
























































interviewees suggested that eHealth and telehealth should be included in
undergraduate courses.

“Communication is not as good as it could/should be..”
“More promotion — especially at decision making levels in Boards.”

Resources and capacity within NHS Boards (and the SCT) were seen by
some interviewees as a key challenge, suggesting that dedicated resources
should come from central government, whilst others spoke about the need to
invest and to prioritise locally.

A considerable number of interviewees suggested that a significant barrier to
the expansion of telehealth in Scotland was the SCT’s structure and location.
They spoke about the importance of the SCT being seen as a truly national
resource (and part of the wider NHS), and seen to be delivering value.
Interviewees suggested that the SCT should move from Aberdeen, with some
suggesting that it may also require different organisational and governance
structures. Whilst one interviewee questioned why the SCT wasn’t already
part of the existing national Board structure.

‘it may need to be considered if it can remain totally independent for example
(and this is only an example and not a suggestion) it may sit under an
organisation such as NHS24.”

It was also suggested by a sizeable number of interviewees that “being under”
eHealth wasn’t helping telehealth development in Scotland. They felt that
eHealth in Scotland was focused on large IT infrastructure projects (e.g. EPR,
CHI etc.) and that telehealth was inconsequential. A number of stakeholders
commented on the absence of telehealthcare from eHealth Programme and
Strategy Board agendas, and suggested that telehealth should be seen as a
higher priority by senior people within the eHealth Directorate.

“Being under eHealth doesn’t help telehealth, it requires greater prioritisation.”

Views on the SCT’s structure, size, location, organisational and
governance arrangements

Many interviewees, even those who had worked closely with SCT staff, knew
very little about its structure, organisation and governance arrangements.
Some blamed a lack of transparency and a number of others felt that there
wasn’t a lot of information about the SCT publically available.

Very few stakeholders had a view on the SCT’s structure or organisation.

Those interviewees, who felt the SCT should continue as an independent
body, thought its size was about right if it was to remain as a centre for
expertise. However, as mentioned earlier in this section, there were different
views on whether or not the SCT should become more involved with the
technology required to support telehealth services. Those that felt it should,
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thought that the SCT required additional staff (and specifically specialist staff)
to provide Boards with technical support. Many of the interviewed SCT staff
thought that the Centre needed more technical staff, and that these skills were
required irrespective of whether or not the SCT became more technically
hands-on. However, they also commented on the practical difficulties in
recruiting technical staff on secondment or short-term contracts.

“SCT should remain a focused organisation, not growing too large.”

A considerable number of interviewees took the opportunity once again to
raise the issue of poor communication; a problem which was reiterated by
many of the SCT’s staff.

A number of comments were received, primarily from SDMs, criticising the
SCT’s culture of “silo” working. They talked about working predominately on
their own policy area(s) with little opportunity to learn from other SDMs and
share experiences. Some felt isolated working from home, exacerbated by
frequent travel, and with limited contact with the office in Aberdeen. When
they were in the office, they felt that its layout and office practices didn’t
support team working, and that they had little or no opportunity to network
with colleagues out with monthly meetings. Some were disillusioned with the
current management’s approach to their work and commented on poor
communication practices within the organisation.

All of the interviewees, who commented on the SCT's governance
arrangements, considered them to be very poor and requiring urgent
attention, with a small number of stakeholders questioning the SCT’s future as
an independent organisation.

A few stakeholders also commented on the need for the SCT to improve links
with the eHealth Directorate and to become an integral part of eHealth.

“Where does it (the SCT) take its authority to undertake initiatives?”
“Never hear about the Executive Group, it needs to meet more frequently.”

“Poor governance and linkages to other parts of eHealth — linkages with and
accountabilities to eHealth in general need to be clarified.”

Conversely, a small number of individuals felt strongly that the SCT should
retain its independence. They felt that Aberdeen had been good for them,
that location wasn’t a problem, with Aberdeen continuing to be the logical
location for the SCT, and only required additional staff with the right technical
skills.

There was unanimous agreement, amongst those who commented on the
SCT’s Executive Group, that its role and remit were not well understood
internally and externally. A small number of interviewees questioned just how
representative the Executive was of its stakeholders and suggested that the
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Group should be augmented with additional representatives from
NHSScotland and other telehealthcare delivery organisations.

“No idea on any of these areas as they currently exist. Says a lot! They need
to publicise themselves and help boards.”

“Understand that the governance arrangements may have changed?”

“It would be helpful for the JIT to have some representation on the SCT’s
governance arrangements.”

Concerns with the operation of the Executive were also raised by many of the
interviewed SCT staff. They were concerned about the frequency of
meetings, the control of information going to the Executive Group and its
membership. All of the interviewed SDMs had no direct contact with the
Board, and were not aware of staff, with the exception of Management Team
members, having ever attended an Executive Group meeting. They talked
about the Executive being “remote” and “not relevant”, with some SDMs
concerned that the Group was focused too heavily on academia rather than
clinical service delivery.

A number of those interviewed were also concerned that the SCT might be
marginalised, and its influence reduced, if it no longer had a presence at the
eHealth Programme Board. Whilst one member of staff felt that there was a
widening gap between the SCT and eHealth/the Scottish Government.

A number of SCT staff were so demoralised and unhappy with the current
arrangements that they talked about the SCT becoming part of a larger
organisation, so they could have its management and governance structures.
Whilst another member of staff suggested that the SCT should develop closer
links with the telecare programme, as it might provide a more structured
working environment, clearer guidance and better governance.

“Service Development Managers are in the dark, sense that they don’t need
to know.”

“There has been a deterioration in communication.”

A small number of stakeholders commented on the loss of the SCT’s
Reference Group. They had been involved with the group from day one and
thought it had been useful in guiding the development and work of the SCT.
They were disappointed that the Group had not met for some time, and felt
that expectations had been raised only to be dashed. One stakeholder was
particularly concerned that, in the absence of the Reference Group, his
organisation had no say in, or influence over, the SCT’s future direction.
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Whether or not there is a need to simplify the eHealth landscape
(including definitions) in Scotland

Of all the areas covered by this review, this theme received the most
enthusiastic and animated response from interviewees. There was
overwhelming and unanimous support for the simplification of the eHealth
landscape and the term/definitions currently being used. However, there were
considerable differences in opinion on how to go about it.

“Yes, need to simplify.”

“Totally agree with the need to simplify the eHealth landscape.”
“Yes, definitely!”

“Landscape and definitions are confusing.”

“Language and landscape is a guddle, needs to be fixed.”

The vast majority of interviewees felt that the landscape needed to be
simplified by reducing the number of organisations involved in telehealthcare,
and, in particular, by combining the telehealth and telecare programmes.
They talked about the distinction between telehealth and telecare becoming
increasingly obsolete as the technologies merge, and the need for
“‘convergence” between the SCT and the JIT. A number of interviewees felt
the distinction was actually holding back the development of telehealthcare,
and that it was very confusing for clients and service users. A number of
stakeholders commented on the SCT’s existing involvement in telecare and
its work with the JIT. They also felt that telecare development in Scotland
would benefit from greater collaboration with the SCT. It was suggested by
one interviewee that the JIT's desire for greater “collaboration” with the SCT
would ultimately lead to their merger.

“Grey area between telehealth and telecare”

“Support the simplification of the landscape and the concept of telehealth
care.”

