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Introduction  
 
 
We would like to extend a warm welcome to you during your placement 
here in East Dunbartonshire Community Health Partnership (CHP). 
 
Our aim is to provide you with a wide variety of learning opportunities 
which we hope you are able to take advantage of. 
 
The nursing team have compiled the following resource pack as a support to 
assist you during your placement.  Within it you will find information about 
the various services offered here in East Dunbartonshire, as well as 
information about learning sessions and shadowing opportunities.  Please 
use the telephone numbers for services to arrange shadowing opportunities. 
We hope you find this resource useful and ask for constructive feedback on 
any aspect of it. 
 
Please enjoy your time with us and do not hesitate to contact any member of 
staff for assistance. 
 

Wendy                          Lorna              Jillian 
 
Wendy Mitchell                                           Lorna Barr                        Jillian Taylor 
Community Senior Nurse Manager            Team Leader                     Practice Development Nurse 
KHCC                                                         Milngavie Clinic               KHCC 
Te: 0141 304 7400                                      Tel: 0141 232 4800           Tel:  0141 304 7400 
 
 
 
 
 
    

 
 
 
 



 3

 
 

 

 

Student Information       
 

 
This booklet will provide you with information about the 
CHP services offer to the communities of Kirkintilloch, 
Bishopbriggs, Lennoxtown and Milngavie.  
 
Please utilise this information during the first meeting you 
have with your mentor to discuss your learning needs and to 
identify what areas you would like to visit and/or what 
learning sessions you would like to attend.   
 
 
SWITHBOARD NUMBERS 
Kirkintilloch Health & Care 
Centre 

0141 304 7400 

Crosshill House 0141 762 5740 
Lennoxtown Clinic 01360 312710 
Milngavie Clinic 0141 232 4800 
CHP Headquarters 0141 201 4217 

 
 
During your placement 
 
Whilst you are on placement you should expect: 
 

• To have a named mentor (s) 
• Your mentor to meet with you when you first 

start to discuss your learning outcomes and 
arrange opportunities to meet your needs where 
possible. 

• A friendly, supportive environment for you to 
learn 

 
Important! 
Please remember to provide your mentor with all the 
paperwork given to you by the university for your 
placement.  This is essential to allow your mentor and 
you to identify your learning needs and to give you the 
support you require.   

 
 

 
 
 
 
Your Mentor 
 
Mentors are experienced practitioners who 
have the necessary qualifications, education 
and training to support and assess you in the 
practice setting.  They come from a variety of 
backgrounds with a range of  skills and 
interests.  They will work with you to link the 
theory you have learned in university and 
translate this into practice. 
 
As well as providing you with learning 
opportunities they are required to assess you 
by observing your interaction with 
patients/clients and how you conduct your 
behaviours in the  practice setting.  They will 
complete this assessment fairly and your 
input with it will be expected so the 
assessment will be carried out in partnership.  
 
Links 
 
Your mentor will link with other members 
staff to support you.  These include 
practitioners in other teams, university staff 
and the Practice Education Facilitator.   
 
Practice Education Facilitator (PEF) 
 
For East Dunbartonshire our  PEF is  
Rosemary Middleton.  Her role is to support 
mentors and ensure learning environments 
are aimed to maximise your experience.   

Rosemary can be contacted 
Tel.  07717542541 

 
Mobile Telephones 
 
The use of non work mobile phones is not 
permitted during working hours unless in 
emergency circumstances
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East Dunbartonshire Community Health Partnership - 
Summary 

 
East Dunbartonshire community Health Partnership (CHP) is part of NHS Greater 

Glasgow & Clyde and targets the local authority area of East Dunbartonshire Council.  

This area includes Bearsden, Milngavie, Bishopbriggs, Kirkintilloch and Lenzie with 

the smaller and more rural villages of Milton of Campsie, Lennoxtown, Twecher and 

Torrance.  The population is approximately 104, 700 people.   

 

The services provided by the CHP are aimed at improving the health of this 

population, with a shift towards more preventative and continuous care in the 

community.  The services offered include, Health Visiting and School Nursing, 

Community Nursing for Adults (District Nursing), Physiotherapy, Podiatry, Mental 

Health Services, Learning Disability and Community Addiction Services.  They are 

developed in partnership with local hospitals and East Dunbartonshire Council to 

make it easier for people who need community, social work and specialist hospital 

services to access care which meets their needs.  When developing services, the 

demography of the population and information gained during community needs 

assessments is utilised. This information includes: 

Health Inequalities 

The CHP is committed to developing and improving its mainstream services and 

ensuring that they are sensitive and responsive to the many forms of inequality that 

impact on the community of East Dunbartonshire.  Gender, race/ethnicity, disability, 

sexual orientation, age and social class are all contributory factors to health and there 

is a complex interaction between these forms of inequality. 

Age and Gender 

In East Dunbartonshire the population of older people is increasing.  The CHP has 

targeted services to support and meet the health needs of this vulnerable group.  52% 

of the population are women, who according to the national picture live longer than 

men.  The CHP takes account of gender differences when planning services.  They 

also work closely with East Dunbartonshire Council to enhance the universal services 

for all children and young people and also improve targeted services for children and 

young people with additional social and health needs to help them reach their 

potential. 

For more information please access the CHP website 
www.chps.org.uk/eastdunbartonshire/ 
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DISTRICT NURSING 
 

Background 
District nurses are nurses who have undertaken further training in meeting the health 
needs of individuals and carers within the community.  District nurse teams are 
attached to the General Practitioner practices and form part of 
the Primary Health Care team 
 
Aims of Service 
To provide a 24 hour accessible, high quality, culturally sensitive and effective 
nursing service to all age groups in the community, by working in partnership with 
service users, care providers and other agencies. 
 
Objectives of Service 
To promote and maintain independent living through care management, skilled 
clinical interventions, health education and health promotion within the home setting 
and the wider community setting. 
 
Criteria for Service Provision 
Patients who are housebound or have a nursing need which makes a home visit more 
appropriate. 
 
Exclusions 
Patients who are ambulant and have no identified nursing need. 
 
Functions 
The District nursing service will 
• Use a holistic approach to assess, identify and prioritise health needs within 
the home setting and wider community setting 
• Provide planned nursing care 
• Adopt a clinically effective approach to all areas of practice. 
• Administer medication and treatment and prescribe where appropriate. 
• Promote user involvement in both service delivery and planning. 
• Promote a co-ordinated approach to hospital discharge that ensures a 
seamless service leading to improved health outcomes. 
• Provide health education, information and support for patients and carers. 
• Adopts a public health approach and is actively involved in partnership 
working within the community in order to achieve local and national health 
targets. 
• Participates in the education and training of student nurses and other health 
and social care staff. 
 
Care Pathway 
The District Nursing service operates an open access approach; it receives referrals 
from many agencies including social work, hospital, and hospice and from the public. 
To facilitate the referral process specific information on the District Nurse referral 
form (copy attached) is required. The District Nurse will assess and prioritise referrals 
in order to provide nursing interventions and care management.  Once the agreed 
outcomes for care are achieved planned discharge is facilitated with referral to other 
agencies if appropriate. 
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HEALTH VISITING/PUBLIC HEALTH NURSING 
 
The Health Visiting/Public Health Nursing service is dynamic, health-focused and 
able to respond flexibly to a range of service and community needs.  
 
Aims:  

• To provide an open access service to families and communities within their 
own home, within the community and primary care settings. 

• To provide both planned and unplanned interventions. This includes the ability 
to respond timeously to clients/families who require an urgent visit. 

• To promote a healthy lifestyle within the local population giving particular 
attention to the identified health needs of the locality, and target groups such 
as children 0-5 years, school age and young people, vulnerable families. 

• To work in a manner which reflects the WHO principles of addressing 
inequalities in health through participation, collaboration, empowerment and 
primary care. 

• To provide assessment of health needs, primary prevention, identifying 
vulnerability and targeting interventions appropriately to meet the needs. 

• Working as a health visitor may also include tackling the impact of social 
inequality on health and working closely with at-risk or deprived groups. 

• Responsible for the management of a caseload of families. 
 

Services delivered: 
 

• Highly specialised advice about a variety of health and well being topics  to 
improve family health 

• Parenting education promoting positive behaviour in children   
• Health promotion  
• Health education 
• Psycho-social interventions to facilitate change in a families social 

circumstance, reducing the impact this has on their psychological health and 
wellbeing 

• Immunisation.  
 

The Health Visiting team deal with issues such as child protection, domestic 
abuse, addictions, perinatal illness, and children affected by disability, using 
specialist healthcare interventions to meet the health-related needs of individuals, 
families, groups and communities as well as assessing and evaluating their 
effectiveness. They work as part of a team, which include Staff Nurses and 
Community Nursery Nurses. 
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East Dunbartonshire CHP / Health Improvement Team 
 
The overall aim of the East Dunbartonshire CHP Health Improvement Team (HIT) is 
to improve health and address inequalities in health within the local population and 
CHP workforce 
 
The work of the HIT is informed by national and local policy guidelines and targets 
for health improvement and inequality. 
 
The main function of the team is to interpret national and local agendas for Health 
Improvement and Inequity for the ED CHP, and ensure that we respond effectively in 
East Dunbartonshire. 
 
 
Approaches to Health Improvement  
Determinants of health are complex and multi factorial, therefore the following are 
required in applying a health improvement approach to population health 
 

• A comprehensive knowledge and understanding of the many factors that 
influence health and inequality 

• Adopting a variety of approaches to work, (theoretical, experiential and 
practical) recognising the complex nature of health, its determinants and the 
wider role of local partners in improving health and addressing inequality 

• Interpretation of various sources of health information and social data for the 
East Dunbartonshire population 

• Adopting evidence based practice  
 
 
Topic Priorities 
 

• Oral health; the CHP contributes  to national and local targets for improving 
oral health young children by co-ordinating the delivery of the Smile Too Oral 
health programme across all Pre 5 establishments across East Dunbartonshire. 

 
• Youth Health; the CHP prioritises prevention work with young people.  In line 

with all our other key topic areas, this involves close partnership working with 
our Local Authority partners, the Voluntary sector and other teams within the 
CHP. 

 
• Tobacco; the CHP contributes to the wider national and local tobacco control 

agenda  A local smoking cessation service is provided  
 

• Community Nutrition. the HIT coordinate a ranges of approaches towards 
building the capacity of local community members and organisations 
concerned in addressing healthy eating and nutrition needs. 
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• Inequality. The HIT undertake a number of methods and programmes to 
address inequality including; supporting the CHP Public Partnership Forum / 
supporting  employability and income maximisation opportunities and 
volunteering opportunities  

 
•  The HI lead on the CHP’s work related to health and homelessness, gender 

based violence alongside the CHP Inequalities action plan. 
 

• Healthy Working Lives; The HIT coordinate the work of the CHP towards 
attaining the HWL Silver award and the Mental Health Commendation Award 

 
• Partnership working through the Joint Health Improvement Plan 
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Service name/ 
organisation 

Community Addictions Team 
 

Service address/ 
contact details 

CAT Team, Kirkintilloch Health & Care Centre, 
Kirkintilloch, Glasgow, G66 3BF 

Specify nature of 
service and primary 
care group covered  
 

Joint Health and Social Care Service for people with 
addiction problems, primarily focusing on people with 
alcohol or opiate dependency The service offers community 
detoxification, substitute prescribing from CAT team and in 
partnership with GPs, assistance with the effects of 
substance misuse on a wide range of life issues and one to 
one support. Series of groupwork programmes such as 
relapse prevention are also offered.  Service is available for 
young people or children affected by parental substance 
misuse. 

Service days/ hours 
covered 

Mon-Friday 9am-5pm, appointments are available in the 
evening by arrangement.  

Geographical area 
covered 

All of East Dunbartonshire Council area. 

Referral process and  
eligibility criteria- 
incl. identification of 
priorities 

Open referral system. Referrals can be made via telephone, 
fax,  post or in person. The team will prioritise according to 
presenting needs- for example, urgent health needs, pregnant 
substance users, child protection issues. 

Please list who you 
accept referrals from  

Any agency or open public access.  

Do you accept direct 
referrals  

 Open access referral system. 

Outline what should 
be expected following 
a referral. 

Assessment appointment will be offered within 14 days of 
receipt of referral. 
Service users will be invited to attend an assessment 
appointment at CAT office or at outreach clinics in 
Milngavie, Twecher or Lennoxtown. 
Home visit may be arranged if service user is unable to 
attend office or clinics due to physical/mental co morbidity. 
A Single Shared Assessment (SSA) is completed and care 
plan agreed with collaboration from service user. 
Allocation of case will normally be within 5 working days.  

Do you interface with 
other services 
(Primary and 
Secondary, Social 
Care ) – please 
identify how and 
when linkages occur 

The team has established links with GP’s within Shared 
Care and for community based detoxification. Links with 
secondary care through referrals to and from CAT team. 
Good interface and joint working with a wide range of teams 
e.g. Mental Health, Children and Families, and Criminal 
Justice. 
 

Professions of staff 
group 

Social work, social care and nursing staff. Medical staff four 
mornings per week Access to psychology, addiction 
psychiatry and occupational therapy is through a referral 
system. 

How is your service 
activities recorded?  

Social Care - Carefirst 
Health- PIMS 
Prescription Management- GPASS 
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Service name/ 
organisation 

Community Mental Health Team 

Service address/ 
contact details 

Kirkintilloch Health & Care Centre 
10 Saramago Strett 
Kirkintilloch G66 3BF 
Tel – 0141 232 8200            Fax – 0141 232 8228 

Specify nature of 
service and primary 
care group covered  
 

The overall purpose of the service is to provide a range of 
skilled community mental health services by a 
multidisciplinary team of staff to the adult population, age 
18 – 65 years living in the area. 
In conjunction with other statutory and non – statutory care 
agencies, the team will play a major role in reducing the 
need for psychiatric hospital admissions and minimising 
lengths of stay in psychiatric wards. The team will target 
resources towards the following group as a matter of 
priority: 

• People with a serious mental illness and their 
family/carers. 

