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Reshaping Care for Older People is a Scottish Government policy aimed at 
supporting an increasing proportion of older people at home, in keeping with the 
wishes of older people. It was accompanied by a Change Fund for a period of 4 
years from April 2011 to March 2015. The North Lanarkshire allocation of 23.8 
million lies within the NHS Lanarkshire budget. 

It is recognised that more older people provide support to their local communities 
than require high levefs of support or services. However the changing demographic 
profile does mean that there will be a higher number of people who are older and 
who will potentially require support or services at a time when available resources 
may be lower. 

The challenge is great. The number of people aged 65 years and over is due to 
increase by 20.6% by 2023 with the numbers of people aged 75 years and over due 
to increase by 30.5%. For Coatbridge locality specifically, the number of people 
aged 65 and over in 2013 is 7,509 and is projected to rise by 18.9% to 8,926 by 
2023. 

Change Fund monies are non-recurring and therefore it is intended that they provide 
an opportunity to test out and implement approaches to develop effective community 
based supports and services to improve outcomes for older people. 

3. Overview of Progress Made 

3.1 This section of the report provides a brief overview of the progress that has been 
made by the partner agencies over the first two years of the Reshaping Care agenda. 
Section 4 below provides more specific informati~n in respect of what has been put in 
place within the locafity. 

3.2 The Scottish Govern~ent identified 4 key areas or “pilfars” to which investment was 
to be directed. In determining these “pillars”, it is recognised that it is just as 
important to support local communities to have networks of support in place for older 
p e ~ p l ~  as well as to have targete services as and when these are required. North 
L~narkshire p ~ ~ ~ e r ~  have made a stron commitment to ~ a p a c i ~ y  bu~lding in focal 
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A locality partnership programme has been implemented in each locality with effect 
from April 2012 through 6 local organisations (CACE, Voice of ~xperience, Glenboig 
Neighbourhood Centre, Orbiston Neighbourhood Centre, North Lanarkshire Carers 
Together, Getting Better Together). This programme is now moving from the 
mapping phase to developing a Partnership Consortium across all sectors in each 
locality to look at how a joint approach can support greater numbers of older people 
to (have a life) locally. Additionally there are other initiatives that have tooked at 
community transport home from hospital, dementia friendly signing in sheltered 
housing, and partnership with local vohntary organisations to provide support. 

Proactive Care and Support at Home - is provided through initiatives such as re- 
ablement, polypharmacy (addressing management of multiply medications), telecare 
options, and support for carers. A development worker has been recruited for a 
period of 9 months by North Lanarkshire Carers Together to work with carers across 
the North Lanarkshire Council area to look at what arrangements require to be put in 
place to provide short breaks. 

Effective Care at Times of Transition - Intermediate care which is being provided 
through 2 local authority homes in ~onklands and Muirpark to provide assessment 
and rehabilitation for people who need some time to maximise their capacity before 
longer term arrangements for their support can be arranged as well as respite 
placements. Community assessment and rehabilitat~on teams provide a similar 
service to people on discharge from hospital within their own home. ASSET which is 
a prevention of hospital admission scheme is a service that has been piloted in 
Airdrie, Coatbridge and part of the ~umbernauld/North locality. 

Hospital and ln~titutional Care - Improving discharge planning; liaison psychiatry 
and leadership support and development p rog ra~me in care homes, 

North Lanarkshire has a history of effective partnership working with a result that 
partners have been able to build on this in taking f o ~ a r d  the reshap~ng care for older 
people agenda. However there is no doubt that this agenda has resulted in much 
stronger pa~nership in terms of providing health and care support and services 
~etween the statutory~ third and i n d e p e n d ~ ~ t  sectors. 

The partners are required to provide an annual update in respect of the local C h a n ~ e  
~ l a n  as well as a mid year  oni it or in ~eport on achi~~ements ~ a d e  as   ell as 
~ccountability in ~ e s ~ e c t  of the ~ h ~ n g e  
been developed to monitor the irr1198t of current Initiatives and joint working. 
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taken place and is now being developed. 

Through the assets, gaps and services which were identified thr~ugh this activity as 
well as the outcomes identified in the Community Capacity Buitd~ng and Carers 
Support Strategy, Glenboig Neighbourhood House have been resourced to deliver 
the Senior Care Project in pa~nership with Safety Zone, Bargeddie which aims to 
establish a daily telephone contact service with follow up service and referrals, meal 
delivery service, community garden service, good neighbour and emergency support 
services in the winter. This is leading to local information gathering for future 
development of services. A further project has been resourced - Digital Inclusion - 
which is run in partnership with Kirkshaws Neighbourhood Centre, Glenboig 
Neighbourhood House, and Safety Zone and aims to develop older people's IT and 
internet usage skills resulting in reduced isolation. This project is being delivered by 
tutors in both hub and home settings with older people typically learning how to use 
the internet for online shopping through Skype etc. 