Links between eHealth and telehealth were criticised by a considerable
number of interviewees. Some talked about the links being confusing, whilst
others felt the association wasn’t helping telehealth and was actually holding
back its development. Only one interviewee felt strongly that the links
between eHealth and telehealth should be strengthened. The vast majority
felt that telehealth required a higher priority within NHSScotland and that this
should be provided through closer links with NHS Boards.

‘Links between eHealth and telehealth are confusing.”

“Need telehealth and telecare working together.”
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One interviewee suggested that the SCT should become part of NSS, whilst a
small number of interviewees suggested linking the SCT (and JIT) to NHS24.
Interviewees considered NHS24 to be a “better fit” for the SCT and thought
that, as part of NHS24, telehealthcare would receive a higher priority. One
stakeholder commented on the SCT’s emphasis on videoconferencing and
the NHS24’s competency in call handling and telephony. Whilst another
interviewee talked about how the SCT had never been envisaged as a long-
term organisation and suggested that going forward NHS24, because of its
clinical focus, might be better home for the SCT. Two interviewees talked
about how they had no objection to the SCT losing its independence provided
that it maintained its clinical focus and that this was borne in mind when it was
re-homed.

“‘NHS24 is great and there is a huge potential to work together.”

“Not against the SCT having a new home, for example NSS or NHS24, not
sure NHS24 would want it.”

It was observed by a small number of interviewees that it wasn’t just the
landscape that was confusing; the different types of organisation, and their
different regulation and governance systems added to the confusion.
Irrespective of what changes were made, they felt that there was a need for
more consistent and better regulation and governance.

It was observed by one stakeholder that there was also a need for better co-
ordination across the telehealthcare sector. This interviewee had envisaged
that the SCT would fulfil this role but felt that, in reality, it wasn’t in a position
to do so. Whilst another interviewee was concerned that by giving one
organisation (e.g. the SCT) sole responsibility that it might become a
“bottleneck” and hold up progress.

“Need an overarching view of what is happening across Scotland.”

A number of stakeholders felt that there was waste and efficiencies created as
a consequence of the number of organisations that were involved in
telehealthcare.

Irrespective of whether or not the physical landscape was changed, there was
unanimous agreement that the use of the terms telehealth and telecare was
confusing and unhelpful. Interviewees commented on how the terms created
needless distinctions between the two, and how the terms were frequently
confused and/or used interchangeably.

“There are definition problems that need to be resolved.”

“Current definitions (telehealth and telecare) perpetuate the divisions and
distinctions.”

A small number of interviewees suggested that this confusion could be
overcome by using the overarching term: telehealthcare. Whilst a similar
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number suggested that the situation could be simplified by referring to it all as
telemedicine. A smaller group of interviewees suggested calling it all eHealth
and one interviewee suggested the term “eServices”.

“Yes the vocabulary is confusing, and different people take different meanings
from the various terms. Believe it should all be telemedicine.”

Some of suggestions received also proved to be very controversial. There
was considerable hostility towards the use of the term “telemedicine”, as
many felt this had a widely accepted and quite specific clinical definition,
which excluded telecare. There was considerable opposition to calling it all
eHealth.

Views on the way in which the SCT, and telehealth and eHealth projects
are funded

A surprisingly small number of interviewees commented on funding. Those
that did mostly acknowledged the different funding systems for telehealth and
telecare. A number of interviewees, predominately those involved in telecare,
thought that the telecare programme had been more successful at achieving
national coverage because of its dedicated “ring-fenced” funding. They also
felt that telehealth would remain inadequately resourced if was left to
individual Boards to prioritise spending locally.

One interviewee commented on the practical problems with the existing
funding arrangements and spoke of the difficulties encountered by SDMs,
who were not budget holders, spending “other people’s money”.

Other interviewees felt that funding was confusing and that there was a lack of
clarity.

“If the Scottish Government wants something to happen then it should put the
resources in.”

There was some agreement amongst interviewees that the current funding
arrangements for telehealth might not be correct (or effective) going forward,
but that there would be always be a requirement to fund demonstrator
projects. A smaller number of interviewees, including some SDMs,
suggesting that the SCT should have a role in selecting and funding telehealth
demonstrator projects.

“The SCT needs its own national budget.”

Another interviewee felt that telehealth was funded correctly in terms of the
SCT not funding projects.

There was broad support for dedicated telehealth funding, but a number of

interviewees thought that it should only come with conditions. Suggestions
included: links to HEAT Targets; links to national priorities; and ties to
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managed services. A number of interviewees suggested that core funding
should be provided to NHS Boards for national telehealth initiatives.

A number of interviewees suggested that the SCT should receive core funding
to allow it to fund projects with strategic (or national) importance. One
interviewee suggesting that that the SCT should be allocated core funding for
telehealth, and NHS Boards receive dedicated funding for telehealth, which
would allow greater collaboration and more strategic spending on telehealth.

It was suspected by one interviewee that there may be considerable
duplication and inefficiencies in funding as no one organisation had overall
responsibility for telehealthcare. Examples were given where the Scottish
Government and the JIT were providing funding for projects in the same
geographical area, which were being undertaken by many of the same
people, with little or no regard to what the other was doing. For example,
local health care partnerships were assigned funding on the basis of their
“‘progress”, with partnerships making the least progress receiving the least
money. However, eHealth was funding the same individuals to undertake
demonstrator and development projects irrespective of the area’s telecare
progress.

More generally, a number of interviewees felt that efficiencies could be
achieved and re-invested in telehealthcare, if the SCT was included within the
national board structure.

8. Recommendations

Telehealth has entered the national agenda, with pockets of pilot projects
appearing across Scotland, and greater numbers of Health Boards
enthusiastically using telehealth applications with support from the SCT.
Telehealth technology is clearly enabling rural Boards to deliver specialist
health care services through teleconsultation with specialist centres, and
enabling patients to receive treatment closer to home. It is reducing
unwarranted travel to specialist centres and unnecessary referrals to
emergency departments in some areas. Therefore, it is unsurprising that
there is almost unanimous support from stakeholders for the continuation of a
centre of telehealth expertise.

The SCT has had significant successes in various discrete clinical areas
including the ongoing development of a Scottish Telestroke Network, a
Paediatrics Network, and minor injuries and out of hours services in NHS
Grampian and NHS Tayside. It has made considerable progress in improving
access to specialist services in remote and rural areas e.g. NHS Orkney and
NHS Highlands. It is clear from this review that the SCT has performed a
central role in each of these examples, with some Boards relying heavily on
the support and expertise of SDMs.

Telehealth (and telecare) are evidently popular with patients and their
clinicians. Drivers such as demands on service provision resulting from
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demographic changes, and the need to develop services that encourage and
enable self care and self management will require service re-design, which
will incorporate telehealthcare applications. Growing pressure on Health
Service budgets will be a significant incentive for service providers to seek
more efficient and cost effective delivery models. Telehealthcare technology
has the potential to deliver significant efficiency savings and reduction in
Carbon emissions, without compromising quality of treatment.

We recommend that a centre for telehealth expertise in Scotland should be
retained

Governance and accountability

Poor communication, confusion over the SCT’s role and purpose, and the
absence of a clear strategic direction have arisen as particular concerns.

Poor internal and external communication is affecting not only the SCT’s
success and influence, but its management and governance arrangements,
and, most importantly, its staff moral.

The SCT’s governance arrangements are particularly poor, with split
accountabilities between NHS Grampian and the Executive Group, and
questions over the size and membership of the Executive Group.

