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Welcome

Today:

A Hear abouiEast Dunbartonshirédealth and Social Cate I NI y S NA K A
priorities and plans for local services

A Describe the Programme to transfotmealth and social carservices
acrosGreater Glasgow and Clyd®loving Forward Together

A We will explain why we think we need to make changes to services

I Describe what this might look like through a Vision to delivered
Models of Care

I Describe what is work is already underway or planned locally in East
Dunbartonshire that aligns with the Vision

A Hear what people think about the Vision and local plans and start
conversations abouwhat matters most to people

A Let you know where you can get more information and stay involved
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Health and Social and Care Integration means:

Services are integrated
to the needs of the
individual WE ANTICIPATE FUTURE
CARE NEEDS AND

Resources are planned for MODELS

2 dzNJ F dzii dzZNB LJ2
needs

There is participation of al Ve (a8

in the planning and o ,

deli f . Health and Social Care Partnership
Elivery of services Draft Strategic Plan 2018 — 202 |

East Dunbartonshire HSCP provides all adult, children and family community health, social w
and social care services
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The strategic context

Health and
Social Care
Delivery Plan

......

Statutory guidance

to accompany the

Social Care (Self-directed
Support) (Scotland) Act 2013

Self-Directed Support:
practitioner guiddnce
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Health and Social Care Partnership
Draft Strategic Plan 2018 — 202 |

Moving Forward Together
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EAST DUNBARTONSHIRE PROFILE:
A East Dunbartonshire has the highest life expectancy $cotland

Over the 25 years 2012039, there is a projected increase of
95% in the number of people aged 75+yrs........

However there are demonstrable variance in life expectancy
between the most affluent and most deprived communities

Male: 84.4yrs ---- 76.6yrs
Female: 85.9 yrs--- 78.6yrs

f
#

Increasing % of East Dun children living in
poverty:
2009:-----9.5%

2017:----- 15.2%
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EAST DUNBARTONSHIRE PRIORITIES:

WHAT THIS MEANS:

Focussing on closing the gap between the most deprived and least deprived

populations, reducing income deprivation and enabling people to keep well as long
as possible.

WHAT THIS MEANS

Services need to encourage and support more of the population, particularly
children and young people, to adopt healthy lifestyles.
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Moving Forward Together
Programme Overview
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Introduction to Moving Forward Together



https://www.youtube.com/watch?v=tnrAeqb3Sq0
https://www.youtube.com/watch?v=tnrAeqb3Sq0
https://www.youtube.com/watch?v=tnrAeqb3Sq0
https://www.youtube.com/watch?v=tnrAeqb3Sq0
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What iIs Moving Forward Together

A Moving Forward Together is\lsionto transformhealthcareandsocial <>
careservices acrosGreater Glasgow and Clyde ’

I It was developed by a crossystem team with clinicians, frontline '~y
staff and the six Health and Social Care Partnerships

I It describes new ways of working that provide safe, effective, &
person centred care to

A Aims to deliver improvements in care and outcomes for all patients 5
service users and carers by:

I Maximising available resources Shge
I Making best use of innovation and technology Nelog

A It has been approved by NHSGGC Health Board and noted by the six{.}’
Integration Joint Boards

I Sets astrategic directionof travel for the nexB8 to 5 yearsand @
beyond to meet future needs of th@hole population -
i Itis aligned wittScottish Governmenstrategy and plans

I ————
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Why we need to transform service:

There Is increasing demand across the whole system

Advances in medicine and effective public health interventeames
helpingus all to live longer

@ Asmore of us livdonger thedemands on health ansocial care |
servicesare also increasing
«—a Natureof illnesshas changed, people are ndwing withdiseases and
=21 conditionsthat previously would have bedatal J
Eﬁf Health and social care system is struggling to keep pace with
extrademands )

S
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What this means

Our current models of care are facing a number of
challenges

The current? FFAYER (0 NB | (itcCheditHciraNd@dn'€dcus on
prevention, seimanagement and reablement

&

== Increasingreliance on hospital carés simply not in the best
==5  Interests of people

,

5 Theincreasing demanavill simplynot be metunless we change hoy
services are accessed and used

There is dimited budgetto spend omealth and social carand we

& . . o
need to use our resources to provide services thatraadistic,
~ affordable and sustainable

I ————
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What we want to do

To meet the challenges we face we aim to deliver an integrated and
seamlesgiered systemof person centred care across the whole syste
that:

1. Maximises Primary, Community and Virtual Care Opportunities
2. Aligns with West of Scotland Regional Plans
3. Optimises our Hospital Based Services

