
Unplanned Admissions

What is this information and why is important to measure it? 
 
Excellent emergency services are necessary when people are at a point of crisis or suffer serious 
injury. But many people who come to hospitals in emergencies could potentially have been 
offered better support or services earlier on, which would have 
prevented the need for them to go to hospital, or may have involved a planned visit to hospital 
instead. 
 
Rates of emergency admissions in people aged 75 and over are of particular concern and are 
higher in Scottish Borders than across Scotland as a whole. Existing work within the Borders to 
reduce emergency admission rates needs to continue and be built on. 
 
A reduction in this indicator should demonstrate improved partnership working. It should 
represent a shift from a reliance on hospital care towards proactive and coordinated care and 
support in the community. It should demonstrate the effectiveness of anticipatory care, identifying 
people who are at risk of emergency hospital admission, supporting people to be more confident 
in managing their long term conditions and providing coordinated care and support at home 
where safe and 
appropriate. Safe and suitable housing for people will also be important. 
 
 
Data Source(s) 
1. Hospital admissions are sourced from SMR01 (inpatient/daycase episodes of care in 
general/acute hospitals such as Borders General Hospital and the Royal Infirmary of Edinburgh). 
They apply to Borders residents admitted to any general/acute hospital in Scotland.  These figures 
do not include admissions to beds coded as Geriatric Long Stay (which means the Borders' 
Community Hospitals are excluded)  nor any acute psychiatric hospital beds. 
2. Rates per 1,000 population are based on National Records for Scotland (NRS) mid year 
population estimates. 
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Occupied Bed Days for unscheduled care

What is this information and why is important to measure it? 
 
It is possible for the number of emergency admissions to increase and whilst emergency bed days 
reduce, and vice versa, so this measure is included to ensure a balanced view. Once a hospital 
admission has been necessary in an emergency, it is important for people to get back home as soon 
as they are fit to be discharged to avoid the risk of them losing their 
confidence and ability to live independently. 
 
Health and Social Care Partnerships have a central role in this by providing community-based 
treatment and support options, “step down” care and home care packages to enable people to 
leave hospital quickly once they are well enough. Additionally, care homes should where 
appropriate be able to support people with a wider range of physical and mental frailty and needs. 
 
Hospitals also have a role to play, by streamlining their processes and sharing best practice to 
ensure more people can leave hospital quickly once they are well enough. This will include 
improving rehabilitation and also reducing the possibility of infections, harm and injury all of which 
can result in longer stays. 
 
 
Data Source(s) 
1. Hospital bed-days are sourced from SMR01 (inpatient/daycase episodes of care in general/acute 
hospitals such as Borders General Hospital and the Royal Infirmary of Edinburgh). They apply to 
Borders residents admitted to any general/acute hospital in Scotland.  These figures do not include 
admissions to beds coded as Geriatric Long Stay (which means the Borders' Community Hospitals 
are excluded)  nor any acute psychiatric hospital beds. 
2. Rates per 1,000 population are based on National Records for Scotland (NRS) mid year 
population estimates. 
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Accident and Emergency Performance

What is this information and why is important to measure it? 
 
The national standard for Accident & Emergency waiting times is that 95% of people arriving  at an 
A&E Department in Scotland (including Minor Injury Units) should be seen and then admitted, 
transferred or discharged within 4 hours.  NHS Boards are to work towards achieving 98% 
performance. 
 
Although the  standard is measured in the A&E Department, NHS Boards and Health and Social Care 
Partnerships are required to ensure that best practice is installed throughout the whole system, 
including  health and social care, supporting joined up work to address wider issues of patient flow 
through each hospital that will safeguard timely access to services across the patient's journey and 
ensure the whole system works together effectively. 
 
 
Data Source(s) 
A&E2 Dataset, ISD  (Note  the data reported is for the Emergency Department at the BGH only and 
does not include the Minor Injury Units.  The national data is also for the Emergency deparments 
only. ) 
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Delayed Discharges

What is this information and why is important to measure it? 
 