• Those whose level of functioning is seriously 
impaired by a mental health problem. 

• Those with a mental health problem which is causing 
severe and prolonged distress 

 
The centre will also act as an information and advice 
resource to other agencies and the local community. 

Service days/ hours 
covered 

Mondays to Friday 09:00 –18.00 
 

Geographical area 
covered 

East Dunbartonshire areas of Kirkintilloch, Bishopbriggs, 
Lennoxtown, Torrance, Milton of Campsite, Hillhead, 
Twechar and Lenzie. 
 
North Lanarkshire areas of Muirhead, Moodiesburn, 
Chryston, Millerston and Cardowan. 
  
Postcode areas covered are: 
G33.6, G64.1, G64.2, G64.3, G64.4,  
G65.7, G65.8, G65.9,  
G66.1, G66.2, G66.4, G66.5, 
 G69.4, G69.0, G69.8, G69.9. 

Referral process and  
eligibility criteria- 
incl. identification of 
priorities 

Written and  SCI Gateway referrals can be made. Only 
urgent referrals will be accepted by telephone and noted on a 
telephone referral sheet but must be followed up by a letter 

Please list who you 
accept referrals from  
Day hospital 
discharge 
Out patient discharge 
  

G.P’s who have patients living within the 
catchment/postcode areas covered. 
 
District Nurses, Health Visitors or other health professionals 
who have patients living within the catchment/postcode 
areas covered and who have discussed referral with the 
appropriate GP. 
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The local mental health network including in – patient 
services, Liaison Services and ESTEEM. 

Do you accept direct 
referrals ie is there 
direct access to your 
service? 

No 

Outline what should 
be expected following 
a referral. 
 

All referrals are discussed at the weekly multi- disciplinary 
allocation meeting and allocated to the most appropriate 
profession for assessment. Referrals are banded in terms of 
urgency. Emergency referrals will be processed by a trained 
member of staff immediately and need not wait for the 
Allocation Meeting. An appointment will then be sent out by 
the appointments secretary. 
Occasionally there is a need to clarify information with the 
GP or referrer before any decision can be made. 
Referrals falling outside the core team remit would be 
directed towards the most appropriate agency in consultation 
with the referrer. Examples might be alcohol services, 
sexual abuse clinic, elderly services etc. 
Referrals may also be directed towards recognised voluntary 
services in consultation with referrer and/ or client for 
example Scottish Marriage Guidance , CRUSE, Women’s 
Aid, Sandyford Clinic etc. 
 

State Minimum and 
maximum waiting 
time for service 
following 
referral/assessment 
 

Minimum waiting time for an urgent assessment can be 
within 24 hours of receipt of referral. Maximum waiting 
time for a medical appointment is 16weeks. 

Do you interface with 
other services 
(Primary and 
Secondary, Social 
Care )  

Yes. 
Collaboration with the rest of the local mental health 
network, East Dunbartonshire Social Work colleagues and 
North Lanarkshire Social Work Team. 
 

Professions of staff 
group 
 

Consultant Psychiatrists, Community Psychiatric Nursing 
Staff, Occupational Therapy staff, Psychology, East 
Dunbartonshire Social Work Staff and a team of clerical 
workers supporting all staff within the team. 

Do you provide 
equipment? E.g. aids 
or adaptations 

Self–help materials only. 
 
 

How is your service 
activities recorded? 
(e.g. Carefirst or 
other IT systems, 
Excel database, etc) 
 

Patient Information Monitoring Service (PiM’s) records 
patient contacts and activities. 
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Service name/ 
organisation 

East Dunbartonshire Crisis Resolution 
Team 

Service address/ 
contact details 

Kirkintilloch Health & Care Centre 
10 Saramago Street 
Kirkintilloch 
G66 3BF 
Tel-014 1232 8200 
Fax-0141 232 8228 

Specify nature of 
service and primary 
care group covered  
 

The redesigned Day Crisis Services provides 
 

• A potential alternative to a mental health hospital 
admission  

• Support to facilitate early discharge from hospital. 
• Assessment and resolution for people in a mental 

health crisis. 
 

The purpose of the service is to provide short-term intensive 
community based care as a credible alternative to admission 
to hospital.  This service is targeted at people who are going 
through a period of crisis and who are at risk of being 
admitted to a mental health hospital.   
 
The functions of the overnight Out Of Hours Crisis service 
will provide 

 
• A potential alternative to a mental health hospital 

admission  
• Assessment and resolution for people in a mental 

health crisis 
• A&E assessment 
• GEMs Assessment (this may be face to face or 

telephone triage) 
• A “planned work/intervention” option for clients 

known to day time crisis teams, 
 

Service days/ hours 
covered 

Monday - Friday  09:00 – 2000 
Saturday, Sunday and Public Holidays 09:00-17:00 

Geographical area 
covered 

East Dunbartonshire areas of Kirkintilloch, Bishopbriggs, 
Lennoxtown, Torrance, Milton of Campsie, Hillhead, 
Twechar and Lenzie. 
 
North Lanarkshire areas of Muirhead, Moodiesburn, 
Chryston, Millerston and Cardowan 
Postcode areas covered are: 
G33.6, G64.1, G64,2, G64.3, G64.4, G65.7, G65.8, G65.9, 
G66.1, G66.2, G66.4, G66.5, G69.4, G69.0, G69.8, G69.9. 
 

Referral process and  
eligibility criteria- 
incl. identification of 
priorities 

  4.0 Eligibility Criteria - Crisis 
Adults over the age of 18 including individuals under 18 who 
are receiving Mental Health services, who are at risk of being 
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admitted to Hospital and who are experiencing acute crisis 
and/or relapse 
 

4.1 Eligibility Criteria – Facilitating Early Discharge 
The Crisis Team will play a major role in ensuring an 
effective interface between in-patient and community 
services.  The Crisis Team will have an active role, providing 
input to MDT review meetings within the in-patient service 
and existing CMHT service 

Adults within acute in-patients services who require 
immediate intensive follow-up to facilitate early discharge.  
In-patients who require home assessment whilst on pass from 
hospital as part of the discharge planning process. 
Patients who are discharged against medical advice. 
Patients boarding in another hospital, out with their CHCP 
area who can be discharged from the boarding hospital with 
intensive follow-up 

 

5.0 Referral Process/Access to Crisis Service 
Primarily during the hours of Monday to Friday 9am to 6pm 
the Community Mental Health Team will be the main point of
referral and access to the crisis service.  It is anticipated that 
the joint duty system will pick up crisis referrals. There will 
also be referrals for crisis service input from the Community 
Mental Health Teams existing caseload. 

In addition Inpatients wards who have patients who take 
irregular discharge, discharge AMA who may be deemed to 
be at risk/vulnerable but not detainable under the Mental 
Health (and treatment) Act. 

Referrals for early discharge and pass from hospital support 
will also be generated from the in-patient service. 

Other appropriate referral sources will include the Esteem 
Glasgow service, Perinatal, homeless and Liaison Psychiatry.  

The Bed Managers will alert the appropriate Crisis team if a 
service user is boarded to an in-patient bed out with their 
CHCP catchment area.  This should enable and support early 
discharge or transfer back to relevant CHCP in-patient facility
to avoid a lengthy admission.  

Please list who you 
accept referrals from 
e.g.: 
GP, Social Work, 
Housing, etc 
 
In-patient discharge 
Day hospital 
discharge 
Out patient discharge 
  

1 Monday to Friday 9am – 6pm – Referral Sources 

• Community Mental Health Teams, 
• In-patients, 
• Bed Managers (boarders out with CHCP catchment area)
• Liaison 
• Out of Hours (Crisis) 
• Perinatal Mental Health (PMHS) 
• Esteem 
• Homelessness 
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PMHS provide services from Monday to Friday 9-5pm, the 
service provides a high level of support for a small number of 
clients and also facilitates early discharge.  Where it is 
necessary to involve the crisis team, and where possible, joint 
assessment would occur during working hours to ensure 
continuity of care, good communication and the 
provision/availability of specialist advice from the referring 
service.  If a first presentation is made via the crisis service 
and appears appropriate for the perinatal service, the perinatal 
service should be contacted on the next working day and 
arrangements made for a joint assessment with the perinatal 
service within the next 2 working days.  

Esteem, first episode psychosis service works on the basis of 
assertive outreach principles and will usually be expected to 
manage crisis support within working hours, however 
circumstances may arise that where the intensity of support 
requires input from the crisis team.  Where it is necessary to 
involve the crisis team, and where possible, joint assessment 
would occur during working hours to ensure continuity of 
care, good communication and the provision/availability of 
specialist advice from the referring service. If a first 
presentation is made via the crisis service and appears 
appropriate for the Esteem service, the Esteem service should 
be contacted on the next working day and arrangements made 
for a joint assessment with the Esteem service within the next 
2 working days.  

The Homeless Mental Health Service provides direct access to
homeless people and provides assessment and treatment for 
mental health problems within this population.  Many clients 
are difficult to engage due to their chaotic and often transient 
lifestyles.  The service operates on a pro-active assertive 
outreach basis.  Homeless people mental health problems are 
often complex and there is a high level of co-morbidity within
this group.  The service operates between the hours of 
Monday to Friday 9-5pm.  The service would attempt to deal 
with and manage crisis presentations within these hours.  Out 
with these hours there may be occasions when referral to the 
crisis service is necessary.  The crisis service involvement 
with homeless people would be to prevent an alternative to an 
in-patient admission in the evenings or weekends.  The 
homeless mental health service would resume working with 
the person the next day or on the Monday. 

In relation to older peoples mental health services they will 
continue to provide their own crisis cover Monday to Friday, 
evenings and weekends.  However referral to crisis services 
may be necessary to seek support in managing an older 
person’s crisis presentation and prevent admission to hospital.

An agreed plan of care would be established and regular 
review of interventions would take place involving the 
appropriate medical lead for the specialist service. 
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Appendix 1 outlines the referral routes and access entry points
in more detail 

Out with these times the referral routes extend to 
accommodate for the fact that the Community Mental Health 
Team are not operating and therefore Referral sources would 
include; 

5.2 Evening and Weekends 6pm to 9am 
NHS 24 and A&E (Overnight Out of Hours component of the 
Crisis service) 
GEMS (Day and Night components of crisis service) 
Social Work standby 
Older people 
Duty Doctor 
Police 
 

Appendix 2 outlines the referral routes and access points in 
more detail 

5.3 Out of Hours Crisis Service – Self Referrals 
The Out of Hours component of the crisis service offers an 
open referral pathway to all disciplines highlighted above. 
The team also accepts self referrals via their direct line for all 
potential clients, whether or not they are known to psychiatric 
services. At point of referral the client must be located within 
the geographical boundaries covered by NHS Glasgow and 
Clyde. 
 

Do you accept direct 
referrals  

No 

Outline what should 
be expected following 
a referral. 
 

On receipt of crisis referral, the response time will be 
determined by the presenting needs and discussion/assessment
of the situation with the referrer.  It may need to be 
immediate, or within 1 hr. The response time would be 
dependent on the presenting crisis and risks assessed at the 
time of referral   
On receipt of other crisis referrals initial contact will be made 
within 24 hours if this timescale is deemed appropriate 
dependant again on presentation/needs and risks  
For planned, early discharge, boarders or pass support an 
agreed response timescale will be negotiated on the basis of 
the presenting needs.   
 

Post responsible for 
authorising access to 
service 

Crisis Team Leader 

Post with budget 
responsibility for the 
service 

Operational Manager 

Brief outline of 
process for decisions 
about allocation of 

Patient assessed and Team decision made based on eligibility 
for service. 
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service 
State Minimum and 
maximum waiting 
time for service 
following 
referral/assessment 
 

On receipt of crisis referral, the response time will be 
determined by the presenting needs and discussion/assessment
of the situation with the referrer.  It may need to be 
immediate, or within 1 hr. The response time would be 
dependent on the presenting crisis and risks assessed at the 
time of referral   
On receipt of other crisis referrals initial contact will be made 
within 24 hours if this timescale is deemed appropriate 
dependant again on presentation/needs and risks  
For planned, early discharge, boarders or pass support an 
agreed response timescale will be negotiated on the basis of 
the presenting needs.   
 

Do you interface with 
other services 
(Primary and 
Secondary, Social 
Care )  

Yes. 
Collaboration with the rest of the local mental health network.
 
 
 
 

Professions of staff 
group 
 

Mental health professionals. 
 

Do you provide 
equipment? E.g. aids 
or adaptations 

No 

How is your service 
activities recorded? 
(e.g. Carefirst or 
other IT systems, 
Excel database, etc) 

PiMs and Care-first 
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Service name/ 
organisation 

East Dunbartonshire Primary Care 
Mental Health Team 
 

Service address/ 
contact details 

18c Crowhill Road, Bishopbriggs, Glasgow G64 1QY. 
Tel:  0141-762 7110 (Strathkelvin satellite) 
 
Tel:  0141-232 4855 (Bearsden & Milngavie satellite). 

Specify nature of 
service and primary 
care group covered  
 

The objectives of the Primary Care Mental Health Team 
(PCMHT) will be: 
 

• To provide rapid formulation of presenting 
problems, and rapid access to appropriate services to 
address these problems. 

• To provide a qualitative, responsive, and effective 
service to clients who present with mild to moderate 
mental health problems, aiming to address these 
problems at an early intervention stage before they 
become much more severe. 

• To provide encouragement to the client to be 
involved in all aspects of their own care, through 
‘self help’ material, and information on alternative 
services that are available locally. 

• To provide psycho-educational interventions related 
to lifestyle modification, behavioural change and the 
internalisation of wellness principles based on sound 
theoretical foundations, a convincing evidence base 
and proven workshop methodology. 

• To provide practical intervention and assistance of a 
social nature when required, and where applicable. 

To provide brief evidence based therapeutic and counselling 
services, addressing the common mental health needs of our 
target community. 

Service days/ hours 
covered 

Mondays to Fridays, 09:00 – 17:00. 