It is apparent that problems with the SCT’s governance are contributing to the
organisation’s lack of strategic direction, confusion over its role and purpose,
and poor corporate communication.

The failure of the SCT’s Reference Group to meet for over a year is of
concern, as this group forms an essential part of the organisation’s
governance arrangements. The purpose of the Reference Group was to
shape and formulate ideas with input from clinicians and key stakeholders
from across the NHS. Crucially for the SCT, the Reference Group was its
forum for communicating with stakeholders and ensuring that its work
programme was relevant. It is unsurprising that many interviewees felt the
SCT lacked direction, was working in an “ad-hoc” way and failing to
communicate effectively, as there was no opportunity to come together as a
group and receive regular updates on the organisation’s work.

Staff morale within the SCT was particularly poor, with staff anxious about
deteriorating communication, lack of effective line management and a culture
of “silo” working. Many felt that the organisation’s management was
disinterested in their work and views on the SCT’s future direction. There was
an overall feeling of lack of leadership. The SCT’s low staff morale is
particularly concerning and damaging. If it is allowed to continue, it will have
an increasing impact on the SCT’s overall effectiveness, and make retention
of existing staff and future recruitment more difficult for the Centre.

Problems with internal communication, silo working and ineffective
management are contributing to external perceptions that the SCT lacks
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direction, is working in a “piecemeal” or “ad-hoc” way, and is sending an
inconsistent message. Poor internal communication is leading to
stakeholders receiving mixed messages and, on occasion, contradictory
information from the Centre’s staff on various issues e.g. evaluation.

We recommend that the SCT's governance arrangements should be
streamlined and improved

If the SCT was to be repositioned as part of a national NHS Board, the
Executive Group may be re-constituted as an Advisory Group and its
membership augmented with additional representatives from NHSScotland
and other key stakeholders. These changes would make the Executive more
representative of its key stakeholders and may help the Group, through
greater involvement with the SCT, obtain a better understanding of the
organisation’s business and challenges. SCT staff, who are not members of
the Management Team, may have the opportunely to routinely attend
Executive Group meetings, which may be held in public. The SCT's
Reference Group may be re-launched, with the group re-visiting its
membership, constitution and the frequency of its meetings. However, given
the size of the SCT (8 full-time and 3 part-time employees), making this
number of changes might be disproportionate in terms of the additional
resources required to implement them. There is no guarantee that these
changes would bring about the necessary improvements.

The telehealthcare landscape

The Scottish Government has made it clear that effective government may be
best achieved by:

e simplifying the landscape of public sector organisations in Scotland,
through simpler structures that support the delivery of national strategic
objectives and local priorities

e transparent and clear service decision making with streamlined scrutiny
and control regimes

e an overall reduction in the number of “arms length” bodies at national
level

e improved collaboration and joint working between public services

Its policy drive is based on ensuring public services, which are focused on:

e the users of services and the development of ongoing personal
relationships, rather than anonymous one off transactions

e outcomes and monitoring real improvements in services

e delivering value for money through public services that drive up
efficiency and ensure best value

Any future changes to the SCT’s governance arrangements and structure

must be assessed against the Scottish Government’s policy on public bodies.
Currently, our operational environment promotes the simplification of the
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organisational environment with improved collaboration between public
bodies. Therefore, it is consistent with the wider policy context to question the
SCT’s continued independent status.

Many of the interviewees questioned the SCT’s independence and suggested
that it should have better links with NHSScotland. There was unanimous
support for simplifying the telehealthcare/eHealth landscape, and calls for the
SCT to increase the pace of its collaboration with the JIT. A small number of
stakeholders specifically suggested that the SCT should lose its
independence and become part of a national board structure, for example
NHS24 or NSS.

We believe that it was correct to establish the SCT utilising the pre-existing
expertise in NHS Grampian. However, the role of the SCT is evolving and the
SCT’s location may be a factor in the relatively slow adoption of Telehealth on
a national basis in Scotland. We understand that some of the expressed
concerns are based on widely held perceptions. However, a more central
location may smooth the progress of the development of national telehealth
solutions. Of particular significance were the comments from some very
influential individuals, who were actively involved in the SCT, they felt that the
time was appropriate for the SCT to become part of a National (Special)
Health Board.

The integration of the SCT into one of the National (or Special Boards) would
bring about significant benefits. It would be consistent with government policy
(see above) and with the views of many of the SCT’s stakeholders (and some
of its staff). It acknowledges the SCT’s chief role of supporting NHSScotland
in developing telehealth solutions, in the same way that Special Boards work
with territorial Boards.

The SCT would no longer require its own governance and management
arrangements, with the costs that these incur. It would sit under the Special
Board’s existing governance structures, with links into the Scottish
Government through its Board and Chief Executive, and representation on
eHealth Programme Board. Crucially, the SCT would have the opportunity to
become a truly national resource, with improved leverage and influence, and
better opportunities to work in collaboration with other parts of the NHS in
Scotland.

We recommend that Scotland’s telehealthcare landscape be simplified with
the SCT joining one of the Special Boards. We recommend the best fit is to
reposition the SCT within NHS24, recognising its potential as a service
delivery and improvement organisation.

The two most appropriate National Boards to host the SCT are NHS24 and
NSS. Of the two, NHS24 appears the best fit with the SCT. They share a
strong clinical focus, both rely on IT infrastructure, and NHS24 is active in
many complementary areas of health care service delivery. For example,
both organisations are working on: improving health; unscheduled care; and
improving access to NHS services. Both organisations are specifically
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supporting patients with Long Term Conditions and Mental lliness, and both
are utilising technology to expand options for the public to access services in
the future. Although headquartered in Glasgow, NHS24 has 3 national and 5
local centres throughout Scotland.

Simplified telehealthcare landscape

eHealth

Scottish Government

eHealth
leads

NHSScotland

Local health care
partnerships

telehealthcare

There is an argument for retaining the SCT’s Reference Group, albeit with a
revised membership and remit, as this may continue to provide a forum for
communicating with a large range of stakeholders and guiding the SCT’s work
at grassroots level. Unlike other parts of the health service (e.g. eHealth,
eCare and telecare), Telehealth does not have a network of professionals
and specialists, currently delivering services using Telehealth, to encourage
diffusion of innovation and develop recommendations, guidelines and
standards. This may be delaying development and learning in Scotland as,
out with annual conferences, there are few, if any, opportunities for people
actively involved in telehealth to come together, share their experiences and
develop national approaches.

There may be greater potential in the creation of a new “telehealth network”,
with “telehealth co-ordinators” or “telehealth champions” nominated by each
NHS Board and the SCT’s key stakeholders. This may be modelled on, either
the existing Scottish Government sponsored eHealth Leads Groups or the
Telecare Network, which is supported by the Dementia Centre and
considered by the JIT to work particularly well. If established, the telehealth
network would have the opportunity to meet and liaise with the eHealth and
telecare groups, which would improve communication, mutual understanding
and delivery, and progress telehealth/telecare convergence.
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We recommend that a “telehealth network”, with “telehealth co-ordinators” or
‘champions” (nominated by NHS Boards, the Scottish Government and key
stakeholders) should be established with a view to integrating telehealth and
telecare

Telehealthcare terms and definitions

There was unanimous agreement amongst interviewees for the simplification
of the terms and definitions currently in use. In particular, it was clear that the
terms telehealth and telemedicine, and to a lesser extent telehealth and
telecare, were being used interchangeably, with some individuals using the
term teleconsultation when referring to telehealth solutions in general. In
addition to the terms (and definitions) causing confusion within the sector,
many stakeholders were concerned that the number of “tele” terms was
particularly bewildering for service users and their carers.

