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Recommendation 
 
1. The Board is asked to note the TEC financial summary for 2016/17 and 2017/18. 

 
2. The board is asked to consider the contribution that TEC makes towards 

Transformational Change 
 

3. To recognise the temporary nature of the resources and the need to identify 
sustainable funding moving forward. 

 

 

Summary  
 
Key Messages: 

 The Pan Ayrshire TEC Programme is currently funded mainly from the National TEC 
Programme award allocation which ceases 31st March 2018. 

 The financial allocation is measured against outcomes, actions, objectives and 
trajectories described within the pan Ayrshire TEC Delivery Plan. 

 Sustaining delivery of TEC will require investment in core programme team and the 
technology solutions. 

 TEC is a key enabler of transformational change and has evidence to demonstrate 
impact on demand and efficient use of services. 

 

 
 

Glossary of Terms  
 

HMHM 
HSCP(s) 
IJB(s) 
TEC 
 

Home and Mobile Health Monitoring 
Health and Social Care Partnership(s) 
Integration Joint Board(s) 
Technology Enabled Care 
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1. Background 
 
1.1 Scrutiny of the Pan Ayrshire TEC Strategy, underpinning Delivery Plan and the 

associated financial monitoring is considered by the TEC & Innovation Programme 
Board and reported to the South, North & East Integration Joint Boards. 

 
1.2 Financial statements and work stream reports are also required by Scottish 

Government and these detail progress against expected outcomes and actual 
monthly spend. 

 
1.3  On 9 December 2016 the South IJB approved the Pan Ayrshire TEC Delivery Plan 

and requested: 
 

 further information regarding the current investment and funding of TEC. 

 details of future resources required to sustain and spread TEC within the 
portfolio of Transformational Change, ongoing requirements of the Local 
Delivery Plan and delivery of the IJB Strategic Plans; and 

 an indication of possible cost avoidance or efficiency savings that could be 
achieved by adopting TEC at scale alongside new models of care. 

 
 
2. TEC Programme Funding Arrangements 
 
2.1 The TEC Programme is currently funded through Scottish Government National 

TEC Monies and is awarded as a result of application against TEC Workstreams 1 
(Telehealth or Home and Mobile Health Monitoring) and Workstream 4 (Telecare). 

 
2.2 Over the financial year of 2016/7 and 2017/8 NHS Ayrshire & Arran and North, 

South, and East Health & Social Care Partnerships have been awarded a grant of 
up to £1,360,000. This is allocated as follows; 

 

 Workstream 1 £760,000, NHS Ayrshire & Arran 

 Workstream 4 South Ayrshire HSCP, £200,000 

 Workstream 4 North Ayrshire HSCP £200,000 

 Workstream 4 East Ayrshire HSCP, £200,000  
 
 
2.3  Details of Schedule 1 of the allocation which outlines the programme and how 

delivery will be measured is attached as appendix 1. 
 
 
3. Current TEC Programme Funding Allocations 

The table overleaf describes  Workstream 1 (Home & Mobile Health Monitoring) TEC 
Programme budget with projected spend.  
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2016/17 2017/18 2018/19 

TEC Award Workstream 1 385,000 375,000   

Carry Forward (TBA) 153,030 218,661 74,041 

Total 538,030 593,661 74,041 

    Programme Costs 
   

Core programme team 150,756 221,197   

Diabetes Pathway 0 60,000   

Florence SMS Text system 13,740 25,000   

Florence Hypertension across all General 
Practices 0 15,000   

Data Analytics 0 17,706   

District Nurse Backfil Band 5, 20 hours South 
Ayrshire (supporting South TEC Hub & 
telehealth respiratory) 2,191 0   

District Nurse Backfil North Ayrshire Band 5, 
20 hours (supporting North TEC Hub & 
telehealth respiratory) 2,191 0   

TEC Nurses:  3 Band 5s 20 hours per week 
E,N,S) 0 53,717   

Smartcare /Falls- North Ayrshire 15,000 0   

Equipment (Smart phones etc including 
Florence peripherals) Estimated:- dependent 
upon procurement) 9,000 65,000   