Geographical area 
covered 

East Dunbartonshire 

Referral process and  
eligibility criteria- 
incl. identification of 
priorities 
 
 

Referrals will, by and large, be coming from the GP 
practices of the CHP East Dunbartonshire. Written referrals 
are accepted via the responsible GP, but there is also a close 
working arrangement between the PCMHT and the local 
Community Mental Health Team (CMHT) – in order to 
ensure relatively smooth and seamless patient journeys from 
primary to secondary care and visa versa (the local mental 
health network).  

Please list who you 
accept referrals from  
 

East Dunbartonshire GP’s 
The local mental health network. 

Do you accept direct 
referrals ie is there 
direct access to your 
service ? 

No 
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Outline what should 
be expected following 
a referral. 
 

Both the individual and the referral agent will be contacted 
to clarify the situation. 

State Minimum and 
maximum waiting 
time for service 
following 
referral/assessment 

Dependent on the level of service offered according to a 
stepped-care approach. 

Do you interface with 
other services 
(Primary and 
Secondary, Social 
Care ) – please 
identify how and 
when linkages occur 

Yes. 
Collaboration with the rest of the local mental health 
network. 
 
 
 
 

Professions of staff 
group 

Mental health professionals. 
 

Do you provide 
equipment? E.g. aids 
or adaptations 

Self–help materials 
 
 

How is your service 
activities recorded? 
(e.g. Carefirst or 
other IT systems, 
Excel database, etc) 
 

Patient Information Monitoring Service- PiM’s 
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Service name/ 
organisation 

East Dunbartonshire CHP –Community 
Treatment Centre for Brain Injury 

Service address/ 
contact details 

70 Commercial Road,  
Glasgow,  
G5 0QZ.  
 
Tel: 0141 3006313 
Fax: 0141 3006316 

Specify nature of 
service and primary 
care group covered  
 

Provide post-acute assessment and rehabilitation for people 
who have an acquired brain injury.  Clients will present with 
cognitive, emotional and behavioural problems following 
the brain injury.  Clients will be 16-65 years of age.  
Rehabilitation is offered by Clinical Neuropsychologists, 
Occupational therapists, Speech and Language Therapists, 
Rehabilitation Assistants and Assistant Psychologists. 

Service days/ hours 
covered 

Monday – Friday  
08.30 – 16.30  

Geographical area 
covered 

Greater Glasgow NHS Board area 

Referral process and  
eligibility criteria- incl. 
identification of 
priorities 
 
 

Referral criteria: 
• Reside within the Greater Glasgow NHS Board area. 
• Aged between 16-65 years of age 
• Have a non progressive neurological condition 
• Have difficulties that are primarily related to 

cognitive, psychological, and /or behavioural 
impairment rather than physical impairment. 

• Be medically stable 
• Have no major/active psychiatric disorder 
• Be able to define clear goals that are consistent with 

the results of interdisciplinary assessment.  
 
Identification of Priorities: 
 Urgent – 1 week 

Self discharge from an acute specialist rehabilitation 
facility 

 and 
At high risk due to level of cognitive impairment 

 
High – 4 weeks 

Acute discharge from a specialist rehabilitation facility 
 and 
The person/situation may deteriorate without immediate 

intervention 
 and/or 
Identifiable increased risk of: 
  admission to hospital 
  loss of employment/education 
  deterioration in family situation 
  alcohol/drug abuse 
  offending behaviour 
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Routine – 12 weeks 
All other referrals 
 

Please list who you 
accept referrals from  
 

Referrals will be accepted from any health or social care 
personnel.  Clients can self refer.   

Do you accept direct 
referrals i.e. is there 
direct access to your 
service? 

Yes 

Outline what should be 
expected following a 
referral. 

Clients will be invited to attend for an initial interview 
following referral.  From this the interdisciplinary team will 
establish the person’s suitability for the service. Outcome 
from the initial interview is reported back to the referer and 
the General Practitioner. 
 

Brief outline of process 
for decisions about 
allocation of service 
 

An initial interview will be completed to gather information 
from the client and a significant other.  Medical information 
will be collected when required. The interdisciplinary team 
will establish suitability based on diagnosis, difficulties 
following injury and potential for rehabilitation.   

State Minimum and 
maximum waiting time 
for service following 
referral/assessment 
 
 

Urgent- 2 weeks 
Identifiable increased risk of : 
  deterioration in function due to psychological 
problems 
  deterioration in family situation 
 or 
Assessment is required to enable referral on to specialist 

service  
 e.g. Mental Health service, Social Work (Child 
Protection Team), Social Work  (Care Needs) 

 
High – 5 weeks 

Continuation of employment or education at risk 
 or 
Assessment is required to enable another discipline 

within the team to begin treatment. 
 or 
Assessment is required before another service is able to 

accept referral for the client 
 or 
The client is at risk of not engaging with the service 

 
Routine – 12 weeks 

All other referrals 
 

Do you interface with 
other services (Primary 
and Secondary, Social 
Care ) – please identify 
how and when linkages 
occur 

We have links with all Acute Hospitals. This is achieved 
primarily through liaison with the ABI Liaison Nurse  
Links with other care providers are on a case by case basis, 
i.e. addiction teams, social workers, homeless teams, 
forensic services, Community Physical Disability Teams, 
other specialist rehabilitation services, etc.  
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Professions of staff 
group 

Occupational Therapists 
Clinical Neuropsychologists 
Speech and Language Therapist 
 
 

Do you provide 
equipment? E.g. aids or 
adaptations 

Equipment can be assessed if required by Occupational 
Therapists (via EQUIPU) 
 
 
 

How is your service 
activities recorded? 
(e.g. Care First or 
other IT systems, Excel 
database, etc)  

Statistics are recorded in paper format on a monthly basis. 
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Joint Learning Disability Team 
 
 
The Learning Disability Team for East Dunbartonshire is a joint service 

between Social Work and Health Services.  It includes a range of health 

professionals and social work staff so that people with a learning disability and 

their carers only have to deal with one place. 

 

The service is available to Adults (16 years +) with learning disabilities who 

live in East Dunbartonshire 

 

Our aim is to assist people with a learning disability to live as independently 

as possible within the community either with their families or in 

accommodation of their own with whatever support they need.  We recognise 

that all individuals are different and that the people who care for them will 

know them best. 

 

The Joint Learning Disability Health Service has three main aims: 

 

• To provide an alternative to hospital admission where possible. 

• To support early discharge from hospital if required. 

• To offer assessment, interventions and support for people with 

learning disabilities within the community. 

 

The Joint Learning Disability Team is part of the network of specialist health 

services who work closely with Primary Care Health Teams and hospital in-

patient services. Following initial assessment, the team will plan support to 

suit the needs of the individual.  This support can include practical, emotional 

and social support. We would liaise and continue to maintain links with people 

or agencies already involved in your care whilst you are involved with our 

service. 
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Service name/ 
organisation 

Joint Learning Disability Team 
East Dunbartonshire Council / East 
Dunbartonshire CHP 

Service address/ 
contact details 

Kirkintilloch Health & Care Centre 
10 Saramago Street 
Kirkintilloch 
G66 3BF 
Tel: 0141 578 2100 

Specify nature of 
service and primary 
care group covered  
 

Assess the needs of Adults with a learning Disability. 
 

• JLDT Specialist assessment 
• Risk assessment 
• Health assessment 
• Adults with Incapacity work 
• O/T Assessment 
• Carer Assessment 
• Respite Assessment 
 

Case work by a multi disciplinary team offering a 
comprehensive care management and health service to 
customers. 
 

Service days/ hours 
covered 

Monday to Friday 9am – 5pm 
Out of hours ‘Standby’ for Social Work Service, and out of 
hours services for Health are in operation. 
 

Geographical area 
covered 

East Dunbartonshire Council boundaries 

Referral process and  
eligibility criteria- 
incl. identification of 
priorities 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

REFERRALS: 
Social Work 
All referrals come to the team via the A&R Team who 
complete an initial assessment of need. 
On Transfer from A&R the case is screened by the Team 
Manager and prioritised for allocation. A JLDT assessment 
is undertaken. 
 

Health 
Health referrals also come via A&R but may also be made 
directly from other settings. 
 
ELIGIBILITY CRITERIA: 

• Resident within East Dunbartonshire Council 
• Aged between 16 – 65 years 
• Have a Learning Disability – confirmed by 

appropriate assessment 
 

PRIORITIES: 
• Protection of vulnerable adults 
• Identification of risk 
• Health Intervention /  Screening 
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Please list who you 
accept referrals from 
e.g.: 
GP, Social Work, 
Housing, etc 
 
In-patient discharge 
Day hospital 
discharge 
Out patient discharge  

• Advise & Response Team 
• Other internal Social work teams 
• Other Local Authorities 
• Voluntary Organisations 
• General Public including self referrals 
• Health 
• Hospital 
• Police 
• Housing 
• Education 

Do you accept direct 
referrals i.e. are there 
direct access to your 
service? 

Health services have direct referrals, all Social referrals 
come via A&R 

Outline what should 
be expected following 
a referral. 

• Information, advice, guidance, assessment, care 
planning, service implementation and review,  

• Range of Health services including O/T, 
Physiotherapy, Nursing, Psychiatry, Podiatry, 
Speech/Language Therapy. 

• A range of Social interventions, referrals and liaison 
with and to other agencies. 

State Minimum and 
maximum waiting 
time for service 
following 
referral/assessment 
 

No maximum or minimum waiting times for services 

Do you interface with 
other services 
(Primary and 
Secondary, Social 
Care ) – please 
identify how and 
when linkages occur 

Interface ranges from joint working, to information sharing, 
liaison with many agencies including Voluntary and Private. 
 
Generic and specialist EDC Social work services 
Primary care services 
Mental health services 
Acute services 

Professions of staff 
group 

Team Managers Social work and Health 
Social workers 
Social work Assistants 
Local Area Co-ordinators 
Community LD Nurses 
Physiotherapists 
O/T 
Podiatry 
Speech/language Therapist  
 

Do you provide 
equipment? e.g. aids 
or adaptations 

Not directly accessed via EDC, O/T,  
 
Health – subject to appropriate assessment / protocols 
 
 

How is your service 
activities recorded? 

Carefirst Specific data base Social work 
PIMS Health 
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Service name/ 
organisation 

Social Work Department, Physical 
Disability & Sensory Impairment Team 
(PD & SI Team),  
East Dunbartonshire Council. 
 

Service address/ 
contact details 

Southbank House 
Southbank Business Park 
Kirkintilloch 
G66 1XQ 
Telephone No. 0141-578-2100 

Specify nature of 
service and primary 
care group covered  
 

To assess the needs of young adults (16-65yrs N.B. there is 
flexibility at either end of these ages) with a physical 
disability and offer to assess the needs of their carers.  
 
To assess the needs of all young adults and older people 
with a sensory impairment, and provide the appropriate 
equipment and services to meet their needs. This service is 
provided via our sensory impairment duty system (SI Duty) 
from Southbank House and is separate from the main social 
work duty system run by the Advice and Response team 
(A&R). 
 
Referrals for people who are registered visually impaired 
(BP1) are not assessed via SI Duty, their case is allocated by 
the team manager and a comprehensive community care 
assessment is offered. (N.B. BP1’s come directly to 
Southbank House; they do not go through A&R). 
 
 Following referral for assistance/intervention an assessment 
of need will be undertaken via 
 

• Comprehensive Community Care Assessment; 
• a Specialist Assessment e.g. 
• b) Risk Assessment 
• c) Protection of Vulnerable Adults 
• d) Adults with incapacity 
• e) Sensory Impairment 
• f) Rehabilitation Assessment 

Service days/ hours 
covered 

Office hours are Monday to Friday 9.00hrs to 17.00hrs 
SI Duty System: Five half days per week  
i.e. Monday, Wednesday & Fridays – duty phone calls 
Tuesday and Thursdays – duty home visits 
An out-of-hours social work service is available from 
Glasgow City Council’s Standby Team out of office hours 
and public holidays. 

Geographical area 
covered 

East Dunbartonshire Council boundaries which include 
Kirkintilloch, Bishopbriggs, Lenzie, Twechar, Milton of 
Campsie, Lennoxtown, Bearsden and Milnagavie. 

Referral process and  
eligibility criteria- 

REFERRALS: 
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incl. identification of 
priorities 
 
 

Young Adults – Physical Disability 
 
Most referrals come to the team via the A&R Team who 
complete an initial assessment of need. On transfer of the 
case from A&R the case is screened by the team manager 
and prioritised for allocation. A comprehensive community 
care assessment is undertaken. Referrals also come to the 
team via the Hospital Assessment Team.  Referrals also 
received directly from health colleagues in the community 
physical disability team. 
 
ELIGIBILITY CRITERIA 
 

• Resident in East Dunbartonshire  
• Aged between 16 – 65 years 

 

Children, Young Adults & Older People – Sensory 
Impairment 
 
All referrals directly to the team via SI Duty System. 
 
ELIGIBILITY CRITERIA 
 

• Resident in East Dunbartonshire  
• Open to all age groups and care groups 
 

Please list who you 
accept referrals from 
e.g.: 
GP, Social Work, 
Housing, etc 
 
In-patient discharge 
Day hospital 
discharge 
Out patient discharge  

REFERRAL SOURCES for PD & SI Team 
 

• Advice & Response Team 
• Other internal SW teams 
• Other Local Authorities 
• Voluntary Organisations 
• General Public including self-referrals  
• Health 
• Hospital 
• Specialist Hospital units 
• Specialist Rehabilitation units 
• Housing 
• Police 
• Education 
 

Do you accept direct 
referrals i.e. are there 
direct access to your 
service? 

We accept direct access to our service for customers with a 
sensory impairment. Referrals to the wider team come 
directly from hospital assessment team other teams within 
social work department, the community physical disability 
team and advice & Response. 
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Outline what should 
be expected following 
a referral. 

Comprehensive SSA, information, advice, guidance, care 
planning, monitor and review. Assessment of carer’s needs 
if requested. 
 
Liaison between SW Dept and other agencies. 
 

State Minimum and 
maximum waiting 
time for service 
following 
referral/assessment 

There are no minimum or maximum waiting times for 
service. 