=0= i H
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As treatment or care becomes
Local tiers are provided across the increasingly more complex with

whole of GGC at / close to people’s severity of illness, it is provided in

homes to promote independence fewer and more specialist centres
and self management 7, that serve an area or even a region
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Innovation and Technology

Central to developingew ways of working i®etter use ofeHealth
Information andtechnology

A Integrated systems, recordandcare planghat ")
Improve communication, decision makingnd i
safety e-Health

A Give the righpeopleaccess to information to t
enable them to make confidemformed Patient
decisions ‘

A Technology enabled car® provide realtime
information that supportgeople and services
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|l t°s not Just servi

A To help reduce pressure on the system people need to accesgtiiecare
In theright placeat right time?

A We all need tahink, work andact differently to:

I Promote greater self care and health
Improvement with the community networks to

support this

I Support people to access and use services
differently with knowledge of and trust in new
models and alternatives

I Work more collaboratively with the Third Sector,
community planning partners

Importantly...

We will need to worlalongsidgoeople on conceptsto hear what matters
most to themto develop more detailed plans

I ————
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Feedback and Questions

What are your thoughts so far?

A Do you recognise the challenges we face and the need to
change?

A Do agree with our direction of travel
A Other thoughts or questions?

?

O
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The Tiered Model of Care

jalist hospity,

e Care A Places the Person at the Centre
\ cOoMMunp;, .

oo\? Y ca, A Supports people to live longer

healthier lives at home or in a
homely setting

A Provides more care in or close to
LIS2 LI SQa K2YSa Ay

A Provides more specialist care in a
community setting

A Provides worldclass specialist
hospital care for our whole
population




Moving Forward Together

Person Centred

Moving Forward Together recognises The absolute need to put
the person at the centre of all care

We need a system that:
I Is fair and built upon values of dignity, equality,
freedom, autonomy and respect,
I Also recognises the needs of carers and ensures
everyone is treated as an individual

I Empowerspeopleto be more involved in and make

better informed decisions their care

I Improves experience and outcomes
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Level 1: At home

Moving Forward Together aims to:

Help people to live independently at home or in a homely
setting within their community by:

I Promoting healthier lifestyles and supporting people to maximise their
own health and wellbeing

I Supporting self management of lotgrm conditions and improving
anticipatory care planning

I Using technology to monitor health, provide remhe information to
Improve decision making and prevent hospital admission

I Providing end of life care and supporting people to live how they want
until death

. A &
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Working in partnership to improve health &
wellbeing

East Dunbartonshire Joint Health Improvement

A Plan
PECPLE EXPERIENCE

Y\ WeRoveD L Scotland's Public Health Priorities
CIRCUMSTANCES
Community Planning, Local Outcome OLDER PEQPLE REMAIN
Improvement Plan (LOIP) ACTIVE AND

INDEPENDENT

Joint work between HSCP and Housing for
Additional Needs

8 Public Dental Service Review
L ADULTS LIVE HEALTHY
ACTIVE LIVES Caring for Smiles
2 'l{—{?’ Tk IR oo
TT] ‘ jé \> /\ .

i |
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Building Healthier & Happier Communities
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Working in partnership to improve health &

wellbeing
W2AYU WCNIAftGEe Ay (GKS /2YYdzyAri(eQ
whole system
A PEOPLE EXPERIENCE Falls Prevention
IMPROVED LIFE
XX CIRCUMSTANCES Technology Enabled Care Strategy
OLDER PEOPLE REMAIN
Home Health Monitoringg Self Care and Self ACTIVE AND
INDEPENDENT
Management Plans for Long Term Conditions

Focus on enablement and maintaining the

ADULTS LIVE HEALTHY LISNE2Y Qa4 Y2 NY
ACTIVE LIVES

Wj. B¢ & /Aﬂgg‘
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Building Healthier & Happler Communities

-
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Level 2: In communities

Moving Forward Together aims to:

Provide a network of community based services that can:

A Offer advice, support or treatment to improve, maintain or support a
return to health

A Rapidly escalate through the other levels care when required to meet
individual needs

The GP practice is at the core of the network coordinating care:

A The practice team will be tied into a wider netwarfoviding easy access
to a range okervices that share information and care planning

- These might be organised in clusters to share resources more
effectively or aligned to a community hub

A In the wider community network there will be other teams and
community assets delivering an extensive range health, social care and

wellbeing services

I ————
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Planning in partnership to improve health &
wellbeing

