJB;  
  

Page 8 of 191



(e) That the Chief Officer look at other IJB arrangements for governance issues and 
submit a report to a future meeting of IJB; and 
  
(f) That the Chief Social Work Officer submit a report to the next meeting of the IJB to 
be held on 25 November 2016 relative to his Annual Report and that this report 
include information in relation to corporate parenting. 
 

11  
That it be noted that the next meeting of the IJB would be held at 9.30 am 

on 25 November 2016 in the Council Chamber, Renfrewshire House, Cotton Street, 
Paisley. 
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(District and Out of Hours Nursing; 
Rehabilitation Services, Equipu and Podiatry)

support to GP's for areas such as breast screening, 
bowel screening) 
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(Business Support staff; Admin related costs, hotel 
services and property related costs including rates and rental costs) 
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Out of Area Placements
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To: Renfrewshire Integration Joint Board

On: 25 November 2016

Report by: Chief Officer

Subject: Renfrewshire HSCP Performance Management Report 2016/17

1. Summary

1.1 The Integration Joint Board (IJB) assumed full responsibility for delegated 
services on 1 April 2016. A performance framework is required to ensure we 
operate with informed, effective and efficient management of services and to 
provide a coherent picture of the outcomes achieved by the Health and 
Social Care Partnership (HSCP).

1.2 It was agreed that an update on performance would be presented at all IJB
meetings. This is the first performance report for the financial year 2016/17 
and covers the period April to September. The performance dashboard
showing progress against the nine National Outcomes is attached (Appendix 
1) along with the full Scorecard updating all performance measures
(Appendix 2) and two exception reports (Appendix 3).

1.3 While this report is for the period April to September 2016, data is not yet 
available for all performance measures to September 2016. Information 
provided in the report is the most up to date available at this point.

1.4 The report provides an update on indicators from the Performance Scorecard 
2016/17. There are 88 performance indicators of which 54 have targets set
against them. Performance status is assessed as either red, more than 10% 
variance from target; amber, within 10% variance of target; or green, on or 
above target.

1.5 The dashboard at Appendix one shows that currently 30% of our 
performance measures have red status, 18% amber status and 52% green
status.

2. Recommendation

2.1 It is recommended that the Integration Joint Board (IJB):

Notes the mid-year update on 2016/17 performance in the Scorecard 
presented in Appendix 2 (performance to 30.09.16). It should be noted 
that the indicators in the scorecard are reported at a number of 
frequencies and that information may not always be available at the 
end of a reporting period. Data provided in this report is the most up to 
date information available. 

Item 4
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3. Performance Reporting 2016/17

3.1 Background

The Scorecard is structured on the nine National Outcomes. It includes
measures from the Core Indicators’ set, incorporating some high level
outcome indicators drawn from the annual Health and Care Experience
Survey. Feedback from our performance reporting during 2015/16 has been
taken into account to ensure a balanced coverage in terms of services,
outcomes and performance measures.

3.2 Amendments from 2015/16 to 2016/17 Performance Reporting

Two indicators reported in 2015/16 are no longer included in the 2016/17 
performance report.

- The first is the total number of weeks of respite care provided for all client 
groups under National Outcome 6. The Scottish Government ceased to 
gather respite information in 2015/16 due to the challenges in terms of 
collation and identification of respite. There is ongoing work at a national 
level to consider how the data is collated and guidance is expected during 
2018. HSCPs have now been given the opportunity to put in place more 
meaningful local measures in the interim period. Renfrewshire HSCP is 
currently undertaking a scoping exercise on its respite data and intends to 
have a local indicator in place for 2017/18.

- The second is the % of GPs in Renfrewshire participating in the 
Medicines’ Management Local Enhanced Service, which finished in 
March 2016. GP Practices are now being asked to sign up to prescribing 
initiatives in three areas; respiratory, diabetes and a practice specific
area. Currently 76% of Practices have opted in to all three. 

The sickness absence rate for Adult Social Work staff in the HSCP will now 
be included in the performance report from 1st April 2016. The rate is 
expressed as a number of work days lost per full time equivalent and is 
included under National Outcome 8 in Appendix 2.

3.3 Performance Improvements

Good progress has been made in reducing the number of acute bed days 
lost to delayed discharges for Adults with Incapacity. Status on this target 
has changed from red to green. 

There has also been an increase in the % of approved applications for 
medical adaptations completed during the year. As performance has 
increased to 99%, this measure has changed from red to amber status. 

100% of Health Care Support Worker staff have completed mandatory 
induction within the set deadline therefore this indicator has changed from 
red to green status.  
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The alcohol and drugs waiting times target for referral to treatment (% seen 
within 3 weeks) has steadily increased from 89.3% at March 2013 to a high 
of 99.8% at December 2015. At June 2016, 98.6% of patients were seen 
within 3 weeks of referral to treatment; well above the 91.5% target. An 
exception report detailing actions to maintain performance with this indicator 
is included at Appendix 3. 

3.4 Performance Challenges

As well as positive areas of performance, there are also a number of
areas that are more challenging. These include the Primary Care Mental
Health Team referral to first appointment waiting times and the 18-week
waiting times target from assessment to appointment in the Speech and 
Language Therapy Community Paediatric Service. 