The vast majority of interviewees had no strong preference for any particular
overarching definition. Three possible nonspecific terms were suggested:
Telehealthcare; eHealth; and eServices. Of the three suggestions,
telehealthcare received the most support. A small number of interviewees felt
strongly that the term eHealth should not be used.

It is important to reach a consensus on an overarching term. Not only are a
number of different terms in use, but there are also a number of different
definitions being used by the various delivery organisations, including the SCT
and the JIT. Furthermore, as the technologies converge, the distinction
between telehealth and telecare will become increasingly irrelevant.

The priority must be to ensure that telehealthcare receives a higher profile
within Scotland and any barriers to its increased use (e.g. confusion over
terms and definitions) should be removed.

We recommend that the terms (and definitions) used should be simplified, for
example Telehealthcare, eHealth or eServices

Projects and other activities

The Scottish Government is committed to funding telehealth in Scotland. The
evidence suggests that, if less ad-hoc project work is to take place, the SCT’s
focus must shift from short-term projects to strategic long term national, or
regional, telehealth solutions. The SCT should continue to support Boards in
implementing Telehealth solutions but must prioritise its work programme.

The SCT must communicate what its role is more clearly, if it is to avoid
raising expectations, which are unable to be delivered with its existing
resources. In particular, it should be communicating more clearly its clinical
focus and clarifying its role, if any, in providing technical advice and guidance
to Boards. When negative comments were expressed on the SCT’s advisory
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role, they were all concerned with the lack of technical advice from the SCT
and its failure to underpin its clinical vision with a technical strategy.

Currently, the SCT spends the vast majority of its time working with Boards on
pilot or local projects. Of the appropriately fifteen projects the SCT is current
supporting only two may be classed as national (i.e. paediatrics and stroke),
with an additional two regional projects (i.e. out of hours care in Grampian and
Tayside). However, the majority of Boards value and appreciate the work the
SCT is doing with many interviewees stating the SCT’s involvement had been
critical to their projects’ success. Furthermore, pilot projects are an essential
tool in identifying and trialling new telehealthcare initiatives.

The first challenge for the SCT should be to prioritise its workload of local and
pilot projects, and to free up time and resources to take forward national
telehealth solutions.

The SCT seems to lack formal exit strategies for their current projects, often
continuing involvement until the project becomes part of mainstream service
delivery. Before agreeing to support pilot projects, the SCT should be clear
on the extent of its involvement and the timescale. The impression formed
during the review is that the SCT often drifted into projects, with the time and
resources allocated at the discretion of the relevant SDM, resulting in a
dilution of the SCT’s “vision” resulting in mixed messages being sent to
stakeholders.

The second challenge for the SCT should be to develop exit strategies for
projects where it no longer has a central role, with transfer of responsibilities
to the relevant Boards/partners.

National telehealthcare solutions

Currently, the SCT is considering four areas (stroke, mental health, COPD,
and unscheduled care and minor illnesses) for development of national
telehealth solutions. Interviewees broadly supported an increased emphasis
being placed on national initiatives, but questioned the process by which the
SCT had determined the number and nature of its priority areas.

There is broad consensus that stroke (and in particular thrombolysis for
Hyperacute Stroke) is an excellent priority area for development of a national
telehealth solution. The Scottish Telestroke Programme is already up and
running in NHS Lothian, Grampian and Lanarkshire, and project teams have
been established in another four Board areas. The Programme is sensitive to
the different needs of each Board area and allows for differences in service
delivery. Given the excellent progress to date combined with the significant
buy-in from stroke clinicians across Scotland, it would be logical for the SCT
to support this Programme by facilitating a national telehealth solution;
particularly as stroke remains one of the Scottish Government'’s priorities.

The other clinical area where the SCT should support and facilitate existing
activity is telepaediatrics. The Scottish Paediatric Telemedicine Network is
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already employing telehealth to facilitate the delivery of specialist paediatric
care across Scotland. Each of the four children’s hospitals is being equipped
to: undertake teleconsultations; send and receive incoming referrals; and host
and broadcast meetings or case conferences. Eventually, these facilities will
allow the specialist centres to support the delivery of paediatric care in:
hospitals without specialist paediatrics services; minor injury facilities; out of
hours centres; NHS24; and the Ambulance Service. The SCT should lead in
accelerating the role out of this programme; working with the four children’s
hospitals and the existing regional network of staff to formulate plans for its
further implementation.

We recommend that the SCT should become more strategic and initially focus
on one or two clinical areas moving them from projects to universal use (e.g.
building on the existing paediatrics and stroke networks)

Interviewees unanimously agreed the SCT must become more strategic. The
absence of a comprehensive Strategy is delaying the implementation of
telehealth in Scotland and presenting a confused message to stakeholders.
An immediate priority for the SCT is the development of a telehealthcare
strategy, in consultation with its key stakeholders. This strategy should be
underpinned with a parallel IT infrastructure plan.

The SCT requires a telehealth strategy which is underpinned by an IT
infrastructure plan

Information technology

Interviewees repeatedly commented on problems with IT particularly video
conferencing, band width and bridging services. It was felt the SCT should
have taken an early leadership role in highlighting band width problems,
particularly in remote and rural areas. A considerable number of stakeholders
were of the opinion that the SCT had done little in terms of technological
support or in developing wider IT standards. However, it was clear that there
has been little progress in developing a national infrastructure for telehealth
delivery and the current disagreements about the provision of video
conferencing and bridging services was unhelpful.

It is not within the remit of this review to make detailed comments or
recommendations on Telehealth technology, other than to identify the
pressing need for a number of national and/or regional agreed approaches.
Scotland requires immediate action on video conferencing and bridging
services, and eHealth, in collaboration with eHealth Leads, the SCT and other
relevant stakeholders must develop technical standards and guidance. The
delivery of video conferencing and bridging services must be addressed. For
example, these services could be outsourced, with the SCT (or eHealth,
NHS24 etc.) retaining a “virtual” lead on the development and implementation
of such services.
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The SCT should advise NHSScotland about options for improving video
conferencing and bridging services

The SCT effectively performs the role of Scotland’s telehealth champion and
has held a number of very successful conferences, raising the profile of
telehealth within Scotland and beyond. We recommend that the SCT
continues to champion telehealthcare and host regular conferences.

Other areas of activity

Currently, the SCT is working with the higher education sector on the
development of telehealth modules for inclusion in under graduate and post
graduate courses. Work on this is in its infancy and has so far been limited.
However, if telehealthcare is to become part of everyday service delivery, it
will be necessary for all health care professionals to receive appropriate
training throughout their career. The routine use of telehealthcare will require
significant cultural change within NHSScotland. There is evidence that some
clinicians and health care professionals are reluctant to implement telehealth
solutions due to their resistance to change, and considerable work will be
required to change peoples’ behaviours and attitudes to telehealth
applications. Developing tools, in collaboration with higher education and
other training providers, is a substantial task but one that the SCT should
have a role in along with other parts of the NHS in Scotland e.g. NES.