Do you interface with 
other services 
(Primary and 
Secondary, Social 
Care ) – please 
identify how and 
when linkages occur 

Yes, interface is with a wide variety of other services and 
agencies. This includes joint working and sharing 
information. 
 
Please refer to list in section 7 
 
 

Professions of staff 
group 

Team Manager 
3 Social Workers 
1 Rehabilitation Officer 
1 Social Work Assistant 
1 Fieldwork Assistant 
 
(All full time posts) 
 

Do you provide 
equipment? e.g. aids 
or adaptations 

Yes, however, only sensory impairment equipment is 
provided via the Joint Store directly from the team. All other 
equipment and adaptations are sourced via East 
Dunbartonshire Council’s Occupational Therapy 
Department. 

 
How is your service 
activities recorded? 
(e.g. Carefirst or 
other IT systems, 
Excel database, etc)  

Carefirst 
 
 
 
 
 

Please note any 
service gaps you are 
aware of  

There is no appropriate supported accommodation for young 
adult disabled people within East Dunbartonshire. 
 
There is also a lack of day time opportunities for the young 
adult disabled care group. 
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Service name/ 
organisation 

Community Older People’s Team  
NHS Greater Glasgow and Clyde 

Service address/ 
contact details 

Milngavie Enterprise Ctr., Ellangowan Ct, Milngavie, G62 
8PH Tel: 0141 955 2144 
 
Kirkintilloch Health & Care Centre, 10 Saramago Street, 
Kirkintilloch, G66 3BF Tel. 0141 304 7400 

Specify nature of 
service and primary 
care group covered  
 

Short term intervention for the prevention of unscheduled 
admissions to care home or hospital.  Providing 
rehabilitation and support within the persons own home and 
improve quality of life.   
Person has to be over 65 years and have the ability to remain 
safely in their own home. 

Service days/ hours 
covered 

Monday – Friday. 8.30am – 4.30pm  

Geographical area 
covered 

East Dunbarton Community Health Partnership Area 

Referral process and  
eligibility criteria- 
incl. identification of 
priorities 
 

Over 65 years, has a physical/functional impairment which 
has rehabilitation potential within 8 weeks. 
Has the ability to consent to treatment. The person 
preferably will require a minimum of 2 disciplines from the 
team. 

Please list who you 
accept referrals from 
e.g.: 
GP, Social Work, 
Housing, etc 
 
In-patient discharge 
Day hospital 
discharge 
Out patient discharge  

Referrals from 
• GP 
• Primary Care Teams 
• Social Work services 
• IRIS 
• Day Hospital 
• Acute services 
• Home Care dept. 
• Home Falls 
• Community O.T. 
• Carer’s Link 

Do you accept direct 
referrals i.e. are there 
direct access to your 
service? 

Not from patients or relatives.  Direct referral from the 
above services. 

Outline what should 
be expected following 
a referral. 

Contact within 24 Hours of referral, visit arranged, care plan 
within 48 hours of visit, where possible, as weekends are not 
covered by the service. 

Brief outline of 
process for decisions 
about allocation of 
service 
 
 

Must meet the set criteria, which is; 
• Over 65 
• Have a physical/functional impairment which has the 

potential for improvement within 8 weeks 
• Be agreeable to COPT intervention. 

State Minimum and 
maximum waiting 
time for service 
following 
referral/assessment 

Contacted Monday – Friday within 24 hours of referral, 
depending on persons wishes assessment maybe within 24 
hours, however, if they wish a relative or carer present the 
assessment will be arranged to suit those needs of the older 
person. 
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Do you interface with 
other services 
(Primary and 
Secondary, Social 
Care ) – please 
identify how and 
when linkages occur 

Yes – Regular meeting between Co-ordinators of COPT and 
IRIS. 
Monthly meeting with link Social Worker and COPT team 
member planned to liaison monthly at Older Peoples Social 
Work Team. 
Discuss patient care with Primary Care Teams. Regular 
meetings with Community O.T. Weekly attendance by Co-
ordinator at Resource Screening Group in Local Authority 
base. 

Professions of staff 
group 

• Physiotherapist 
• Occupational Therapist 
• Dietician 
• Podiatrist 
• Community Nurses 
• Rehabilitation Support Workers (Tech 3) 
• Technical Instructor Level 1 

 
Do you provide 
equipment? e.g. aids 
or adaptations 

Yes , through use of Equipu 
 
 
 

How is your service 
activities recorded? 
(e.g. Carefirst or 
other IT systems, 
Excel database, etc)  

Statistical Record 
Single Shared Assessment - Carenap 
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Service name/ 
organisation 

Homecare  Hospital Liaison Team  
 

Service address/ 
contact details 

Southbank House  
Southbank Business Park 
Kirkintilloch  
Glasgow G 66 1 XQ  

Specify nature of 
service and primary 
care group covered  
 

To provide Care at Home and housing support  to over 65 
age group being discharged from Hospital or to avoid 
admission to hospital   
 
 
 
 

Service days/ hours 
covered 

365   days per year  8  am until 10 pm  

Geographical area 
covered 

Whole EDC  

Referral process and  
eligibility criteria- 
incl. identification of 
priorities 
 
 

Referral is taken by admin worker and placed on the 
carefirst system and allocated to the HCO for the HLT team  
the team coordinator is informed by the admin worker   and 
the service is commenced  within 2  hours  for up to a  4 
week period 

Do you accept direct 
referrals i.e. are there 
direct access to your 
service? 

Yes form the above agencies  

Outline what should 
be expected following 
a referral. 

Visit  by HCO   within 4 days and a review by the HCO in 
week 3   to assess if service is required after the 4 week 
period of HLT intervention The HCO organises a visit  to 
assess  the referral  undertake a Hazard spotting exercise and 
risk assessment if required  and liaise with the referrer if 
issues arise  

State Minimum and 
maximum waiting 
time for service 
following 
referral/assessment 
 

 2  hours  response time    

Do you interface with 
other services 
(Primary and 
Secondary, Social 
Care ) – please 
identify how and 
when linkages occur 

Yes   primary and secondary care   and  HCO would link 
with the  referrer  
 
 

Professions of staff 
group 

Manager  HLT team is first level registered  nurse  and all 
other staff are unqualified  
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Do you provide 
equipment? e.g. aids 
or adaptations 

 
Moving and handling equipment after assessment from the 
Personal Care Manager   
 

How is your service 
activities recorded? 
(e.g. Carefirst or 
other IT systems, 
Excel database, etc)  

Carefirst  and SWIS  for care planning  
 
 

Please note any 
service gaps you are 
aware of  

Homecare do  not - 
  a) carry out tasks not detailed in care plan  
  b) services that could put the Homecarer at  risk of injury 
or affect their health i.e.  climbing chairs or ladders to carry 
out tasks  , using faulty electrical equipment  .washing 
external windows , handy persons tasks  
  c) walking dogs  
  d)preparation of meals for visitors or next of kin  
  e) Painting and decorating  
   f) Long term overnight sitter service  
   g) Nursing tasks 
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Service name/ 
organisation 

Community Falls Prevention Programme 
Service address/ 
contact details 

3rd floor 
Clutha House, 120 Cornwall Street South, Kinning Park, 
Glasgow G41 1AF  Tel: 427 8311 
 

Specify nature of 
service and primary 
care group covered  
 

Older people, over 65 who have had a fall in the last year. 
Must be a community dweller. 
Receive a domiciliary visit to their home to undertake a falls 
risk screen. 
Referred on to a range of falls prevention services. 
 

Service days/ hours 
covered 

8.30 – 4.30 Mon - Fri 

Geographical area 
covered 

NHSGGC 

Referral process and  
eligibility criteria- 
incl. identification of 
priorities 
 
 

Open access. 
Over 65 
Falls in the last year  
Living at home – not in Care Homes. 

Please list who you 
accept referrals from  

All 

Do you accept direct 
referrals i.e. are there 
direct access to your 
service? 

Yes 

Outline what should 
be expected following 
a referral. 

Client/carer offered a visit at home. 
Action Plan, detailing referrals to other services, is agreed 
with written consent.  GP and referring agent are sent a 
copy. 
 

State Minimum and 
maximum waiting 
time for service 
following 
referral/assessment 
 

5 days 

Do you interface with 
other services 
(Primary and 
Secondary, Social 
Care ) – please 
identify how and 
when linkages occur 

Yes via agreed referral routes.  Some by phone/fax or post 
on standard referrals. 
 
 

Professions of staff 
group 

Occupational Therapists Physiotherapists, support staff 
And Admin staff. 
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Do you provide 
equipment? e.g. aids 
or adaptations 

Yes – limited budget via Equipu 
 

How is your service 
activities recorded? 
(e.g. Carefirst or 
other IT systems, 
Excel database, etc)  

Customised database specific to service. 
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Service name/ 
organisation 

Woodlands Centre- Community Mental 
Health Team 
 

Service address/ 
contact details 

15/17 Waterloo Close Kirkintilloch G66 2HL 

Specify nature of 
service and primary 
care group covered  
 

Elderly Community Mental Health Team  and Day Hospital 
providing mental health assessment and treatment to those 
over 65 years of age suffering from acute, severe and 
enduring mental health problems covering all psychiatric 
disorders. 
 

Service days/ hours 
covered 

CMHT 
Mon-Fri  8.30am-9.00pm 
Sat/Sun and Public Holidays 9.00am-5.00pm 
Day Hospital 
Mon-Fri 9.00am-5.00pm 

Geographical area 
covered 

G33 – Stepps                    G66 - Kirkintilloch 
           Millarston                         Lenzie 
           Cardowan                         Waterside 
           Robroyston                        Auchinloch 
            
G64 – Bishopbriggs                  G65 - Lennoxtown 
           Auchinairn                       Milton of Campsie 
           Torrance                                   Twechar 
 
G69 – Gartcosh 
           Mount Ellen 
           Chryston 
           Muirhead 
           Moodiesburn 

Referral process and  
eligibility criteria- 
incl. identification of 
priorities 
 
 

Written and verbal referrals accepted with Responsible 
Medical Officers (GP) consent.   
Accepted from those suffering from Acute. Severe and 
enduring mental health problems covering the full range of 
psychiatric disorders. 

Please list who you 
accept referrals from  

Referrals accepted from Primary Care colleagues, SWD and 
other Health establishments.  All referrals accepted with 
RMO consent. 

Do you accept direct 
referrals i.e. are there 
direct access to your 
service? 

No direct access to service all referrals by consent of RMO 

Outline what should 
be expected following 
a referral. 

• Referral will routinely be discussed at weekly 
allocation meeting  

• Patient will be contacted and offered appointment 
• Referrer will be notified of allocation meeting 

decision. 
State Minimum and 
maximum waiting 
time for service 

Urgent referrals (GP) will be seen within 24hours 
Routine referrals seen within 2 weeks. 
Outpatient clinic maximum waiting time 9 weeks 
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following 
referral/assessment 
Do you interface with 
other services 
(Primary and 
Secondary, Social 
Care ) – please 
identify how and 
when linkages occur 

Written and verbal interface with Primary Care, secondary 
Care and SWD on patients progress/decision. 
Referral from CMHT and Day Hospital to these agencies 
 
 
 
 

Professions of staff 
group 

Consultant Psychiatrists 
Junior Medical Staff 
Community Psychiatric Nursing 
Occupational Therapy 
Psychology 
 
General Manager 

Do you provide 
equipment? e.g. aids 
or adaptations 

Occupational Access to Joint store arrangements 
 
 
 
 

How is your service 
activities recorded? 
(e.g. Carefirst or 
other IT systems, 
Excel database, etc)  

Patient Information Management System (PIMS) 
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Service name/ 
organisation 

NHSGGC Primary Care Palliative Care 
Team 

Service address/ 
contact details 

Clutha House,  
120 Cornwall Street South,  
Kinning Park,  
Glasgow, G41 1AF 
Contact: Ann McIntosh/Jane Pettit, Team Secretaries  
 on 0141 427 8254 
e-mail: Palliative.Care@ggc.scot.nhs.uk 
Facilitators for East Dunbartonshire: 
Annette O’Hara Macmillan Nurse Facilitator
 07919045471 
e-mail: annette.o’hara@ggc.scot.nhs.uk 
Shirley Byron Macmillan Nurse Facilitator 
 07919045481 
e-mail: shirley.byron@ggc.scot.nhs.uk 
Dr Euan Paterson Macmillan GP Facilitator
 07792120108 
e-mail: euan.paterson@ntlworld.com 
 

Specify nature of 
service and primary 
care group covered  
 

Facilitate training and education on palliative care issues for 
all Primary Health and Social Care staff. 
Influence NHSGG&C strategy on palliative care 
Support city wide Palliative Resource Nurse Group 
Support GP Practices participating in the Macmillan Gold 
Standards Framework & Liverpool Care Pathway 
Implement NHSGGC Education around Living and Dying 
Well 

Service days/ hours 
covered 

Mon-Fri 08.30-16.30 
Out of Hours training can be arranged 
 

Geographical area 
covered 

NHSGG area only. 
City Wide : 1 Macmillan GP Facilitator 
North/East Sector: 2 Macmillan Nurse Facilitators 
West Sector :  1 Macmillan Nurse Facilitator 
South Sector:  1 Macmillan Nurse Facilitator 
 
(All Nurse Facilitators are experienced District Nurses)  
 

Referral process and  
eligibility criteria- 
incl. identification of 
priorities 
 
 

Please contact Ann/ Jane or your local facilitators, details 
above. 
 
Please note: The team can provide advice and 
information on palliative care issues and arrange training 
for your local staff group.  If you need a client to be seen 
by a palliative care specialist practitioner, please refer to 
your local Specialist Palliative Care Unit. 
 

Please list who you 
accept referrals from  

The team can be contacted by any member of health or social 
care within NHSGGC area to provide advice, information 
and training in relation to palliative care. 
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Do you accept direct 
referrals ie is there 
direct access to your 
service ? 

Clients can’t be referred directly to the team but anyone from 
health or social care can phone if they have a query or would 
like to discuss palliative care issues. 

Outline what should 
be expected 
following a referral. 