The percentage of Primary Care Mental Health Team patients referred
to first appointment offered within 4 weeks has reduced from 88% at March 
2016 to 73% at September 2016. Two full time staff commenced on 10th 
October 2016, filling posts that were vacant for several months during 
recruitment. This should have a positive impact on the waiting times which 
are monitored and reviewed by the Team Leader on a regular basis. 

There has been an increase in the number of children waiting more than 18 
weeks for Paediatric Speech and Language Therapy assessment to 
appointment. At September 2016, there were 157 children waiting more than 
18 weeks. There are currently staffing issues within the service around long 
term sick leave, maternity leave and two vacancies. 

Referrals to the service have remained constant at around 15 per week. 
70.9% of referrals progress beyond triage and assessment to at least one 
treatment/return episode.  Discussion with the Professional Lead has 
commenced to develop more defined clinical pathways to allow greater 
predictability in the patient journey. This will be a longer term service 
development and will progress in line with the proposed capacity model of 
SLT across NHSGGC.

The exception report on Paediatric Speech and Language Therapy Waiting 
Times in Appendix 3 gives more detail on trends, actions to address 
performance and timeline for improvement.

Implications of the Report

1. Financial – None
2. HR & Organisational Development – None
3. Community Planning – None
4. Legal – Meets the obligations under clause 4/4 of the Integration Scheme.
5. Property/Assets – None
6. Information Technology – None
7. Equality & Human Rights – The recommendations contained within this 

report have been assessed in relation to their impact on equalities and 
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human rights. No negative impacts on equality groups or potential for 
infringement have been identified arising from the recommendations 
contained in the report.
If required following implementation, the actual impact of the 
recommendations and the mitigating actions will be reviewed and monitored, 
and the results of the assessment will be publicised on the Council’s website.

8. Health & Safety – None
9. Procurement – None
10. Risk – None
11. Privacy Impact – None

Authors:

Clare Walker, Planning and Performance Manager

Gayle Fitzpatrick, Service Planning and Policy Development Manager
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Appendix 3

Exceptions Report: Number waiting more than 18 weeks for paediatric Speech 
& Language Therapy assessment to appointment

Measure Number waiting more than 18 weeks for paediatric Speech & 
Language Therapy assessment to appointment.

Current Performance As at September 2016, 157 children were waiting more than 18 
weeks for a paediatric Speech & Language appointment 
following assessment.

Lead Mandy Ferguson, Head of Health & Social Care (West 
Renfrewshire)

Commentary

As at September 2016, there were 157 children waiting more than 18 weeks for an
appointment following assessment, a 37.5% increase since July 2016. The current waiting t
standard is 18 weeks and the longest wait at September 2016 was 40 weeks. 
Current status remains red.

A comparison of data from September 2015 to September 2016 shows a steady increase 
from 53 children waiting at July 2015 to 157 at July 2016. Referrals to the 
service fluctuate from month to month and although the average is approximately 54 
per month, some months referrals increase to between 70 and 80.

Resources

The team WTE (whole time equivalent) has decreased since April 2013 from 19.63 to 14.78 WTE 
(excluding admin). This reduction was due to historical underfunding of posts and the impact of 
the NHSGGC SLT review of 2011-2012 resulting in a subsequent realignment of SLT workforce 
resource allocation. Fixed term posts have not been renewed to bring the staffing resource within 
allocated service budget.

As of 25/10/16 there are three maternity leaves within the team and two new vacancies 
commencing - one held at redeployment and one fixed term post (preferred candidate identified).
The impact of these vacancies on waiting times is significant as ‘open’ cases require reallocation 
before waiting list allocations as a clinical duty of care has been initiated. 

There are currently 71 open cases to be reallocated, a reduction of 54 from the previous report.
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Appendix 3

Demand

Referrals to the service have remained relatively constant at around 15 referrals per week.  

70.9% of referrals progress beyond triage and assessment to at least one treatment/return 
episode. GGC-wide EMIS data analysis suggests that a range of between 1 and 54 return 
appointments may be delivered to individual children depending on their clinical profile.

A review of data available is underway to allow for comparison with other areas and understand 
any changes in demand.

Actions to Improve Performance

Sickness Absence: 
Staff member completing a phased return has returned to clinical casework.

Maternity Leaves:
Fixed term cover was agreed and a preferred candidate appointed before two maternity leaves 
were due to commence. The candidate required 3 months’ notice and will start in November 2016.

Fixed term cover for the remaining maternity leave has been appointed to a permanent post and 
is due to leave. A 6-month fixed term post has now been agreed. No start date confirmed as yet.

Extra Sessions
Additional clinical sessions provided over contractual hours by SLT manager and staff employed 
elsewhere within NHSGGC.

Vacancies
Vacancies are being progressed by the Recruitment Department.

Clinical Pathways
Discussion with Professional Lead has commenced to develop more defined clinical pathways to 
allow greater predictability in patient journey. This will be a longer term service development and 
will progress in line with the proposed capacity model of SLT across NHSGGC.

Caseload Review
Team caseloads are high.  SLT Professional Lead has advocated a notional caseload for 
NHSGGC that will be a significant challenge for Renfrewshire.

