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1. Purpose  

 
 
 

The purpose of this paper is to propose a service model which supports the implementation of an 
integrated community rehabilitation and enablement service in Renfrewshire for consideration by 
the NHS Greater Glasgow & Clyde Rehabilitation and Enablement Coordinating Group. This 
proposal was supported by the Renfrewshire Rehabilitation and Enablement Managed Care 
Network on 18 August 2009. 
 

2. 
 

Background  

 
 

2.1 Definition 

  Rehabilitation is defined as ‘a process aiming to restore personal autonomy to those 
aspects of daily life considered most relevant by patients and service users, their family and 
carers’.  Enablement is defined as ‘health and social care staff supporting people through 
promoting self help and health improvement and by encouraging them to be as independent 
as possible.’1 
 

            Diagram 1 
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Complex 
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Self Care
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Rehabilitation & Enablement Service 
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Self  

Management
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Integrated via multi-agency or multi-
disciplinary, teams including care 
management

Care managed via lead professional 
from the co-ordinated efforts of the 
team

Coordinated via IT systems, 
protocols, care management 
(monitoring and review)

Recorded via minimum 
core data

 
 
 
 
 

1 NHS Greater Glasgow & Clyde (NHSGG&C) Community Rehabilitation and Enablement Framework Next Steps (2008). 
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Diagram 1 outlines the tiered model of service delivery for community rehabilitation and 
enablement services. Access to these services will be on a needs led basis through a single 
point of access and directed to the most appropriate level of care. The person may move 
through the tiers of service delivery as their need changes. 
 
The Tiers in Diagram 1 are described below:  
 
Tier 1 – Basic support may be required for the person managing their condition.  This may 
be short term. Services included here would be in the main GP service, access to voluntary 
services, culture and leisure, carer support, health improvement service 
 
Tier 2 – Due to some loss of function the person may require a single intervention through 
district nursing, social care services, minor adaptations to support enablement.  
 
Tier 3 – The person will have multiple needs and be experiencing a significant loss of 
function, they may require more than one intervention by a number of services which will be 
co-ordinated. They will be managed through the service using a care management 
approach. 
 
Tier 4 – The person will have a significant deterioration of function and require multiple 
interventions. They will require an intensive level of care and support to meet their complex 
needs. A comprehensive assessment will be undertaken. They will be managed through the 
service using a care management approach. Both health and social care may be required at 
this time, Throughout there should be a continuous emphasis on enablement. However, it 
should be noted that if the person fails to respond to a rehabilitation programme they would 
be reassessed, and if they remain unable to respond to a revised rehabilitation programme 
then they will be transferred to more appropriate mainstream services.  
 

 
 
 

2.2 The NHS GG&C Rehabilitation and Enablement Coordinating Group was established to 
oversee the implementation of the recommendations from the NHSGG&C Towards a 
Community Rehabilitation and Enablement Service (2008). The main aim being to deliver a 
comprehensive, assessment, rehabilitation and care management delivery model in each 
CHCP to meet the needs of older people, older people with mental illness and adults with a 
physical disability within local structures including residents of care homes. The coordinating 
group will ensure that the required high impact changes and benefits from the National 
Rehabilitation Framework and the local GGCNHSB paper are delivered and that robust 
governance arrangements are established in local areas. 
 

  This group is jointly chaired by Anne Harkness, Director Rehabilitation & Assessment 
Directorate and Alex Mackenzie, Director North Glasgow Community Health & Care 
Partnership, membership includes Heads of Health & Community Care, Medical Director, 
Human Resources, Area Partnership Forum, organisational development and the 
Rehabilitation Coordinators.  
 

 2.3 Renfrewshire has a practice population of 176,000, 65% are young and middle-aged adults 
and 16% are older people. In total here has been a drop of around 7,000 in younger people 
over the last ten years, with a rise in middle aged and older people over the same period. 
Renfrewshire has seen an increase in the actual numbers and proportion of people over 65 
years. This has been more marked in the 75 age group. Using current population 
projections, it is expected that between 2002 and 2013 the number of people over 65 years 
in Renfrewshire will rise by approximately 5000; an increase of 15%. The number of people 
aged over 75 years is due to rise by 23%. There will be a notable rise in the number of older 
people with long term conditions and dementia. There is also likely to be a reduction both in 
unpaid carers and the workforce that currently provides care. 
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  The Scottish Household Survey (SHS) shows that the overall proportion of people reporting 

a disability and/or a long term illness is 16% in 2001, 17% in 2003 and 18% in 20052 
showing a rising trend in the percentage of the Scottish population reporting a health 
problem perceived as a disability.  
 

 2.4 Under the auspices of the Renfrewshire Older Peoples Joint Planning, Performance and 
Implementation Group, a stakeholder engagement event took place in 2007 as part of the 
consultation process re the draft framework document. Once the final document was 
available a second large scale event was held in May 2008. The purpose being to engage 
and consult with staff and other stakeholders on the framework and to obtain their views on 
future implementation in Renfrewshire. Key messages from this event included:  
 

·  One integrated service – flexible and responsive  
·  True rehabilitation and enablement  
·  Improved access for service users/carers  
·  Single shared assessment and care management approach  
·  Single point of access  
·  Clear pathways  
·  Reduced transitions  
·  Partnership working with local authority and voluntary sector  
·  Best use of staff skills – underpinned with learning and education  
·  Connection to other service reviews and frameworks - long term conditions, district 

nursing review. 
 
The above list generated by local stakeholders broadly reflects the planned outcomes from 
the framework and the nationally agreed high impact changes described in detail in 
paragraph 3 below. 
 

 2.5 A sub group of the Renfrewshire Older Peoples Joint Planning and Performance Group was 
remitted to develop an implementation plan for consideration by the Managed Care Network 
and Older Peoples Joint Planning and Performance Group. The plan was available late 
2008, and was subsequently merged with the pre existing Intermediate Care work plan. The 
actions within the rehabilitation and enablement work plan are being progressed on target. 
The project plan and work plan are attached as Appendices 1 & 2. 

 
 2.6 A cultural change programme is underway within Renfrewshire CHP, as one of our 

organisational development priorities. Rehabilitation and Enablement is one of 4 service 
developments identified as an opportunity to undertake a different approach to change 
management and cultural change.  Our planned approach is described in detail overleaf.  

 
 
 
 
 
 
 
 
 
 
 
 
 
2 http://www.scotland.gov.uk/Resource/Doc?933/0041853.pdf 
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·  Patient independence / empowerment – Aim to maximise self 
care at all levels. Staff and patients jointly agree a treatment 
plan to include clarifying outcomes, establishing clear goals 
and a timeframe for the episode of care. 

 
·  Continuous care pathways – Patients should experience a 

continuous care plan. Develop a clear idea of the patient 
journey towards rehabilitation and enablement. Establish clear 
goals with the patient at each stage of their recovery.  Identify 
review points when progress can be assessed and the patient 
can move onto other parts of the service. 

 
·  Proactive – Focus on health improvement to help patients 

manage their own condition with the support of carers. 
 
 
 
·  Staff as enablers – Need a shift in mindset - our work is done 

once the patient is enabled. Knowledge and skills that support 
R&E. 

 
·  Team working – Joint care planning & integrated assessment 

to improve the patient experience and cut down duplication 
(waste). Need to develop greater trust & respect between 
professionals.  Need to recognise and make better use of the 
range of skills & experience available within teams. 

 
 
·  Consistent practices / standards – Evidence based practice. 

Patients experience consistent standards of practice 
throughout the service. All treatment plans should meet 
certain agreed criteria. Consistent paper systems across the 
service. 

 
 
·  Continuity / Co-ordination of care – Greater emphasis on care 

management role supporting seamless transfers across the 
service. Relevant accessible information.  Continuity across 
primary & secondary care. 

 
·  Carers have an important role in R & E – Professionals 

acknowledge the role of carers and work with them to improve 
patient enablement. 

 
·  Integrated Service – Staff identifying with the whole R & E 

Service and more X team working across statutory and 
voluntary agencies.  Tiered services targeted to need but 
flexible enough to respond to persons changing needs. Clear 
handover criteria / processes at key stages of the patient 
journey. Need to improve communication between teams and 
develop a better understanding of roles, skills & contribution 
each team makes towards patient rehab & enablement.  

·  Patient dependency – We take responsibility for 
the patient’s treatment plan.  This creates 
dependence and makes it more difficult to move 
patients on to other parts of the service. 