Diabetes project e.g. Diasend/ practices etc  6,000 6,000   

Total 48,122 242,423 0 

    Current agreed Liabilities 198,878 463,620 0 

    Funding Available for HMHM 339,152 130,041 74,041 

    Extended contract Microtech – telehealth 
PODS 120,491 56,000   

National Contract ( currently finalising PIN)   TBA   

Uncommitted 218,661 74,041 74,041 

 
 
4. Ongoing TEC Programme Funding Allocations 

 
4.1 The main costs associated with ongoing transformational change and improvement 

using TEC lie with continuation of funding in the following areas 
 

 Core Programme Staff. This is a small team with specialist knowledge and 7 
years experience in TEC. The Team currently provides pan ayrshire support to 
design, develop and implement TEC safely within services and pathways.  
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 The Technology itself: apps, tablets, bluetooth devices, video conferencing, 
SMS Texts, Mobiles other integrated solutions. NHS Ayrshire & Arran is 
currently one of three board areas working with Scottish Government to develop 
a national specification for an integrated TEC Solution. This solution would 
support the concept of one integrated solution which could provide all of the 
above from a single supplier. This process is expected to be completed by July 
2017 and resources to support this will be from existing TEC allocation with any 
additionality requested through the National TEC Programme Budget. 

 
4.2 As part of the Draft Models of Care Business Case and the Draft Transformational 

Change Delivery Plan, cost avoidance estimates resulting from TEC have been 
identified. These estimates are outlined in the table below and are based on a 
yearly 2% reduction in emergency admissions, accounting for 1979 bed days at 
£400 per day. Other areas of cost avoidance have also been identified within 
Primary Care and Mental Health Transformation. 

 

   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
  

 
2017/18 2018/19 2019/20 2020/21 2021/22 

Total 
Programme/Service 
Costs 493,351 986,703 1,480,054 1,973,406 2,466,757 

            

            

            

Total (a) 493,351 986,703 1,480,054 1,973,406 2,466,757 

      

      HMHM 791,600 1,583,200 2,374,800 3,166,400 3,958,000 

            

            

Total (b) 791,600 1,583,200 2,374,800 3,166,400 3,958,000 

            

Net Cost avoidance 298,249 596,497 894,746 1,192,994 1,491,243 
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Monitoring Form 
 

Policy/Strategy Implications 
 

Delivery of the TEC Programme is an integral part of 
the delivery of the Health and Social Care Partnership 
Strategic Plans and Transformational Change 

Workforce Implications 
 
 

Core Programme staff are currently funded through 
national TEC monies.  

Financial Implications 
 
 

Financial implications are contained until March 2018. 
Future development will have financial and non 
financial resource requirements these will require to be 
considered. 

Consultation (including 
Professional Committees) 
 

Consultation has taken place with TEC Programme 
Board, partnerships and IJBs 

Risk Assessment 
 
 

Risk assessment has been carried out in relation to 
delivery of the programme until 2018.  

Best Value 
 
- Vision and leadership 
- Effective partnerships 
- Governance and 

accountability 
- Use of resources 
- Performance management 

This paper is aligned to the corporate objectives and 
underpinning actions of The Local Delivery Plan.  

The programme and proposals are fully supported and 
developed with all partnerships. 

The programme has in place clear governance 
arrangements. 

Resources are allocated in accordance with Standing 
Financial instructions and governance arrangements of 
the TEC Programme Board. 

Performance Management arrangements are in place 
in accordance with national and local requirements. 
 