The Governance Strategy specifies a maximum caseload per registered practitioner of 30, with an 
upper tolerance of 35. Current average caseload per WTE in Renfrewshire is 42. The requirement 
to reduce caseloads is further impacting on the allocation of current open cases and assessments 
from the waiting list.

SLT Manager and Team Leads reviewed all open cases to ensure care continues to be effective,
appropriate to need and that staff are supported to deliver this. Staff have been involved in 
discussions ensuring parents and carers are supported to manage care, universal supports are 
signposted when required, ‘dosage’ decisions are evidence based and care is impact driven.

Timeline For Improvement

Due to the number of open cases requiring allocation, it is anticipated that waiting times will not 
improve in the short term. 

An overall improvement in staffing is expected from September to December 2016, when new 
assessments can be allocated without increasing caseloads, workloads and compromising clinical 
efficacy and safety.

The impact of the Governance Strategy on caseload numbers will be monitored and guidance 
sought from professional lead on likely impact within Renfrewshire.
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Appendix 3

Exceptions Report: Alcohol and drugs waiting times for referral to treatment. 
% seen within 3 weeks

Measure Alcohol and drugs waiting times for referral to 
treatment. Percentage seen within 3 weeks

Current Performance At June 2016, 98.6% of patients were being seen within 3 
weeks of referral to treatment.

Lead Katrina Phillips, Head of Mental Health, Addiction and 
Learning Disability Services

Commentary

Performance has seen a steady increase from 89.3% at March 2013 (amber status) to 
a high of 99.8% at December 2015.

At 98.6%, current performance remains green and although it has dropped slightly 
from the December figure of 99.8%, remains significantly higher than the 91.5% 
target. 

Actions to Maintain Performance

The shift to providing recovery based services in Renfrewshire is continuing to have a 
positive impact on waiting times.

To maintain performance, drug and alcohol services will continue to deliver a number 
of initiatives which are aligned to the Quality Principles and are recovery and outcome 
focused.

These include completing outreach assessments for individuals who are vulnerable or 
have physical health needs that would prevent them from attending services as well 
as offering flexible appointments to individuals who require access to services in the 
evenings and at weekends. 
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Appendix 3

The provision of the Intake Team will also continue to prioritise new referrals where a 
full assessment will be carried out and treatment offered based on specific needs.

The ADP will continue to monitor waiting times on a quarterly basis, and offer training 
to maintain performance as required.
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Item 5

Page 43 of 191



Page 44 of 191



Page 45 of 191



Page 46 of 191



o
o
o
o
o
o

Item 6
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Item 7
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Our vision: 
Renfrewshire is a caring place where people 
are treated as individuals and supported to 
live well
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www.renfrewshire.gov.uk/integration
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Diagram 2 
Projected population of Renfrewshire, 2012-2037 
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Diagram 3 
Hospital Activity, April 2011 to June 2015 

Page 74 of 191



Page 75 of 191



Page 76 of 191



Page 77 of 191



Page 78 of 191



Page 79 of 191



Page 80 of 191



Page 81 of 191



Page 82 of 191



Page 83 of 191



Page 84 of 191



Page 85 of 191



Page 86 of 191



Page 87 of 191



Page 88 of 191



Page 89 of 191



Page 90 of 191



Page 91 of 191



Page 92 of 191



Page 93 of 191



Page 94 of 191



Page 95 of 191



Page 96 of 191



Page 97 of 191



Page 98 of 191



Page 99 of 191



Page 100 of 191



Page 101 of 191



Page 102 of 191



Page 103 of 191



Page 104 of 191



Page 105 of 191



Page 106 of 191



Page 107 of 191



Page 108 of 191



Page 109 of 191



Page 110 of 191



Page 111 of 191



Page 112 of 191



Page 113 of 191



Page 114 of 191



Page 115 of 191



Page 116 of 191



Page 117 of 191



Social Work (Scotland) Act 1968 National Health Service (Scotland) Act 1978
Children (Scotland) Act 1995.  

Social Care (Self-directed Support) Act 2013

The Carers’ (Scotland) Bill 

The Community Empowerment (Scotland) Act 2015 
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Outcome 1 The supply of homes is increased;

Outcome 2 Renfrewshire will have sustainable, attractive and well designed mixed with 

well functioning town centres;  

Outcome 3 People live in high quality, well managed homes ;  

Outcome 4 Homes are energy efficient and fuel poverty is minimised;  

Outcome 5 Homelessness is prevented whenever possible and advice and support is 

provided to vulnerable households;  

Outcome 6 People are supported to live independently for as long as possible in their 

own homes and communities; and 

Outcome 7 People can access affordable housing that meets their needs at the right 

time.  
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www.renfrewshire.gov.uk/integration
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To: Renfrewshire Integration Joint Board

On: 25 November 2016 

Report by: Chief Officer 

Heading: Falls Prevention & Management Strategy

1. Summary

1.1 A falls prevention and management strategy has been developed in order to
reduce the number of falls and falls-related injuries within Renfrewshire, in line 
with national, NHSGGC, and Renfrewshire strategic priorities.  This strategy will 
prioritise education and awareness raising, and implementation of clear 
pathways for those at risk of falls.  

2. Recommendation

It is recommended that the IJB:

Approve the implementation of the Renfrewshire Falls Prevention and
Management Strategy.

