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1 Purpose

Highland Health and Social Care

Committee
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Transformation Overview
Pamela Cremin, Chief Officer

Rhiannon Boydell, Head of Integration,
Strategy and Transformation, HHSCP

This is presented to the Board for:

e Awareness

This report relates to a:

e NHS Board/Integration Joint Board Strategy or Direction

This report will align to the following NHSScotland quality ambition(s):

Safe, Effective and Person Centred

This report relates to the following Strategic Outcome(s)

Start Well Thrive Well Stay Well Anchor Well
Grow Well Listen Well Nurture Well Plan Well
Care Well Live Well Respond Well Treat Well
Journey Well Age Well End Well Value Well
Perform well Progress well All Well Themes
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2.2

2.3

Report summary

Situation

This report and presentation (Appendix 1) provides an overview of the
transformation work streams currently being undertaken by Highland Health and
Social Care Partnership.

Background

The Highland Health and Social Care Partnership joint Adult Services Strategic
Plan 2024 — 27 is in it’s first year of implementation. The plans sets out the
direction for Health and Social Care in Highland for the next 3 years and also the
way in which the plan will be delivered, through engagement and collaboration
with communities and partners. The plan acknowledges the challenges facing
health and social care delivery, including financial and workforce challenges, and
states that:

“In terms of delivering the outcomes set out in this plan we will consider the
following key imperatives:

* Does the proposal deliver an effective, efficient, equitable and best possible
plan to meet Highlands and Islands needs based on current evidence,
benchmarking and best practice?

* Is the proposal affordable?

+ Can the proposal be safely and sustainably staffed?”

The plan committed to taking forward implementation in Districts and a strategic
Charter, “Home is Best” was developed to assist with local service planning
through District Planning Groups.

To enable progress with efficiency, strategic and transformational change NHS
Highland has developed a governance structure in which the HSCP
transformation work streams sit and are overseen. The HSCP Community
Senior Leadership agree workplans, priorities and ensure collaboration and
involvement in workstreams at regular Transformation Group meetings which
are a standing item on the SLT Senior Leadership Team agenda.

Assessment

Highland HSCP are taking forward an extensive work plan of transformational
change to develop safe, sustainable and affordable services across Highland.
The work sits within the NHS Highland performance and governance structure
and work streams interconnect with acute transformation work streams to
address whole system challenges.
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2.4

3.2

3.3

3.4

Transformational work streams are being taken forward under the strategic
direction, and in delivery of, the HHSCP joint Adult Services Strategic Plan 2024-
2027 .

The work is extensive and the risk presented by limited leadership and
management capacity to deliver is being managed by the Senior Leadership
Team Transformation Group. Organisational collaboration is ensured through
the NHS Highland performance governance structure.

Proposed level of Assurance
This report proposes the following level of assurance:

Substantial Moderate X
Limited None

Comment on the level of assurance

The report provides moderate assurance in that transformation work is
occurring, is managed, monitored and has oversight. The work is at an early
stage and therefore does not provide assurance of achievement.

Impact Analysis
Quality/ Patient Care

Quality and patient care are expected to improve as a result of the
transformation work. Work is undertaken through Project Implementation Plans
which identify quality and patient care benefits.

Workforce

Transformation work may affect the way in which the workforce is structured and
the way in which they work, including the development of new processes and
roles. Workstreams may aim to improve conditions for the workforce including
new development opportunities and improved staff experience.

Financial
Financial efficiencies are expected as a result of transformation work.

Risk Assessment/Management

Risks are identified and managed in the transformation work streams through
project management methodology and risk and impact assessments for each
work stream.
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3.5

3.6

3.7

3.8

3.9

Data Protection
The work described in this report does not use person identifiable information.

Equality and Diversity, including health inequalities

Transformational workstreams are managed through a project management
approach which includes an impact assessment for each work stream.

Other impacts

Communication, involvement, engagement and consultation

State how his has been carried out and note any meetings that have taken
place.

e Transformational work streams include stakeholder working groups
Route to the Meeting

This has been previously considered by the following groups as part of its

development. The groups have either supported the content, or their feedback

has informed the development of the content presented in this report.

e The extent of the transformational work in the HSPC is shared at HSCP
Senior Leadership Team

e The work is an integral part of the NHS Highland Performance
Governance Structure

Recommendation

e The overview is presented for member’s awareness

e The reportis presented for discussion regarding the impact of the
transformation work for the HSCP.