Compliance with Corporate  
Objectives 

Deliver services that are clinical effective, safe and 
person centred    

Single Outcome Agreement 
(SOA) 

Health and Well Being Outcomes 

Impact Assessment 
Not required as an internal document 
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SCHEDULE 1 
 

NHS Ayrshire & Arran 
Overall aim for TEC 
Locally: 

“To promote independence, choice and quality of life for people and to support a higher number of people to live independently in their own homes by developing a 
framework or whole systems approach with which to deliver integrated, mainstream equitable services across Ayrshire and Arran and its three Health and Social Care 
Partnerships.” (Source: Ayrshire TEC Strategy) 

Outcome – what you 
aim to accomplish 

Measure – how will you know Activity – what you are doing 
 

Output – How many 2016-
2018 

Any other comments 

More HMHM enabled 
services pan-Ayrshire 
ena bling more people 
with Long Term 
conditions using HMHM 
to manage their 
condition and live 
independently at home 

Increased number of people using HMHM 
(PODs and Florence) to monitor long term 
conditions 
 
Increased use of technology to support 
diabetes services 

 
Improved clinical outcomes 
 
Improved compliance/medicine usage 
 
Reduced admissions for acute diabetic 
complications 

 
Reduction in inappropriate referrals  
 
More GP practices using Diasend 
 
Specification developed 

 
More people using HMHM and more 
services enabled for HMHM 

Introduce HMHM service in Ayrshire to support 
hypertension, Diabetes, post stroke and multi 
morbidity across whole of Ayrshire. This applies 
to TEC system for Complex multimorbidity. 
 
Expansion of the current Diabetes service and 
enhance the provision of telehealth for people 
with diabetes through providing an integrated 
pathway from primary prevention to complex 
case management.   
 
Introduce Florence simple text messaging to 
target gestational diabetes along with MDMW, 
supported by GP Practices. 

 
Set up Diasend in practice clusters within 
community setting. 

 
Develop a specification and go out to tender for 
an integrated monitoring system which enables 
use of different applications and platforms for 
people at various level of need. 
 
Rapid improvement project to commence 
hypertension monitoring using Florence with GP 
practices 

 
 
 
FLO  – 599 
COPD/Heart Failure - 450 
TOTAL – 1149 
 
Diasend - 300 
Breakdown as follows: 

 200 acute (East Ayrshire 
Community Hospital-
125, Ayrshire Maternity 
Unit-75) 

 100 primary care (2x GP 
practices to recruit 50 
patients) 

 
TOTAL CITIZENS : 1449  

(dependent upon National team 
negotiation to procure a cost effective 
solution) 
 
We expect to be procuring from January 
2017 until 1

st
 April 2018. 

 
Additional support required with this 
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NHS Ayrshire & Arran 
Overall aim for TEC 
Locally: 

“To promote independence, choice and quality of life for people and to support a higher number of people to live independently in their own homes by developing a 
framework or whole systems approach with which to deliver integrated, mainstream equitable services across Ayrshire and Arran and its three Health and Social Care 
Partnerships.” (Source: Ayrshire TEC Strategy) 

Outcome – what you 
aim to accomplish 

Measure – how will you know Activity – what you are doing 
 

Output – How many 2016-
2018 

Any other comments 

Expand existing HMHM 
enabled services pan-
Ayrshire 
 

Number of people using HMHM to 
monitor long term conditions 
 

 
 
 

 
 

By march 2017 2 TEC Hubs integrated 
within a  SPOC within A&A 

 
 

 
 
 

 
Increased number of GP/MDTs using TEC 
pathways 
 
 
 
 
 

Continue to expand HMHM service in Ayrshire 
to support hypertension, Diabetes, Heart 
Failure, COPD , post stroke and multi morbidity 
across whole of Ayrshire. This applies to TEC 
system for Complex multimorbidity. 

 
Continue to expand HMHM for COPD and Heart 
Failure across Ayrshire 
 
Use of Florence as step-up/down 

 
Procure a simple text messaging service to 
support more people at a lower level of need 
tier. 
 
Development of Florence protocols, Standing 
Operating procedures and Pathways 
 
North Ayrshire Pathway using ANPs will 
commence in November 2016 with recruitment 
numbers to be similar to that achieved in South 
Ayrshire at set up stage. 
 