N/A 

State Minimum and 
maximum waiting 
time for service 
following 
referral/assessment 
 

N/A 

Do you interface 
with other services 
(Primary and 
Secondary, Social 
Care ) – please 
identify how and 
when linkages occur 

The team have established strong links within CHCP’s and 
CHP’s across the city 
The team are in regular contact with Specialist Palliative 
Care colleagues in the Acute and Hospice settings. 
We have also been involved in implementing training for 
DACS Managers and Enhanced Home Care. 
Regular contact is maintained with HEI such as Glasgow 
University. The two Macmillan nurse facilitators working in 
East Dumbarton and N/E Glasgow are also Honorary 
Lecturers at Glasgow University. 

Professions of staff 
group 

 
 

Do you provide 
equipment? eg aids 
or adaptations 

 
N/A 
 

How is your service 
activities recorded? 
(eg CareFirst or 
other IT systems, 
Excel database, etc)  
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Service name/ 
organisation 

Diabetes Management 
Service address/ 
contact details 

 
 

Kirkintilloch Health & Care Centre, 10 Saramago Street, 
Kirkintilloch, G66 3BF 
Tel.  0141 304 7400  
Milngavie Clinic  North Campbell Avenue Milngavie   
Tel:0141 232 4800               mobile: 07776 225525 

Specify nature of 
service and primary 
care group covered  
 

Diabetes care and education to any  diabetes patient 
registered with A East Dunbartonshire GP practice who is 
having difficulty with diabetes who does not or cannot 
attend secondary care site.[type 1 or 2] 
Commencement of Insulin in community setting for type 2 
diabetes patients   
Advice and education re diabetes for other health care 
professionals within the LHCC 

Service days/ hours 
covered 

Mon-Fri  0900-1700 excluding public holidays 

Geographical area 
covered 

All East Dunbartonshire 

Referral process and  
eligibility criteria- 
incl. identification of 
priorities 
 

Phone or written referral  
 

Please list who you 
accept referrals from 
e.g.: 
GP, Social Work, 
Housing, etc 
 
In-patient discharge 
Day hospital 
discharge 
Out patient discharge  

District Nurses, Health Visitors, Practice Nurses, GP’s, 
Social Workers, Hospital in/outpatients, other DSRS, 
Podiatrists, Dieticians, patients or carers 

Do you accept direct 
referrals i.e. are there 
direct access to your 
service? 

Yes 

Outline what should 
be expected following 
a referral. 

Contact made with patient and appointment arranged for 
assessment. Implementation of appropriate care programme 
agreed with patient. Discharge when programme complete 

State Minimum and 
maximum waiting 
time for service 
following 
referral/assessment 
 

0-2 weeks from referral 
0 following assessment 

Do you interface with 
other services  

Telephone contact 
Attend team meeting Stobhill bi-annually 

Professions of staff 
group 

Nurses 
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Do you provide 
equipment? e.g. aids 
or adaptations 

Blood glucose meters, insulin pens, magnifiers 
 
 
 

How is your service 
activities recorded? 
(e.g. Carefirst or 
other IT systems, 
Excel database, etc)  

Paper nursing care record 
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Service name/ 
organisation 

East Dunbartonshire CHP – Dietetics 
Service is provided from West and North 
CHCPs 

Service address/ contact 
details 

Drumchapel Health Centre ( General and Diabetes) 
80/90 Kinfauns Drive  
Glasgow G15 7TS 
Tel: 0141 211 6166 
 
Kirkintilloch Health & Care Centre (Diabetes) 
10 Saramago Street, Kirkintilloch, G66 3BF 
Tel No  01360 620516 
 
Springburn Health Centre  
200 Springburn Way 
Glasgow  
G21 
Tel No  0141 531 9102 
 
Dietetic Services input to COPT Teams 
Based at: 
18c Crowhill road,  
Bishopbriggs 
G64 1QY– 
 0141 762 7110 
and 
Milngavie Enterprise Centre, 
Ellangowan road,  
Milngavie,  
G62 8PH   
0141 955 3045 
 
Learning Disability Team – Dietetics 
Based at  
Southbank House, 
Southbank Road,  
Kirkintilloch, G66 1XQ  
0141 578 2100. 
 
Mental Health  Service – Dietetics 
Based at  
Ward 24A  
Stobhill Hospital  
0141 531 3218 
 

Specify nature of service 
and primary care group 
covered  
 

Provide nutritional advice for clinical conditions to patients 
in clinic or domiciliary setting across all age ranges.  Also 
provide health promotion activity and support/advice to 
other staff    
 

Service days/ hours 
covered 

Monday –  Friday 8.30-4.30pm  

Geographical area 
covered 

Bearsden, Milngavie, Kirkintilloch, Bishopbriggs, Lenzie 
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Referral process and  
eligibility criteria- incl. 
identification of 
priorities 

Priority treatment given to the following patient groups; 
nutrition support/ enteral feeding/ type 11 diabetes; newly 
diagnosed or requiring insulin conversion 

Please list who you 
accept referrals from  

Any member of the health or social care team 

Do you accept direct 
referrals i.e. are there 
direct access to your 
service? 

NO 

Outline what should be 
expected following a 
referral. 

Following referral, patients will be contacted and asked to 
opt-in to service. Appointment then given for nearest 
clinic.Domicillary visits arrange directly with patients. 
 

Post responsible for 
authorising access to 
service 

None required. 

Post with budget 
responsibility for the 
service 

Service provided from  2 host areas – West and North 
CHCPs 

Brief outline of process 
for decisions about 
allocation of service 
 

Based on  geographical demand 
 
Referrals prioritised by Registered Dietitians 

State Minimum and 
maximum waiting time 
for service following 
referral/assessment 
 

Agreed waiting time is 9 weeks.  Actual time may vary. 

Do you interface with 
other services (Primary 
and Secondary, Social 
Care ) – please identify 
how and when linkages 
occur 
 

Social care services such as CORDIA e.g. for meal 
provision, local schools/nurseries, District Nurses, Health 
Visitors, Specialist Nurses, Care Home staff, other dietitians 
in secondary or primary care as required 

Professions of staff 
group 
 

Registered Dietitians 
 

Do you provide 
equipment? E.g. aids or 
adaptations 

No 
 

How is your service 
activities recorded? (e.g. 
Care First or other IT 
systems, Excel database, 
etc)   

Statistical forms/excel database of active patients 
 
 
 
 

Please note any service 
gaps you are aware of  

Lack of general clinic accommodation within CHP (Patients 
travel to other areas). Capacity in general is limited. 
No provision for community mental health services 
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Service name/ 
organisation 

CHP Smoking Cessation Service 
Service address/ contact 
details 

Anne Gordon,  
Milngavie, Bearsden, Lennoxtown, Torrance, Balmore  
Phone 0141 232 4800 
 
Cathy Williamson, 
Kirkintilloch, Lenzie, Bishopbriggs, Milton of Campsie, 
Twechar & Hillhead, Auchinairn 
Phone 0141 304 7400 
 

Specify nature of service 
and primary care group 
covered  
 

Group work and 1:1 support for smokers who want to 
quit 
Telephone support for patients discharged form hospital 
and housebound patients 
Raising awareness of service within the community 
Promotion of service to local health board staff and local 
agencies 

Service days/ hours 
covered 

Afternoon & evening groups delivered as per demand 
for service. 
 
Monthly Drop In Clinic at 6pm in Milngavie Clinic on 
first Tuesday of the month. 
 
Drop In Clinic 11am – 12noon at Hillhead Community 
Centre on Thursdays.  
 

Geographical area 
covered 

All East Dunbartonshire 

Referral process and  
eligibility criteria- incl. 
identification of 
priorities 

Referral from professional groups, referral process in 
place 
Self referral 
 

Please list who you 
accept referrals from eg: 
GP, Social Work, 
Housing, etc 
 
In-patient discharge 
Day hospital discharge 
Out patient discharge  
 

From all these agencies and Self Referral 
 
 
 
 
Secondary Care Advisors & Hospital Outpatient 
(ACAD)Advisor 

Do you accept direct 
referrals ie is there 
direct access to your 
service ? 

Yes 

Outline what should be 
expected following a 
referral. 

Client would be contacted either by telephone or letter to 
outline range of support services available  

Post with budget 
responsibility for the 
service 

CHP Health Improvement and Inequalities Manager 

Brief outline of process Allocation of service agreed by co-ordinators 
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for decisions about 
allocation of service 
 
 
State Minimum and 
maximum waiting time 
for service following 
referral/assessment 
 

Immediate / 7week maximum 

Do you interface with 
other services (Primary 
and Secondary, Social 
Care ) – please identify 
how and when linkages 
occur 

Secondary Care hospital patients on discharge and out 
patients referred by hospital advisor to Health 
Improvement Practitioner. 
 
Open referral system for all services via fax, telephone 
or post. 

Professions of staff 
group 

Health Improvement Practitioners & Smoking Cessation 
Group Facilitators  
 

Do you provide 
equipment? eg aids or 
adaptations 

NRT Samples / CO Monitors / Display Boards / Banners 
/ Variety of Literature / Visual Displays – Tar in a Jar, 
Blood Vessel, Boxed display  

How is your service 
activities recorded? (eg 
CareFirst or other IT 
systems, Excel database, 
etc)  

Local access database within CHP with data forwarded 
to Smokefree Services for input to main central cessation 
database.  

Please note any service 
gaps you are aware of  

Not gap as such but housebound patients receive 
telephone support only 
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Service name/ 
organisation 

East Dunbartonshire CHP – Occupational 
Therapy 

Service address/ contact 
details 

Occupational Therapists (OT) within East Dunbartonshire 
Community Health Partnership work within the services 
identified below.  In addition there are OTs working in this 
area from the social work department, outreach or city wide 
services based within the acute services and the Pathways to 
Work project.  
 

Community Older Peoples  Teams 
Based at: 
18c Crowhill road, Bishopbriggs 
G64 1QY - 0141 762 7111 
 

Milngavie Enterprise Centre, Ellangowan road, Milngavie, 
G62 8PH - 0141 955 2144 
 
Joint Learning Disability Team  
Based at  
Kirkintilloch Health & Care Centre, Kirkintilloch, G66 3BF  
 0141 578 2196. 
 
Old  People’s Mental  Health  
Based at  
Woodlands Centre, Waterloo close 
G66 – 0141 775 3664 
 

Glenkirk Centre, Drumchapel 
G15 6PX  - 0141 232 1300 
 
Adult Mental Health 
KHCC, Kirkintilloch, G66 3BF 
Tel.  0141 232 8200 

Specify nature of 
service and primary 
care group covered  
 

Within each care group, the Occupational Therapist will 
provide a specialist assessment and intervention service 
specific to the needs of clients.  This will often relate to 
functional independence in areas of vocation, leisure and 
activities of daily living. 

Service days/ hours 
covered 

Dependent on service.  Currently Occupational Therapists 
work from Monday – Friday and hours will either be 9.00 – 
5.00 or 8.30 – 4.30.  There is a variety of full time and part 
time practitioners working within this area. 

Geographical area 
covered 

Geographical area of East Dunbartonshire Community Health 
Partnership/East Dunbartonshire Council. 

Referral process and  
eligibility criteria- incl. 
identification of 
priorities 

Dependent on service criteria.  Generally routes are through 
GP or single shared assessment processes. 

Please list who you 
accept referrals from  

Staff working within health and social work services 
(including acute services) and  GPs 
 

Do you accept direct 
referrals i.e. is there 

Clients often have to meet service criteria for entry to service.  
In addition, most services have a screening process for initial 
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direct access to your 
service? 

referrals. 

Outline what should be 
expected following a 
referral. 

Following a referral, clients are screened and assessed using 
specific care group protocols and processes.  The client &/or 
carer, their GP and the referrer will be kept up to date on 
outcome of assessment/interventions. 

Post responsible for 
authorising access to 
service 

Accessing services is through specific service criteria.  
Information through operational Team Leaders 

Post with budget 
responsibility for the 
service 

Head of Health and Community Care, East Dunbartonshire 
Community Health Partnership. 

Brief outline of process 
for decisions about 
allocation of service 
 

Screening will identify if client requires Occupational 
Therapy.  Some OT services have a priority system based on 
referral/screening information.  Once OT completes 
assessment an individualised intervention programme will be 
established to meet the identified needs of the client.  The 
client/GP/referral will be kept informed through out these 
processes 

State Minimum and 
maximum waiting time 
for service following 
referral/assessment 

Dependent on service.  If client is not assessed within a week, 
they will be given a letter stating likely date for assessment. 

Do you interface with 
other services (Primary 
and Secondary, Social 
Care ) – please identify 
how and when linkages 
occur 

Interface with health and social work services depends on the 
clients identified needs.  All Occupational Therapists now 
provide a basic range of equipment which reduces referrals to 
the Social Work Occupational Therapy Department.  In 
addition, where relevant OT joint visits are arranged between 
partner organisations if it is viewed to be of benefit to the 
client.  
 

Professions of staff 
group 
 

Occupational Therapy with support from professional specific 
assistants/technicians and/or Rehabilitation Support Workers. 

Do you provide 
equipment? E.g. aids or 
adaptations 

Yes.  All Occupational Therapists have access to an identified 
range of equipment from the EQUIPU city wide service.  

How is your service 
activities recorded? 
(e.g. Care First or other 
IT systems, Excel 
database, etc)  
 

Team specific data bases including PIMs.  There will be access 
to Care First for teams moving into the KICC building. 
 

Please note any service 
gaps you are aware of  

Waiting lists for Occupational Therapy in both adult/older 
people mental health services.  Currently no OT working in 
addictions.  Skill mix requires to be reviewed in some areas 
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Service name/ 
organisation 

Physiotherapy Service –  
Greater Glasgow Back Pain Service 
 

Service address/ contact 
details 

Caroline Horn 
Kirkintilloch Health & Care Centre 
10 Saramago Street 
Kirkintilloch, G66 3BF 
0141 304 7424 

Specify nature of 
service and primary 
care group covered  
 

Physiotherapy service for patients with Low Back Pain of less 
than 6 weeks duration  

or 
An acute exacerbation of chronic LBP 
 
All care groups covered. 
Limited to age 14 years and over 

Service days/ hours 
covered 

Mon – Fri  
 9am - 4.30pm. Some sites offer appts out with these times. 