The SCT, in collaboration with NES, and other training stakeholders, should
develop telehealthcare education tools

There was some criticism of the SCT for failing to take the initiative when
dealing with suppliers and manufacturers. A number of stakeholders believed
the SCT should be guiding and advising suppliers on NHS requirements of
Telehealth technology rather than being reactive to the market. However, it is
very likely that, even had the SCT taken a leadership role, its influence would
have been limited due to the relatively low and fragmented use of
telehealthcare applications in Scotland. Nevertheless, if the SCT moves from
telehealth pilots to national solutions, it may develop a role as part of a larger
and more influential organisation with greater bargaining powers.

A considerable number of stakeholders stated they would look to the SCT for
advice on procurement. Many were frustrated that, in the absence of such
advice Boards had no alternative but to procure equipment locally, with the
risk of future incompatibility between systems and NHS Boards. They felt the
SCT (or eHealth) should be helping with the procurement process and may be
able to negotiate volume savings for NHSScotland. To date, the size and
scale of telehealth use in NHSScotland has not required any one organisation
to take on this role. However, as the SCT moves from pilots to national
telehealth solutions, there will be a requirement for national procurement or a
national procurement strategy.
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We recommend that the SCT takes a more pragmatic role in procurement
processes for Telehealth equipment

Service Development Managers

As the SCT’s focus changes from pilot projects, and raising awareness, to
facilitating delivery of national telehealthcare solutions, then the role of its
SDMs must change correspondingly. In theory, the SDMs currently combine
project work with geographical responsibilities. However, in practice their
project role takes priority. Frequently, the SDMs are diverted from their
project development role by having to undertake routine, relatively minor
hands-on tasks for individual Boards. The SCT should ensure it delivers
national coverage rather than the current situation of rural and remote Boards
receiving the benefit of the majority of the SCT’s resources. A more central
location with in NHSScotland may assist the SCT in achieving this, as will the
development of a strategy and the prioritisation of its workload. However, it is
important that NHS Boards requiring support with implementing telehealth
applications may contact the SCT and receive timely assistance. Becoming
part of a considerably larger organisation, with call handling capabilities,
would help the SCT to provide advice, whilst maintaining its core business. In
time, and given the required demand, such as advice service may develop
into a telehealthcare support centre for professionals using a range
telehealthcare applications; e.g. from clinicians in a hospital setting to health
care support workers looking after older people in the community.

The SCT should achieve equitable national coverage of Scotland

SDMs were concerned that they rarely had the opportunity to meet with
colleagues to discuss common problems. They, and a small number of
stakeholders, expressed concern at the silo culture of working within the SCT
with very little team working amongst SDMs. Becoming part of a larger
organisation, with more mature communication systems, an intranet and
better management processes, should assist in improving communication
amongst SDMs and the wider SCT. In addition, we recommend that SDMs
should meet regularly to share experiences and increase the opportunity for
shared learning. We genuinely believe the SDMs are looking to become more
involved in the operation of the SCT and should have a key role in developing
the organisation’s strategy.

Team meetings should be held regularly and all staff should be give the
opportunity to raise issues for discussion, and to contribute fully and openly
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SCT funding

We consider the size of the organisation to be appropriate at present (8 full-
time and 3 part-time employees). However, it lacks sufficient technically
trained IT staff. Therefore, we propose that one or more of the IT vacancies,
in the SCT’s current organisational structure, should be filled as matter of
urgency to further support NHS Boards with existing technical difficulties.

In light of the previous years’ underspend, and our recommendation that the
SCT should remain approximately the same size, we do not anticipate the
SCT requiring additional funding from the Scottish Government for its running
and staff costs in the immediate future. Furthermore, as part of a larger
organisation there may be opportunities for efficiency savings and/or for
resources to be diverted into projects and Telehealth activities. Future
funding will be informed by an approved Telehealth strategy (see above).

Telehealth funding

There must be clarity on the funding available (or likely to be available) for
telehealth projects, so Boards may set affordable priorities and expectations
can be managed. Interviewees were unclear as to how the SCT was funded
(or to what degree), and commented on the absence of dedicated funding for
telehealth compared with telecare, and the existence of limited eHealth
funding from the Scottish Government. There was frustration that although
the SCT was not a funding body that it had at times provided funding from its
underspend.

There should be clarity on the funding available for telehealthcare, so
affordable priorities may be set and expectations managed

The vast majority of stakeholders felt that, if the Scottish Government was
genuinely enthusiastic for Health Boards to invest in telehealthcare, it should
demonstrate its commitment with dedicated funding. A number of
interviewees suggested there should be a centrally funded, national telehealth
programme with bids scrutinised by a Programme Board. However, others
suggested the SCT should have its own “national” budget. All agreed that the
current arrangements required change.

We recommend consideration be given to the introduction of an element of
core funding for national telehealth solutions

Estimates of the amount of central funding required for national telehealth
initiatives must await agreement of national Telehealth priorities between the
SCT, NHS Boards and the Scottish Government, and the production of a
telehealth strategy (incorporating an infrastructure plan).

Whilst, we recommend consideration of the creation of a national programme

with some core funding, the SCT or the Scottish Government should not fund
local projects and initiatives within Health Boards. Local projects should
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continue to be funded predominately by Boards (and their partners), as part of
service re-design and continuous improvement initiatives.

Whilst, the SCT doesn’t routinely fund local projects, it does support and
provide substantial resources through its SDMs. The resource it allocates to
projects varies considerably, with some projects receiving additional and on-
going (often hands-on) support for some months after they have become part
of mainstream service delivery. There should be a clear transition from
funding or resourcing of pilot, or development, projects into “business as
usual” or mainstream service delivery. This would enable the SCT to become
more strategic, focusing on national initiatives, whilst retaining its key advisory
role.
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Appendix 1: Telehealthcare definitions

The words telehealth and telemedicine, and telehealth and telecare are also
used interchangeably which can add to the confusion. For the purpose of this
report they are defined as:

eHealth is the use of information, computers and telecommunications
to support meeting the needs of patients and the health of citizens. ltis
the overarching term used for the strategic platform from which
telehealth applications operate.

Telehealth is typically used to refer to technological applications which
are used in different settings by a variety of community care
professionals. Telehealth is frequently used as an umbrella term for
telemedicine and telecare. Examples include: consultation between a
patient and a clinician “at a distance” (teleconsultation); meetings of
Managed Clinical Networks where participants are remote from each
others; education at a distance; and health care management
meetings. Many telehealth applications include videoconferencing but
not exclusively so.

Telemedicine is the provision of healthcare at a distance using a range
of digital technologies; including videoconferencing with clinical
involvement.

Telecare is the use of a range of technologies in a home or community
setting. Telecare is used primarily to support individuals with a range
of health and/or social needs to live more independently and remain at
home safely. Examples include alarms and devices that trigger a
response from a call centre, such as falls monitors and motion sensors.
Increasingly telecare is being used to support patients with complex
needs and multiple long term conditions. This is accelerating
convergence between telecare and telehealth technologies, with the
introduction and expansion of remote monitoring as part of the
“telehealthcare” package available in a person’s home. The key
organisations involved in the development of telecare in Scotland are
local health, housing and social care partnerships.

Telehealthcare is used to describe a range of care options available

remotely by telephone, mobile, broadband and videoconferencing. The
words telehealth and telehealthcare are often used interchangeably.
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Appendix 2: A summary of the benefits and lessons learnt from the
application of telehealth internationally

Research related to the Telemedicine / Telehealth international landscape
indicates that there are a number of common experiences, which leads to a
number of similar conclusions in the area of benefits, issues, lessons learnt,
what people like about Telemedicine, related technologies and governance
requirements.