Establish TEC within Hubs and Single Point of 
Contact within North & South Ayrshire  
 
Appoint Advanced Nurse practitioners in North 
& South Ayrshire to support implementation and 
initially case management of those with more 
complex need 
 
Embed TEC as part of support and care 
assessment, care management and discharge 
planning processes; 

Baseline of approx 250 
patients recruited during Yr 1,  
a further 450 to be recruited 
by July 2017 via current 
services and the introduction 
of North Ayrshire model 
 
 
 
 
 
By March 2017, 14 General 
Practices and MDT in South 
Ayrshire  using TEC pathways 

Our approach to embedding TEC is to 
build into the pan Ayrshire 
transformational Service redesign 
programme that is currently in place.  
Implementation of our model is 
interdependent on the implementation 
plans and timescales that underpin this. 
The plans and business cases are to be 
complete by end of October 2016. 
 
Pathways in East Ayrshire have not been 
agreed and we expect to focus on this in 
2017/2018 
 
We are reluctant to be driven by exact 
recruitment targets as this has 
demonstrated dis-benefits with staff 
using technology and engagement of 
stakeholders,   
however we will focus on  monthly % 
increase and overall trend in people 
using  and referring for TEC. 
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NHS Ayrshire & Arran 
Overall aim for TEC 
Locally: 

“To promote independence, choice and quality of life for people and to support a higher number of people to live independently in their own homes by developing a 
framework or whole systems approach with which to deliver integrated, mainstream equitable services across Ayrshire and Arran and its three Health and Social Care 
Partnerships.” (Source: Ayrshire TEC Strategy) 

Outcome – what you 
aim to accomplish 

Measure – how will you know Activity – what you are doing 
 

Output – How many 2016-
2018 

Any other comments 

Increased awareness of 
TEC amongst staff and 
general public 

increase in clinicians and others referring 
to TEC 
 
Number of events/activities to publicise 
TEC HMHM 
 
Number of attendees at awareness events 

Work alongside MCNs to fully integrate use of 
TEC across LTC pathways 
 
Currently developing Communication Plan which 
will have measures built in.  
 
Have established a TEC & Innovation Network 
however this requires further development 
within HUBS 

TEC innovation roadshows 
 
Florence awareness raising 
events 

LTC Programme staff to develop 

 
Better awareness of 
self-management and 
adherence to plan. 
 

More people with anticipatory care plans 
and TEC 
 
More People understand their condition 
better and able to self manage. 
 

 
 

Integrate TEC within the multidisciplinary teams 
and specialist nursing Anticipatory care planning 
Model of care that is being rolled out across 
South Ayrshire 
 
TEC patients will have an ACP with Self-
management plan 
 
Support the public to understand the help that 
can be provided by TEC, to support them to 
make their own decisions and self manage 

Increase by 100% the number 
of people using high end TEC 
with an ACP/Key Information 
Summary 

 
Increase by 100% the number 
of patients with self 
management plans and  TEC 
 

Focus group events with TEC reference 
group/locality planning groups 

Increased clinical team 
skill in responding to 
HMHM results 
 

Lear Pro training module available on 
Athena and Local Authority system 

 
More staff trained and using TEC 

 
Increase % of staff  adopting Florence to 
inform their decision support 
 

Train new Advanced Nurse practitioners in North 
& South Ayrshire to support implementation and 
initially case management of those with more 
complex need 

 
Develop learn Pro training modules for 
Technology Enabled Care 
 
Staff training package/module to be included in 
CPD 

 
 

Increased number of staff 
trained for TEC 
 

This has been identified as a priority 
within Modernising Workforce. However 
each partnership is currently appointing 
Associate Nurse Directors. Therefore we 
will commence this once there is 
appropriate nursing leadership in place. 
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NHS Ayrshire & Arran 
Overall aim for TEC 
Locally: 

“To promote independence, choice and quality of life for people and to support a higher number of people to live independently in their own homes by developing a 
framework or whole systems approach with which to deliver integrated, mainstream equitable services across Ayrshire and Arran and its three Health and Social Care 
Partnerships.” (Source: Ayrshire TEC Strategy) 