3. Background

3.1 In 2015, for those aged 65 and over, 20.5 people out of 1000 of the total 
Renfrewshire population were discharged following a fall-related admission.  A 
fall is defined as an event which “results in a person coming to rest inadvertently 
on the ground or floor or other lower level” (World Health Organisation).

3.2 The impact of a fall for older people is well-documented, including loss of 
function, independence, confidence, and social isolation.  Adding to this the 
considerable strain on health and social care resources and an ageing 
population, falls prevention is justifiably a key priority for community health and 
care services to address in the coming years.

3.3 In 2013 the Scottish National Falls Programme published their framework for 
falls prevention and management within the community, entitled “The Prevention 
and Management of Falls in the Community: A Framework for Action for 
Scotland 2014-2016” (accessible via: http://www.gov.scot/Resource/0044/00448210.pdf). The 
framework sets out a number of minimum standards for community health and 
social care services in relation to community falls prevention and management, 
and recognises that a 15 – 30% reduction in falls is achievable through proactive 
identification and intervention with those at highest risk.  

Item 11
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3.4 NHS Greater Glasgow & Clyde (NHSGGC) published the “Policy for the 
Prevention and Management of Falls (For Adults Aged 16 and Over)”, which 
brought together Acute, Community and Mental Health falls prevention policies 
for the first time, see Appendix 1.

3.5 The Renfrewshire Health and Social Care Partnership (HSCP) Strategic Plan 
highlights falls prevention and management activity, specifically including the 
outcome “to reduce the number of falls and falls-related injuries within 
Renfrewshire”. The indicators of attainment (outputs) are: “to increase the 
number of people benefiting from the Community Falls pathway” with specific 
targets to be achieved by March 2017:

50 recorded Level 1 falls risk screenings completed in Renfrewshire per 
month; 

50 recorded Level 2 multi-factorial falls assessments completed in 
Renfrewshire per month (Renfrewshire HSCP Strategic Plan – Action Plan 
4.1).

4. Report

4.1 To achieve the standards of the NHSGGC Policy and National Falls programme 
“Framework for Action”, a Renfrewshire falls prevention and management 
strategy was developed, ensuring strategic fit with national, NHSGGC, and 
Renfrewshire priorities, shown in Appendix 2.

4.2 Three subgroups comprise the Renfrewshire Falls Prevention and Management 
Group (RFPMG) chaired by the Renfrewshire falls lead, and covering key 
stakeholders, namely: 

Care homes;

Third and independent sector;

Community Health and Social Care.

4.3 The RFPMG focuses on two main areas, with a target population of older or 
vulnerable adults living within the community:

Education and training for a range of frontline staff and volunteers, to 
increase awareness and maximise the capacity to identify those at risk and 
provide practical advice on promoting independent, safe and healthy lifestyle 
choices, especially to prevent primary and secondary falls;

Developing and implementing clear pathways for signposting at risk 
individuals onto relevant information sources, services or groups, which may 
aid future falls prevention through behavioural changes, advice or equipment 
provision.

4.4 The Renfrewshire Falls Prevention and Management Strategy will be 
implemented through wide circulation and awareness raising across relevant 
groups and agencies throughout late 2016 and early 2017.
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4.5 A systematic staff and volunteer training programme will take place throughout 
2017, comprising two main elements:

eLearning via iLearn and LearnPRO – standardised falls awareness module;
Face to face training to enhance practical interventions, and training on
identification and signposting of those at risk of falling.

4.6 A series of clear pathways have been developed to clarify signposting and 
referral routes across Renfrewshire, which will be circulated and promoted 
during the launch of the strategy following IJB approval.

Implications of the Report

1. Financial – nil, implement within existing budget.
2. HR & Organisational Development – nil.
3. Community Planning – engagement and involvement required to support the

implementation of the strategy.
4. Legal – nil.
5. Property/Assets – nil.
6. Information Technology – will require ICT input to facilitate accurate and timely

reporting of falls activity.
7. Equality & Human Rights - The recommendations contained within this report have

been assessed in relation to their impact on equalities and human rights.  No negative
impacts on equality groups or potential for infringement have been identified arising from
the recommendations contained in the report.  If required following implementation, the
actual impact of the recommendations and the mitigating actions will be reviewed and
monitored, and the results of the assessment will be published on the Council’s website.
A full Equality Impact Assessment will be carried out.

8. Health & Safety – nil.
9. Procurement – nil.
10. Risk – nil.
11. Privacy Impact – None. The information to be made available via the Publication

Scheme is information which would be disclosed in response to a request under the
Freedom of Information (Scotland) Act 2002.  This therefore would not include Personal
Data as defined by the Data Protection Act 1998.

List of Background Papers – None 

Author: Craig Ross
Team Lead, Rehabilitation and Enablement Service (RES)
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Policy for the Prevention and Management 
of Falls

For Adults aged 16 and over

Responsible Director: Board Director of Nursing
Approved by: Board Clinical Governance Forum
Date approved: August 2015
Date for Review: August 2016
Replaces previous
version:

Replaces all Acute Division; Community 
and Mental Health versions
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1. Introduction

NHS Greater Glasgow and Clyde (NHSGGC) recognise the need to identify patients at risk 
of falling and target resources efficiently in order to achieve the greatest effect in reducing 
the risk of falls, within its hospitals and community settings.