There have been a number of benefits identified and indeed delivered related
to the effective use of Telemedicine / Telehealth. These can be divided into
the following categories the patient, remote health care provider, central
health care provider

Benefits - Patient

e Improved access to medical specialists

e Quicker, more accurate diagnosis and treatment, potentially leading to
improved patient outcomes

Medical advice 24/7/365

Improved patient experience

Less pressure on their informal carers

Reduced travel

Decreased stress

Decreased cost (travel, meals, accommodation, lost work)

Benefits — Remote Health Care Provider

¢ Improved access to medical specialists

e Increased confidence in management

e Increased opportunities for education (CME at a distance, students can
attend classes virtually, can attend conferences virtually)

e Provides an excellent opportunity professional support, and may be useful
for recruitment and retention of clinicians in regional and remote areas

e Decreased professional isolation

e Virtual meetings

e Collaborative research

Benefits — Central Health Care Provider

e Decreased need to travel - “patients, not the road”
Improved screening of patients

Improved follow-up

Targeting resources effectively

Reduced need for acute hospital admissions and delayed hospital
discharge

Increased educational opportunities

Virtual meetings

Collaborative research

“Electronic house calls”

Environmental benefits related to reduced travel
Decreased overall health care costs (per patient)
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- reduced patient travel costs

- reduced physician travel costs

- reduced admissions to hospital or sooner discharges
- more patients treated at remote site or at home

More specialists can visit region, more often, at less expense
Human resources are used more efficiently, “Do more with less”
Health professionals are attracted to and kept in the region
Back-up local health professionals

The development, implementation and execution of Telemedicine / Telehealth
initiatives have not been without its challenges and a number of common
issues and lessons learnt have been experienced.

Issues

e Lack of guidance on key issues — no lead in Scotland.

e Not many similar projects in Scotland, and didn’t know how to find out
about them.

e Procurement is very complex, and although now knowledgeable, they
were self-taught.

e Had to develop local approach for selecting technology suppliers.

e |T issues have been a minefield — didn’t engage with NHS IT sections
early enough, and difficult for them to prioritise because of other
pressures/limited resources.

e The lack of a National IT infrastructure hinders the development of
telemedicine/ Telehealth, all the more frustrating in a rural area.

e Patient information security and data transfer. External transfer of data
via web onto NHS server was considered an IT security risk, and
although raised nationally nothing really happened.

e Different Health Boards working in different ways/lack of a national
strategy to promote joining up.

e Finance — although capital funding was secured, there are recurring
costs. These are difficult to manage and not all clear at the start of the
project. Unless a solution is found, this makes it difficult to mainstream.

e Lack of engagement from some GPs, but also some good positive
input from clinicians (mainly nurses).

e Have to initially persuade patients/carers, but some positive outcomes
already being experienced by them.

e There appears to be no nationally agreed minimum standards or
quality assurance framework for Telecare services.

e There appears to be an inconsistency of quality across Scotland

e Obtaining specialist advice is essential for isolated doctors working in
geographically isolated places therefore:

1. Availability: assistance must be reachable at any time;
2. Reliability: both the communications modality (e.g. email
system) and the specialist response must be dependable
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Uptake of the Telemedicine to date has been marred by poor planning
and a greater interest in buying technology than in teaching staff how
to use it, or making it easy for them to do so.

Lack of understanding and acceptance by the health professions and
governments" about the potential for Telehealth.

Need to Change staff ‘culture’

Lessons learnt

Need to keep it simple

Need a champion

Need ownership both at the centre and locally

Need strategy designed and driven by the centre

Cannot just give the role of Telemedicine to nurses

Can provide 24/7 response cover effectively

Needs to be embedded into National and Local service delivery plans
Training essential — workforce skills

Limited resources are dedicated to many telemedicine projects
Telemedicine services should be easily accessible, present no
hindrance to the clinician, and should complement conventional
outpatient services

Clinical processes may need to be re-engineered to ensure effective
engagement of clinicians and efficient use of equipment

A critical part of Telehealth that is often overlooked is people. For
Telehealth to be successful it in necessary to have users, i.e. people
who use the technology. It is vital to properly educate, train and
support those who have chosen to use the technology

Users need to be supported (ideally 24 hours per day x 7 days a week)
so that when they do have problems, they can quickly interact with a
knowledgeable person who can help them solve the problem.

Identify and fund a national technical support centre that will continue
to manage the repair and maintenance of the technology.

Review the previous Telehealth activities that have occurred in your
region, country and other similar locations. Learn from their successes
and mistakes.

Perhaps one of the greatest challenges related to a successful Telemedicine /
Telehealth initiative is the acceptance of the initiative by the patient, their

carer,

and the medical professional, both at the remote and central

environments. A number of surveys have indicated that there are areas of
Telemedicine /Telehealth which patient, careers and medical professional like
and these are listed below.

What do patients like

Ease of use

4 week feedback

Feeling of being “looked after”

Reduction in anxiety

Understand iliness — reduced dependence
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What do Carers Like
e Improvement in quality of life
e Reduced demand on their time and emotional dependence

What do Medical Professionals like

e Web - Ease of use and access
Programmable questions
Monitor what they want
Assists case management
Burden reduction
Reduced visits
Less phone calls
Understand illness

It is a fairly common theme through out Telemedicine /Telehealth initiatives
that there are a number of areas, which are currently not well address which
would assist with the successful adoption of Telemedicine / Telehealth
programmes at a national level.

What Could Help Future Telemedicine’s Projects at a national level

e Develop a national toolkit and provide national leadership (need top
down support for Telehealth).
Provide detailed guidance and assistance on procurement
Increased understanding of different Telecare/Telehealth approaches.
Better understanding of revenue consequences of a Telehealth project
Increased e-health resources to support these projects (national server
to host data?)
The development of National and Local infrastructures to support
telemedicine projects.
Funding — more guidance on where it is and how to access it.
National network to enable shared learning.
Electronic record which links with all systems.
Publication of projects — demonstrate the benefits of what we are doing
and provision of knowledge / skills exchange.

Technology, as one would expect, plays a major part in all Telemedicine /
Telehealth initiatives, however it must be recognised that it plays a “support”
role and is not in fact the entire programme, nor will technology on its own
provide a Telemedicine / Telehealth programme. However there have been a
number of observations related to what is required from technology to ensure
that it supports a Telemedicine / Telehealth initiative effectively.

Technology
e The functionality of the equipment has to be right and really easy for patients
to use every day.
e Technical difficulties with the technologies that pose challenges to the
quality of care to the patient. These include: availability of services;
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network security; the quality of transmission; issues of identification
and authentication; encryption; and logging procedures
Videoconferencing equipment can be unreliable and prone to
breakdown

Mobility of videoconferencing units is a serious issue. The units are
often too heavy and cumbersome to move from room to room, despite
manufacturers’ use of the term "roll about".

Confidentiality of the patient interview is also a significant issue. The
addition of headsets with headphones and microphones overcomes
most of these issues.

Miniature probe cameras are available and, when placed on a stand,
are a valuable clinical aid

Project management requirements for telemedicine implementation are
substantial. Some health organisations think that the hardest decision
in telemedicine is selecting between different brands of
videoconferencing equipment. Others think that if they ask the
technology providers to show staff how to press the buttons, the
equipment will be magically integrated into the daily operational fabric
of the hospital. It isn’t that easy!