Outcome – what you 
aim to accomplish 

Measure – how will you know Activity – what you are doing 
 

Output – How many 2016-
2018 

Any other comments 

Use TEC as contribution 
to a reduction in 
demand for /improved 
access to other 
services, e.g. avoiding 
hospital/care home 
admissions, reducing 
lengths of hospital stay 
and preventing delayed 
discharges from 
hospitals, reducing 
avoidable primary care 
contacts; 

Analysis of impact on other service areas 
such as: 

 A&E attendances 

 Admissions/readmissions 

 length of stay 

 GP&OoH contacts 

 Reduced travel time for staff 

 Reduced face-to-face contacts 

As above We will measure outputs 
such as 
Waiting Times, Face to Face 
Contacts, Travel and time 
costs. 
We cannot ensure that there 
will be less of or reductions in 
these at this time 

It is in the longer term that impact is 
likely to be seen, however hope to 
demonstrate some level of impact on 
reducing demand in acute and other 
service areas. 

Improved analysis, 
planning and 
procurement of TEC – 
to ensure there is good 
evidence of “what 
works” which is spread 
through the health, 
housing and care 
communities and to 
underpin NHS Board 
and partnership 
strategic planning and 
commissioning for 
future services and 
developments. 

Local local logic model, KPIs and 
evaluation framework developed 
 
Evaluate the impact of Home Health 
Monitoring specifically on carers and 
social isolation 

 
Final end of year project evaluation which 
will contribute to national evaluation 

Working with 3
rd

 party suppliers to improve 
reporting capabilities of TEC systems 
 
Data extraction from multiple NHS systems 
including: 
(TRAK/Symphony/EmiS/Vision/Adastra/CUI) 

 Data quality checks, interrogation and 
analysis 

 Identification of existing validated 
survey tools or development of more 
appropriate tools (eg patient 
satisfaction/PAM/etc) 

 Patient case studies/stories 

 Staff survey/focus groups 

 Patient feedback 

Dashboard developed and 
available for use 

LTC Programme Office staff to develop 
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South Ayrshire HSCP 
Overall Aim for TEC Locally:   

Outcome – what you aim to 
accomplish 

Measure – how will you know Activity – what you are doing Output – How many Any other comments 

1.  The aim is to 
accomplish that all individuals 
who currently have a 
community alarm are issued 
with a linked smoke detector 
and this is recognised as our 
basic kit. 

 At April 2016 we identified there were 
1062 individuals who had a community 
alarm only with no linked smoked 
detector. 
 
 

 Telecare staff will target these 
individuals and review them for 
the telecare service and install a 
linked smoke detector. 

 A target has been set 
to issue 88 linked 
smoke detectors to 
have this work 
completed by March 
2017. 
 

 This work has been on-going since 
year 1 of the TEC programme and was 
a 2 year project. Target end date 
March 2017 

2. The aim is to continue 
to increase the volume of 
individuals supported by 
Telecare as a preventative 
measure. 

As at 31 March 2016 2457 individuals 
were receiving telecare. 

The introduction of the self-
referral has seen a steady 
increase in the spread of telecare. 

Output is estimated at 
20% a year in the 
baseline figure.  This 
will increase the 
number of individuals 
by an additional 491.  
With a target growth 
of 41 per month. 

 The increase overall for year one was 
18% The implementation of Self-
Referral was Oct15 

3. We will aim to scale 
up our dementia pathway and 
embed this within the post 
diagnostic pathway.  
 

 As at 31 March 2016 we had 24 GPS 
trackers in use. 

 Telecare staff continue to attend 
the dementia café each month to 
promote telecare solutions.  Good 
partnership working has 
developed with the Elderly mental 
health team and telecare staff. 

A 50% increase in this 
baseline figure to 36 
GPS trackers. 

 

4. Further development 
in the hospital discharge 
pathway has been identified to 
support individuals within the 
hospital setting to home. 

 We are looking to further develop 
Service Manager to measure the 
referral pathway from hospital which 
will be captured and collated to give 
real time data. 
This level of data was not captured in 
March 2016 so the baseline is 0. 

Telecare solutions are embedded 
in our assessment paperwork and 
as we review our reablement 
assessment we will continue to 
capture this. 
We will continue to raise 
awareness of telecare solutions 
with key hospital staff. 