This policy is intended to raise staff awareness of the needs of people at risk of falling, by 
initial risk assessment and relevant care planning. An important feature of this policy will 
be to ensure that patients and their carers where possible, are made aware of the risk of 
falling and advised accordingly on falls prevention. 

Where necessary, any information given to patients, relatives and carers will be provided in 
a language or format that is most easily understood. 

2. Scope of the Policy

The overarching principles of this Policy will apply to adult patients (adult being aged 16 
and over) within the NHSGGC healthcare system. All patients will require to have a falls 
risk assessment, care planning and interventions documented.  These will be underpinned 
by evidence based practice regardless of age, gender, sexuality, race, religion or belief and 
disability.

3. Definition of a Fall

Definition of a fall - “A sudden unintentional change in position, causing one to land on a 
lower level, or on an object, the floor, or the ground” 1.

Definition of a fall with harm – “Any instance where a fall with harm is identified.  Harm will 
be where another secondary care intervention is necessary (steri-strip, suture, and/or 
management of dislocation, fracture, head injury, death), and/or a patient has fallen and 
received harm or injury requiring radiological investigation (x-ray, ultrasound, MRI or CT) 
with a confirmed harm2”.

NB occurrence of a radiological investigation should not lead to an automatic 
categorisation of ‘harm’ (harm must be confirmed by the investigation).  Minor harms (e.g. 
grazes, light bruising, small cuts) would be excluded.

Definition of a serious fall – A fall resulting in a fracture or head injury requiring intervention.

4 Aims of the Policy

This policy will provide staff with clear and consistent guidance on the prevention and safe 
management of falls.  NHSGGC staff will: 

Identify patients at risk of falling.
Identify and modify falls risk factors for patients.
Reduce the risk of harm as a consequence of falling.
Involve the patient, relatives and carers in care planning to minimise falls risk.
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Promote greater communication between multi-disciplinary teams in relation to falls.
Ensure their skills and knowledge in falls prevention and management meet the 
needs of their patients. 
Promote collaborative falls prevention and management between clinical settings 
and governance structures.

5. Falls Prevention

Patients may be at risk of falling for a variety of reasons.  Possible risk factors for falling are 
outlined in section 7 of this policy.  Similarly there is a wide range of interventions which 
can be implemented to minimize risk of falling.  These are outlined in section 8 of this 
Policy.

Regardless of a patient’s falls history, staff must act in a proactive manner to address any 
known or identified falls risk factors.  Patients must be encouraged and supported to self 
manage by ensuring they or their carers receive written information on falls prevention.  

Any interventions must be explained to the patient and documented.

It must be acknowledged that promotion of a patient’s liberty and independence should be 
balanced against the associated risk of falling. Therefore any intervention must take into 
consideration these competing priorities.

6. Falls Risk Management

6.1 Inpatients

All patients must be risk assessed within twenty-four hours of admission or transfer to a 
ward or department using a locally agreed risk assessment tool:

Each identified risk factor must be modified to reduce falls risk. 
Interventions must be implemented and documented in a Person Centred Care 
Plan.

All of the above may necessitate referral to other members of the multi-disciplinary and 
wider team.

The locally agreed risk assessment tool and Person Centred Care Plan will be updated:
Within 24 hours after being transferred to another ward or department by the 
receiving team.
Weekly or sooner if the patient falls or their condition changes, in general medical, 
regional & surgical specialties, assessment and rehabilitation and mental health 
inpatient areas.
Monthly or sooner if the patient falls or their condition changes, in NHS Long Term 
Care Facilities.
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6.2 Community

All patients over 65 years coming into contact with community services must have a level 1 
screening assessment completed.  If deemed at risk, they must be referred for a level 2 
multi-factorial assessment. 

Regardless of age, for all patients who have been identified as having had a fall in the 
previous 12 months, the following must occur:  

A falls risk assessment must be completed.
A person centred care plan, with evidence of assessment, interventions and 
evaluations as well as evidence of multi-disciplinary involvement in relation to falls
must be documented.
Each identified risk factor must be modified to reduce falls risk. 

7. Falls Risk Factors

In addition to completing a risk assessment, a comprehensive clinical assessment will 
include consideration of the following 3, 4, 5, 6 risk factors:

Increasing age in later years in adulthood.

Physical Illness (e.g. infection, acute illness).

Impaired gait and balance - neurological conditions (e.g. stroke, Parkinson’s); joint 
conditions (e.g. arthritis, joint replacements); foot conditions (e.g. ulcer, overgrown 
toe nails); sensory impairment (e.g. neuropathy); vestibular conditions (e.g. Benign 
Paroxysmal Positional Vertigo).

Syncope or pre-syncope (e.g. cardiac arrhythmia, aortic stenosis).

Postural hypotension.

Previous injury/fracture.

Polypharmacy.

‘At risk’ drugs (e.g. antidepressants; sedatives; neuroleptics).

Cognitive impairment (e.g. dementia, delirium).

Depression.

Generalised anxiety.

Specific fear of falling and activity restriction on the basis of anxiety.

Visual/Hearing problems.

Nutrition & hydration.

Weight loss.

Lifestyle – alcohol/drug abuse.