 
·  Episodic / disjointed care – Patients experience 

care as disjointed.  In some cases we don’t 
always have clearly defined points for discharge 
or moving patients on to other parts of the 
service.  This can lead to a tendency for services 
to be overwhelmed by demand as our caseload 
seems to continually increase.   

 
·  Reactive – Medical interventions responding to a 

series of crises in patient condition. 
 
 
·  Staff as doers / fixers – We think our work is done 

when the patient is treated. Do we have the right 
skills mix to support R&E? 

 
·  Individual working – Individual assessment and 

care planning. Can be a tendency for lack of trust 
between professionals.  This leads to repeated 
client assessment & duplication of work. Need to 
improve understanding of the role & contribution 
of others (Homecare staff etc). 

 
·  Inconsistent practices / standards – We have 

pockets of good practice. However there can be a 
tendency for professionals to work independently 
of their colleagues - this leads to inconsistent 
practice.  Inconsistent paper systems across the 
service. 

 
·  Discontinuity / Duplication – Duplication in many 

areas of work across the service (repeated 
assessments etc.) Lack of continuity across 
primary & secondary care. 

 
·  Carers have no say – Professionals come in and 

take over for a brief intervention – “carers get in 
the way, are a nuisance”. 

 
·  Individual teams - Staff identifying with individual 

teams, working well within teams, but not clear 
about the roles of other teams, not enough 
communication across teams and not sharing 
enough ideas and good practice across teams 
� �  not making full use of our skills mix / 
expertise.  E.g. at the moment some acute teams 
may be apprehensive about becoming part of 
community care. 

 

 DIRECTION 
Where are we coming 

FROM? 
Various Rehab & 

Enablement Teams 

Where do we want to get 
TO?  

Integrated Rehab & 
Enablement Service 

What do we need to do 
differently or improve? 

 

What kinds of outcomes 
do we hope to achieve?  

 

 SHIFT IN CULTURE  

� � � � � � � � � �� � 	� � � 
 � �� �
 
 
 �� � 	� 	� � 
 � � � � � � 
 	� � � � �� � 	

4 



Delivering Community Rehabilitation Services in Renfrewshire 

 
 2.7 We need to see a shift from episodic treatment to an approach which focuses on 

rehabilitation and enablement. Components of this delivery model are: 
 

·  Health promotion, self management using community centres, leisure facilities, local 
transport 

·  Single point of access – supported by screening, triage, assessment tools and sign 
posting via patient information 

·  Evidence based practice to support the shift in balance of care 
·  Vocational rehabilitation services delivered with community planning partners. 
 

Ongoing communication and engagement with staff and service users is key to success with 
clear understanding of roles and responsibilities. Effective leadership is required at all levels 
in order to support the shift to a culture of enablement. Future work is planned through the 
cultural change programme to support staff through the service change.  
 

3. Policy Context 
 

 3.1 The key national and local policies considered in the development of the proposed service 
model are:  
 

·  Co-ordinate, integrated and fit for purpose: A Delivery Framework for Adult 
Rehabilitation in Scotland (March 2007). 

·  NHS Greater Glasgow & Clyde (NHSGG&C) Community Rehabilitation and 
Enablement Framework Next Steps (2008). 

·  Delivering for Health 2005. 
·  ‘Changing Lives’-report from 21st Century Review Group ( Scottish Executive, 

February 2006),  
·  Workforce Plus 2006. 
·  Self Management Strategy for Long term Conditions ‘Gaun Yersel’ Scottish 

Government (2008). 
·  GGCNHS Long Term Conditions Strategy.  
·  Renfrewshire Carers Strategy 2009 – 2012, Supporting carers in Renfrewshire – a 

partnership approach. 
·  Shifting The Balance of Care (Scottish Government, September 2008).  

 
 3.2 The Rehabilitation and Enablement Framework supports the delivery of the NHS GG&C 

Corporate themes. These are:  
 

1. Improve Resource Utilisation 
2. Shift the balance of Care 
3. Focus Resource on Greatest Need 
4. Improve Access 
5. Modernise Services 
6. Improve Individual Health Status 
7. Effective Organisation 
8. Inequalities Sensitive NHS 
9. Transformational Themes. 
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3.3 The NHS Greater Glasgow & Clyde corporate themes and the transformational themes 
complement Renfrewshire Councils’ Social Work Strategic objectives. These are: 
 

1. Fulfill an increasing range of statutory obligations  
2. Improve access by developing more integrated services with partners 
3. Shift the balance of care towards care at home or with substitute families 
4. Ensure we have a skilled and confident workforce 
5. Improve the protection of vulnerable children and adults 
6. Improve joint assessment and care management. 

 
 3.4 This policy context provides a set of common themes and direction of travel which underpin 

our future service model.  We are aiming to provide better, faster local services which 
address inequalities and improve health. These services will be community based where 
possible and developed in partnership with Renfrewshire Council and our local voluntary 
sector. Service users and carers will be actively involved in the planning and delivery of 
rehabilitation and enablement services which are capable of being flexible and able to 
respond to changing needs. We will aim to minimise duplication and transitions between 
and across services.  
 
There will be a focus on supporting people to encourage independence and facilitating a 
more pro active approach to self manage their condition where possible. Our staff will be 
supported with targeted learning and education programmes to meet future service needs 
and ensure evidence based practice. 
 
The nationally agreed high impact changes support the service to deliver a targeted 
approach to enable people to regain independence following supported discharge from 
hospital; or to support individuals to remain at home for as long as possible using a 
reablement approach. Community based rehabilitation will provide the mechanism for 
responding to the needs of adults returning home following hospital and will ensure that the 
spectrum of care from assessment, discharge arrangements, rehabilitation and ongoing 
care management are addressed.  

 
 3.5 The review of District Nursing Services in Renfrewshire commenced in 2008. With the 

implementation of single point of access in July 2009, in particular, the out of hours nursing 
service has contributed to the joint working practice with Renfrewshire Care 24. Work will 
continue to progress through the implementation phase of the rehabilitation and enablement 
service where clear pathways will be identified and established between the district nursing 
service and the service. The District Nursing review supports the implementation of Single 
Shared Assessment as the primary assessment document for all patients cared for by a 
District Nurse.  Care management will be core to the role of all qualified staff.   
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4. Current Service Provision in Renfrewshire CHP 

 
 4.1 The Older Peoples Joint Planning Performance and Implementation Group has 

responsibility for an agreed joint plan and joint financial framework. Investment in recent 
years has seen the introduction of a range of services including; Multi Agency Team for 
Care at Home, Older Adults Community Mental Health Team, Gerontology Nurse 
Specialists, Intensive Care Managers and an Interface Pharmacists. Services such as 
Renfrewshire Care 24, day hospitals for frail elderly and older people with mental ill health 
and the full range of community health and social work services for both older people and 
adults with a physical disability, are working in partnership to improve pathways and 
outcomes for service users. There is now an opportunity to further improve on our early 
work through the development of an integrated community rehabilitation and enablement 
service in Renfrewshire. 
 

 4.2 The Managed Care Network in Renfrewshire is an integral part of our approach to service 
redesign and service improvement. The network has a role to play in quality improvement 
and performance management.  
 
The Managed Care Network will support the existing health, social work, community based 
and hospital based outreach services to build on and establish rehabilitation and 
enablement services to improve the services and outcomes for people in Renfrewshire. It 
will provide clear and effective direction to support the implementation of the Rehabilitation 
and Enablement Framework.  
 

 4.3 Single Point of Access was implemented in July 2009, as phase one of the implementation 
process of the framework delivery. Future work will build on this and will deliver the 
rehabilitation and enablement service through the Single Point Of Access in an integrated 
and targeted way.  Further detail is available in Appendix 3.   
 

 4.4 Phase two of the Single Point of Access will include supported discharge and NHS physical 
disability services, underpinned by improved service user and carer information to promote 
equitable and accessible service delivery targeted to the appropriate tier or level of need. 
 