A delayed discharge (often referred to in the media as "Bed Blocking") occurs when a patient, 
clinically ready for discharge, cannot leave hospital because the other necessary care, support or 
accommodation for them is not readily accessible.  For example, a person's house may first need to 
be altered to help them get around, or there may not be a place available  in a local care home. 
 
A long delay increases the risk of the patient falling ill again, or losing vital life skills, independence 
or mobility.  It could ultimately result in the patient having to be admitted to  a care home due to 
the deterioration in their health and mobility. 
 
Data Source(s) 
Monthly Delayed Discharge Census, ISD Scotland.  This shows a snapshot of the  number of patients 
waiting to be discharged, on a single day in each month. 

4



End of Life Care

What is this information and why is important to measure it? 
 
This indicator measures the percentage of time spent by people in their last 6 months of life at 
home or in a community setting. It is derived by linking recorded deaths data with hospital bed day 
data to calculate the percentage of time spent outside  hospitals in the last 6 months  of people’s 
lives.  Accidental deaths are excluded. 
 
It is now possible to predict the progress of many diseases, enabling a planned approach to 
palliative and end of life care in ways which reflect best practice and which, as far as is practicable, 
in accordance with the needs and wishes of patients, carers and their families. Health and Social 
Care Partnerships are expected to be able to influence this by commissioning 
high quality end of life services, and working with communities, families and staff to enable 
discussion about planning for end of life.  As more people have anticipatory care plans and as 
electronic palliative care summaries are rolled out throughout the country, then we should see a 
gradual increase in this measure in the medium to long term. 
 
The indicator should ideally represent the wishes and choices for patients and their carers and also 
demonstrate the effectiveness of having a planned approach to end of life care.  For an individual, 
the preferred place of care can change as their condition and/or family circumstances change over 
time, making this very difficult to measure and track. Therefore this indicator has been chosen by 
the Scottish Government as an alternative. The last six months of life was chosen as this is the 
period when most hospital admissions occur, and the period when clinicians would tend to plan 
end life care if the patient was not expected to live longer than 6 months. 
 
Data Source(s) 
This is the "Core Suite Integration Indicator" number 15, taken from  Core Suite Indicator 
Workbooks for Health and Social Care Partnerships, ISD Scotland.  Data taken from National 
Records for Scotland (deaths) and SMR records for acute/general hospitals, geriatric long stay 
beds, and acute psychiatric hospitals. 
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Balance of Spend
Part 1 - % spent on community based care.

Part 2 - % of total spend on hospital stays where the patient (age 18+) was admitted as an emergency.

What is this information and why is important to measure it? 
 
Health and Social Care Integration should allow Health and Social Care Partnerships to commission 
changes in the health and social care pathway that will optimise (where appropriate) community 
based care.  For example, through intermediate care, anticipatory and preventative care. This 
ensures that emergency/non elective resources (staff, beds, equipment) are 
used for those who need acute medical and trauma care. 
 
Under integration it is expected that an increasing proportion of total health and social care spend 
should be on community-based services.   
 
Data Source(s) 
"Source" reporting system for Health and Social Care Partnerships, ISD Scotland.  Please note:- 

1. All NHS services are included in total spend, including health services that are not 
covered by integration (such as planned outpatient and inpatient care). 
2. Community-Based Care comprises all NHS community services, family health services 
including GP prescribing, and all social care expenditure excluding accommodation based 
social care services. 
3. Institutional Care comprises all hospital-based care including outpatients, day case and 
day patients, plus accommodation-based social care services. 
4. Figures shown here for 2013/14 differ from those shown in the Scottish Borders HSCP 
Strategic Plan as they have since been updated to incorporate Community Dental Services 
and Community Ophthalmic Services. 

What is this information and why is important to measure it? 
 
Health and Social Care Integration should allow Health and Social Care Partnerships to commission 
changes in the health and social care pathway that will optimise (where appropriate) community 
based care.  For example, through intermediate care, anticipatory and preventative care. This 
ensures that emergency/non elective resources (staff, beds, equipment) are 
used for those who need acute medical and trauma care. 
 