Prolonged bed rest.

Incontinence.
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Environmental factors (e.g. bed rails, seating, lighting, uneven surfaces).

Inappropriate footwear or clothing.

Osteoporosis and falls risk are integral to fracture prevention and therefore cannot be 
considered in isolation of each other.

8. Interventions

Falls prevention including self-management, general safety precautions and patient 
specific interventions must be discussed with the multi-disciplinary team, patient, and 
relatives / carers.  In acute hospital settings, the wider multi-disciplinary team may include 
a falls co-ordinator.  Involvement of relatives / carers and the multi-disciplinary team is 
particularly important for those patients with cognitive impairment as they may be unable to 
retain information themselves.  All interventions considered and / or implemented must be 
documented in the patient record.   

Appropriate interventions are well known 3, 4, 5, 6, 7, 8 and must include:,

Promoting a safe environment – by ensuring personal items and fluids are to hand, 
use of appropriately assessed equipment, and assessment of environmental risk.
Use of hi-lo / low profile beds, bed or chair alarms, bedrails and specialist seating 
(including the use of lapstraps).  The use of this equipment is classified as a form of 
mechanical restraint and as such must be individually assessed and continually 
reviewed by the multi-disciplinary team.  Restraint must be carefully considered in 
context of patient safety and the human rights and dignity of that individual 9, 10, 11.
Home hazard modification.
Advice on appropriate footwear.
Advice on visual, hearing and communication aids.
Continence promotion and management.
Management and treatment of gait and balance disorders (including evidence based 
exercise programmes).
Ensuring mobility aids are available if required, and used as directed.  
Medical investigation and management of identified risk factors.
Investigation and management of bone health.
Medication review.
Addressing fear of falling, avoidance and behaviours associated with low mood and
anxiety.
Person-centred therapeutic and/or social care activities.

It must be acknowledged that promotion of a patient’s liberty and independence 
should be balanced against the associated risk of falling; therefore any intervention 
must take into consideration these competing priorities.
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9. Management of a Fall 

9.1 Management in a Hospital Setting

Staff must assess the patient for any obvious signs of injury.  If an obvious injury has been 
sustained, or the patient is distressed or in discomfort, immediately refer to medical staff (or 
hospital at night team / on call medical team) for assessment.  All assessments and 
interventions must be documented in the patient’s record. 

If a head / neck injury is suspected: 12

The patient must not be moved.
The patient must be immobilised until reviewed by medical staff.
Nursing staff must initiate observations to include:

respiratory rate, heart rate, blood pressure, temperature, oxygen saturations
(Early Warning Score in acute services).
Glasgow Coma Scale.
pupil size & reactivity. 

Medical staff must examine the patient and commence investigations.  
The patient must only be returned to bed / chair after consideration of safe manual 
handling methods13.
Neurological observations including the Glasgow Coma Scale must be recorded
until the GCS is equal to 15 or equal to the patient’s pre-fall score (if known). Any 
deterioration must be reported to medical staff.  The minimum frequency for these 
observations must be: 

half hourly for 2 hours,
then 1 hourly for four hours,
then 2 hourly thereafter.

If a fracture is suspected:
In the lower limb – immobilise until a medical review is undertaken.
In other areas - the patient must only be returned to bed / chair after consideration of 
safe manual handling methods13.
Nursing staff must initiate observations to include:

respiratory rate, heart rate, blood pressure, temperature, oxygen saturations
(Early Warning Score in acute services).

Medical staff must examine the patient and ensure an x-ray is carried out.  

If no obvious injury has been sustained and the patient is not distressed or in any 
discomfort:

The patient must only be returned to bed / chair after consideration of safe manual 
handling methods13.
The patient must be reviewed by medical staff within 24hrs of the fall.

All falls regardless of severity or setting must:
Prompt a review and update of the locally agreed risk assessment tool and person 
centred care plan (refer to section 6.1). 
Be recorded in Datix in accordance with NHS GGC Incident Management Policy14.
Be communicated to the multi-disciplinary team to enable management and 
intervention of falls risk as outlined in sections 6, 7, and 8 above.
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Be discussed with relatives / carers, taking into account individual patient 
circumstances.

Discharge Information 
The multi-disciplinary team must discuss falls risk and safety advice with patient and 
relatives / carers prior to discharge. Consideration must be given to onward referral to 
local community services to meet identified needs. 

9.2 Management in Community Settings

If an injury is suspected:
The patient must not be moved.
Contact emergency services.

If no obvious injury is evident and the patient is not distressed:
The patient must only be returned to bed / chair after consideration of safe manual 
handling methods13.
Consideration must be given to onward referral to other local community services to 
meet identified needs.  

All falls regardless of severity or setting must:
Prompt a review and update of a risk assessment and person centred care plan 
(refer to section 6.2). 
Be recorded in Datix.
Be communicated to the multi-disciplinary team to enable management and 
intervention of falls risk as outlined in sections 6, 7, and 8 above.
Be discussed with relatives / carers, taking into account individual patient 
circumstances.