 
 

4.5 
 
 
 
 
 

A small management group has been established to direct, plan & deliver the service within 
the agreed timeline of implementation in April 2010. This group is led by the Head of Health 
and Community Care, our Rehabilitation & Enablement Services (RES) Managers, 
Intermediate Care Coordinator (on behalf of acute, social work and CHP) and, one of the 
NHSGGC Rehabilitation and Enablement Coordinator.  
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 4.6 Table 2: Current Staff Profile including current Team/Management 
Structure 
Professional Group / Job 
Title  

Current Team  W.T.
E  

Head  
Count  

Intermediate Care 
Coordinator  

Managed in CHP  1.00 1.0  

Team Leaders  OACMHT, MATCH & P. Dis. 2.49 3.0 
Administration Staff  OACMHT, MATCH, P. Dis. &  

Dom. Physio  
7.00 10.0 

CPN OACMHT 12.00 13.0 
Dietetics  MATCH, P. Dis. 1.80 2.0 
Gerontology Nurse 
Specialist  

District Nursing  2.00 2.0 

Intensive Care Managers  District Nursing 2.00 2.0 
IDSS Supervisor * OACMHT 1.00 1.0 
IDSS Staff * OACMHT 21.38 22.0  
Interface Pharmacists  OACMHT, MATCH 1.25 2.0 
Nurses  MATCH, P. Dis.  5.60 6.0 
Occupational Therapists  OACMHT, MATCH & P. Dis. 6.35 7.0 
Occupational Therapy Asst.  MATCH, P. Dis. 2.50 3.0 
Physiotherapists  OACMHT, MATCH, P. Dis. & 

Dom. Physio 
8.69 13.0 

Physiotherapy Assistants  Physiotherapy Domiciliary 
Service  

0.50 1.0 

Psychology  Physical Disability  0.50 1.0 
Respiratory Nurse 
Specialist  

District Nursing 1.00 1.0  

Speech & Language 
Therapists 

Physical Disability 0.75 2.0 

Social Workers ** OACMHT, MATCH 3.50 6.0 
Support Workers ** OACMHT 3.00 3.0 
Total   84.81 101.0 
*   SW Review of these roles underway – conclude September 2009 
** SW have agreed these posts transfer into new service model  
  

 
  Table 2 above, outlines our current workforce and their place in the current structure.   

These are the posts that will be redesigned into our proposed Rehabilitation and 
enablement Service in Renfrewshire. 
A Staff Grade Doctor provides 10 session clinical support to clients and staff within the 
Older Adults Community Mental Health Team.   This post has not been included in table 2 
as the role will be developed through old age psychiatry, however it will continue to provide 
clinical support to the rehabilitation service for people with mental illness. 
Section 6 provides a description of our proposed service model and associated service 
profile and management structure. 
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 4.7 Finance  

                   The approximate staffing budgets (based on 2008/9) for the staff detailed in Table 2 are as 
                   follows: 
 

Table 2.1 Staff Budgets  

Team Budget (£) 

Physical Disabilities  286,000 

MATCH  582,000 

Domiciliary Physic  112,000 

Specialist Nursing  241,000 

Pharmacy  53,000 

OACMHT (SW)   676,000 

OACMHT (NHS)  745,000 

NB These budgets  are subject to confirmation as part of the transition process.  

Total  2,695,000  
 
 
 4.8 Accommodation  

  The above services are currently provided from six locations across the CHP. This currently 
creates disjointed approaches to service delivery and fragmented management. 
 

 4.9 Information and Management Technology  
 

  A range of Information Management and Technology systems are currently in use. These 
are SWIFT (social work) and Continuum (health). The Older Adults Community Mental 
Health Team use SWIFT, whilst Multi Agency Team for Care at Home, Physiotherapy, 
Nursing and Physical Disability services all use the Continuum.   
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 4.10 Hours of Service 

 
A 24 hour a day / 7 day a week service operates through phase one of our Single Point of 
Access, however individual services, as detailed in Table 2, varying hours are provided 
below in Table 3: 
  
Table 3: Current Operating Hours  

Service Days of Week  Times 
Gerontology Nurse 
Specialists  

Mon - Fri 08.30-4.30 pm  

Intensive Care Managers Mon - Fri 08.30-4.30 pm  
Intensive Domiciliary Support 
Service 

               Mon-Fri            08.00-8.00 pm 
 

Older Adults Community 
Mental Health Team  

Mon - Fri 09.00 -5.00 pm  

Multi Agency Team for Care 
at Home 

Mon-Fri 
Sat-Sun 

           08.30-6.30pm 
           09.00-5.00 pm  

 
Out of Hours Community 
Nursing 

Mon-Sun            6.30-07.00am 
 

Renfrewshire Care 24* Mon-Sun            08.00-08.00am 
Respiratory Nurse Specialist                  Mon-Fri            08.30-5.00pm 
*This is the Social Work service that delivers service within Phase 1 Single Point of 
Access 

 
 

 4.11 At present the supported discharge service is provided by the Multi Agency Team for Care 
at Home RAH, to Levern Valley East Renfrewshire CHCP. 

5. Methodology and Option Appraisal  
 

 5.1 Implementation of the Rehabilitation and Enablement framework has presented an 
opportunity to review our current services and determine how best to deliver future 
services, demonstrating an integrated approach where possible better to meet the needs 
of the population of Renfrewshire. Renfrewshire CHP is not an integrated CHCP. However 
the review process and proposals within this paper have been developed in partnership 
and agreement with Renfrewshire Council Social Work Department.  
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 5.2 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The management group identified the following 4 options which have been tested through 
consultation with key stakeholders, including service managers across health and social 
work, team leaders, GP’s, physiotherapists, occupational therapists in both health and 
social work, district nursing service, home care managers, public partnership forum 
members. This informed our early development work and subsequent option appraisal. 
 
Table 4 provides a summary of the 4 service model options:   
 
Table 4: Service Model Options – Descriptions  
Model Descriptors 
A - Status Quo  Status Quo - Individual services, managed by multiple 

team leaders, some similarities in referral criteria, not 
integrated, age limited, service led,  few people practise 
care management model, gaps in hours of service, 
uncoordinated  
 

B - Transfer 
existing teams and 
service elements  
and appoint one 
manager  

Transfer the teams as they are and introduce an 
overarching Rehabilitation and Enablement Manager. 
Individual services, managed by multiple team leaders, 
one Service Manager, some similarities in referral criteria, 
however not integrated, age limited, service led rather than 
needs led, few practise care management, gaps in hours 
of service, generally uncoordinated.  
 

C – Full integration 
of Rehabilitation & 
Enablement 
Services with 
Social Work  

Full integration with social work services for older people, 
older people’s mental health and physical disabilities  
N.B Community health and social care services are 
not within a CHCP structure in Renfrewshire although 
there are a number of jointly managed services 
(including the current OACMHT. There are currently no 
intentions to move to further levels of integration 
within Renfrewshire, As such option C is not viable at 
this time.   
 

D – Service 
redesign with 
change in 
management 
structure  

Redesign and restructure health and existing joint 
NHS/SW services to achieve a service model which meets 
the needs of the 3 care groups and delivers the high 
impact changes.  Integrate Intermediate Care services into 
rehabilitation and enablement service with a 
virtual/pathway approach to social work managed 
elements. There would be one rehabilitation service with a 
Service Manager, two geographical teams, two team 
leaders, all age needs led service, one single point of 
access, time limited care packages with referral pathways 
to enablement service, practising care management and 
working to agreed standards.  
  

 

11 
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 5.3 The high impact changes were used as the main criteria against which the models were 

appraised. In addition specific local factors were incorporated into the criteria to be 
considered in the final determination of the proposed model. Each of the options were 
appraised against the individual criterion on the basis of being fully met, partially met or 
not met and subsequently the scores were aggregated.  This is detailed in Table 5. 
 

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Table 5: Option Appraisal Matrix  
 Model 

A 
Model  
B 

Model  
C 

Model  
D 

National Criterion from High Impact Changes  
1.Maximises opportunity for self 
management, on-going rehabilitation 
and maintenance. 

X �  � �  � �  

2.Single point of access  X X � �  � �  
3.Reduced transitions of care X X � �  � �  
4.Staff skill mix, shared learning and 
practice development opportunities 

X �  � �  � �  

5.People supported to live in their 
local community 

X �  � �  � �  

6.Integrated/Aligned rehabilitation 
and enablement services 

X X � �  � �  

7.Developed within current financial 
budget 

X X � �  � �  

8. Service meets the mental and 
physical health needs of the local 
population in an integrated way. 

X X � �  � �  

9. Fits with National and local policy. X X � �  � �  
Renfrewshire/ Local Criterion      
1.Consistently respond to A&E 
assessments within the one hour 
standard time in order to develop a 
plan of care for service users being 
returned to home with support from 
community services 
 

X �  � �  � �  

2.Consistent and continuous 
accessibility to services by service 
users (24/7) 

X �  � �  � �  

3.Use of eHealth as a tool for the 
delivery of integrated and 
coordinated care 

X X � �  � �  

     
 
Legend � �  Fully met �    Part met X   Not Met  
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 5.4 Conclusions  

 
  It is evident from the summary in Table 5 that option C and option D are equally weighted. 