All assessment will 
continue to consider 
telecare solutions as a 
support prior to any 
care provision. 

 This has been difficult to baseline as 
this has not been captured in previous 
reports. 
Staff are still getting used to the 
Service Manager which collates the 
information and pulling the required 
reports. 
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East Ayrshire HSCP 
Overall Aim for TEC 
Locally: 

 East Ayrshire HSCP’s Strategic Plan 2015-18 has a strong commitment to technology enabled care.  This is one of our 12 key priorities for 
care at all life’s stages. TEC is a central element to delivering positive outcomes.  The overall aim is to build on local cross partnership 
working to embed TEC in pathways and innovative ways of meeting outcomes. 
 

Outcome – what you 
aim to accomplish 

Measure – how will you know Activity – what you are doing Output – How many Any other comments 

 An increasing 
number of people 
living at home in their 
local communities 
through technology 
enabled care in East 
Ayrshire maintaining 
levels of 
independence, 
improving self-
management and 
reducing reliance on 
formal health and 
care services. 

Local targets have been 
established aiming for the 
achievement of upper quartile 
performance: 
  

 Number and rate per capita 
of people using technology 
enabled care (baseline 3,300 
2015) 

 Number of people using 
‘enhanced telecare’ (baseline 
450 2015) 

 

 Increase the number of people 
utilising technology to support 
them to live independently 
within their homes and 
communities. 

 Ensure TEC forms an integral 
part of care pathways, including 
falls, long-term condition and 
discharge pathways. 

 Develop the use of TEC within 
Community Nursing, ICES and 
Community Rehab teams, to 
improve outcomes for the 
individual and families. 

 Further build and promote 
awareness and confidence of 
the workforce and the general 
public in the use of TEC to 
prevent avoidable admission to 
hospital or a care environment. 

 4,200 people benefiting 
from TEC by 2017/18 
 
860 people utilising 
‘enhanced telecare’ by 
2017/18 

Maintain upper quartile position 
in line with national rate of growth 
over last three years to 2016. 
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North Ayrshire HSCP 
Overall Aim for TEC 
Locally: 

  

Outcome – what you 
aim to accomplish 

Measure – how will you know Activity – what you are doing Output – How many Any other comments 

Growth of the Telecare 
service  

Data analysis will take place on a 
monthly basis 

Promote Telecare across North Ayrshire 
as a safe and supportive resource for to 
support care needs.  Maintain quality 
service provision where necessary 

Target increase of 70 
new service per month 
giving 840 a year 

This target will be monitored on a 
monthly basis looking at specific needs 
and demographics across North Ayrshire. 

Look at frequent users 
of the service to ensure 
Telecare is meeting the 
needs of service users 

Analysis reports received from 
Cordia -  call monitoring station  
Analysis reports from North 
Ayrshire Systems (Carefirst & 
CM2000) 

On a monthly basis information 
received from the call monitoring 
station will result in the Telecare Care 
at Home Manager visiting service user 
to ascertain the level of need required 
Information will be passed to Care 
Manager to highlight the difficulties and 
possibility of re-assessment 

Approximately 20 
service users per month 
relating to frequent 
users. 
 

By this monthly activity this is identifying 
service users’ vulnerability and we can 
increase Telecare using enhanced 
equipment or possibility of Homecare 
provision/increase in care needs.  This 
need for service users is identified quicker 
via Telecare due to information received 
from Cordia. 
From this information we can see the 
level of need via activations whereby 
within the frequent users of Telecare, 
earlier intervention may prevent Hospital 
admission.  We have planned visits which 
have been put in place via night shift 
Telecare staff to avoid hospital 
admission/long term care and from April 
2016 until end of August 2016 North 
Ayrshire Partnership have provide 1027 
(planned visits) which have all been 
double handling service users. 
Therefore estimated planned visits yearly 
- 2465 
 



 

13 of 14 

North Ayrshire HSCP 
Overall Aim for TEC 
Locally: 

  

Outcome – what you 
aim to accomplish 

Measure – how will you know Activity – what you are doing Output – How many Any other comments 

Working alongside 
Dementia Support, 
Telecare GPS systems & 
Housing HUB areas  
around early 
intervention 

Regular updates from Dementia 
Support services look at areas 
where Telecare may be suitable and 
look for feedback. 
Hub manager will update 
information relating to ongoing 
activities, case studies. 