4.1 List of appendices

OFFICIAL

The following appendices are included with this report:

e Appendix No 1
Presentation: Transformation Overview July 2024
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Strategic Context

* Joint Strategic Plan

Highland Health and Social Care Partnership {i@g%
Adult Services Strategic Plan 2024 -2027 é(,mc
- - Gaidhealtachd

e Strategic Charter
“Home is Best”



Place Based Planning and Engagement

District Planning Groups and Strategic Planning group

DPG inaugural meetings

Relationship to SPG
Role and development of SPG

Y

District Strategic
Planning  Planning
Groups Group

\



HHSCP Strategic Commissioning Charters

Title: Home is Best Care Programme

Working together to support our communities in Highland to live heslthy lives and to 2chieve their potential and chaice to live independently

whers possible.

Problem Statement/Challenge

Increasing demand/complexity

Decreasing and imbalznce in workforce, rate of decreass in community is higher in community vs acute, profile is changing towards an
older workforce. Meed to get the balance right for whers the needis.

Decreasing funds

Meed to reshape and prioritize

Multiple restructures resulting in lack of clarity on responsibilities and processes

Challzngas in cresting the conditions for integrated working

Remate and rural challenges in service delivery

Rhiznnon Boydall, Head of Integration, Strategy and Transformation, HHSCP

Pam Cremin, Chief Officer, HHSCP

Pam Cremin

NH3 Highland)/Executive Directors/ IMC

Impact on Outcomes & Health Inequalities
Impact on Performance & Finance

% Reduced burden of disease - increased years of [ife and increasad quality of life.
*  |mprovement in Heslth 2nd Wellbsing Qutcomes:
*  3hift of resource to prevention and reduce resource reguired in direct support with resultant efficiencies.

Aim:

To reshape services starting from a District level to be able to mest the future needs of the loczl population, delivering care at home or
23 close to home 25 possible in 2 thres year programme of change.

Working with our partners to support our communities in Highland to live healthy lives and achieve their potential and choice to live
independently where possible

Support care clossr to home, improve outcomes and improve the experiznce of everyone including staff, voluntzers and carers

Ohbjectives:

Focus our attention on prevention and early interventions to support people to maintzin independence at home for as long 23
possible.

Ensure we empowsr paople to exercise choice 2nd independence through codesign and coproduction and include unpaid carers 23
partners in the planning and provision of care and suppart.

Make it straightforward to access services and ensure that health and social care professionals are able to direct people to the right
organizztion and service for their nesds

Commission services in @ way that supports 2 diverse market for providers of care with reduced administrative burden, maoving from
contract monitaring approsch to quality 2nd effectiveness discussions based on person centred outcomes.

Maximise the use of existing and emerging technology in supporting people and staff and utilising support of organisational
infrastructure to support delivery.

Plzn and deliver person-centred services which can respond quickly to support people who are in urgent nesd. Redesign across
zcute/community boundary to fzcilitate post-acute assessment, rehab and care at home

Build strong partnerships between community teams, hospitals, third sector and independent providers of care, and develop further
horizontal integration.

Support different delivery of services traditionally deliversd in acute hospitzls, through new and emerging professional roles and
making use of technological advances.

|mplement intermadizte care options that support preventing admission to hospital 2nd avoiding 2 stay in hospital for longer than is
necessary.

Dievelop our workforce to be more adaptive and flexible and embed workforce plans in Districts

Build public awareness and understanding enabling changs

Improve dats collection and data quality to provide intelligence for better decision making

* Al adult services, including integrated health and care services, mental haalth, leaming disability and primary care
seryices, delivered to the populztion at District level. Reshaping and prioritising across the Districts to meat local
nead, utilising 2 human rights and inclusive approach working to the principles of the Public Bodies 2014 Act.

*  Adult s=rvices to be s=en 3 part of cradle to grave senvices working to achisve thiz with the Highland Council 23
partners.

% Services delivered by district teams and those maore centralised services serving district populations.

*  Commissioned and board delivered s2rvices.

*  The scope will build on existing redesign progress including redesigns in Lochaber and Caithness.

*  Using Double Diamond methods at a District level, developing change plans with key milestons and outcomes.