Listening and Planning with our Service User &

A Carers
b rhEIEEEVEEFlEIEIEmEE Commissioning Strategy (Working with93and
XX RCUMSTANCES Independent Sectors)
22NJAYy3 6AGK 2dz2NJ Dt Qa PLONPROBE RGN S v/
ACTIVE AND

Primary Care Improvement Plan

INDEPENDENT

Anticipatory Care Planning embedded across all
" services

ADULTS LIVE HEALTHY
ACTIVE LIVES

Adjusting and reshaping service levels as
required by needc Moving up / Moving down

M L] | f 5 O D
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Building Healthier & Happler Communities

-
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Level 3

Local hospital & special community cal

Moving Forward Together aims to:
Provide access to hospital and other specialist care as an extension to the
care delivered I n a person’s home

A Wherever possible hospital care should be anticipated as part of a
process of care and a system that:

- Access to a wide range of day case and short stay treatments
available within their local geographical sector

- Provides highly specialist community care for some conditions
with some services only having one team for the whole population

- Enables and supports a person to return to independent living as
soon as practicable and safe to do so

- Meets the needs gbeople andiving with a single condition or
those with a complex array or multiple needs

I ————
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Our Services meeting your Needs

.. HSCP Home for Me Service (Home First principles)

( Caring Togetheg Extended Care Homes Support Team

Hospital at Home principles (Maintaining the norm for
people)

s Best use of day hospital and short term care

[1mr] Enhanced community supports around mental ill health

o) —— ™ <O —
Tme& Bl T=280 |08 |57

Building Healthier & Happier Communities
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Level 4: Specialist Hospital Care

Moving Forward Together aims to:

Provide world class specialist hospital care to the whole
population of Greater Glasgow and Clyde and beyond

A Some care will require access to specialist equipment or
highly trained specialist staff

A These services might have to be delivered by a sing|
team or from a single location

A By working this way we are able to deliver better
outcomes whilst effectively using our resources

A Provide more day case and short stay procedures to
minimise the time people are in hospital

AWhere safe to do so we wi lf
and hospital outreach to deliver some elements of care a N
locally as possible ==
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What this might look like: Specialist Hospital Ca

Our current model of care for people who need chemotherapy to
treat cancer

E H 1 70% of all patient treatmentare given at the

— Beatson West of Scotland Cancer Centre
I I |

25%at the New Victoria Infirmary

:: AEREFEEN ::

5 % at Inverclyd®oyal and the Vale of Leven hospitals

30,000 treatments per yearlt currently delivers almos38,000with this

The Beatson opened in 2007 with a capacity to provideaimum of
projected to reactb3,000 by 2025
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What this might look like: Specialist Hosp(Tare

How we ant to deliver chemotherapy to treat cancer in the future

? H ﬁ 50% of all patient treatmentare given at the
Beatson West of Scotland Cancer Centre

50%in 3* cancer treatment units and in 5

H .I.._I H H :I::_::I: H H .ll—l H
ﬁa cancer outreach centres

ol Some treatmentgventually given in community

] o HEE 4 HSE setting including pharmacies

Biwaas e + m Biwaas

Atiered model with Beatson outreach to other settings will ensure we J

meet capacity and deliver more services closer to where people live
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How we currently provide services

Forpeople who need chemotherapy to treat cancer

Mr Smith lives in Greenock and he has been
diagnosed with prostate cancer. For this, he is
prescribed a medication called Abiraterone,
which is available in oral tablet form.

In the currentclinicalmodel,he attends the
Beatson West of Scotland Cancer Centre
every 48 weeksfor an outpatient

appointment with a consultant oncologist.

His oncologist gives him a prescription to
take to the hospitapharmacy All his
appointments are at the West of Scotland

Cancer Centre.
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How we want to deliver services

For people who need chemotherapy to treat cancer

In the proposed new model, Mr Smith will
attend the Royal Alexandra Hospital for
his initial assessment and the start of his
treatment.

If his first treatment goes well, he will then
go to Inverclyde Royal Hospital every 4-8
weeks for an outpatient appointment with
either a specialist nurse or a pharmacist
from the Beatson

He will be given the choice of getting his
prescription from the hospital pharmacy or
his local high street pharmacy.
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Feedback and Questions

We would like to know
A What matters mostto people @
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World Cafe

You are invited to visit each engagement table for
where you will receive further details on the
following themes: to the information provided
today

Tablel HOME
Table 2. COMMUNITY
Table 3: HOSPITAL

After 15 mins you will move to a new table
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Panel Feedback
and Future Intentions