Geographical area 
covered 

East Dunbartonshire 

Referral process and  
eligibility criteria- incl. 
identification of 
priorities 
 
 

Self Referral. Contact individual site for times of  Self Referral 
sessions: 
KHCC               0141 304 7425 
Lennoxtown Clinic  0141 304 7425 
Milngavie Clinic  0141 232 4816 
Springburn Health Centre 0141 531 6753 
Stobhill Physiotherapy 0141 201 3587 

Please list who you 
accept referrals from 
e.g.: 
GP, Social Work, 
Housing, etc 
 
In-patient discharge 
Day hospital discharge 
Out patient discharge  

Written referrals accepted from GPs, Consultants and transfers 
from physiotherapists within Acute sector and CHCPs. 
 

Do you accept direct 
referrals i.e. are there 
direct access to your 
service? 

Yes 

Outline what should be 
expected following a 
referral. 

Patients using Self Referral will speak to a senior 
physiotherapist. Details of the problem will be taken. Advice 
and/or exercises will be provided. Patient will then be 
discharged, transferred or placed on appropriate waiting list for 
a full physiotherapy assessment. Urgent referrals will be given 
an appointment within 1 week. 

Post responsible for 
authorising access to 
service 

Caroline Horn 
Physiotherapy Manager 

Post with budget 
responsibility for the 
service 

Annemargaret Black 
Head of Health and Community Care 
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State Minimum and 
maximum waiting time 
for service following 
referral/assessment 
 

0-2 weeks 

Do you interface with 
other services (Primary 
and Secondary, Social 
Care ) – please identify 
how and when linkages 
occur 

1. Neurosurgery 
2. Orthopaedic consultants 
3. GPs 
4. Exercise Referral Scheme 
5. Psychology 
6. Back classes 
7. DEXA (osteoporosis scanning) 
8. Pain Association Scotland 

Professions of staff 
group 

Physiotherapists 
 
 
 

Do you provide 
equipment? e.g. aids or 
adaptations 

Short- term loan of TENS machines 
 
 
 
 

How is your service 
activities recorded? 
(e.g. Carefirst or other 
IT systems, Excel 
database, etc)  

PiMs 
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Service name/ 
organisation 

Physiotherapy Service – Osteoporosis 
 

Service address/ 
contact details 

Caroline Horn, Physiotherapy Manager 
Kirkintilloch Health & Care Centre 
10 Saramago Street 
Kirkintilloch, G66 3BF 
0141 304 7424 

Specify nature of 
service and primary 
care group covered  
 

Service provides physiotherapy assessment and management 
of patients in accordance with the Osteoporosis Guidelines 
 
All care groups covered although patient must be able to 
participate in assessment process. 
 

Service days/ hours 
covered 

Mon – Fri  
9am - 4.30pm. Some sites offer appts outwith these times. 

Geographical area 
covered 

East Dunbartonshire 

Referral process and  
eligibility criteria- 
incl. identification of 
priorities 
 

Written referral from DEXA service or Acute sector 
physiotherapy following positive diagnosis of osteoporosis. 
 
Service available at Townhead Clinic, Milngavie Clinic, 
Springburn Health Centre and Stobhill Hospital. 

Please list who you 
accept referrals from 
e.g.: 
GP, Social Work, 
Housing, etc 
 
In-patient discharge 
Day hospital 
discharge 
Out patient discharge  

See above 

Do you accept direct 
referrals i.e. are there 
direct access to your 
service? 

No 

Outline what should 
be expected following 
a referral. 

Patient will be placed on waiting list for assessment. 
Following assessment patients may be given individual 
treatment, referred to Osteoporosis class at Stobhill, referred 
to “O”zone class or discharged with advice and exercises. 

Post responsible for 
authorising access to 
service 

Janet Donohoe, Physiotherapist Townhead Clinic 
Carolyn Galloway, Physiotherapist, Milngavie Clinic  
Helen Little, PT Manager, Springburn Health Centre 
Mark Fargie,. PT Team Lead, Stobhill Hospital 

Post with budget 
responsibility for the 
service 

Annemargaret Black, Head of Health and Community Care  
 

State Minimum and 
maximum waiting 
time for service 
following 
referral/assessment 

2-17 weeks 
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Do you interface with 
other services 
(Primary and 
Secondary, Social 
Care ) – please 
identify how and 
when linkages occur 

1. Part of Glasgow Osteoporosis Service providing 
physiotherapy and exercise classes across the city. 

2. DEXA 
3. Local leisure services 
4. Pain Association Scotland. 
Links with Exercise Referral Scheme  

Professions of staff 
group 

Physiotherapists 
 

Do you provide 
equipment? e.g. aids 
or adaptations 

Walking aids 
Short- term loan of TENS machines 
 

How is your service 
activities recorded? 
(e.g. Carefirst or 
other IT systems, 
Excel database, etc)  

PIMS 
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Service name/ 
organisation 

Physiotherapy Service – Outpatient 
Physiotherapy 

Service address/ 
contact details 

Caroline Horn 
Kirkintilloch Health & Care Centre 
10 Saramago Street 
Kirkintilloch, G66 3BF 
0141 304 7424 

Specify nature of 
service and primary 
care group covered  
 

Service provides physiotherapy assessment and management 
of patients with musculoskeletal conditions. Suitable for 
acute episode or acute exacerbation of chronic condition. 
All care groups covered. 
 
Note: 
• Patients requiring physiotherapy for neurological 

conditions (e.g. CVA or M.S.) are likely to be 
inappropriate for this service. 

• Limited to age 14 years and over 
 

Service days/ hours 
covered 

Mon – Fri  
 9am - 4.30pm. Some sites offer appts outwith these times. 

Geographical area 
covered 

East Dunbartonshire 

Referral process and  
eligibility criteria- 
incl. identification of 
priorities 
 
 

Self referral. Contact individual site for times of Self 
Referral sessions. 
KHCC               0141 304 7425 
Lennoxtown Clinic  0141 304 7425 
Milngavie Clinic  0141 232 4816 
Springburn Health Centre 0141 531 6753 
Stobhill Physiotherapy 0141 201 3587 

Please list who you 
accept referrals from 
e.g.: 
GP, Social Work, 
Housing, etc 
 
In-patient discharge 
Day hospital 
discharge 
Out patient discharge  

Written referrals accepted from GPs, Consultants and 
transfers from physiotherapists within Acute sector and 
CHCPs. 
 

Do you accept direct 
referrals i.e. are there 
direct access to your 
service? 

Yes 
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Outline what should 
be expected following 
a referral. 

Patients using Self Referral will speak to a senior 
physiotherapist. Details of the problem will be taken and 
advice and/or exercises will be provided. Patient will then be 
discharged, transferred or placed on appropriate waiting list 
for a full physiotherapy assessment. Urgent referrals will be 
given an appointment within 1 week. 

Post responsible for 
authorising access to 
service 

Caroline Horn 
Physiotherapy Manager 

Post with budget 
responsibility  

Annemargaret Black, Head of Health and Community Care 

Brief outline of 
process for decisions 
about allocation of 
service 

 

State Minimum and 
maximum waiting 
time for service  

 

Do you interface with 
other services 
(Primary and 
Secondary, Social 
Care ) – please 
identify how and 
when linkages occur 

1. Links with physiotherapy and consultants in the Acute 
sector for care of orthopaedic patients.  
2. GPs 
3. Biomechanics for management of lower limb conditions. 
4. Working with Pain Association Scotland to provide a 
local group. 
5. Links with Exercise Referral Scheme. 

Professions of staff 
group 

Physiotherapists 
 

Do you provide 
equipment? e.g. aids 
or adaptations 

Walking aids 
Short- term loan of TENS machines 
 

How is your service 
activities recorded?   

PIMS 
 

Please note any 
service gaps you are 
aware of  

Local outpatient physiotherapy for patients requiring short 
and long- term support for a neurological condition. (These 
patients often do not meet criteria for referral to COPT, IRIS 
or PDT as only 1 discipline is required.) 
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Service name/ 
organisation 

Physiotherapy Service – Women’s Health 
Physiotherapy 

Service address/ 
contact details 

Caroline Horn 
Kirkintilloch Health & Care Centre 
10 Saramago Street 
Kirkintilloch, G66 3BF 
0141 304 7424 

Specify nature of 
service and primary 
care group covered  
 

Specialist physiotherapy service for women with continence 
problems. Also provides antenatal and postnatal care. 
All care groups covered.  
 
 

Service days/ hours 
covered 

Mondays 
Limited times available. 

Geographical area 
covered 

East Dunbartonshire 

Referral process and  
eligibility criteria- 
incl. identification of 
priorities 
 
 

Self Referral. Contact individual site for times of Self 
Referral sessions. 
KHCC                0141 304 7425 
Lennoxtown Clinic  0141 304 7425 
Milngavie Clinic  0141 232 4816 
Springburn Health Centre 0141 531 6753 
Stobhill Physiotherapy 0141 201 3587 

Please list who you 
accept referrals from 
e.g.: 
GP, Social Work, 
Housing, etc 
 
In-patient discharge 
Day hospital 
discharge 
Out patient discharge  

Written referrals accepted from GPs, Consultants and 
transfers from physiotherapists within Acute sector and 
CHCPs. 
 

Do you accept direct 
referrals i.e. are there 
direct access to your 
service? 

Yes via Physiotherapy Outpatient Self Referral service 

Outline what should 
be expected following 
a referral. 

Patients using Self Referral will speak to a senior 
physiotherapist. Details of the referral will be passed on to 
the Women’s Health Physiotherapist. Patient will be placed 
on a waiting list for assessment. 

Post responsible for 
authorising access to 
service 

Caroline Horn 
Physiotherapy Manager 
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Post with budget 
responsibility for the 
service 

Annemargaret Black, Head of Health and Community Care 

Do you interface with 
other services 
(Primary and 
Secondary, Social 
Care ) – please 
identify how and 
when linkages occur 

1. Links with physiotherapist & consultants in the Urogyn. 
Dept in the Acute sector.  
2. GPs 
3.Continence nurse 
4. Sandyford  
 
 

Professions of staff 
group 

Physiotherapists 
 
 
 

How is your service 
activities recorded? 
(e.g. Carefirst or 
other IT systems, 
Excel database, etc)  

PIMS 
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Service name/ 
organisation 

Physiotherapy Service – Domiciliary 
Physiotherapy 

Service address/ 
contact details 

Domiciliary Physiotherapy  
c/o COPT 
Milngavie Enterprise Centre 
Ellengowan Court 
Milngavie 
G62 8PH 
0141 955 2144 
 
Domiciliary Physiotherapy 
c/o COPT 
18c Crowhill Road 
Bishopbriggs 
G64 1QY 
0141 762 7111 

Specify nature of 
service and primary 
care group covered  
 

Service for patients who require physiotherapy but are 
housebound. Suitable for acute episode or acute 
exacerbation of chronic condition. 
All care groups covered. 
 
Note: 

• Patients with complex needs requiring more than one 
discipline will usually be more appropriate for 
COPT, PDT or CLDT. 

 
• Some sites limited to age 16 years and over 

Service days/ hours 
covered 

Variable within Mon – Fri and 9am - 4.30pm. 

Geographical area 
covered 

East Dunbartonshire 

Referral process and  
eligibility criteria- 
incl. identification of 
priorities 
 
 

Written referral required. 
Domiciliary staff based at following sites: 
COPT Crowhill Road (Strathkelvin) 
Springburn Health Centre (Bishopbriggs & Auchinairn) 
COPT Milngavie (Bearsden & Milngavie) 

Please list who you 
accept referrals from 
eg: 
GP, Social Work, 
Housing, etc 
 
In-patient discharge 
Day hospital 
discharge 
Out patient discharge  

Written referrals accepted from GPs, Consultants and 
transfers from physiotherapists within Acute sector and 
CHCPs. 
Referral accepted from OTs and Podiatrists following 
discussion with physiotherapist 

Do you accept direct 
referrals ie is there 
direct access to your 
service ? 

No 
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Outline what should 
be expected following 
a referral. 
 

Patient will receive a telephone call from the physiotherapist 
to arrange a home visit. 

Post responsible for 
authorising access to 
service 

Caroline Horn, Physiotherapy Manager, EDCHP 
Helen Little, Physiotherapy Manager, North Glasgow CHCP 
  

Post with budget 
responsibility for the 
service 

Annemargaret Black, Head of Health and Community Care 

Do you interface with 
other services 
(Primary and 
Secondary, Social 
Care ) – please 
identify how and 
when linkages occur 

 
1. Links with physiotherapy and consultants in the Acute 
sector.  
2. GPs 
3. OT 
4. COPT 
5. IRIS 
6. PDT 
 

Professions of staff 
group 

Physiotherapists 
 
 
 

Do you provide 
equipment? eg aids 
or adaptations 

Walking aids (following assessment by the physiotherapist) 
Short- term loan of TENS machines 
 
 
 
 

How is your service 
activities recorded? 
(eg CareFirst or 
other IT systems, 
Excel database, etc)  

PIMS 
 
 
 

Please note any 
service gaps you are 
aware of  

Ongoing physiotherapy and support for patients with 
chronic conditions. 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 



STUDENT INFORMATION RESOURCE PACK 
 

 53 

Service name/ 
organisation 

East Dunbartonshire CHP – Podiatry 
Service 

Service address/ 
contact details 

Milngavie Clinic 
North Campbell Avenue 
Morag Berkley 
Donna Bodel 
Tel: 0141 232 4800 
Monday – Friday 9:00 - 4:30 pm ( Friday – 3:30pm) 
 

Kirkintilloch Health & Care Centre 
10 Saramago Street, Kirkintilloch 
Fraser MacCallum 
Tel. 01360 620516 
Friday 9:00 - 1:00 pm 
 
Lennoxtown Clinic 
Main St, Lennoxtown 
Catherine Exposito 
Tel. 01360 310588 
Tuesday 9:00 – 4:30pm 
 
Bishopbriggs Clinic, 
Springfield House 
Emerson Road, Bishopbriggs 
Iain MacVicar 
Tel 0141 762 4424 
Tuesday – Thursday  9:00 - 4:30 pm 
 
Podiatry input to COPT Teams 
Based at: 
18c Crowhill Road, Bishopbriggs 
G64 1QY - 0141 762 7111 
Milngavie Enterprise Centre, Ellangowan Road, Milngavie, 
G62 8PH - 0141 955 2144 
 

Homecare Services 
Based at Homecare Southbank House, Southbank Business 
Park, Kirkintilloch, G66 - 0141 578 2101 
Involves delivering a training package to home carers on 
basic foot health care. Providing support and acting as 
liaison between Homecare and Podiatry service. 
 