Lk to Strategi Bagilation/ Polcy Objectives

Gow policy/Diractorate Public Bodies | Lagal Reguirement
2014.
S2e Appendix 1
Board Strategy Sze Appendix 1l | TWE Delivery Flan
Corporate Objective Lacal Policy
Operational lssue Other
Well Theme Cazrz Well and Live Well
In Partnership and Our Population
Risk Register YES/NO
Rizk Datzil/Rating

Deliverables / Tﬂm / Timeline By January 2024: Delivery

structuras and roles in place. Parsllel running progress on existing plans and schemes while starting ongoing engagement.
By April 2024 First version of District Modsl identified and mave to implemantation. Target setting and action planning,
By #- Development of district lzvel data set

By ? - Performance indicztors developed at district lzvel aligned to national indicators



Home is Best Driver Diagram and Change Concepts

In order to We needto ensure

achieve this Aim...

Which requires... Ideas to ensure this happens...

o~ S,

.
Reshape servicesfrom = Services which prevent admission and \"' -
District levelto meet lengths of stay in hospital longerthan f
future need of the necessary * Intermediate careoptions
population delivering * Alternativesto services traditionally * Develop new professional roles
Vision care ascloseto home as e delivered in acute hospitals * Make use of technolosgical advances
. possible. * Services which canrespond tourgent need * Redesign across acute and community boundary
WOI'klﬂg t'DgEthEF to * Focus on prevention and early * Maximise use of technology to support careat home
support our intervention. |
communities in N J
Highland to live
healthy lives and to Work with partnersto P .
Sz support communities to r/-' , f y
) ) live healthy lives and * Publicawarenessof change
P'OtE"tmI and choice achieve their potential * Horizontal integration between community * Build public awareness

to live ind Epend E"tl",! and choice to live teams, hospital teams, third sector and * Build strong parmershipswith partners

) il'H:“EI_Zl'E"HiI ently where independent sector providers * Commission to support providersto deliver, reduce
where P055|bIE- possible. *  Approaches which supporta diverse market bureaucracy and todevelop.
for providers of care
\ /
Improve outcomesand Ve ~ ,-'H D
experience of everyone . . * Develop workforce and embed workforce plansin
including staff, Adaptive and flexible workforce dictricte

volunteers and carers.

Accurate and approprigtedata
Easze of accessto correctservices

* Improve data collectionand quality

* Ensure healthand social care professional care ableto
direct peopleto the right organisation and service for
their need.

J




In orderto
achieve this Aim...

e

Vision [

Work together with
health and social
care partners by

delivering care and
support that puts

our population,

families and carers

experience atits

heart

Care Programme Driver Diagram and Change Concepts

We need to ensure

Rezhape servicesfrom
District level to meet
future need of the
population delivering
care as closeto home as

.r“f'_ Services which prevent admission and ‘\". .

possible

Build strong
partnerships with
partners and across

'

the health and social
care sector

Improved outcomes
and experience

Which requires...

Ideas to ensure this happens...

lengths of stay in hospital longerthan 4
necessary
* Alternativesto services traditionally * See UUSC charter and driver diagram.
delivered in acute hospitals * District action plans developed through District Planning
* Services whichcanrespond tourgent need — groups
* Focus on prevention and early
intervention. I\
| * Engagement with the community b
. vy
= /7% Build public awarenessthrough engagementwith ‘\‘.

District Planning Groups

* Build strong partmershipswith partmers through our
commissioning approach with independent providers
and third sector providers.

* Engagement of third and independent providersand
health and social care staff though District Planning

Public awarenessof change

Haorizontal integration between community
teams, hospitalteams, third sector and
independent sector providers

Approaches which supporta diverse market
for providers of care

Groups
.-/ ‘.\
i+ Developworkforce and embed workforce plansin i
districts

Adaptive and flexible workforce
Accurate and appropristedats
Eaze of accessto correctservices

* |5P for nursing, AHP= and Admin

* Improve data collection and quality

* Standardised dats

* Ensure healthand social care professional care ableto
direct pecpleto theright organisation and service for