However given that model C is not viable at this stage (see table 5) option D is our 
preferred and proposed model for future service delivery for the immediate future, Section 
6 describes the proposed model in more detail.   
 
(Although not provided within this document, more detail and workforce modeling for 
option A and B are available.) 
 

6. Renfrewshire Rehabilitation and Enablement Service  
 

 6.1 This proposal will introduce one rehabilitation and enablement service to Renfrewshire, 
delivered on a geographical basis aligned to the three Social Work Area Teams namely 
Paisley, Johnstone and Renfrew Area Teams. The structure is outlined in Diagram 2. 
 

           Diagram 2  
 
 

• Mainstream Social
Work OT

• Culture & Leisure
• Voluntary 

Organisations
• Home care
• District Nursing 
• GPs
• Health 

Improvement 
Team

• Mainstream Physio
• Mainstream Social

Work/OT/Home 
Care

• Culture & Leisure
• District Nursing
• Voluntary 

Organisations
• Home care
• GPs
• Dietetics
• Podiatry 

Self 
Management 

Enabling 
Services   

Team Leader
(Paisley)

• Renfrewshire Care 24
• District Nursing 
• Out of Hours 
• Elderly Mental Illness Day Hospital
• Day Hospital for Elderly
• Social Work/OT/Area Teams 
• Social Work Physical Disability
• Hospice

Rehabilitation & 
Enablement  

Services Manager

Rehabilitation & 
Enablement 

Services Manager Service Manager 
(Rehabilitation & 

Enablement)

Head of Health & 
Community Care

Team Leader 
(Renfrew/Johnstone)

• Physio
• OT
• CPN
• Social Worker 
• Support Worker 
• Gerontology Nurse Specialist
• Intensive Care Manager
• Respiratory Nurse
• Interface Pharmacist 
• Technical Assistant
• IDSS
• Dietitian

• Physio
• OT
• CPN
• Social Worker 
• Support Worker 
• Gerontology Nurse Specialist 
• Intensive Care Manager
• Respiratory Nurse
• Interface Pharmacist 
• Technical Assistant
• IDSS
• Dietitian

Professional 
Advisory 
Support will be 
provided by:
Senior Nurse Adult
Services 
Senior Nurse EMI
Podiatry Manager
Physio Manager
Dietetics Manager
Social Work Manager
OT Manager 
Pharmacy 
Medical 
Speech & Language
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 6.2 Future Staff Profile  

  Table 6 provides the workforce profile for the proposed service in Renfrewshire. The 
number of staff and professional grouping can be reconciled with the current staffing 
profile provided in Table 2 (page 7). 
 

  Table 6: Renfrewshire Rehabilitation & Enablement Staffing Profile  
Team  Paisley  Renfrew/ Johnstone  Total  
      
Posts  WTE No. WTE No  
Admin 4.00 6.0 3.00 4.0 10.0 
Community 
Psychiatric 
Nursing 

6.00 7.00 6.00 6.0 13.0 

Dietetics 1.00 1.00 0.80 1.0 2.0 
Gerontology 
Nurse Specialist 

1.00 1.00 1.00 1.0 2.0 

Intensive Care 
Manager 

1.00 1.00 1.00 1.0 2.0 

Interface 
Pharmacists 

1.00 1.00 0.25 1.0 2.0 

IDSS/Supervisor 1.00 1.00 Across 2 Teams 1.0 
IDSS 11.38 12.0 10.00 10.0 22.0 
Nurse 3.00 3.00 2.60 3.0 6.0 
Occupational 
Therapists 

3.35 4.00 3.00 3.00 7.0 

Physio 4.69 7.00 4.00 7.00 14 .0 
Physio asst 0.50 1.00 Across 2 Teams 1.0 
Psychology  0.50 1.0  Across 2 Teams 1.0 
R&E Manager 1.00 1.00 Across 2 Teams  1.0 
Respiratory 
Nurse Specialist 

1.00 1.00 Across 2 Teams 1.0 

Social Worker 2.00 3.00 2.00 3.0 6.0 
Speech and 
Language 

0.75 2.00 Across 2 Teams 2.0 

Support worker* 1.50 1.50 1.50 1.50 3.0 
Team Leader 1.00 1.00 1.00 1.0 2.0 
Technical 
Instructors ** 

1.25 2.00 1.25 1.00 3.0 

Total  57.50  43.50 101.0 
***1 WTE Support worker will be based in one area but will work across 
Renfrewshire 
*****0.5 WTE Technical Instructor will be based in one area and will work 
across Renfrewshire  

 
Social Work Services have undertaken a review of the Intensive Domiciliary Support 
Service (IDSS) operating within the Older Adults Community Mental Health Team. The 
purpose of this review is to provide information on the structure and function of the IDSS 
and to make recommendations for service improvements and efficiencies. The context of 
the review is set against the wider Renfrewshire Council Social Work Home Care  
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Modernisation Programme, the Rehabilitation and Enablement Framework as well as the 
caseload analysis exercise of the Older Adults Community Mental Health Team.    
The review considers the role of the IDSS team against the increasing demand for 
services to support older people with dementia or mental ill health at home in the 
community and to benchmark the IDSS service against other home care supports for 
similar care groups.  
 
The review shows that the IDSS is clearly highly regarded within the Older Adults 
Community Mental Health Team as a skilled support team providing therapeutic 
interventions to older people with dementia or mental ill health.  
   
From a best value point of view however, early indications  show that costs associated 
with delivering relatively low levels of service from a small team are much higher than in 
other teams and services and that there is the potential for current IDSS to be more 
effectively and efficiently delivered locally to those service users requiring intensive 
support.   Recommendations and proposals following the review will take account of the 
different elements of service, the actual service currently being provided and suggested 
methods of maintaining an effective and efficient support to service users by alternative 
methods of delivery. ©  
 

 6.3 Key Roles & Responsibilities  
 

  The Service Manager (Rehabilitation and Enablement) is a key role within Health & 
Community Care and will report to and be accountable to one of our Rehabilitation and 
Enablement Services Managers. This post will provide leadership and general 
management for the service. A person and job specification will be developed for the role, 
as part of the NHS Greater Glasgow & Clyde HR process. 

 
 6.4 The rehabilitation and enablement service will be delivered through two geographical 

teams aligned to Area Social Work Teams, each with a team leader who will fulfill 
delegated operational management responsibilities. The team leaders will report to the 
Service Manager. Job and person specifications will be developed as part of the NHS 
Greater Glasgow & Clyde HR process. These team leaders will require to be competent in 
leading and managing change within a multiagency and multiprofessional environment. 
They will, in essence, be champions of the rehabilitation and enablement to promote 
improved outcomes for service users and carers.  
 

 6.5 The rehabilitation and enablement service (Tier 3&4) will manage those people with 
multiple complex and intensive needs using a care management approach providing a 
targeted time limited care package.  
The care management process will promote effective and continuous care pathways 
between rehabilitation and enablement and mainstream health, local authority, voluntary 
services to ensure a seamless transition of care.  
 
The term care management is defined by the Scottish Executive ‘as a process whereby 
an individuals needs are assessed and evaluated, eligibility for service is determined, care 
plans are drafted and implemented. Services are provided and needs are monitored and 
reassessed. The individual will usually have complex or frequently changing health and 
social care needs’. 3  

 

 
 
 
 
. 3  Scottish Executive 
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The Renfrewshire Joint Single Shared Assessment/Care Management Group have 
produced a guidance document on the principles of care management within 
Renfrewshire which will underpin practice within all services and will be utilised in our 
implementation process.    
A comprehensive Single Shared Assessment, using carenap, will be carried out and a 
planned rehabilitation programme will be identified. There will be links to other services for 
example Renfrewshire Care 24, acute services, district nursing, physiotherapy. The single 
point of access process will facilitate a co-ordinated pathway to enable the person to be 
signposted to the appropriate service for them at that time.  
 
 

 
 

6.6 There will be a focus on re-ablement 
 
Definition of Reablement ; 
“… the use of focused intensive therapy and care in a person’s home to improve their 
choice and quality of life, so that people can maximize their long term independence by 
enabling them to remain or return to live in their own homes within the community.   This 
approach focuses on reabling people within their homes so they achieve their optimum.” 4 

 

A Home Care modernisation process is currently underway within Renfrewshire Council 
Social Work Services. The purpose of this modernisation is to improve integration with 
social work area teams and improve performance and outcomes for service users. 
Services involved in this modernisation process are: 
 

·  Area Team Home Care Teams 
·  Renfrewshire Care 24 (Community Alarms, Telecare, Rapid Response, Out of 

Hours Management, Overnight Care Service) 
·  Extra Care Housing 
·  Community Meals 
·  Intensive Domiciliary Support Service (IDSS). 