Difficulties within the islands of Arran 
and Millport have been how to support 
service users and give continuity of 
care.  Meetings across the partnership 
have included looking at test of changes 
where the Partnership look at the areas 
of concern and where we can look at 
pulling resources together to make best 
use of the skills and knowledge from a 
central point/Hub area. 

Increase numbers of 
users of GPS systems / 
additional solutions to 
support individuals with 
dementia to continue to 
live as independently as 
possible. 

Targets of 2 GPS per month minimum 
Yearly  - 24  

Review service users Due to the volume of service users 
within Care at Home measures have 
been put in place to look at a 
planned approach to reviews with 
Telecare users.   
 

Telecare managers are reviewing 
Telecare service users in general. 
With the increase in Telecare Managers 
the areas have been split into 4 areas to 
be more manageable and to target 
reviews in a more structured way. 

Approximately 5 reviews 
per week per Telecare 
manager 

Within Telecare we have 4 managers who 
work through the day and 2 night shift 
managers.  Taking holidays into account 
we would be looking at 950 reviews yearly 
/ 79 monthly for Telecare single service 
only. 
Whereby service users who receive joint 
Telecare and Home care packages these 
would be carried out by the Homecare 
Managers who are also aware of the 
needs of Telecare 
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North Ayrshire HSCP 
Overall Aim for TEC 
Locally: 

  

Outcome – what you 
aim to accomplish 

Measure – how will you know Activity – what you are doing Output – How many Any other comments 

Ensure the accuracy of 
data by comparing 
input from monitoring 
station and North 
Ayrshire’s database by 
looking at the Data 
Analytics  - look at 
trends in where the 
service is making a 
difference. 

Information is received from the 
Call Monitoring Station monthly 
which is measured against data 
received from North Ayrshire 
database.  Any anomalies are 
looked into. 
We currently have three ways of 
sourcing information e.g. Cordia, 
CM2000 and Carefirst, and analysis 
is carried out on a monthly basis 
however further work looking at 
how we measure trends and the 
cost savings.  By looking at any 
duplication of care (when care is 
provided by a Private Provider and 
they request assistance from 
Telecare due to staff sickness etc) 

Telecare managers and Team Manager 
meet weekly to look at areas of 
concerns.  Data is analysed and 
anomalies investigated which results in 
a tidy up where required. 
Trends are identified to a certain 
degree however more work is required 
in this area. 
 

Identify cost savings in 
relation to  
Avoidance to Hospital 
admission  
Number of repeat visits 
to service users which 
Telecare staff  attend to 
for Personal Care and 
how this can be 
identified and addressed 
within if this relates to 
Private Provision 

Ensure the accuracy of data by comparing 
input from monitoring station and North 
Ayrshire’s database by looking at the Data 
Analytics  - look at trends in where the 
service is making a difference. 

Smartcare /Living It Up  Working with the Development 
Officer to look increasing numbers 
within the Living It Up platform.   
Continue to measure progress 
within the SMARTCARE and the link 
between CM2000 to allow service 
users to view their own Care 
Package online. 

Development Officer has identified 
areas to allow growth of users within 
North Ayrshire. 
Review paperwork now identifies which 
service users have access to electronic 
/Smart phones equipment  
Promotion of Smartcare/Living It Up 
and service user participation events 
take place throughout the year. 

Increased number of 
service users currently 
registered on the Living 
It Up platform  
SMARTCARE 
Diary  - to increase 
numbers  

SMARTCARE Diary target - minimum 5 
service users per month/ 60 per year 
signed up to Diary. 
 
Out of every review completed the targets 
for service users signing up to Living it up 
would be 40 per month. 
Yearly  - 480 

 