their need. -/.l




Primary Care Driver Diagram and Change Concepts

In order to achieve

this Aim... . . .
We need to ensure Which requires... Ideas to ensure this happens...
"/H:Raedﬁ'gn of existing services
=4 local strategic approach =Int=grated Service Planning
Sustainable operating to sustainable Pimary Care Services =Demand and capacity across 3ll Board Managed Practioes
modelfor Primaw «Creation of 3 mmmun'n-!lr Urgent Care service -F'lrlaﬁs-afnn of GMS to 2C Transition Plan
Care Services -Reduoe/remove refiance on use of Supplementary Fractice Improvement Flans
staffing =PEer network
P =Develop stable GF Fractices across Highland -Estates strategy
| b
) [}
) LI r/-J:l"‘.lem.n'iEw ITR /CTAC activity
Working together Rebalance Primary -Euﬁe va r:la;:" in 'ﬂagﬂ?i_ﬁﬁ *Review disgnostics activity
*Reduce variation in prescribing —— 2 r . \ v
to support and _SE{I:IFH::IEW Care Revise pa s 1o ensure commanity pull Pﬂfewewgctwrry and impactof "Order Comms" in
our communities servicesto meetthe -IMprove communication pathways rimary Care
) i i needsof the personas *Review of whaolesaler medicines supplies contract
in Highland to live healthy *Prescribing SLWE to supportaudit report action
closeto homeas = St .
lives and to achieve possible y *Evaluate Primary Care Modemisation Plan
] i ) -
their potential and
_ po - r _\\, ¢ =Create and support Quality Improvement opportunites
choice to live - — =Impnove use of Digital Technology for people to stay
independently where Provide continuity of athome
ssible Care of the person as -Develop Change Flans for Board . ~Improve digital infrastructure to improve
po . closeto homeas Managed Practices 3t District level information sharing and patent care.
possible =Improve aooess 1o systems to enable GP cross
cowver across 2l Boand Managed Practices and
improve workflow
c = N
r Y r
- ~performance monitoring [Dental, optometry and
_Delwerwhu:ﬂes:rstem Integrated modeis of care phamnacy)
integrated models of ~Understanding of impact of new dental service contract
care




MH&LD Programme Driver Diagram and Change Concepts

In orderto We needto ensure  Whichrequires... Ideas to ensure this happens...

achieve this Aim... p g ™
+ Staffing Work plans

W Irf
Local Multi- + Balancedworkforce * Locum staffing governance processes and structures
Vision Disciplinary Teams « Effectiveracruitment = Inte.grated Se.ru'ice Plannir.lg . .
[1] Our services will be + Flexible models ofemployment * Review of options for senior nursing & AHF rolesin
teams

easy to find and -

-~ /
contact (2)QOur services ¢ = Relationshipswith Third Sector 0 = -

. Organisations |

il 2 zrrn et We work alongside « Agreementswith North of Scotland . Review Sl
what you can expect partners to meet neighbouring authorities + Explore Peer Supporters
from us and we will be people's needs + Effectivesocial care commissioning with
Independent Sector
clear about what we
* Interface between Children & Adult
expect from you (3)Our \  Services /N y
" A - -
services will work ~ i ™
together with you + Prioritisation of resources i
. . We provide care and . i i
(4)0ur services will support o the prioriag mdivicuatato meet cridealand
- — * Implement Dynamic Support Register
E"ﬂblE‘ our Stﬂff to / p:BIDIpIE with the most urgent care needs + Review Frizon healthcare models
provide safe, critical needs |+ Embed MAT Standards
high quality care and - _
\ \

SfjppDrt- {5] Our . |+ Consistent accessand interventions in all e _.r"r
services will evolve in Community Teams ra ‘\.
response to changing : * Review of Patient Pathways

need and we will We pr‘:’ﬁ carel:nd * Effectivetherapeutic ervironments * Admission & Discharge Critaria
suppo peopie as / * Optiensfor provision of support in locl ' EPR
explain why decisions cemrllarzes communities * Ensure oversightand review of individuals out of area
are made. e * Access to digital technology and
homely an therapies
. . l,' .III
environment possible W y /
S -~



In order to
achievethis Aim...

Overall Aim

Zero patients wait
more than 12 hours in
the Emergency
Department

Urgent Unscheduled Care Driver Diagram and Change Concepts

We need to ensure

Reduce demand on ED

MEASURE(S)

* Urgent Care Response
measures

Effective management of
flow at front door (ED)
MEASURE(S)

» FG1 (minors)

12 hour waits
Ambulance Handovers
Emergency admissions
ED admission LOS

= AEC/SDEC/Signposting

Effective management of
flow through
acute/community hospital
MEASURE(S)

= LOS measures

= Occupancy

Effective transition of care

for people requiring

supportin the community

on discharge

MEASURE(S)

= Delayed Discharges

= Waits for social care
assessment

= Wiaits for social care
services

Which requires...

