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Executive summary

The neighbourhood care model was designed to test and adaptBueirtzag model,
a Dutch nursing care model, tihe Scottish context.

Five core principles guide the development of the neighbourhood care model in Scotland:

V  putting the person in the centre of holistic care

V building relationships with people to make informed decisions about their own care
which promoteswvellbeing and independence with active involvement of family
neighbours and the wider community, where appropriate,

V everyone, including support functions, enabling persemtred care at the point of
delivery

V small seHorganising, geographiebbsed tears, and

V professional autonomy.

| SFf GKOFNB LYLNR@SYSy i iHub@as comnfigsioned by e IN2 3S Y Sy
Scottish Government to support the developmehheighbourhoodare in Scotland.

This report summarises learning from test sites coverirtgdis that participated in a

learning network during 2038019. Learning was gathered by reviewing local evaluation

reports, reviewing case study evaluation commissioned by the ihub and stories shared by

teams during learning events. It provides early dpson of hav the model is being

developedn Scotland and key challenges reported by teams.

The neighbourhood care model is primarily being implemented through the development of
locally based neighbourhood care teams, typically comprising healtlvaaticare staff.

In many areasnultidisciplinary teamMDT) huddles were an important operational element

of the approach. Staff reported thatis supported them tadeliver persorcentred care

through better care c@rdination and flexibility of carestivery to meet complex needs.

The approach helped building relationship with people to enable them to make informed
decisions about their care and promoted selinagement and a preventative approach to
care by linking people to existing community resear Huddles, reduced duplication
developed trust amongst staff and understanding of respective roles.



Staff reported a number of challengetating to the implementation of neighbourhoodre
principles and thelevelopment of new models withaomplex health and social care

settings These included difficulties for teams becomingagjénising and difficulties for
professionals to work out with traditional boundaries. Additional reported challenges were
lack of supprting systems, infrastructasand resourcedyureaucracyyorkforce

sustainability issues, complexity of caseload and expectations.

In the coming years, partnerships will continue to develop models that support integration
at the point of care. A clear commitment from leadergHerdevelopment of appropriate
infrastructures to support such models with sustainable workforce is ciacitaime areas
significant service redesign will be requitecdupport implementation. Partnerships should
consider the type and range of commuyniesources required to support such models and
collaborative commissioning approaches to delivdtrig.also important that the
development of the model is not done in isolation and is linked to other developments
across Scotland thare seeking to ebed integration of community health and social care
services at the point of care.



Introduction

In 2016 the Scottish Governmeninvited NHS boards and Integration Joint Boards (1JBS)
to test the principles ofBuurtzorg a Dutch nursing care model

Keyfeatures of this model are:

1 small teams of nurses offering a range of social and clinical care to people in the
community

1 flat management structure with teams making their own decisions

1 appropriate supporting infrastructures such information systemsesant coaching
and

1 emphasis on connecting people to local resources and supporting them to live
independently.

There had been growing internatiomaterest in thisnodelrenowned for its high quality
and efficient communitydsed persostentred approachThe intentionof the testing in
Scotlandwvas to explore how the principlestbe originaimodel, whichthad been
implemented in the Netherlangdsould be translated irotthe localisedcontext of
integrated health and social careScotland

Scottish Gosrnment commissioneHealthcare Improvement Scotla@d L YLINR S Y Sy (i
(ihub)to support test sitescross the countrthrougha range of learning and development
activities includinglearning networksThis reporsummarsesthe learnng from

neighbarrhood caretest sites covering 12 teams tha@articipated in the learning network

during 20182019.

Core principles

Stakeholders agreed that tiBuurtzag model which in the Netherlands is primarily a
nursing care modeheeded to beested and adaptedotlocalconditions particularly in view
of the integrated healtlandcare delivery contexh Scotland As a result,ive core
principles were agreed to guide the development of a Scattdtel, whichwas termed
Heighbourhood car@



Sites developed neighbourhood care modbelsed on all or some of the followipgnciples:

V putting the person in the centre of holistic care

V building relationships with people to make informed decisions about their own ¢
which promotes wellbeing anddependence with active involvement of family,
neighbours and the wider community, where appropriate

V everyone, including support functions, enabling persentred care at the point of
delivery

V small seHorganising, geographiebhsed teams, and
V professional autonomy.

Support offered

Sites were supported througicollaborative partnershjgo-ordinated byHealthcare
Improvement Scotlandvhich includedhe Scottish Social Services Couwaruil other

national organisationg he focugluring the first year wagarning about thé&uutzorg
principles whileluringthe secondyear, sites were supported to develop thaeiodels and
recruit team members when necessdtywas recognised that sites may take time to adapt
the model to their local health and social care landseagemostwere only operaional

from 2018.

In 20182019, the suppot included

1 deliveringlearningeventsfor people fromacrosgest sitesto share learning and build
relationships across sites

1 providing acollaborative platform via thknowledgeHub website to facilitate the
sharing of further learning and resources

1 inviting steswith actualcaseloads to apply for funding in order to supporal@nd
national evaluations

1 offering stesthe opportunity to take part ianAction Learning Setith national
partnersto work through barriers and challenges

1 offering &iloredlearning and devepment supporthroughBuurtzorg Britain and
Ireland and

1 Hosting a national learning and celebration event to mark the end of Phase One

The range of learning and development activities assisted in building local and national
understanding ofhe development oheighbourhood carenodel in Scotland.



Information sources

This document summaeslearning from the sites that participated in the learnevgnts
during 20182019. The following three information sources form the foundadiofithis
report:

1. local evaluations commissioned by the sites
2. case studyevaluatiors includinga staff surveycommissioned bthe ihub, and

3. stories and narrativebcom people using servicesharedduring learning events

The learning gathered is primarily based on the experiences of staff working within these
newly developednodels

What doneighbourhood caréeams look like?

Inall, 12 neighbourhood care tearidCTsyvere developedwhich representedive health

and social care partnershifidSCPspberdeen City, Argyll and Bute, Clackmannanshire and
Stirling, ScottisBorders, and Western Islesd one NHS board (NHS Highland).
Cornerstone (a thirdector care provider) also attended the meetings to share learning from
the implementation of the model in their organisation.

In practice as thetest sitesdeveloped theiNCTssome commonalities and differences in
key featuresvere identified For example:

Feature l Example

Teamsize Rangedrom 4 to 34 members

Teamlocation | The majority of teamgsbut not allwere based together, for example
within a health centre

Teamcaseload| Although caseload varied,ast teams were suppting people who
were older frail and often had palliative care needs

Team clinical | I Every team involved district and community nurses and occupat

disciplines therapists

1 More than half oteams involved healthcare support workers

i Half of teams involved social work and local authority home care
officers

1 One in three teams involved independent care at home provider

1 One in three teams involved physiotherapists




Figure 1:Location andomposition of neighbourhood care teams

12 neighbourhood care teams from 6 HSCPs
67% of the teams were |located together (co-located) 3 3 0/ were not located
in one location O together
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