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Our Journey 
• Delivering for Health - LTC Action team 2005/6
• CHP LTC Toolkit – HDL 2007 (10)
• CMO Steering Group on LTC 2007 
• Living Well Open Space Events 2007
• Better Health Better Care Action Plan 2008
• National Action Plans & MCNs – CHD, Stroke, Diabetes
• Establish Long Term Conditions Alliance 
• Establish LTC Improvement collaborative



Landscape  
• Rehabilitation Framework 
• Living and Dying Well 
• Shifting the Balance of Care 

• Mental Health Collaborative 
• 18 weeks Referral to Treatment Time 

• Health and Community Care work programme
• Cancer programme 



Join the policy / improvement dots



Chronic Care Model



Population model

Professional Care

Self Managem
ent

Care Care 
ManagementManagement

DiseaseDisease
ManagementManagement

Supported Supported 
Self CareSelf Care

Level 3Level 3
Complex coComplex co --morbidity       morbidity       
3 3 –– 5%5%

Level 2Level 2
Poorly controlled single Poorly controlled single 
disease 15 disease 15 –– 20%20%

Level 1Level 1
Well controlled Well controlled 
(70(70--80% of LTC 80% of LTC 
population)population)

Targeted Health Improvement 
Population Wide Prevention



Wider Determinants of 
Health and Wellbeing 



NHS Fire and Rescue 





Scotland’s Vision



Vision 
Throughout Scotland, those with long term conditions and those who 
support them, feel valued, confident and able to enj oy full and positive 
lives. This requires: 

• A culture which supports people with long term condi tions and their 
carers to be the lead partners in decisions about their h ealth and 
wellbeing. 

• A workforce that has the awareness, environment, kno wledge, skills, 
confidence and capability to enable people to live well with their 
conditions. 

• Health, housing, social services, community and vol untary partners to 
work together with people with long term conditions a nd their families.



Scotland’s Model for LTC 

Quality Mutuality



Self Management

We have information systems that support registrati on, recall and review 
of people with multiple conditions, and support dat a sharing across all 
partners.

Clinical Information 
Systems

We strengthen the contribution of Managed Clinical/ Care Networks (MCNs) 
in improving support for people with long term cond itions

Quality Improvement

We support people with long term conditions and the ir unpaid carers to be 
involved in person-centred care planning.

We commission self management peer support for peop le with long term 
conditions and their carers and provide relevant, ac cessible information 

We train staff to have the right knowledge, skills and approach to long 
term conditions care.

We provide better, local and faster access to healt hcare, social care and 
housing services for long term conditions

Mutuality 

Self Management

Workforce
Development 

Integrated Care

We empower people living with long term conditions,  their carers and the 
voluntary sector to be full partners in planning, i mproving quality and 
enhancing the experience of care.

Partnership 

High Level Outcome Statements 
Bundles of Improvement Actions 

LTC  High Impact 
Changes



Implementation Support 
• LTC Programme Board – governance and key 

strategic partners eg NES; LTCAS; NHS 24 

• Delivery group – Board operational exec and 
clinical leaders. Performance management

• LTC Collaborative - local programme teams –
focus on improvement 

• Engagement – LTC is everyone’s business 



Two Million Lives

Scottish Health Survey 2008 

40% of adults have a long term condition
25% have a limiting long term condition
I in 3 aged 75+ have two or more LTCs

One in 3 people with diabetes experience depression
50% of mental health problems are undiagnosed 

Two in three people with dementia are undiagnosed



Whole System Challenge of LTCs

• 60% of all inpatient bed days
• 70% of all emergency admissions 
• 80% of all GP consultations
• 80% of all prescribed medicines 
• Home care, equipment and housing needs
• Carer support issues 
• Long term care and support needs 