 
The modernisation process will consider how these services contribute to the re-ablement 
approach. The report on the initial phase of the review is due September 2009. This report 
will provide the initial framework for the service, the strategic direction for the new model 
and how the service fits into Social Work strategies and the re-enablement approach. 
Future implementation will be underpinned by a joint learning and education programme 
for home care staff and staff from other agencies. 
 

 6.7 Self management will require changes in approach from our staff and the way we manage 
and deliver our services to inform and  support people to take responsibility for their own 
condition. Understanding their disease and self managing as appropriate. The main 
services that people will use will be in primary care including GP practice, leisure services, 
health improvement and voluntary sector. 
 
We will work in partnership with the NHS greater Glasgow & Clyde Long Term Conditions 
Steering Group and the voluntary agencies to develop self management, expert patient 
models encouraging and increasing the opportunities for individuals to proactively manage 
their own conditions. 
 

 

4 Department of Health  
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 6.8 Progress to date within Renfrewshire includes: 

 
·  Development and implementation of the single point of access 
·  Raising the profile of rehabilitation and enablement with all partner agencies 
·  Establishing links with the voluntary sector 
·  Profiling exercise of the relevant services completed  
·  Proposed rehabilitation and enablement service model 
·  Preparatory work with Human Resources completed 
·  Established links with organsational development to identify future needs in 

relation to the management of change and continued organisational development 
 

 6.9 One of the key themes emerging from the framework is that of delivering a needs led 
service across the continuum of adult and older adult life. The proposed rehabilitation and 
enablement service model will deliver across all ages to improve the transition from adult 
to older person.  
 
At present, the management of Social Work Physical Disability Services to those clients 
aged 16-65, will remain unchanged. However the Head of Community Care, Social Work,  
has agreed to work in partnership with the rehabilitation and enablement service to 
promote and deliver a model for enablement and self management, with a longer term 
view to considering further integration. Progress has been made in developing a joint 
strategy for people with physical disabilities with a clear emerging theme of rehabilitation 
and enablement.  
 

7. GOVERNANCE 
 

 The CHP has well established governance arrangements which will support the establishment and 
development of our community rehabilitation and enablement service. Key components of our 
governance framework are staff governance, care governance, financial governance around risk 
management.  
 

 7.1 Staff Governance 
 

  The CHP will work with Renfrewshire Councils’ Social Work Department to ensure that 
robust staff governance standards are in place for the service. 
 

 7.2 Financial Governance 
 

  A joint financial plan is in place. This will support our future implementation. Accountability 
is via the Older Peoples Joint Planning and Performance Group and Joint Management 
Group. 
 

 7.3 Care Governance 
 

  Clear accountability between health and social care is vital, developing staff competency 
and capabilities through agreed joint learning and education and through the transition 
ensure quality of care is maintained.  A care governance and quality improvement plan 
will be developed. 
 

 7.4 The role of the Professional Executive Group will ensure a multi-agency cross system 
approach to ensure clear and effective delivery of this service.  
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8. Information Management & Technology 

 
 8.1 The Community Nursing Information System will be implemented in September within 

Renfrewshire. This has been rolled out in the previous Greater Glasgow area over the 
past two years and incorporates an activity recording system suitable to community 
nurses.  
Development of a Multi Agency Store is in progress. This will match a persons details in 
SWIFT against a possible match within Continuum using the CHI number. This aims to be 
concluded for October 2009.  
 
A timeframe for implementation and the development of an integrated information 
technology infrastructure across NHS and Local Authorities are unavailable at this time. 
 

 8.2 A number of the services use the electronic Carenap to record Single Shared 
Assessment. This can be electronically shared with Social Work however the system does 
not accommodate the transfer of information from SWIFT to Continuum.  
 
There are examples of good practice in the use of and sharing of the assessments within  
community and the acute service. This will continue to be developed to include Allied 
Health Professionals. 
 

 8.3 As part of our aim to standardise systems for the service.  SWIFT would be the preferred 
system however further work is required to agree the most appropriate system to meet 
needs of the service. 
 

 8.4 A database has been developed for the Rehabilitation and Enablement service and will be 
implemented by September 2009.  The system will provide performance reports on 
interventions, outcomes and the number of Single Shared Assessments completed and 
shared. 

9. Learning and Education  
 

 9.1 A range of learning and education needs and opportunities require to be addressed to 
ensure effective delivery of this model. A training needs analysis will be completed, work 
has commenced around scoping and development of a joint Learning and Education Plan 
for health and social work staff. This will be based around the guidance document 
produced by NES ‘Supporting People with Long Term Conditions to Self Manage: An 
Essential Guide to Multi-Agency Knowledge and Skills’ 2009. 
Part of the process to identify the learning needs will be through the current system of 
Personal Development Plan which is based on KSF (health), independent development 
plan (social work), this will facilitate the process and ensure that the learning and 
development plans are included in the CHP learning and education plans for 2009-10 and 
beyond.  
 

 9.2 In addition much of the learning will be experiential and ongoing. This relates to 
communication, inter-agency working and clarity of purpose as the service becomes 
established and continues to develop.  Experiential learning/joint induction will be 
encouraged across health and social work services.  
 

 9.3 To achieve the planned outcomes, service users and carers themselves require to be 
informed and supported to move from traditionally more dependent models of care to that 
of self-care and independence where possible. 
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10. Accommodation 

 
 10.1 Work has commenced to identify suitable accommodation for the service.   Given the 

number of staff involved (100) locating all staff in the one building is impossible.   Our aim 
is to have one of the geographical teams in the Paisley area and the other in 
Renfrew/Johnstone area. Work is already underway to determine options and affordability. 
 

 10.2 Implementation of Single Point of Access has progressed work to co-locate Renfrewshire 
Care 24 with Multi Agency Team for Care at Home and Out of Hours Community Nursing.   
This takes forward the recommendations from the Out of Hours review, improves our 
communication process, develops more effective working relationships, enhances home 
care staff skills in certain aspects of care delivery such as palliative/end of life care, and 
provides trained nursing support in the out of hours period. 
 

11. Communication & Engagement 
 

 11.1 A Communication and Engagement Plan is in place and in the process of being  
implemented (Appendix 4).  
 
Staff and other stakeholders have had, and will continue to have, the opportunity to 
contribute to the development of the service. It is crucial that all stakeholders feel 
engaged, supported and valued. The cultural change programme is intended to facilitate 
change management in an approach which ensures successful implementation of this 
model. It is important that learning from this process is recognised and acted upon in 
order to evaluate the overall worth and efficacy of the service change and associated 
outcomes for service users and carers.   
 
A successful stakeholder event was held in 2008 to launch the Community Rehabilitation 
and Enablement Service for Older People, Older People with Mental Ill Health Disability 
and adults with a Physical Disability. A large scale event is planned for 20 October 2009, 
when staff, service users and carers will be informed on and engaged with our proposed 
service model and implementation plans. 
 

12. Performance and Monitoring 
 

 12.1 A process is underway to develop an evaluation framework to evaluate Phase One of our 
Single Point of Access. This will inform Phase Two. The delivery and evaluation stages 
will be iterative, as it is important to note that the whole programme will not be delivered in 
a linear fashion. We need an approach which recognises the challenges and limitations 
that will undoubtedly emerge and which will equip staff to deal with the ambiguities which 
will occur in delivering the service. It is intended that the service performance will be 
monitored closely. A standardised tool is to be developed. This will incorporate the 
necessary requirements required by national and local policy direction.  
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 12.2 The national outcomes framework for the community is the suggested best practice for 

demonstrating outcomes in community care. Renfrewshire have stated in the single 
Outcome agreement with the government they will use the framework to demonstrate 
progress. The four national outcomes are: 

·  Improved health  
·  Improved well being 
·  Improved social inclusion 
·  Improved independence and responsibility. 

The 16 measures cover users satisfaction with services, waiting times, quality of 
assessment, shifting the balance of care, carers well being, unscheduled care and 
identifying people ‘at risk’. 
 
The Community Care Outcomes Framework as detailed in diagram 3 5 has been 
developed to assist an outcome-focused approach to monitoring joint performance in 
community care. The NHS HEAT targets report around health improvement, access to 
service, treatment and reducing the number of readmissions.  
 