Finally it must be recognised that there is a requirement for effective
governance of all Telemedicine / Telehealth initiatives, both at a national and
local level, and the following points represent the views generated from a
number of international Telemedicine / Telehealth initiatives.

Governance Implications for a successful Telehealth environment

Staff Governance — The strategic development of Telehealth to support
training, communication and formal networking will support the staff
governance standards, in particular, Well Informed, Involved and Well
Trained.

Patient Focus and Public Involvement — A widely dispersed and aging
population spread over a large geographical area with potentially challenging
transport infrastructure necessitates an innovative approach to Telehealth.
The facilitation of Telehealth to support patients receiving care close to home
would be an important element in improving quality for patients.

Clinical Governance — The involvement of the Centre for Telehealth would
ensures the development of evidence based Telehealth to support clinical
services and will also provide evaluation of such activity.

Financial Impact — Delivering of all Health services requires increased
efficiency in the use of resources. Better use of Telehealth should bring long-
term benefits in reducing travel times and associated costs for both staff and
patients

44



Appendix 3: Terms of reference and remit
Aim

To set out the terms of reference for the review of the Scottish Centre for
Telehealth (SCT), in order to provide an assessment of the value it adds and
its contribution to improving telehealth services (for clinical managerial and
educational purposes) across Scotland; and its role in providing support and
advice to NHS Boards, and the evaluation of new technologies and solutions
which could be applied nationally.

Objectives
The Review will aim to have the following outcomes:

e a description of the telehealth/telecare/ehealth landscape of Scotland

e an evaluation of best of practice from Europe and beyond, in particular
focusing on sustainability and national delivery

e an assessment of the SCT’s performance against its core functions;

e an assessment of the SCT’s past and present performance including:
its strategic direction and use of resources

e the identification of opportunities to improve: direction; performance;
relationships; and effectiveness in national delivery and proposals for
future funding

e an assessment of the current relationships between the SCT and key
stakeholders and proposals for enabling the SCT to work more
effectively with such stakeholders and to take advantage of new
opportunities.

This will, for example, involve consideration of issues such as:

e What has the SCT done that has worked well?

e What or should the SCT have done more of, or instead?

e How does the SCT relate to other relevant aspects such as telecare,
telemedicine and “mainstream” ehealth?

e Future funding options

Review Team

The Review will be led by the ehealth Strategy Division in the Scottish
Government with support from the SCT and Consultancy Services.

Reporting/Monitoring
The Review, which was approved by the ehealth Strategy Board at its
meeting on 10" September 2008, will conclude in early 2009 to coincide with

the SCT’s internal review process. The final report will be written by the
ehealth Strategy Division.
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Timetable

Stage 1:

Stage 2:

Stage 3:

Stage 4:

Project awareness and literature review (Oct-Dec)
e Agree terms of reference
e Discussions with SCT Chair, Executive Committee and
Director
e Undertake literature review

Assessment of current position (Nov-Jan)
e Undertake interviews/consultation with SCT staff
e Undertake written consultation with stakeholders and
discussions with key stakeholders
e Review SCT internal review process and outputs

Issues and opportunities (Dec-Feb)
e Undertake internal Scottish Government discussions
e Development and draft and final report

Subsequent work?
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Appendix 4: List of interviewees
James Ferguson, SCT and NHS Grampian
Hazel Archer, SCT

lain Hunter, SCT

Dave Anderson, SCT and NHS Grampian
Anne Duthrie, SCT

Nessa Barry, SCT

Professor Richard Wootton, SCT

Mike Martin, JIT

Moira Mackenzie, JIT

Christine Hoy, Scottish Government

Tom Gilmour, NHS Orkney

Nichola Milne, NHS Orkney

Roella Wilson, NHS Orkney

Sandra Larenson, NHS Shetland

Maggie Clark, LTC Manager, Argyll & Bute
Dr Suzanne Brannan, NHS Fife

lan Fenton, NHS Tayside

Dr Stuart Scott, NHS Grampian

Dr Richard Carey, NHS Grampian

Dr Jim Docherty, NHS Highland

Dr George Crooks, NHS24
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Appendix 5: Telehealth landscape and organisational context
Scottish Government — eHealth

The eHealth Programme aims to change the way in which information and
related technology are used within NHSScotland in order to improve the
quality of patient care. The delivery of the programme is vital to support the
shift away from reactive crisis management and acute orientated care,
towards more anticipatory, preventative and continuous care. The eHealth
Directorate is working towards improving patient care through advances in
technology, resulting in better access to health information and joined up GP
and hospital services. It is actively encouraging new ways of working and the
modernisation of processes. Essential the eHealth Programme is a
programme of programmes, managed by NHS Boards or by the Scottish
Government.  There are currently over 400 projects on the eHealth
Programme catalogue, these include some large infrastructure projects for
example improvements ad upgrades to CHI, SCI Gateway and SCI Store and
a replacement for GPASS.

The Directorate comprises 4 Divisions: eHealth Strategy; Change and
Benefits; Architecture and Design; and Programmes. The eHealth Strategy
Division has an interest in telehealth and telecare projects which are
contributing to the delivery of the eHealth Strategy. In 2008-09 £1.6 million
was awarded to 16 eHealth development and demonstrator projects which
take forward several areas of the Strategy.

Joint Improvement Team (JIT)

The Joint Improvement Team (JIT) was established in 2004 to work directly
with the 32 local community care partnerships across Scotland. Its main focus
is to provide practical support and additional capacity to partnerships. The JIT
is co-sponsored by the Scottish Government, COSLA and NHS Scotland. Its
core team of around 11, including its Director, is located in the Scottish
Government’'s Primary and Community Care Directorate. The JIT is
supported in delivering its work programme by an Action Group. This group
includes GPs, health, housing and social care managers and practitioners,
and independent consultants who have extensive experience working in
social services, acute and primary health care, and the voluntary and
independent sectors.

At the same time as the creation of the SCT in 2006, the Joint Telecare
Programme (TDP) was established, and £8.35 million of ring-fenced funding
was made available for telecare developments to community care
partnerships across Scotland.

It is the responsibility of the JIT to manage the TDP on behalf of the Scottish
Government and to promote the use of telecare beyond that of “first
generation” (community alarms), into daily community care practice across
partnerships, encouraging cross disciplinary and boundary working. Social
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Care Partnerships are required to bid to the TDP for monies and each bid is
required to be endorsed by the relevant Community Planning Partnerships.

The National Telecare Programme Board holds primary responsibility for the
strategic development of the National Telecare Programme. The SCT is
represented on its Board. The Board advises and supports Senior Officers in
the management of the Telecare Development Fund. Specifically:

e ensuring there is an effective, fit for purpose governance and
management framework

e ensuring the roles, responsibilities and accountabilities of individuals
and groups is clear

e ensuring that key decisions and actions are taken in accordance with
the agreed framework

e ensuring there is regular and appropriate reporting to the Board on key
elements of the Programme

e responsible for developing policy and determining the strategic
direction of the Programme

o delegates the operational decision making responsibilities to the
Programme Management Group

An additional £8 million for 2008— 09 and 2009 -10 has been allocated to the
TDP, and as with its initial allocation, this is capital funding from the Scottish
Government’s eHealth budget line. From 2009 Social Care Partnerships will
be required to match fund their allocations from the TDP, up until this point
there had been no requirement to do so.

