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What are we trying to fix 

People are supported to live well at home or in the community 

for as much time as they can; and that they have a positive 

experience of health and social care when they need it. 
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How are we Helping 

•   Linked Health & Social Care File 

• Flexible IT Infrastructure 

• Series of integrative dashboards 

• Pathways 

• Risk Prediction 

•   Resource Based Locally 

• Access to Specialist Skills 

• Be-spoke Analytical Support 

• Support Local Priorities 

• Share Skills, Knowledge & 
Expertise 

Interactive dashboards 
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75+ Unplanned Bed Day Rates 

Key Points 

• 2.6m bed days 
for people age 
75+ 
 

• Two fold 
variation 
 

• Highest rate: 
P31 
 

• Lowest rate:– P3 



75+ Unplanned Bed Day Rates-SIMD 

Key Points 

• P3 rural 
 

• P31 Urban with 
high 
deprivation 
 

• P31 bed day 
rate almost 
double across 
all deprivation 
categories  
compared to P3 



Unplanned Bed Days in Last Six Months of 
Life for Decedents 75+  

Key Points 

• P31 on 
average 54% 
more bed days 
per decedent 
in last 6 
months of life 

 

• Difference in 
how people 
access 
services and 
services 
available? 

 



Age 75+ Receiving Care 



Place of Death 

Key Points 

• Variation in 
place of death 
across 
partnerships 
 

• P4 or P2 50% 
more likely to 
die at home 
compared to P7 
or P28 
 

• P20 are 40% 
more likely to 
die in hospital 
compared to P6 
or P23 



Mapped expenditure of  
High Resource Individuals  

(Partnership 7) 
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HRI Turnover  
(Scotland) 

Key Points 

• A quarter of 
HRIs die each 
year 
 

• A quarter are 
multi-year 
individuals 
 

• New entrants 
each year 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Mr Smith=£60k 

(0.01%) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Practice X 

131= £4.5m  

(1.3%) 

 

  

 

 

 

 

 

 

 

 

 

Locality A 

335=£13.5m 

(1.3%) 

 

Partnership 7 

2,600 =£90m 

(2.0%) 

Scotland 
103,839=£2.5bn 

(1.9%) 

Pathways 



Died March 24th 

2 x Em admission 
(21days; £6,435) 

Delayed 
Discharge  

A M J J A S O N D J F M 

A&E Attendance (£97) 

Outpatient Attendance (£156) Day case (£152) 

Planned admission Emergency Admission 

Care home resident 

Em admission 
(74 days; £17,128) 

Pl admission 
(5days; £2,259) 

Em admission 
(5 days; £1,615) 

Care home stay 
(207days; £30,000) 

Pathway for Mr Smith 



Classification Matrix 

Key Points 

• Matrix for GP 
practice 
population 
partnership 7. 

• Drop down menu 
populates cells. 

 

 

 



Classification Matrix 

Key Points 

• Pathway for end 
of life/Geriatric 
cell. 

• GP practice from 
partnership 7 . 

• Opportunity for 
review and 
redesign 

 

 

 



Homelessness and Housing 
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Psychiatric, Emergency admission and Anti-depressant Prescribing rate per 1,000 
population for Homeless and Health & Social care partnership  

Homeless

H&S Partnership

Key Points 

• Psychiatric 
admission rate in 
homeless cohort 
10 times the rate 
in comparison to 
wider 
population.  
 

• A&E attendances 
due to self harm 
were 20 times 
higher 
 

• Anti-depressant 
prescribing was 3 
times higher 
 



HRI average cost 
A&E Frequent Attendees 

Key Points 

• Average cost per 
person of the 
frequent 
attendees was 
£18k.  
 

• Top 100 A&E 
frequent 
attendees have 
on average 18 
attendances in a 
single year 
 

• The top attendee 
had 57 (average 
1 per week) 
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What’s Next 

•   Additional Interactive dashboards 

• Pathways 

• Risk Prediction 

• Third and Independent Sector 

• Personal Outcomes 

• Other data sets 

• Primary Care 

• Homelessness and Housing 

• Intermediate Care 

 Better Outcomes 