The Consortium has also been working on the devetopment of the Locality Activity 
Programme which is a programme which allows for smaller agencies and service 
providers to bid for smaller localised activities. The Consortium have received 8 
applications so far and have received expressions of interest from a further 6 groups, 
with a closing date for applications of 8'h March. Allocations are to be made at the 
next Consortium meeting on March 18'h to those activities and programmes which 
meet the RCOP outcomes in the local area. Proposals so far include: equipment to 
enhance the ~onklands Talking Newspaper project; resources for a newly formed 
Men's Group who are working on a book research project; and resources to expand 
an Art for Fun project. 

Anticipatory Care Plans (ACP) - used to develop improved communication and 
recording of decisions, thereby leading to provision of care based on the needs and 
preferences of patients and carers. It includes making patients more aware of their 
clinical symptoms and what to do if their condition exacerbates. There are now 118 
patients with an ACP in Coatbridge Locality Care Homes and roll out has 
commenced for community patients. 

Alzheimers Support Hours are being used effectively to support peoiie with dementia 
and their carers at home in their own communities. In addition to this we are making 
good use of assistive living technology. 

~imilarly resDite is being provided on a regular basis, not only in care homes but 
increa~ingly in local ~ommunities where we are achi~ving ~ e t t e r  outcomes. ~ e ~ p ~ t e  
at home is bein used flexibly for a r ~ n g ~  of ~ u r p o s ~ s  e. . for regular periods of 
respite to relieve carer stress; pre991t crisis s i~uat ion~ that could result in the use of 
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Given that we have several examples of positive practice in place of, how homeshare 
can work most effectively, we are discussing with colleagues how the scheme can be 
expanded. 

~ o u s i n g  also plays a significant role in shifting the balance of care through the 
provision of a range of appropria~e housing options that meet the changing needs of 
an increasing older population. Through these older people with more complex 
needs can be supported at home for longer with the supports they require as 
opposed to a hospital or care home setting. As such, a number of housing projects 
have commenced which seek to improve outcomes for older people within the 
Coatbridge locality. These include: 

0 The development of community respite at James Dempsey Gardens Sheltered 
Housing Complex for older people or their carers, improving the range of options 
for older people to access short breaks. 

Enhanced design of sheltered housing complexes based on dementia friendly 
design principles: Afton Gardens, St. James Way. Enhancements underway, 
aiming to provide to more accessible, inclusive living environments for older 
people who have or develop memory problems. 

Improved accessibility in sheltered housing complexes common rooms and multi 
storey towers with programme of installation of automated doors scheduled to 
commence at: Bfairgrove Court, Merryston Court, Burnside Court, Dunbeth 
Court, High Coats, Jackson Court, Glen Court, Milbrae Court, Coltswood Court, 
Redbridge Court, Cafder Court, Whifflet Court, Witchwood Court, Dundyvan 
Gardens, James Dempsey Gardens and Afton Gardens. 

Planned provision of flexible storage space for mobility scooters and other 
e q u i p ~ e n ~  at James Dempsey Gardens and Dundyvan Gardens. 

Provision of more accessible common room space at Hamilton DrivelGilchrist 
Street to increase social interaction opportunities for sheltered housing tenants 
and other ofder people from the wider community. 

* 

0 

e 

* 

4.3 

&e Specialist Service Emergencv Team (ASSET) - a ~ulti-disciplinary, integrat~d 
team providing the same short term care (i.e., around 5 days) as a hospital, but in the 
community, preventing unnecessary admission to hospital. This includes direct 
access to Consultant Geriatrician, Nurses and Allied Health Professionals. The 
service has been running for over a year in ~ o ~ h ,  Airdrie and Coatbridge ~ocalities, 
suppo~ing over 1200 p a t i ~ ~ ~ s :  lower ~ortal i ty and readmissio~ rates in 
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5.1 The pa~ner§ in orth ~ a n a r k ~ h i ~ e  were required to prepare ~ o i n t  ~ t r a t e ~ i c  
~ommiss io~ing Plan by March 2013. This plan is cu r~e~ t l y  available for a period of 
consultati~n prior to finalisation and approval at the N o ~ h  Lanark~hire Steering 
Group and the North Lanark§hire ~ e a ~ t h  and Care partners hi^. 

6. eco~men~at ions 

6.1 It is recommended that the Local Area Partnership 

I> Note the content of this report 

Mary Castles 
Executive Director of Housing and Social Work Services 

For further ~t i~ormaf~on on this reporf please cotitact Sandra Mac~ay, Programme Manager for 
~ e s ~ ~ a ~ j i ~ g  Care for Older Peopfe in North ~ a n ~ r k s ~ i r e  (01698 332076) or Stephen Kerr, Planning 
and Performance Manage< North Community Health Partnership (U1698 858122). 
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