The JIT includes telecare in its list of key action areas and employs a
dedicated telecare project manager. It has also established a network to
support staff working within partnerships to make progress with their local
telecare programmes. Meetings are held quarterly and provide information on
a range of relevant topics to promote shared learning and the development of
good practice in telecare.

“Seizing the Opportunity: Telecare Strategy 2008-2010" (June, 2008)
describes the JIT’s telecare vision up to and beyond 2010. It also identifies a
number of more short-term goals which include: innovation in service delivery
arrangements; innovation in call handling arrangements; and the future
convergence of telehealth and telecare services (where appropriate).
Additionally, the JIT discusses the possibility of NHS24 becoming more
involved in delivering some telecare call handling services on behalf of one or
more local care partnerships.

“While this (NHS24 becoming more involved) represents a number of
challenges, it has the potential for progressing joint health/care service
provision in a cost effective way and of being a further mechanism for
promoting telecare/telehealth convergence.”
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Telecare services have already transformed care service provision in
Scotland. By September 2007, TDP funding was for responsible for*:

e around 1,300 additional people able to maintain themselves at home
with support

e 66 delayed hospital discharges and 140 emergency hospital
admissions avoided, with 1,800 hospital bed days saved

e 74 care home admissions avoided and 6,900 care home bed days
saved

e 1,250 nights of sleepover care and 107,000 home check visits saved

Measured against progress in implementing telecare solutions in other
countries, Scotland’s progress to date has been good, however Scotland has,
as in other parts of the UK, still to move from the current pilot phase and
pockets of innovation into mainstream service delivery.

NHSScotland

NHSScotland comprises 14 territorial Health Boards and 7 Special Health
Boards. NHS Boards have a pivotal role in designing and delivering eHealth
and telehealthcare projects in Scotland, with the majority of funding for
telehealth coming from Boards rather than the Scottish Government. To date,
as with eHealth developments, telehealth development in Scotland has been
incremental and pragmatic and building on what already exists. Uniquely,
telehealth has largely relied upon a small number of enthusiasts to develop
services and lead on initiatives.

Each territorial Board has at least 2 designated eHealth leads, one clinical
and one non-clinical. Both groups meet regularly, and these meetings are
attended by clinical and non-clinical staff from the eHealth Directorate. The
eHealth leads are primarily working on national and local eHealth projects,
however in some areas, they are involved in local and regional telehealth
initiatives.

NHS 24 is one of Scotland’s Special Health Boards. It provides a Scotland-
wide service, 24 hours a day, 365 days a year, which provides clinical
assessment, health advice and health information by telephone and through
its website. It provides immediate access to health care by telephone, when it
is not possible to contact a GP, and is an integral part of NHSScotland’s out of
hours service. It also delivers the Breathing Space service — a free,
confidential telephone line for people suffering low mood or depression, and is
currently piloting a telephone based Cognitive Behavioural Therapy service
for people referred by their GP with mild to moderate depression. NHS24 has
a strong clinical focus and its staff includes: nurses; pharmacists; dental
nurses; mental health specialists; call handlers; health information assistants;
and physiotherapists. It is headquartered in Glasgow, has 3 national Centres
in the West (Clydebank), East (south Queensferry) and North (Aberdeen), and
has 5 local centres located in Aryshire & Arran, Dumfries & Galloway,

* Seizing the Opportunity: Telecare Strategy 2008-2010
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Highland, Lanarkshire and Tayside. NHS24 has robust national telephony
and IT infrastructure, and is actively exploring opportunities to improve the
range and depth of services it offers, including additional support for people
with Long Term Conditions and mental illness. NHS24 is lead by a Chief
Executive and overseen by a National Board. Its Chief Executive is a
member of the eHealth Directorate’s Strategy Board and meets regularly with
Kevin Woods, Director General Health and Chief Executive of NHSScotland,
at the Chief Executive’s Group.

eCare

eCare is not the direct social care equivalent of eHealth. It has been
developed to bring together information from eHealth, social care, education,
police and the voluntary sector. It is reliant upon high-quality information
being collected and recorded in single agency systems, and then integrated
through the eCare Framework. Fourteen Data Sharing Partnerships have
been established, based on Health Board geographies, to implement the
eCare Framework locally and to act as the local focal point for data sharing
activity. The Partnerships are working on: implementing Single Shared
Assessment for Adults; and alerts to support the protection of children via
Child Protection Messaging. Their Boards are chaired by senior officers, and
comprise membership across business and technical interests from all the
partnership agencies. To support the work of each Partnership, Data Sharing
Managers has been appointed, with funding from the eCare Programme. The
Partnerships each received £150K in 2006-07 and 2007-08, and will receive
£50K in 2008-09. From April 2009, direct funding to Partnership will end and
funding for eCare will come from the Single Outcome Agreements. In
common with eHealth, eCare is practitioner led. In terms of governance, the
eHealth Directorate is represented on the eCare Programme Board, and the
eCare co-ordinators meet regularly with the eHealth leads. Progress towards
eCare implementation has been gradual, with 2 live Partnerships, 2 expected
to go live very shortly, and another 3 to begin testing shortly.
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Appendix 6: Reference Group membership

Gillian Needham, NES

John Rossm, NHS Dumfries and Galloway

lan Bashford, NHS Highland

Richard Carey, NHS Grampian

Moira Mackenzie, JIT

Kevin Baird, NHS Highland and the Royal College of GPs
George Crooks, NHS24

Ken Proctor, NHS Highland

Andrew Sim, NHS Western Isles

Professor Andrew Morris, University of Dundee

Anna Gregor, NHS Lothian

Nora Kearney, Stirling University

Frances Mair, Glasgow University

Heather Tierney-Moore, NHS Lothian

Alexis Jay, Scottish Executive, Social Work

Andy Powrie Smith, British Lung Foundation (Patient Rep)
Betty Fullerton, NHS Shetland

Nessa Barry, NES

Heather Strachan, Scottish Executive, eHealth

Dr Andrew Walker, Glasgow University
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Appendix 7: Summary of recommendations

1.

We recommend that a centre for telehealth expertise in Scotland
should be retained

We recommend that the SCT’s governance arrangements should be
streamlined and improved

We recommend that Scotland’s telehealthcare landscape be simplified
with the SCT joining one of the Special Boards. We recommend the
best fit is to reposition the SCT within NHS24, recognising its potential
as a service delivery and improvement organisation.

We recommend that a “telehealth network”, with “telehealth co-
ordinators” or “champions” (nominated by NHS Boards, the Scottish
Government and key stakeholders) should be established with a view
to integrating telehealth and telecare

We recommend that the terms (and definitions) used should be
simplified, for example Telehealthcare, eHealth or eServices

We recommend that the SCT should become more strategic and
initially focus on one or two clinical areas moving them from projects to
universal use (e.g. building on the existing paediatrics and stroke
networks)

The SCT requires a telehealth strategy which is underpinned by an IT
infrastructure plan

The SCT should advise NHSScotland about options for improving
videoconferencing and bridging services

The SCT, in collaboration with NES and other training stakeholders,
should develop telehealthcare education tools

10.We recommend that the SCT takes a more pragmatic role in

procurement processes for Telehealth equipment

11.The SCT should achieve equitable national coverage of Scotland

12. Team meetings should be held regularly and all staff should be give the

opportunity to raise issues for discussion, and to contribute fully and
openly

13. There should be clarity on the funding available for telehealthcare, so

affordable priorities may be set and expectations managed

14.We recommend consideration be given to the introduction of an

element of core funding for national telehealth solutions
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