  Diagram 3 
 

 

 

 

 

 

5 Putting Individual Outcomes at the Heart of Community Care, Scottish Government 2009 
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 12.3 The implementation of the National Minimum information Standards and the Talking 

Points: Personal Outcomes Approach provides us with the opportunity to support a new 
approach to assessment by providing a series of structures questions to allow us to 
review how users feel key outcomes are being achieved.  
 
Pilots are underway within Renfrewshire and will monitor the effectiveness and 
experiences of the outcome focused assessment and care management approach.  
 

13. Financial  
 

 13.1 Redesign will require to be achieved within available budget. 
 

14. Next Steps  
 

 14.1 Submit to NHS Greater Glasgow & Clyde Rehabilitation and Enablement Coordinating 
Group September 2009 for approval. 
 

 14.2 Contribute to and participate in the NHS Greater Glasgow & Clyde HR process and 
timeline agreed by NHS Greater Glasgow & Clyde Rehabilitation and Enablement 
Coordinating Group. 
 

 14.3 Hold stakeholder event 20 October 2009 to further promote engagement and 
communication and refine our implementation plan. 
 

 14.4 Continue to work with Public Partnership Forum and Staff Partnership Forum to support 
effective implementation and cultural change.   This will include formal presentation to 
Staff Partnership Forum, 2nd September 2009 and discussion with Public Partnership 
Forum, 1st September 2009. 
 

 14.5 Renew and update implementation plan with particular reference to: 
·  It is our intention to ensure that the service will be equalities sensitive. An Equality 

Impact Assessment will be undertaken as part of our implementation plan 
·  HR Process 
·  Accommodation 
·  Information Management & Technology 
·  Re-ablement 
·  Learning and Education 
·  Transition arrangements 
·  Organisational Development plan 
·  Self Managed Care   
 

 14.6 Review in partnership with East Renfrewshire CHP, the supported discharge element that 
is provided from the Multi Agency Team for Care at Home to East Renfrewshire. 
  

 14.7 Continue to explore and test opportunities for further integration with Renfrewshire Council 
Social Work Services. 
  

 14.8  Note the outstanding provision from consultant in Physical Disability Service that would be 
delivered to Renfrewshire.  
 

 14.9 Promote and support the use of Talking Points approach within the rehabilitation and 
enablement service. The pilot sites implementing Talking Points will inform practice. 
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 14.10 Promote the use of the national minimum information standards in assessment, care 

planning, and review for people using services and for the carers. 
 

 14.11 Promote and collate data to inform Community Care Outcomes Framework, linking to 
performance management and service redesign. 
 

 14.12 Agree performance approach to include Community Care Outcomes Framework, NHS 
Health Efficiency Access Treatment targets this will demonstrate the effectiveness of the 
rehabilitation and enablement service is improving service delivery to users and carers.  
 

Recommendations 
 
The NHS GG&C Rehabilitation and enablement group is asked to : 

1. Note progress to date 
2. Endorse proposed Rehabilitation and Enablement Service for Renfrewshire CHP 
3. Advise the Renfrewshire CHP on next steps regarding the HR process and the organisational 

change to support local implementation.  
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Appendix 2 
 

 TASK TIMESCALES  RESPONSIBLE 
OFFICERS  
LEAD and ASSIST 
ROLES  

REQUIRED 
OUTCOME  

PROGRESS TO 
DATE  

1. Establish Rehab and Enablement Managed Care  
 

·  Review group membership on current MCN 
and Rehab Group 

·  Agree group membership of new formed group 
·  Agree chair 

 
Clarify around physical disability consultant  

 

 DM / TD  
 
 
 
 
 
 
BC 

Effective Group as 
sub group of OP 
JPPIG  

 

2. Agree Terms of Reference for Rehab and Enablement 
Managed Care Network 

August 09   Agreed  

3. Agree work plan  
 

August 09   Agreed 

4. Develop Rehab Service Specification December 09    
5. Develop Single  Point of  Access (SPOA)  

 
·  Phase 1 Intermediate Care  
Audit to include  
Accessibility 
Service user experience 
Governance 
Staff experience  
Pathway 
  
 
 
·  Phase 2 Full Rehab & Enablement  
Direct access 
 

 
 
July 2009  
 
 
 
 
 
 
 
 
 
April 2010  

 
 
T D / service 
managers / IC 
MCN 
 
 
 
 
 
 
 
 TD/  FM/ service 
managers 

 
 
Improved pathways 
and accessibility  
 
 
 
 
 
 
 
 
Phase 2 dependent 
on decisions arising 
from Co-ord Group to 
allow local model and 
structure to be 
finalised  

 
SPOA implemented 
06/07/09 
 
Evaluation tool to be 
agreed and proceed 
with evaluation, 
linking with Clinical 
effectiveness 
  
Interim evaluation 
planned for end 
September 09 
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 TASK TIMESCALES  RESPONSIBLE 
OFFICERS  
LEAD and ASSIST 
ROLES  

REQUIRED 
OUTCOME  

PROGRESS TO 
DATE  

6. Develop local model for Rehab & Enablement  
 

·  Identify and agree teams  
·  Develop structure within Renfrewshire 
·  Teams/ capacity  

 

September 09 SJM/TD Approval  Model approved by 
MCN 
Final approval 
sought by co-
ordinating group 
Sept 09 

7. Confirm application of  4 tier  model for service 
delivery in Renfrewshire   
                                                 

·  Self care  
·  Basic support  
·  Complex  
·  Intensive  

 
 
 
June 2009  

 
 
SJM/ JP/FM 
 

 
Clear understanding 
of  each level and 
interrelatedness of 
this model with other 
services  

Included in 
Renfrewshire Model  

8. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Review and Redesign as required health and social 
care pathways supported by :  
                              

·  Screening  
·  Triage 
·  Assessment  - Agree SSA Tool  
·  Information & signposting  
·  Timeous and smooth transitions  

 
Identify Gaps   
In reach to care homes 
IT 
 

 
January 2010  

SJM / JP/FMunro  / 
TD/  service 
managers 

Improved service user 
experience  
 
 
 
 
 
 
Achieve required % 
SSA and set targets 
for improvement  

Post holder to be 
appointed for GG&C 
to scope out 
triage/screening 
process  
(Interviews July 09)  
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 TASK TIMESCALES  RESPONSIBLE 
OFFICERS  
LEAD and ASSIST 
ROLES  

REQUIRED 
OUTCOME  

PROGRESS TO 
DATE  

9. Define structure and composition of rehabilitation 
service and team      
 

·  Management &   professional Structure  
·  Service Spec  
·  Vision statement  
·  Roles & responsibilities  
·  Job design and Job descriptions  
·  Service Standards  

 

September 2009  SJM/ JP/FM & HR 
Manager  
 

Appropriate staff 
profile, skills and 
competencies to 
deliver integrated 
rehabilitation service 
and maximise 
outcomes for service 
users/carers  

Progressing through 
management team 
and service leads  

10. Managing risk of change programme for staff 
·  Inclusive 
·  Engagement 
·  Use of culture programme to support staff  

 
 
 

 SJM/ JP   

11. Performance reporting  
·  Community Care Outcomes 
·  Talking Point 
·  HEAT  
 

 SJM/JP   

12.  
 
 
 
 
 

Implement EQIA Tool  
 

 Service manager    

13. 
 
 
 
 
 

Outcomes of Home Care Review 
·  Implement recommendations as appropriate 
·  Link with Social Work Area Teams  
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 TASK TIMESCALES  RESPONSIBLE 
OFFICERS  
LEAD and ASSIST 
ROLES  

REQUIRED 
OUTCOME  

PROGRESS TO 
DATE  

14. Ensure that all staff have the capabilities to provide 
evidence based rehab and enablement       
 

·  KSF  
·  PDP 
·  L&E Plans  
·  Supervision / Peer Review  

June 2009 – April 
2010  

Service Managers / 
TD 

Effective and safe 
service delivery  
 
Improved job 
satisfaction  
 
Improved outcomes 
for service users 

Develop Training 
needs analysis tool  

15. Human Resources  
 

·  Develop Migration Plan for workforce from 
current to future roles , consistent with 
NHSGGC plan 

 
 

September 2009  
onwards  

HR Subgroup, 
Service Managers 

 Progressing through 
HR sub group  

16. Communication  
 
Develop a communication plan which addresses:  
·  Internal Communication  
·  Corporate Identity  
·  External Communication  
·  Agree membership of working group  to take 

forward  
·  Report to Communications Executive Group 
 

July 2009  SJM / JP  
 
TD/ A McLelland  

 Communication Plan 
completed and 
agreed  
 
Stakeholder event in 
planning, possible 
date in October 09  

17. Develop IC database   
 

·  Develop database to capture all users of R&E 
service  

·  R&E  reports to be generated from database  
 

September 2009 TD/MM/D.McA Fully operational 
database to report on 
trends for referral 
patterns…….. 