Workforce 

Multi-professional 
Multi-agency 
Unpaid carers

Voluntary sector 
Independent providers 



Holistic person centred approach 



Valuing Experience
Digital Stories



Recognise need for change 

Discomfort with status quo

Develop capability and 
capacity for change

Systematically use  
improvement tools and 

techniques to test 
potential solutions

Improvements sustained

Performance managed

Continuous improvement 

LTC Collaborative 2008 - 2011



NHS Board Level 
Improvement Programme

Improvement 
and 

Information 
Capability 

Executive Sponsor  

Clinical  
Leadership 

Programme 
Manager 

Adapted from Ham (2001) - Report for NHS MA
©NHS Institute for Innovation and Improvement (2006)



Improvement Methods 

• Leadership – sponsors and champions
• Identify High Impact changes and Actions
• Process redesign – DCAQ / value streams
• Transformation programmes- eg LEAN
• Use of information to lever change 
• Testing Incremental change
• Plan Do Study Act 



Distributed Leadership for LTC 

Collaborative clinical leads

MCN clinical leads

Better Together leads 
Rehab Co-ordinators 

Patient Safety champions 

Area Clinical Forum

CHP Clinical leads

Practice development Unit 



LTC Champions
• Visible leaders across professions 
• Influential at all levels 
• Wide penetration across system 
• Leverage in professional structures 
• Influence on corporate focus
• Influential in workforce planning 
• Lead roles in practice development  



Late 
Majority

Early 
Majority

Early 
Adopters Laggards

Innovators

Adopter Categories

2.5% 13.5% 34% 34% 16%

Source: E.M. Rogers, Diffusion of Innovations (1995)







Networking / Sharing Learning 



Enabling
Infrastructure  

Building Resilience 
and Capability

Create capacity 
Release resources 

LTC
Improvement 

Actions

LTC Action Plan
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Understand the Variance 



Generic Pathway
• Case ascertainment, diagnosis and disease registers 
• Information, advice and support for Self Management
• Multi-professional team care and rehabilitation 
• Pharmaceutical Care
• Telehealth support 
• Generic & specialist workforce and skill mix
• Access / referral management – Demand, capacity and flow 
• Risk prediction tools - eg SPARRA 
• Proactive Integrated Care Management 
• Anticipatory Care Planning – ‘thinking ahead’ plans 

Co-ordination and continuity of care
Communication - oral and electronic sharing 
Capable and supported workforce



Rates per 100,000 population by 
age group and condition

Rates per 100,000 population by age group and condi tion
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Emergency Admissions to hospital 
2007-08: Age profile

Emergency Adms as % of population in age band
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3.   Early assessment and ‘pull’ through hospital to 
optimise ability to return / remain at home 
- Nurse led streaming of older admissions, Comprehens ive 
geriatric assessment, management of delirium, disch arge planning

2.  Early Interventions that reduce escalation of needs 
and dependency 
– Intermediate care, pharmaceutical care, community / ambulatory 

diagnostics and assessment models

1. Early identification of those at risk in community 
- SPARRA, Care Management and ACPs

Pathways Workstream

Reshaping Care for Older People



LTC System Drivers 
• Quality 

• Demography 

• Health Inequalities

• Workforce Challenges 

• Affordability

• Sustainability



Health and social care expenditure 
Scottish population aged 65+ 

(2007/08 total=£4.5bn)

Other Social Work

Care Homes

Home Care

FHS

Prescribing
Community

Other Hospital care

Emergency admissions

£1.4bn

£0.8bn
£0.4bn

£0.4bn

£0.4bn

£0.3bn

£0.6bn

£0.2bn



T6 – LTC Hospital Admissions

To achieve agreed reductions in the rates of hospit al admissions and bed days 
of patients with primary diagnosis of COPD, Asthma,  Diabetes or CHD, from 

2006/7 to 2010/11

Target for March 2011 - 1417 (15% agreed reduction from 2006/07)
Position @July 2009 - 1439 (ahead of 1466 trajectory)

T6: LTC Hospital Admissions Rate per 100,000 popn
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Sustainability or Evaporation ? 
P
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Time

Good

Bad

Before Now Later

Idea!

PDSA

PDSA

PDSA

PDSA



Islands of Improvement 



Change will not come if we wait for some other 
person or some other time. 

We are the ones we’ve been waiting for. 

We are the change that we seek. 

Barack Obama