Under integration it is expected that a decreasing proportion of total health and social care spend 
should be on unscheduled hospital care. 
 
Data Source(s) 
This is the "Core Suite Integration Indicator" number 20, taken from  Core Suite Indicator 
Workbooks for Health and Social Care Partnerships, ISD Scotland.   
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Social Care

Part 2 - Social Care Survey - Do you feel safe?

Part 1 - People with in SB with intensive care needs receivieng support in a community setting rather 

than a care home.

What is this information and why is important to measure it? 
 
This measurement considers how we are managing to support elderly clients to remain within the 
community rather than move into residential care. It reviews our ability to support clients to sustain 
an independent quality primarily through home care, however it considers other areas:  
 - Homecare service (irrespective of hours)  
 - Direct payment or SDS payment  
 - Living within an extra care housing facility (Dovecot)  
 - The number of clients age 65 or older supported within a community setting is then compared to 
those age 65 or older in a  residential setting (Care Home).  
Home care is one of the most important services available to local authorities to support people 
with community care needs to remain at home. Increasing the flexibility of the service is a key policy 
objective for both central and local government, to ensure that people receive the type of 
assistance which they need, when they need it.    
 
The measurement only captures ‘home care services’ which are provided on an hourly basis.  Other 
services which support people at home, such as laundry services, home shopping, community 
alarms and meals-on-wheels, are not included.  
The measurement will be affected by the pattern of need and demand within the area, influenced 
by the age-structure of the elderly population, the distribution of poverty and ill health, household 
composition and other factors.  
 
It will become increasingly important that we maximise our ability to support the elderly within the 
community as budget and financial considerations impact our service.  
 
 
Data Source(s) 
1.  Report from SBC Framework System provided monthly for internal monitoring via the current 
reporting structure. 

What is this information and why is important to measure it? 
 
All adults who require support receive a care assessment by an occupational therapist, 
social worker or a nurse.  A care assessment looks at the emotional and social side of an 
individuals life as well as any physical difficulties they may be experiencing.   
 
At the end of a care assessment the individuals views are recorded to give an indication of 
how they feel the support discussed during the assessment will make them feel.   
 
Ensuring our assessments and social care provision  allow an individual to remain at home and feel 
safe in thier environment is a fundemental requirement for care within a community setting.  If this 
care is correctly administered  it will allow individuals to remain within the community and in their 
own homes for longer.    By increasing our ability to successfully support individuals in the 
community, we reduce the impact on other services over time. 
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Part 3 - Carers Assessments offered and completed.

 
 
Data Source(s) 
1.  Do you feel safe?, is a Social Care Survey measurement  taken during a social care adult 
assessment .   It is recorded on the SBC Framework System and collated on a monthly basis.  The 
questions applies to any adult who has received (and completed) an adult social care assessment 

What is this information and why is important to measure it? 
 
It is estimated that around 788,000 people are caring for a relative, friend or neighbour in 
Scotland. This includes around 44,000 people under the age of 18.  A large percentage of these are 
currently not recognised as carers and are unpaid.  Thier contribution to caring within the 
community is substantional and could not be replaced. 
 
The Carers (Scotland) Act will  commence on April 1, 2018.  There is a package of provisions within 
the Act designed to support carers' health and wellbeing.  Local Authorities have a requirement to 
identify and support carers needs and personal outcomes. 
 
Any carer who appears to have a need for support should be offered an assessment.  The 
assessment is provided regardless of the amount or type of care provided, financial means or level 
of need for support. 
 
Improving our methods of identifying and offering support to carers will ensure thier contribution is 
recognised and complements the social care system currently in place. 
 
Data Source(s) 
1.  Offered assessment data is extracted from the SBC Framework System and is a question asked 
during a Adult Assessment. 
2.  The Carer Centre provides a monthly count of all completed assessments for the Scottish 
Borders. 
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