Discussing content 
at Mgt meeting  
proceed with 
database  
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 TASK TIMESCALES  RESPONSIBLE 
OFFICERS  
LEAD and ASSIST 
ROLES  

REQUIRED 
OUTCOME  

PROGRESS TO 
DATE  

18. 8. S.S.A. 
   Use of SSA as core assessment 
  document to follow patient through  
  journey of care.  
  To improve patients care pathway 
  Review and improve admissions &   
  discharge planning  
   
   
 
 
 
 
 
 
 

·  To inform 
JPIAF  

·  To inform all 
service 
providers 
patient 
goals/outcome
s 

·  Electronic SSA  
·  Evidence of 

use to support 
process for 
discharge of 
patients with 
complex 
needs 

 

TD/JP/LD October09 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

·  Roll out of 
CNIS system 
in September 
will not allow 
DN to initiate 
carenap 
however 
generic 
information 
will populate 
SWIFT 
through MAS 
store  

·  R.McD 
progressing 
with roll out 
of ecarnap in 
Acute  

19. Shift the Balance of Care from hospital to community  
 
·  Reduce LOS  
·  Reduce 65+emergency admissions 
·  Reduce unnecessary and avoidable admissions for 

all adults  
·  Reduce readmission – SPARRA   
 

April 2009  
onwards 

BC, JP, SJM    

20. Ensure access to vocational rehabilitation services 
in partnership with community planning partners.   
 
Include directory of services/ required to enable 
signposting to appropriate service 
Know what is currently available within all areas  

April 2009  
onwards 

Service Managers  
FM  
HI Lead on 
Employabilty – S 
McGuire 

Scoping Exercise to 
be completed  
 
Include non paid 
employment 
opportunities  

Td linked with 
S.McG 
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 TASK TIMESCALES  RESPONSIBLE 
OFFICERS  
LEAD and ASSIST 
ROLES  

REQUIRED 
OUTCOME  

PROGRESS TO 
DATE  

21. Optimise opportunities for health promotion, and self 
management using local community and leisure 
services. 
Capacity with service providers  
 
 
 
 

April 2009 onward  Service Managers  
FM  
HI Team  

Prevention  
Improved outcomes 
for service users  
Targeted use of 
specialised services  

SW (HIT) linked with 
TD  

22. Ensure connection of this work plan with NHSGGC 
e.g. Changing Lives,Long Term Conditions 
Framework and Primary Care Strategy + other 
relevant local and national strategies.  
Steering Group  
 
 
 

Ongoing  SJM / JP / FM  
Service Managers  

  

23. Create/design service directory  
  
Develop Web Link within Intranet 
 
 
 
 
 

August  2009  CJ/TD/DH/D.McA ·  Web link for IC 
within Intranet site 

Service user 
awareness of 
availability and 
accessibility of 
service provision 

Progressing  
Council will support 
from August 09 due 
to other 
commitments prior 
to  

24. Organisational Development 
·  Accountabilities, Line Management, Professional 

Support.  
·  Team development and maintenance 

programme  
o Developmental  
o Operational  

·  Training & Development   
·  Identify and develop core skills/competencies of 

staff in teams  

October 2009  Service Managers  
OD Support  

 Linking with 
organisational 
development of  
stakeholder event 
planned for 20th 
October 2009  
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 TASK TIMESCALES  RESPONSIBLE 
OFFICERS  
LEAD and ASSIST 
ROLES  

REQUIRED 
OUTCOME  

PROGRESS TO 
DATE  

·  Joint Team PDP, Appraisal process  
·  Skills & Competencies  
·  Programme for team leader/s managers 
·  Application of policies & procedures in joint team 

context  
·  Scheme of delegation  
·  Staff and SPF engagement  
·  Culture Change Programme 

25. Patient Focus Public Involvement  
 
·  Engage PPF and wider Communities  
·  Renfrewshire Council Public Services Panel  
·  Focus groups  
·  University  
 

Ongoing  
 
 

Service Managers   TD linked with PPF  
Updated re phase 1  

26. IM&T  
 
·  Identify information systems to support business 

requirements  
o Business systems, email, intranet, internet , 

service directories 
SSA / Care management , Health and Social Care 
Systems  

September  2009  Service Managers    

27. Premises  
 
·  Identify premises for team  
·  List all current and future locations including 

community locations for delivery of services  
·  Optimise use of premises and hours of access 
·  Consider DDA compliance , transport risk etc  
 
 
 

October 2009  Service Managers    
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 TASK TIMESCALES  RESPONSIBLE 
OFFICERS  
LEAD and ASSIST 
ROLES  

REQUIRED 
OUTCOME  

PROGRESS TO 
DATE  

28.  Establish agreed joint documentation in client/patients 
home 
 
Integrated model for assessment 
Anticipatory care Planning  
 
 
 
 
 

April 09 
 

TD/M.McG/ LD  ·  Develop joint 
patient held 
record   

 

·  In Progress 
being taken 
forward 
under SPOA  

 

29. Monitoring & Evaluation 
 
Develop monitoring and evaluation tool for future 
service/s  
 

�  Local  
�  Board wide 

 

 April 2009  FM / SJM / JP    

30. Finance  
 
Establish financial framework / budgets 
 
 
 

April 2009  SJM / JP/Service 
Managers  
J Bryden  

  

31. Workforce Planning  
 
Develop workforce plan for future workforce – 3 – 5 
years  
 
 

January 2010  Service Managers / 
FM /HR support  
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Renfrewshire Community Health Partnership/Renfrewshire Council   
Communication & Engagement Plan  
Rehabilitation & Enablement  
July – April 2010 

 
1. Purpose  

 
 The purpose of this Communication & Engagement Plan is to outline the plans to communicate with, 

involve, engage and inform staff, public and key stakeholders about the Rehabilitation & Enablement 
Strategy within Renfrewshire.  This will include the rationale, the processes involved, outputs and 
implementation.  
 

2. Rationale  
 

 Renfrewshire Community Health Partnership, Local Authouty and Acute Division are working together 
to more effectively manage the pathway for people with rehabilitation and enablement needs requiring 
access to appropriate services.   
 

3. Aim  
 

 The Communication & Engagement Plan aims to deliver effective communication that is accurate, 
timely and relevant through a range of appropriate methods and formats.  The plan emphasises the 
importance of two-way communications by promoting engagement of stakeholders and encouraging 
them to actively particpate, so that their views can influence Rehabilitation & Enablement.  This plan 
underpins the principles contained within Renfrewshire Community Health Partnership, Communication 
Framework and Action Plan 2007 – 2010 and builds on the ethos that good commuication and 
engagement is vital. 
 

4. Stakeholders 
 

 The way to communicate and engage with the various groups of stakeholders has been identified and 
is detailed in (Attachment 1).  The nature of the message will be determined by the means of 
communication using the CHP’s Communication Matrix (Attachment 2).   
 

5. Engagement Methodology 
 

 Our action plan (Attachment 1) details the activity around communication and engagement over the 
next 9 months using a diverse range of methods to engage with different audiences and gain different 
depth and focus of information.  The action plan will be subject to further refinement and amendment as 
work in this area progresses.  Methods may change depending on the final requirements. However, it 
provides a robust and meaningful programme of activity.  Renfrewshire Rehabilitation & Enablement 
Management Group will monitor the action plan. 
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6. Monitoring and Evaluation  

 
 During Rehabilitation & Enablement planning the Communication Matrix (Attachment 2) will be used to 

ensure that we are utilising a wide range of communication mechanisms and targeting all aspects of 
the communication process. 
 

7. Reporting and Monitoring  
 

 Progress, planning and project plan will be presented to the Rehabilitation & Enablement Managed 
Care Network, NHS Greater Glasgow and Clyde Co-ordinating Renfrewshire CHP, Social Work and 
Rehabilitation & Assessment Directorate Management Groups on an 8 weekly basis commencing 
September 2009. 