Learning Disability Team – Podiatry 
Based at Southbank House, Southbank Road, Kirkintilloch, 
G66 1XQ  
Aileen Morrison 0141 578 2196. 
Email aileen.morrison@eastdunbarton.gov.uk. 
Provides treatments in Townhead Clinic, Kelvinbank 
Centre, and domiciliary visits. 
 

Mental Health  Team – Podiatry 
Based at ward 24A Stobhill Hospital  
Peter Hawthorne – 0141 531 3216 
Provides treatments to: 
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Campsie View Care Home  
Campsie House Care Home Chronic Sick  
Larkfield Resource Centre 
Woodlands Resource Centre 
Saint Mary’s Kenmure  
Kirkintilloch Health & Care Centre 
Domiciliary visits  referred from resource centres 

Specify nature of 
service and primary 
care group covered  
 

Provide podiatric interventions to patients with either 
medical or podiatric need. 
 
Domiciliary visits provided to housebound / temporary 
house bound patients. 

Service days/ hours 
covered 

Mon – Thurs 9 – 4:30 pm 
Fri 9 – 3:30 pm 

Geographical area 
covered 

Bearsden, Milngavie, Kirkintilloch, Twechar, Bishopbriggs, 
Lenzie 

Referral process and  
eligibility criteria- 
incl. identification of 
priorities 

Priority groups are patients requiring treatment to maintain 
tissue viability and integrity of the lower limb 

Please list who you 
accept referrals from 
e.g.: 
GP, Social Work, 
Housing, etc 
 
In-patient discharge 
Day hospital 
discharge 
Out patient discharge  

Self referral to attend Milngavie, Bishopbriggs and KHCC. 
 
GP referral for all other clinics i.e Torrance and Lennoxtown 
and house visits Nurses and other Health Care Professionals 
can also refer patients for podiatry treatment. 

Do you accept direct 
referrals i.e. are there 
direct access to your 
service? 

Yes – Milngavie, Bishopbriggs and KHCC. 
 
Central phone no: 0141 636 8421. 

Outline what should 
be expected following 
a referral. 

An appointment will be sent / issued  to the patient and an 
assessment of need will be carried out at a 30min assessment 
appointment 

Post responsible for 
authorising access to 
service 

No authorisation required 

Post with budget 
responsibility for the 
service 

Annemargaret Black, Head of Health and Community Care 

Brief outline of 
process for decisions 
about allocation of 
service 

Based on caseload profile. Prioritised according to need i.e. 
diabetic foot ulcers, infected toes etc 

State Minimum and 
maximum waiting 
time for service 
following 
referral/assessment 
 

All new patients are seen within 6 weeks. 
Urgent requests within 2 days. 



STUDENT INFORMATION RESOURCE PACK 
 

 55 

Do you interface with 
other services 
(Primary and 
Secondary, Social 
Care ) – please 
identify how and 
when linkages occur 

Direct referrals to orthopaedics orthotic/ surgical appliance 
department, Radiology, Vascular Diabetic  Unit, 
dermatology. 
 
Protocols in place to facilitate referrals. 
 
 

Professions of staff 
group 

Podiatrists 
 
 

Do you provide 
equipment? e.g. aids 
or adaptations 

No 
 
 
 

How is your service 
activities recorded? 
(e.g. Carefirst or 
other IT systems, 
Excel database, etc)  

PIM’s 
 
 
 

Please note any 
service gaps you are 
aware of  

Supply and demand. 
Providing specialised services  
locally 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 



STUDENT INFORMATION RESOURCE PACK 
 

 56 

Service name/ 
organisation 

Homecare   
 

Service address/ 
contact details 

Southbank House 
 Southbank Business Park 
Kirkintilloch  
Glasgow G 66 1 XQ 

Specify nature of 
service and primary 
care group covered  
 

Provide a care at home and housing support service to all 
care groups within EDC  all services are subject to budget 
resources and eligibility criteria  
 
 
 
 

Service days/ hours 
covered 

365 days  per year from 8am – 2pm  and 4 - 10pm  
Out of Hours service 10 pm – 8 am   

Geographical area 
covered 

Whole of EDC  

Referral process and  
eligibility criteria- 
incl. identification of 
priorities 
 
 

Referral comes from many sources and anyone can refer as 
long as the person knows they are being referred. We have a 
eligibility criteria in place    

Please list who you 
accept referrals from 
e.g.: 
GP, Social Work, 
Housing, etc 
 
In-patient discharge 
Day hospital 
discharge 
Out patient discharge  

GP ,  mental health, nurse , HV , hospitals , COPT  , IRIS  
Housing , clinics , self referral , family referral  
 
 
 
 
All  

Do you accept direct 
referrals i.e. are there 
direct access to your 
service? 

Yes    mental health  , IRIS and Copt  also other SW teams  

Outline what should 
be expected following 
a referral. 

Referral taken by admin staff, placed on care first system 
and duty worker assess the referral and forward to the 
appropriate Homecare assessor organiser. If no involvement 
from other teams a HCO will make arrangements to visit to 
assess and the care if urgent will be provided after approval 
by senior management in line with eligibility criteria and 
budgetary resource being available  

Post responsible for 
authorising access to 
service 

 Acting resource manager Stephen McDonald  

 
Post with budget 
responsibility for the 
service 

Home Support Manager  Margaret McCracken   

Brief outline of HCO discusses with team Leader Homecare   all services are 
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process for decisions 
about allocation of 
service 
 
 

subject to budget resources and eligibility criteria  and 
approval by the senior social work manager.  
 

State Minimum and 
maximum waiting 
time for service 
following 
referral/assessment 
 

Service currently provided within timescales requested but 
as resources become stretched this may change. 

Do you interface with 
other services 
(Primary and 
Secondary, Social 
Care ) – please 
identify how and 
when linkages occur 

Yes if there are issues or concerns the HCO would 
communicate these to the source of the referral    
 
 

Professions of staff 
group 

Unqualified workers   
 
 
 

Do you provide 
equipment? e.g. aids 
or adaptations 

 
Moving and handling equipment can be accessed by 
homecare after an assessment from our Personal Care 
Manager   
 
 
 

How is your service 
activities recorded? 
(e.g. Carefirst or 
other IT systems, 
Excel database, etc)  

 
On Carefirst and care planning currently on SWIS  
 
 

Please note any 
service gaps you are 
aware of  

c Homecare  do  not - 
  a) carry out tasks not detailed in care plan  
  b) services that could put the Homecarer at  risk of injury 
or affect their health i.e.  climbing chairs or ladders to carry 
out tasks  , using faulty electrical equipment  .washing 
external windows , handy persons tasks  
  c) walking dogs  
  d)preparation of meals for visitors or next of kin  
  e) Painting and decorating  
   f) Long term overnight sitter service  
   g) Nursing tasks  

 
 
  
 
 
 
 



STUDENT INFORMATION RESOURCE PACK 
 

 58 

Service name/ 
organisation 

Equipu (formerly GGILES) 
 

Service address/ 
contact details 

Unit 17-20 Baillieston Dist Centre, Nurseries Rd, Glasgow 
G69 6UL 0141 270 2800 
 

Specify nature of 
service and primary 
care group covered  
 

Stores and delivery service of equipment for East 
Dunbartonshire Council SW Dept, Glasgow City Council 
SW Dept and Greater Glasgow and Clyde NHS, West 
Dunbartonshire Council SW Dept 
 
Equipment identified through protocol. 

Service days/ hours 
covered 

Mon – Thu 0845- 1645 
Fri 0845 -1350 
 

Geographical area 
covered 

Greater Glasgow NHS boundary 

Referral process and  
eligibility criteria- 
incl. identification of 
priorities 
 

Assessment carried out by practitioner.  Whilst ordering 
through the equipu internet system they will identify priority 
for delivery 
 
Equipment is authorised by management 

Please list who you 
accept referrals from 
eg: 
GP, Social Work, 
Housing, etc 
 
In-patient discharge 
Day hospital 
discharge 
Out patient discharge  

Nursing, AHP and Social Work staff designated by their 
managers. 

Do you accept direct 
referrals ie is there 
direct access to your 
service ? 

Only authorised staff can access and order on the equipu IT 
system. 
Referrals for assessment of need will be carried out through 
local team/service criteria. 
 

Outline what should 
be expected following 
a referral. 

Following assessment, equipment will be ordered with a 
planned date of delivery. Date and time of delivery of 
equipment will depend on assessed need/priority. 
 

Post responsible for 
authorising access to 
service 

Identified Nursing, AHP and Social Work Managers. 

Post with budget 
responsibility for the 
service 

Senior Managers within defined areas/localities.  These 
named people are on the equipu hierarchical system 

Brief outline of 
process for decisions 
about allocation of 
service 
 

Practitioner who assesses for need will order equipment 
through the equipu IT system.  If relevant a technician from 
equipu will assist with installing equipment.  Checking 
equipment will be carried through by named practitioners. 
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State Minimum and 
maximum waiting 
time for service 
following 
referral/assessment 
 

As per Protocol agreement.  There is a four level priority 
system.  Emergency referrals will be delivered within a four 
hour time frame. 

Do you interface with 
other services 
(Primary and 
Secondary, Social 
Care ) – please 
identify how and 
when linkages occur 

 
Interface with Nursing, AHP and Social Work staff working 
across hospital and community settings. 
 
 
 

Professions of staff 
group 

 
Nursing, AHP and Social Work staff. 
 
 
 
 

Do you provide 
equipment? eg aids 
or adaptations 

 
Yes as defined through the protocol. 
 
 
 

How is your service 
activities recorded? 
(eg CareFirst or 
other IT systems, 
Excel database, etc)  

 
 
Microsoft System used for recording.  All relevant managers 
monitor local activity and budgets. 
 

Please note any 
service gaps you are 
aware of  
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Service name/ 
organisation 

Day Care 
Alzheimers Scotland 

Service address/ 
contact details 

Burnbank Sheltered Housing Complex 
2 Sinclair Street 
Milngavie 
0141 956 4630 

Specify nature of 
service and primary 
care group covered  
 

Day care for older people with a formal diagnosis of 
dementia. 
 

Service days/ hours 
covered 

Tuesday/Wednesday/Thursday/Friday 
9 a.m.  to 4.30 p.m. 

Geographical area 
covered 

Bearsden/ Milngavie area 

Referral process and  
eligibility criteria- 
incl. identification of 
priorities 
 
 

All service users must have an assessment of need (S.S.A.) 
There must be a formal diagnosis of dementia.  Assessor 
must identify within the care plan whether the need for the 
service is low, medium or high priority. 

Please list who you 
accept referrals from 
eg: 
GP, Social Work, 
Housing, etc 
In-patient discharge 
Day hospital 
discharge 
Out patient discharge  

Referrals will be accepted from all sources but a S.S.A must 
be completed to ensure the service is appropriate to the 
needs of the service users.   

Do you accept direct 
referrals ie is there 
direct access to your 
service ? 
 

All referrals will be processed through the S.S.A route and 
forwarded to the Resource Worker who will hold the 
waiting list and process the application for the service as and 
when places become available. 

Outline what should 
be expected following 
a referral. 

The completed paperwork will be forwarded to the Resource 
Worker with a copy to the SSA administrator.  Once a place 
is available, the Resource Worker will notify the user/carer 
and forward the relevant paperwork to Alzheimer’s 
Scotland.  A worker from Alzheimer’s will then visit to 
assess the appropriateness of the user for the service and 
provide information on the service. 
 

Post responsible for 
authorising access to 
service 

S.W Team Leader authorise the appropriateness of the care 
plan.  The Older People Services Development Manager 
will authorise the access to the service. 
 

Post with budget 
responsibility for the 
service 
 

Older People Services Development Manager 

Brief outline of The Resource Worker will hold all applications for day care.  
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process for decisions 
about allocation of 
service 
 
 

Once a place is available the offer will be given to the 
person who has been on the waiting list for the longest 
period of time, unless a need to prioritise an individual has 
been identified. 

State Minimum and 
maximum waiting 
time for service 
following 
referral/assessment 
 

None 

Do you interface with 
other services 
(Primary and 
Secondary, Social 
Care ) – please 
identify how and 
when linkages occur 

Alzheimer’s will liaise will all other agencies on behalf of 
the service users including G.Ps/ Social Workers/District 
Nurses/O.T. as appropriate. 
Monthly meetings are held in the North & West offices of 
Alzheimer’s Scotland and all agencies can discuss any 
issues in relation to the service.  Staff from the Glenkirk 
Centre including Dr Reid, Psychogeriatrician, Community 
Psychiatric Nurses, a representative from EDC Social Work 
and staff from Alzheimer’s Scotland will participate in these 
meetings. 
 
 

Professions of staff 
group 

Social Care Staff with support from CPNs from the Glenkirk 
Centre. 
 
 
 
 

Do you provide 
equipment? eg aids 
or adaptations 

This service does not provide aids and adaptations but will 
refer to other agencies/departments as appropriate. 
 