= Prevention —supporting community
resilience

= Integrated teams support people at
home

= SAS transporting only those requiring

acute intervention

Alternatives to presenting atED

Rapid triage

Rapid diagnostics

Redirection from ED

Access o specialist assessment
Pathways to wards or home

= Conversion to scheduled appointments

Ideas to ensure this happens...

o

£
* Self management

* Prevention, identification and management of frailty
* See andtreat

* Call before convey

= Alternative pathways

* FNC advice/treatment/conversion

AN

N
f'/- Safe to sit

* Safe transfer

* Signposting to alternatives
* Frailty identification and assessment

= Signposting

P

= Only those requiring an
acute/community bed admitted

= Promotion of discharge from admission
= Efficient care pathways

<
e

= Pathways to community services

'\._ = Capacity to support

= New models of care

.

\, = Hot clinicsfor main presentations

.-'/' Assess to admit

* Criteriatoreside andtodischarge

* Discharge huddles, PDD, App

» Reduce medical inpatient LOS

» Virtual wards/Hospital at Home

* Reduce boarders

* Early accesstodiagnostics

* Practice Realistic Medicine

\\\_ * Clinicaland care culturesto support flow

AN

= Rehab first

. Dischargeto assess & urgent wrap around care
* Care Home models

* 2:1 handed care

* TEC to enhance support

* Care pause, start, stop

* Careat Home models

* Choice guidance

i e N N

* Intermediate Care services

“ = Interim Care sprvires
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NHS Highland Performance Framework

Governance & Professional Committees

Strategic Transformation Assurance Group (STAG)

People Prevention & P:)f/l::iin Place Based Professional
Portfolio Self Care . Portfolio Leadership
Board Portfolio idllc Grou
Group Y Networks

ENABLING PORTFOLIOS

Governance & Professional Committees

Value & Efficiency Accountability Group (EDG)

W Operational C t Digitally
System P O . Enabled Task

Task & Finish Task & Finish Task & Finish & Finish

oo Groups Groups Groups



NHS Highland Performance Framework

VEAG
Am

Locum BooKing in 2C practices To reduce costs associated with engaging locum GPs by improving
recruitment and retention of GPs and reducing reliance on agency
locums; whilst maintaining appropriate and safe levels of clinical
cover within Board Managed (2c) Practices.

Project Title

Nursing Supplementary Staffing Reduce the supplementary use and spend across the Community
Hospitals and Community Nursing Teams across HHSCP outwith
MH and LD.

AHP Supplementary Staffing Reduce Supplementary staffing use in community AHP services

Mental Health and Learning Disability Nursing Workforce Reduce supplementary staffing use in MHLD nursing services

Mental Health and Learning Disability Medical Workforce To deliver a cost effective, sustainable medical workforce in MH

and LD services through workforce re-design which will result in a
reduction on locum overspend

Adult Social Care Supplementary Staffing Reduce the use of supplementary staffing in Adult Social Care
Services



VEAG continued

Project Title

TEC

TARA

MORSE

Integrated Service Planning — Mental
Health, Primary Care, Community AHPs
and nursing

Vaccinations

Police Custody, Forensic Medical Service
and Sexual Assault Service

Redesign provision of care by creating digital solutions as an
integral part of quality, cost effective, proactive care that
supports more people to remain healthy and independent for
longer. Use digital solutions to improve access and outcomes
for people needing health and care services and to enrich and
enhance their everyday lives. Address capacity issues across a
range of services, releasing time to care, reducing the need for
face to face interventions, providing alternative methods for
consultations and patient monitoring.

To refresh the administration support functions to support all
operational divisions in NHS Highland, providing a patient-
focused, efficient, resilient and sustainable admin facility.

Progress full implementation of Morse for HSCP community
services

Data led planning to enable equity of access and services able
to deliver within resources.

Development of a district service model with associated quality
and efficiency savings

Delivery of sustainable workforce and finance model that will
ensure the Board can fulfil is statutory duties for the delivery of
healthcare in police custody, and delivery of Forensic Medical
Services.



STAG
ProjectTile ___________Overview ____________

Consolidation Options Discovery strategic assessments in districts based on
challenges and opportunities of the use of local
facilities.

OOH/FNC Development of a clear structure to support access to

urgent care across Highland.

Geogra phlcal approach to Home is Application of the whole suite of urgent and
unscheduled care improvement actions to shape Home

Best Implementation is Best in Inverness and Caithness intially.

End Of Life Services Projects Review of the End of Life Together Partnership and NHS
Highland’s role within it.

Hospital at Home Discovery pilot sites and evaluation now moving to
inform sustainable district models.
Mental Health and Lea rning Implementation of the Mental Health and Learning

. i Disability Strategy.
Disability model of Care

Proportionate Care Reducing 2 handed care where appropriate using
moving and handling techniques, assessment and

training.



Discussion
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