 

 

 

Attachment 1 
Rehabilitation & Enablement  
Action Plan  
 
 Issue/ 

Objective 
Action Method Stakeholder  Expected Outcomes Timescale Lead Officer  

1 Communication 
& Engagement  

Progress report 
and project plan 
for Renfrewshire 
CHP Management 
Group  

Written/Verbal/ 
Project 
Plan/Engagement 
Event/Newsletter   
 
 

CHP  
Management 
Group  

Progress update and 
details of gaps,  
slippages highlighted 
and appropriate 
action agreed and 
actioned  

4 weekly  SJM 

2 Communication 
& Engagement 

Progress report 
and project plan 
for CHP 
Committee 

Written/Verbal/ 
Project 
Plan/Engagement 
Event/Newsletter   
 

CHP Committee Progress and update 3 monthly SJM 

3 Communication 
& Engagement 

Progress Report Written/Verbal/ 
Project 
Plan/Engagement 
Event/Newsletter   

HR Progress and update 8 weekly SJM/AF 

4 Communication Progress Report Written/Verbal Co-ordinating 
Group 

Progress and update 8 weekly SJM 

5 Communication 
& Engagement  

Progress Report 
to the 
Rehabilitation & 
Enablement 
Managed Care 
Network  

Written/Verbal/ 
Project Plan/  
Engagement 
Event/Newsletters 

Rehabilitation & 
Enablement 
Managed Care 
Network  

Progress update and 
details of gaps,  
slippages highlighted 
and appropriate 
action agreed and 
actioned 

8 weekly  DM 



 

 

 

 
 Issue/ 

Objective 
Action Method Stakeholder  Expected Outcomes Timescale Lead Officer  

6 Communication 
& Engagement 

Progress Report Written/Verbal/ 
Project Plan/  
Engagement 
Event/Newsletters 

OPJPPIG Progress update and 
details of gaps,  
slippages highlighted 
and appropriate 
action agreed and 
actioned 

 JP 

7 Communication 
& Engagement 

Progress Report Written/Verbal/ 
Project Plan/  
Engagement 
Event/Newsletters 

OD Progress and update  IH 

8 Communication 
& Engagement 

Progress Report Written/Verbal/ 
Project Plan/  
Engagement 
Event/Newsletters 

L&E Progress and update  TBC 

9 Communication 
& Engagement  

RES Managers/ 
Senior Staff 
progress reports 
at team meetings  

Written/Verbal/ 
Newsletters/ 
Engagement Event 
 

Older Adults 
Community 
Mental Health 
Team  

Progress and update 
to staff.  

8 weekly  LD 
JQ 

10 Communication 
& Engagement 
 

Senior 
Nurse/Team 
Leader progress 
reports at team 
meetings  

Written/Verbal/  
Newsletters/ 
Engagement Event  

Specialist 
Nurses/District 
Nurses /DN OOH 
/AHP 

Progress and update 
to staff.  

8 weekly  MMcG/LD/D
D 

11 Communication 
& Engagement 
 

Team Leader 
progress reports 
at team meetings 

Written/Verbal/  
Newsletters/ 
Engagement Event 

Health Physical 
Disability team  

Progress and update 
to staff. 

8 weekly SL 

12 Communication 
& Engagement 

Head of Planning 
& Health 
Improvement 

Written/Verbal/  
Newsletters/ 
Engagement Event 

Health 
Improvement 
Team 

Progress and update 
to staff. 

3 monthly FMacK 



 

 

 

 Issue/ 
Objective 

Action Method Stakeholder  Expected Outcomes Timescale Lead Officer  

13 
 

Communication 
& Engagement  

Update at GP 
Forum 

Verbal/Newsletters/ 
Engagement Event  

General 
Practitioners  

Stakeholders receive 
current/accurate 
information. 
 

3 monthly  SJM/TD 

14 
 

Communication  
 
 

Update at Practice 
Managers Forum  

Verbal/Newsletter/ 
Engagement Event  

Practice 
Managers  

Stakeholders receive 
current/accurate 
information. 
 

Ongoing  TD 

15 Communication 
& Engagement  

General Manager 
Rehabilitation & 
Assessment 
Directorate  

Written/Verbal  
Newsletter/ 
Engagement Event 

Acute-RAD 
Consultants/CSM-
RAD 
Medical/Surgical/ 
A&E  

Progress and update 
to staff. 

8 weekly  BC 

16 Communication 
& Engagement  

Head of 
Community Care  

Written/Verbal  
Newsletter/ 
Engagement Event 

Local 
Authority/SWAT/ 
OT 

Progress and update 
to staff. 

8 weekly  JP 

17 
 
 

Communication 
& Engagement  

Chair PPF  
Update at PPF 
meetings 

Verbal/Written/ 
Newsletter/ 
Engagement Event  

Public Partnership 
Forum (PPF)  

Progress and update  Ongoing  F.McK/S.McL 

18 Communication 
& Engagement  

Update via 
Newsletter  

Newsletter/council 
magazine  

Public Information TBA DL/SJM 

19 Communication 
& Engagement  

Update via face to 
face meeting/ 
newsletters   

Verbal/ 
Engagement Event/ 
Newsletter 

Clinical 
Director/Lead 
Nurse/Out of 
Hours 

Information & Update  TBA SJM/LD/MMc
G/TD 

20 Communication 
& Engagement  

Update via face to 
face meeting/ 
Newsletters   

Verbal/ 
Engagement Event/ 
Newsletter 

Employability 
Lead 

Information & Update 3 monthly TD 

21 Communication 
& Engagement 

Meeting/ 
Newsletter 

Verbal/ 
Engagement Event/ 
Newsletter 

SPF Information & Update 3 monthly SJM 



 

 

 

 Issue/ 
Objective 

Action Method Stakeholder  Expected Outcomes Timescale Lead Officer  

22 Communication 
& Engagement  

Update via 
Newsletters/ 
Engagement 
Event 

Verbal/Newsletter/ 
Engagement Event 

Voluntary 
Organisation 
Representative via 
PPF 

Information & Update 3 monthly  TD/SMcL 

23 Communication 
& Engagement 

Update via 
Newsletters/ 
Engagement 
Event  

Verbal/Newsletter/ 
Engagement Event 

Falls Lead  Information & Update 3 monthly TD 

24 Communication 
& Engagement 

Update via face to 
face meeting/ 
Newsletters   

Verbal/Newsletter/ 
Engagement Event 

Director Nursing 
Accord/St. 
Vincent’s Hospice 

Information & Update 2 monthly MMcG 

25 Communication 
& Engagement 

Update via 
Newsletters/ 
Engagement 
Event 

Verbal/Newsletter/ 
Engagement Event 

Link with UWS Information 3 monthly TD 

 
Abbreviations  
Sylvia 
Morrison  

SJM David Leese DL 

Fiona MacKay FMcK Beth Culshaw BC 

Marian  MMcG John Paterson  JP 
Liz Daniels LD Debbie Mack DM 
Dorothy Duffy DD Susan Mclean  S.McL 
John Quinn JQ Trisha Daniel  TD 
Isla Hyslop IH Anne Fraser AF 



 

 

 

 
Attachment 2  

 
 
Rehabilitation & Enablement 
Communication Matrix  
 
(This table presents the most useful communication matrix for each stage of the communication process) 
 
Stakeholder Awarene

ss  
Understanding Support  Participation Commitment One-way Two-way 

 
Renfrewshire 
CHP 
Management 
Group 

X X X X X  X 

CHP Committee X X   X X  
HR X X X    X 
Rehabilitation & 
Enablement 
Managed Care 
Network 

X X X X X  X 

Co-ordinating 
Group 

X  X  X  X 

Older People 
JPPIG 

X X X  X  X 

OD X X X X X  X 
L&E        
Older Adults 
Community 
Mental Health 
Team  
 
 

X X  X X  X 



 

 

 

Stakeholder Awarene
ss  

Understanding Support  Participation Commitment One-way Two-way 
 

RES Managers X X X X X  X 
Senior 
Nurse/Team 
Leader/DN’s / 
OOH 

X X X X X  X 

Health Physical 
Disability Team  

X X  X X  X 

Health 
Improvement 
Team  

X  X X  X  

GP  X     X  
Practice 
Managers 

X     X  

Acute 
services/RAD/ 
CSM-RAD 
Medical/Surgical/
A&E 

X X     X 

Local 
Authority/SWAT/ 
OT  

X X X X X X X 

PPF X  X  X  X 
Accord X   X   X 
Public X      X 
Clinical 
Director/Lead 
Nurse/Out of 
Hours 

X X X  X  X 

Employability 
Lead 

X   X X  X 

SPF X X X    X 



 

 

 

Stakeholder Awarene
ss  

Understanding Support  Participation Commitment One-way Two-way 
 

Voluntary 
Organisations 

X   X  X  

Falls Lead X  X    X 
Hospice/Accord/
St. Vincent’s 

X  X X   X 

University west 
of Scotland Link 

X     X  

 
 