 
 
 

How is your service 
activities recorded? 
(eg CareFirst or 
other IT systems, 
Excel database, etc)  

All activities recorded on Care First 
 
 
 

Please note any 
service gaps you are 
aware of  

Currently the service is only available 4 days per week.  
Alzheimer’s provide day care within another S.H. complex 
which is both grant and Local Authority funded. Referrals 
for the grant funded places are made directly to Alzheimer’s 
Scotland and the waiting list is held there.   
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Service name/ 
organisation 

Day Opportunities 
Alzheimer Scotland 

Service address/ 
contact details 

1974 Maryhill Road 
Glasgow 
G20 0EF 

Specify nature of 
service and primary 
care group covered  
 

To provide social support to older people with a diagnosis of 
dementia who do not or cannot access traditional forms of 
day care. 

Service days/ hours 
covered 

Service will provided to meet the assessed needs of the 
individual 

Geographical area 
covered 

Strathkelvin 

Referral process and  
eligibility criteria- 
incl. identification of 
priorities 
 

Assessment of need (Carenap) 
Referral Form 
Over 65 years with a diagnosis of dementia 
Limited service so hours allocated on priority according to 
assessed needs 

Please list who you 
accept referrals from 
eg: 
GP, Social Work, 
Housing, etc 
 
In-patient discharge 
Day hospital 
discharge 
Out patient discharge  

Referrals accepted from any source with a completed 
Carenap 

Do you accept direct 
referrals ie is there 
direct access to your 
service ? 

Referrals need to be prioritised. 
Resource worker will present all referrals for screening and 
allocation of hours to pre - RSG meeting weekly. 

Outline what should 
be expected following 
a referral. 

Following screening and allocation, resource worker will 
notify referrer of decision and paperwork will be forwarded 
to Alzheimer Scotland to arrange to start the service. 

Post responsible for 
authorising access to 
service 

Older People Team Manager/ Older People Services 
Development Manager 

Post with budget 
responsibility for the 
service 

Older People Services Development Manager 
 
 

Brief outline of 
process for decisions 
about allocation of 
service 

Limited service will be prioritised to meet the assessed 
needs of those deemed to be the most in need.. 

State Minimum and 
maximum waiting 
time for service 
following 
referral/assessment 
 

N/A 
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Do you interface with 
other services 
(Primary and 
Secondary, Social 
Care ) – please 
identify how and 
when linkages occur 

The service will link with any other service deemed to be 
appropriate and to meet the needs of the service user and 
carer. 

Professions of staff 
group 

Social Care Staff 
 
 
 

Do you provide 
equipment? eg aids 
or adaptations 

No but referrals can be made if appropriate 
 
 

How is your service 
activities recorded? 
(eg CareFirst or 
other IT systems, 
Excel database, etc)  

CareFirst & Excel database 
 

Please note any 
service gaps you are 
aware of  

Service is limited and targeted at Strathkelvin as Alzheimer 
Scotland already offer a similar service in 
Bearsden/Milngavie which is Specific Mental Illness Grant 
Funded and referrals are direct to the provider. 
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Service name/ 
organisation 

East Dunbartonshire Homelessness Team 
 

Service address/ 
contact details 

11 Kerr Street, Kirkintilloch G66 1LF 

Specify nature of 
service and primary 
care group covered  
 

The service provides Homelessness assessment, Housing 
Support, Advice and Assistance, Information and Advice, 
and temporary accommodation (where appropriate) to 
Households who are homeless or threatened with 
homelessness.  The Team also manages a Furniture Project 
(which provides pre-owned furniture to households in need), 
and a Rent Deposit Guarantee Scheme. 

Service days/ hours 
covered 

Office Hours – Monday – Friday 9.00am – 5.00pm 
Access to emergency temporary accommodation (where 
appropriate) is available 24 hours a day, 7 days a week. 
Housing Support Service operates: 
 Mondays, Wednesdays and Fridays, 9am – 5pm,  
 Tuesdays and Thursdays, 9am – 8pm. 

Geographical area 
covered 

East Dunbartonshire 

Referral process and  
eligibility criteria- 
incl. identification of 
priorities 
 
 

• Interviews with Homelessness Officers – appointment 
basis – for individuals who are homeless or threatened 
with homelessness 

• Self/Agency referral for access to Housing Support, 
Furniture Project, Information and Advice 

• Temporary Accommodation (Homeless Households 
only) Advice and Assistance and Rent Deposit 
Guarantee Scheme (Must be Non priority or 
Intentionally Homeless) – internal referral 

Please list who you 
accept referrals from 
e.g.: 
GP, Social Work, 
Housing, etc 
 
In-patient discharge 
Day hospital 
discharge 
Out patient discharge  

All Agencies, self referrals 

Do you accept direct 
referrals i.e. are there 
direct access to your 
service? 

Yes 

Outline what should 
be expected following 
a referral. 

Following a Homeless referral an interview will be arranged 
with a Homelessness Officer who will undertake a 
Homelessness Investigation to determine Homeless status.  
The outcome of this Investigation will determine eligibility 
for Temporary accommodation, Advice and Assistance and 
the Rent Deposit Guarantee Scheme. 
Following a referral to Housing Support – a needs 
assessment will be undertaken by the Housing Support 
Worker to determine level of / suitability for the provision of 
Housing Support. 
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Delivery of goods from the Furniture Project is dependant 
on supply and demand. 

Post responsible for 
authorising access to 
service 

Senior Homelessness Officer / Homelessness Co-ordinator 

Post with budget 
responsibility for the 
service 

Homelessness Co-ordinator 

Brief outline of 
process for decisions 
about allocation of 
service 
 

See ‘Outline what should be expected following a referral’  

State Minimum and 
maximum waiting 
time for service 
following 
referral/assessment 
 

• If applicant is homeless, interim temporary 
accommodation will be made available immediately 
pending the outcome of a homeless interview. 

• If applicant has accommodation but is threatened 
with homelessness we aim to interview within 5 
working days.   

 
Do you interface with 
other services 
(Primary and 
Secondary, Social 
Care ) – please 
identify how and 
when linkages occur 

Interface with Social Work, Addiction Services, Criminal 
Justice, Mental Health Team, PCT’s, Health Service 
Providers. 
Two way referral process in place, currently developing 
protocols  with the above service providers 
 

Professions of staff 
group 

 
 
 
 
 

Do you provide 
equipment? e.g. aids 
or adaptations 

No 
 
 
 

How is your service 
activities recorded? 
(e.g. Carefirst or 
other IT systems, 
Excel database, etc)  

Saffron, Lotus and Excel databases, Manual files 
 
 
 

Please note any 
service gaps you are 
aware of  
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Service name/ 
organisation 

Welfare Rights Service 
Service address/ contact 
details 

5 Dalrymple Court 
Kirkintilloch  G66 3AA 
Tel:   0141 578 8299 
Fax:   0141 578 8446 
Email:  welfarerights@eastdunbarton.gov.uk 
 

Specify nature of service 
and primary care group 
covered  

Promote the take up of benefits throughout the Council area 
through the provision of: 

• Advice and information to claimants on complex 
benefit issues 
• Advocacy and representation at the Appeals Service 
• Targeted take up campaigns to promote the uptake of 
benefit 
• Training and support to council staff and community 
groups/voluntary organisations 
• Public information leaflets raising public awareness of 
benefits 
• Talks and presentations to specific groups eg carers, 
older people, people with mental and physical disabilities 
children and homeless people. 
 

Service days/ hours 
covered 

Monday to Friday 9am – 5pm 
(Closed 1pm-2pm) 
 

Geographical area 
covered 

East Dunbartonshire catchment area 

Referral process and  
eligibility criteria- incl. 
identification of 
priorities 

Self referrals direct to the Service at Dalrymple Court or by 
telephone, fax, mail or email. 
There are no eligibility criteria.  This service is available to all 
residents of East Dunbartonshire. 
 

Please list who you 
accept referrals from 
e.g.: 
GP, Social Work, 
Housing, etc 
 
In-patient discharge 
Day hospital discharge 
Out patient discharge  

Self referrals, family members, elected members, health staff, 
social work staff, housing staff, community groups and 
voluntary organisations. 

Do you accept direct 
referrals i.e. are there 
direct access to your 
service? 

Yes.  We offer a direct service to customers from shop front 
premises.  We operate a daily duty system.  We also the 
following  outreach surgeries throughout the area: 
 
Milngavie Clinic – every Thursday (pm) 
Lennoxtown Clinic – every Wednesday (pm) 
Bishopbriggs Clinic – every Friday (pm) 
Milngavie Housing Office – every Monday (pm) 
 

Outline what should be Customer will be contacted by a Welfare Rights Officer who 
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expected following a 
referral. 

will give advice on benefit issues, assistance with claims 
and/or representation at the appeals service.  All customers 
will be given a comprehensive benefit check.  Home visits 
can be arranged for customers unable to call at the service. 

Post responsible for 
authorising access to 
service 

Welfare Rights Manager 

Post with budget 
responsibility for the 
service 

Welfare Rights Manager 

Brief outline of process 
for decisions about 
allocation of service 
 

 

State Minimum and 
maximum waiting time 
for service following 
referral/assessment 

Callers to the service will be seen on the same day and further 
appointments made if required.  Telephone calls to the service 
will be passed to the duty worker who will take the necessary 
details and offer advice or arrange further interview if 
required. 

Do you interface with 
other services (Primary 
and Secondary, Social 
Care ) – please identify 
how and when linkages 
occur 

Interface with CHP Primary care workers such as Health 
Visitors, District Nurses, Community Nurses in regard to the 
Health Benefits Project where they send referrals of patients 
direct to Welfare Rights who arrange visits or appointment as 
appropriate. 
 
 
 

Professions of staff 
group 

Welfare Rights Officers 
 

Do you provide 
equipment? e.g. aids or 
adaptations 

No 
 
 

How is your service 
activities recorded? (e.g. 
Carefirst or other IT 
systems, Excel database, 
etc)  

Lotus Notes, standalone database and Carefirst. 

Please note any service 
gaps you are aware of  
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                             Putting theory into practice 
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BOOKING FORM – STUDENT SESSIONS 
MAY – SEPTEMBER 2010 

 
NAME ______________________________________________________________ 
 
COURSE____________________________________________________________ 
 
MENTOR____________________________________________________________ 
 
BASE________________________________________________________________ 
 
CONTACT No.________________________________________________________ 

 
Name of Session Venue Date Time Tick to 

select session 
Tick to 
confirm 
session  

(office use only) 

Palliative Care KHCC, F33B 26.05.10 1.30 pm – 
4.30 pm 

  

Introduction to the 
Community Nursing 
Information System 

Crosshill 
House, 

Bishopbriggs 
02.06.10 9am-12md 

  

Wound Management KHCC, G14 09.06.10 1.30 pm – 
4.30 pm 

  

Child Protection KHCC, G14 07.07.10 1.30 pm – 
3.30 pm 

  

Mental Health/Crisis 
Team KHCC, G14 14.07.10 1.30 pm – 

4.30 pm 
  

CAT KHCC, G14 21.07.10 1.30 pm – 
4.30 pm 

  

 
 
Signature of student_____________________________Date___________________________________ 
 
 
Signature of Mentor_____________________________Date___________________________________ 

 
Completed forms should be returned to 

Robyn Cunningham, 
Milngavie Clinic, South Campbell Avenue, Milngavie, G62 7AA 

Tel: 0141-232 4800 
PLEASE NOTE THAT NO BOOKINGS WILL BE MADE UNLESS THE BOOKING FORM IS RETURNED 

SIGNED BY BOTH THE MENTOR AND THE STUDENT 
 



STUDENT INFORMATION RESOURCE PACK 
 

 70 

 
 
 
 

 
BOOKING FORM – STUDENT SESSIONS 

MAY – SEPTEMBER 2010 
 

NAME ______________________________________________________________ 
 
COURSE____________________________________________________________ 
 
MENTOR____________________________________________________________ 
 
BASE________________________________________________________________ 
 
CONTACT No.________________________________________________________ 

 
Name of Session Venue Date Time Tick to 

select 
session 

Tick to 
confirm 
session  

(office use only) 

Introduction to the 
Community Nursing 
Information System 

 To be 
confirmed    

Community Older 
Peoples Team KHCC, G14 04.08.10 1.30 pm – 4.30 pm   

Infant Feeding KHCC, G14 16.08.10 1.30pm – 4.30 pm   
Maximising Health 

Project KHCC, G14 20.08.10 09.30am- 
11 am   

Student resource pack 
evaluation session KHCC, G14 26.08.10 2pm – 3pm   

 
 
Signature of student_____________________________Date___________________________________ 
 
 
Signature of Mentor_____________________________Date___________________________________ 
 
 

Completed forms should be returned to 
Robyn Cunningham, 

Milngavie Clinic, South Campbell Avenue, Milngavie, G62 7AA 
Tel: 0141-232 4800 

 
PLEASE NOTE THAT NO BOOKINGS WILL BE MADE UNLESS THE BOOKING FORM IS RETURNED 

SIGNED BY BOTH THE MENTOR AND THE STUDENT 
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Evaluation of Sessions 

 
As part of our quality assurance process we would request you inform us how you found each 
session you attend.  Therefore could you please complete the following questionnaire. 
 

 
Title of Session_____________________________________________________________________ 
 
Date of Session_____________________________________________________________________ 
 
Student Year in Training_____________________________________________________________ 
 
 

 Poor                    Excellent 
 
How do you rate the overall value of the session as a learning experience? 
 

  
  1     2      3      4      5      6 

 
How would you rate your awareness of the topic before the session? 
  

   1     2      3      4      5      6 

 
What would you rate your awareness of the topic after the session? 
 

 
   1     2      3      4      5      6 

 
How would you rate your opportunity to contribute? 
 

   1     2      3      4      5      6 

 
How would you rate your opportunity to ask questions? 
 

   1     2      3      4      5      6 

 
Will your learning change what you do?                         YES                                         NO 
                                                                                         
Why do you say this? 
 
 
 
Do you have further information needs in relation to this topic?  Please specify 
 
 
 
Would you like further information on this topic?  Please specify 
 
 

 
Thank you for taking the time to complete this evaluation 

Please return completed forms to 
 Jillian Taylor, Practice Development Nurse,  

KHCC, 10 Saramago Street,  
KIRKINTILLOCH, G66 3BF 