9.3 Datix Recording

All falls regardless of severity must be recorded in Datix (electronic risk 
management system).
All falls should be considered for management in accordance with Health & Safety /
RIDDOR guidelines.
In inpatient settings, all category 4/5 falls (fracture, head injury, death) must be 
reported immediately to the Lead Nurse and Chief Nurse.
Following a post fall review, the Lead Nurse/Chief Nurse must decide if this requires 
to be escalated as a significant incident in line with NHS GGC Incident Management 
Policy14
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Introduction

Falls are a growing concern, particularly in the context of an ageing Scottish 
population.  In 2014/15, 84% of emergency admissions for an unintentional injury in 
those aged 65 and over resulted from a fall (https://www.isdscotland.org/Health-
Topics/Emergency-Care/Publications/2016-03-08/2016-03-08-UI-
Report.pdf?58231753111).  

In 2015, for those aged 65 and over, 20.5 people out of 1000 of the total 
Renfrewshire population were discharged following a fall-related admission.  A fall is 
defined as an event which “results in a person coming to rest inadvertently on the 
ground or floor or other lower level” (World Health Organisation).

The impact of a fall for older people is well-documented, including loss of function, 
independence, confidence, and social isolation.  Adding to this the considerable 
strain on health and social care resources and an ageing population, falls prevention 
is justifiably a key priority for community health and care services to address in the 
coming years.

Rationale

In 2013 the Scottish National Falls Programme published their road map for falls 
prevention & management within the community, entitled “The Prevention and 
Management of Falls in the Community: A Framework for Action for Scotland 
2014/2015”. The framework sets out a number of minimum standards for 
community health and social care services in relation to community falls prevention 
and management, and recognises that a 15 – 30% reduction in falls is achievable 
through proactive identification and intervention with those at highest risk.  
http://www.gov.scot/Resource/0044/00448210.pdf   

The “Framework for Action” document builds upon the model for falls prevention & 
management published within the 2010 NHS Quality Improvement Scotland 
document, “Up and About, Pathways for the prevention and management of falls and 
fragility fractures”.
http://www.healthcareimprovementscotland.org/default.aspx?page=13131

NHS Greater Glasgow & Clyde (NHSGGC) published “Policy for the Prevention and 
Management of Falls (For Adults Aged 16 and Over)”, which brought together Acute, 
Community and Mental Health policies for the first time. 

In 2015/16 with the formation of the new Renfrewshire Health & Social Care 
Partnership (HSCP), a Strategic Plan was developed which highlights falls 
prevention & management activity within a suite of action plans. There are a number 
of other documents and policies which make reference to the significance of falls 
prevention especially in the context of an ageing population, and include but are not 
limited to:
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- The Allied Health Professions National Delivery Plan
- The Delivery Framework for Adult Rehabilitation
- Making the Right Call for a Fall - Developing an Integrated Urgent Care 

Pathway for Older People
- Occupational Therapy in the Prevention and Management of Falls – a practice 

guideline
- The National Outcomes for Integration

The aim of the Renfrewshire Falls Prevention & Management Strategy is to set out 
the strategic direction to allow development of falls prevention & management 
activities within Renfrewshire. This will be achieved through integrated partnership 
working led by Renfrewshire Health & Social Care Partnership, involving Acute, third 
and independent sectors.

Governance Structures

This section describes the governance structures which support the implementation 
of the action plans, and the evaluation and monitoring of these activities.

The Renfrewshire Falls Prevention & Management Group (RFPMG) is responsible 
for:

- Creating a proactive forum for planning, implementing and evaluating 
progress on falls prevention & management issues

- Informing and engaging with key stakeholders
- Developing a time-focussed work plan to outline activities, key milestones and 

anticipated outcomes
- Monitoring progress in work plan implementation
- Providing regular reports to Renfrewshire HSCP Quality Care & Professional 

Governance Services Locality Group, NHS Greater Glasgow & Clyde Falls 
Steering Group, and other management groups and meetings as required

- Providing regular communication updates to all relevant services, agencies 
and individuals

- Leading and supporting pathway mapping and service redesign, and 
monitoring impact

- Monitoring the progress and work of three subgroups.

The Renfrewshire Falls Prevention & Management Group will be chaired by the 
Renfrewshire HSCP Falls Lead. Membership is varied, and includes HSCP, Acute, 
Scottish Ambulance Service, Third & Independent sector representatives, and others 
as deemed necessary. 

The RFPMG includes three subgroups, each with a slightly different focus, who 
undertake activity and report to the Renfrewshire Falls lead.
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The three subgroups are as follows:

- Community Health & Social Care 
- Care Homes 
- Third/ Independent sector 

The Model

Stages of Activity

The activity of the RFPMG will be consistent with the national “Framework for Action” 
approach, and ensure that activities are in place for different stages or elements of 
falls prevention activity, examples of which are listed below for each stage:

Stage 1: Supporting active ageing, health improvement & self-management, 
including:

- Vitality
- Third & independent sector
- Libraries
- Positive steps
- Living it Up
- HSCP staff

Stage two: Identifying high risk of falls and/or fragility fractures, including:

- HSCP staff
- Third & independent sector
- Ambulance service
- Fire & Rescue service

Stage three: Responding to an individual who has just fallen and requires immediate 
assistance, including:

- Scottish Ambulance Service
- Responder service
- HSCP staff

Stage four: Coordinated management specialist assessment, including:

- Rehabilitation Service
- Community Falls Prevention Programme
- RAH Falls clinic

Each RFPMG subgroup will formulate and implement a work plan which will include 
activities within each relevant stage. Consistent across all work streams is a move 
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towards supporting individuals to self-manage as able, and focus on preventative 
activities, which reduce the future detrimental impact of age and inactivity-related 
decline on individuals and their carers. 

The RFPMG will ensure that addressing health inequalities will underpin all activities 
to reduce falls, allowing for support and interventions to be put in place for at risk and 
vulnerable individuals.

Work will also be undertaken which will raise increase awareness through individual 
and community-based approaches to promote physical activity, health-enabling 
behaviours, minimise risk, promote independence and empowered decision-making, 
and limit unnecessary demand on statutory services wherever possible. This will 
build upon good work which has already been commenced in the third and 
independent sector, where service users at risk of falls are identified, and 
interventions put in place, to reduce risk and maximise independence; this is not only 
desirable for individuals, but also reduces unnecessary referrals to HSCP services. 

Target Groups

The RFPMG work will focus on two main areas:

1. Education and training for a range of frontline staff and volunteers, to increase 
awareness and maximise the capacity to identify those at risk and provide 
practical advice on promoting independent, safe and healthy lifestyle choices, 
especially to prevent falls

2. Developing and implementing clear pathways for signposting at risk individuals 
onto relevant information sources, services or groups, which may aid future falls 
prevention through behavioural changes, advice or equipment provision 

The target population will be older or vulnerable adults living within the community. 

Exclusions from this target population in the community will include:

People falling from a height (e.g. ladder or bridge)
People falling as a result of participation in some form of leisure activity

People collapsing due to a serious illness e.g. stroke or cardiac event

Pathways of care

Identification

For those people who present to our services – either as a result of a fall or another 
reason – we will use a standardised Level 1 Falls Screening Tool to identify those at 
risk, at initial assessment.
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Assessment

Where appropriate, we will assess an individuals’ specific need. In the community, 
this will be through the adoption of the Level 2 multifactorial falls assessment tool,
and where appropriate will encourage use of self assessment, through technological 
solutions as these become available. The National Care Home resource “Managing 
falls and fractures in care homes for older people” (2016) offers examples of risk 
assessment tools for use within this sector.
http://www.careinspectorate.com/index.php/guidance?id=2737

Intervention

An individualised plan will be created in conjunction with the person identified at risk, 
families and carers where appropriate. The plan will include one or more of the 
following evidence based interventions:

Diagnosis and management of Osteoporosis
Strength and balance training
Assessment of mobility and provision of suitable aids
Assessment of the environment, and modification of safety hazards
Assessment of footwear and the promotion of personal footcare
Review of medication
Onward medical referral – in particular where cardiovascular or neurological 
problems are indentified
Assessment of and correction of hearing loss
Assessment of and correction of visual loss 
Referral to Sensory Impairment Services where severe visual impairment 
suspected or known, and difficulties with daily activities
Supervision requirements

Technological aids including alarms and detectors

Risks present within buildings and other environments should also be considered, 
which will include, but are not limited to, the need for:

Adequate lighting
Reduction of trip hazards 

Clear walkways and pathways

Response

We will implement procedures for responding to people who have fallen in the 
community, and provide both urgent and routine responses, based on need. We will 
ensure that the care that we provide for these people will aim to keep them safe and 
reduce the risk of further falls.
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Outcomes & Monitoring

We will ensure that we monitor our performance, using standardised measures 
which will promote improvement. There are a number of relevant outcomes and 
indicators relating to falls.

National indicators:

“Falls rate per 1,000 population aged 65+” (measured using data gathered by 
Information Services Division (ISD) on the number of patients aged 65 plus who are 
discharged from hospital with an emergency admission code 33 - 35 and ICD10 
codes W00 – W19).
Baseline data:  Renfrewshire figures for past 5 years (source ISD Scotland): 

2011 = 24.5;  2012 = 20.9;  2013 = 19.1;  2014 = 22.0;  2015 = 20.7.   (NB: in 2015 
the Scotland average was 20.5).  

Local outcomes & indicators:

Outcome: “To reduce the number of falls and falls-related injuries within 
Renfrewshire”.

Indicators: “To increase the number of people benefiting from the Community Falls 
pathway”, with specific targets by March 2017 including:

- 50 recorded Level 1 falls risk screenings completed in Renfrewshire per month.
- 50 recorded Level 2 multi-factorial falls assessments completed in Renfrewshire 

per month. (Renfrewshire HSCP Strategic Plan – Action Plan 4.1)

Baseline data: at time of writing, there is no means of recording all Level 1 or Level 2 
falls activity within Renfrewshire.

Conclusion

Given the demographic changes that are anticipated, it is expected that without 
changes in practice, the impact of falls and fragility fractures will become more 
apparent over the next few years. However, there is evidence that suggests that 
early identification and access to appropriate interventions can reduce the risk of 
falls by up to 30%. 

Within Renfrewshire, this strategy aims to set a clear direction for action which not 
only reduces falls and fractures, but also contributes to maintaining independence 
and social inclusion for our residents. This strategy will focus on working in 
partnership across a range of agencies, including Renfrewshire Health & Social Care 
Partnership, Acute, third and independent sector staff and volunteers.
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