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1. Introduction
The Western Isles has an abundance of assets. We have
among the most close-knit communities in Scotland; our
natural environment is spectacular and unblemished;
and our public services are particularly well adapted to
serving the needs of an island population.
But we also have challenges. The Western Isles has for
some time experienced depopulation, losing young
people of working age to the mainland economy; and
inward migration to the urban environment of Stornoway
and surrounds is making it increasingly difficult to sustain
services in remote and rural parts of the island chain.
While there are notable exceptions to this general trend,
the effect has been to put enormous pressure on the
delivery of care and drive additional costs into our local
system. What is more, ten years of public sector austerity
is having a significant impact on the health and social care
system; we simply do not have the resources to staff our
services at the level we had five or ten years ago.

But we are committed to doing things differently. The
integration of health and social care has helped to
improve care by delivering more joined-up services. We
are developing service arrangements to meet more
complex care needs in the community; laying paths that
help people to avoid hospital admission, unless necessary;
expanding reablement services that help people achieve
maximum independence; and developing links to the
wide and diverse forms of community support that exist
on the islands.
We are therefore positioning ourselves to continue on
our journey of change. That will be done by engaging with
communities, but we all need to recognise the need to
prioritise, to innovate, to reform. These are the
ambitions which are set out within this strategic plan.
Ian Burgess
Chair, Western Isles Integration Joint Board
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2. Legislative and Policy Context
The Public Bodies (Joint Working) (Scotland) Act 2014
provides the legislative framework for the integration of
health and social care services in Scotland. It requires
local authorities and health boards to integrate adult
health and social care services – including some hospital
services. It also provides the option to add-in children’s
services, criminal justice and additional hospital based
services.
The main aim of the Act is to improve the wellbeing of
people who use health and social care services. It does
this by requiring local partners to:
 create a single system for health and social care
services
 develop more informal community resources and
supports
 put the emphasis on prevention and early
intervention
 improve the quality and consistency of services

 provide seamless, high quality, health and social
care services
 ensure that resources are used effectively and
efficiently
The legislation requires Health Boards and Local
Authorities to establish formal partnership arrangements
to oversee the integration of services. This is described in
an Integration Scheme, which is formally adopted by the
Scottish Parliament for each partnership area. Like most
partnership areas, this has been done in the Western Isles
through the creation of an Integration Joint Board (IJB),
which is a partnership body designed to take decisions
about how to invest resources and deliver services.
The current Integration Scheme requires to be reviewed
by the Comhairle and Health Board by June 2020, at
which point further proposals around the terms of
integration will be described. A new Scheme is
anticipated to be in place by 2021, which will lead to a
new strategic plan being developed.
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The Role of the IJB
The IJB is not an organisation which employs members of
staff but it does have the authority to direct the two
parent bodies – the Health Board and Local Authority –
about how it wants integrated services to be delivered.
Each IJB has to put in place a strategic plan to direct the
services and budgets under its control. This document is
the Western Isles’ Strategic Plan.
The legislation requires a Chief Officer to be appointed by
the IJB to provide a single point of management for the
integrated budget and integrated service delivery. The
Chief Officer has a direct line of accountability to the
Chief Executives of the Health Board and the Local
Authority for the operational delivery of integrated
services.
The Western Isles IJB is responsible for planning and
resourcing a range of health and social care functions,
including: Adult Social Work, Community Care, Criminal
Justice Social Work, Housing Support, Community
Nursing, Primary Care services like General Practice and
Dentistry, Mental Health, Allied Health Professionals,

including Occupational Therapy Podiatry, Dietetics, and
Physiotherapy, the St Brendan’s Hospital and Uist & Barra
Hospital, part of the Western Isles Hospital, including A&E
and the medical wards.
The Western Isles Integration Joint Board consists of
four local authority elected members, four Health
Board Non-Executive Directors, trades unions, third
sector representatives, patient and service user
representatives, unpaid carers and professional
representatives from across health and social care.
The membership of the IJB is set out in secondary
legislation which the Scottish Parliament has passed. It
describes the members who have a vote when
decisions are being made and this includes the local
councillors and the NHS Board Non-Executive Directors.
However, the IJB will always seek to operate by
consensus and that is why the voices of its wider
membership are hugely important.
Much more information about the work of the IJB and
its membership at the following website:
www.ijbwesternisles.scot
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Locality Planning
The IJB is required to develop locality arrangements, to
support more localised planning and delivery of services.
In the Western Isles, we have up until now worked across
five localities, as depicted in the map opposite: Barra &
Vatersay; the Uists and Benbecula; Harris; Rural Lewis and
Stornoway & Broadbay. Localities exist to help ensure that
the benefits of integration improve health and wellbeing
outcomes by providing a forum for professionals,
communities and individuals to inform service redesign and
improvement at local level.
Our locality arrangements are now under review, to allow
us to consider:
 How we can make locality boundaries better reflect
natural communities;
 How we can more effectively empower the local
planning of services;
 How we can strengthen links to the IJB.
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3. Our Mission
Our vision is that by 2021 we will have more integrated
health and social care, which focuses on preventing illhealth, anticipating care needs and supporting recovery.
Our care will be delivered by integrated teams, to the
highest standards of quality and with the person who uses
our services at the centre of all decisions. We will seek to
personalise support arrangements, to maximise people's
ability to exercise choice and control over the lives they
lead. We will build on the support arrangements and assets
that people have in their lives and support unpaid carers as
equal partners in care.
We will prioritise support for people to stay at home or in a
homely setting as long as this is appropriate, and avoid the
need for unplanned or emergency admission to hospital
wherever possible. When hospital treatment is required,
and cannot be provided in a community setting,
there will be a focus on ensuring that people get back into
their home or community environment as soon as
appropriate, with minimal risk of re-admission.

Health and social care services will be planned and
delivered as locally as possible. This means the day-to-day
services that people rely on to support their personal
independence will be organised and coordinated within
localities. We will increasingly operate our local services
from health and social care hubs, which bring together a
range of services within a single campus. Other services,
which require highly specialised input, will operate across
localities or will be provided in centres on the mainland.
We subscribe to a set of values based on the human rights
of the people who use our services, including:
• Respect for the inherent dignity and worth of all
individuals.
• Promotion of individual autonomy including the
freedom and support to make one’s own choices.
• Support to ensure full and effective participation and
inclusion in society.
• Respect for difference and a desire to respond to
individual needs.
• Equal access to resources, services, information and
opportunity.
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4. Our Achievements
The Integration Joint Board had a statutory obligation to
agree and implement a strategic plan. The plan should
provide a detailed account of the changes to services that
the IJB will drive forward in support of improved outcomes.
We have been actively changing our local arrangements
through the strategic planning process since 2016 and have
made the following changes:
 Comprehensive reform of Primary Care, in line with
the new GP Contract. As a result, more people are
being vaccinated against contagious diseases, we are
expanding the range of services available within
primary care and we are taking pressure off of our
GP surgeries.
 Redesign of dental services, including the
development of a new independent practice in
Stornoway, allowing the Public Dental Service to
focus on specialist care and outreach, which is in line
with the National Dental Plan.

 The closure of a long-stay dementia ward, with
resources transferred into community settings, as
part of our ongoing mental health redesign. This has
resulted in people with dementia experiencing care
in a more appropriate environment.
 The local implementation of the Carers Act, including
building social work assessment capacity and the
development of an associated Carers Strategy.
 The co-production of a strategy for people with
Learning Disabilities and Autism, with our local
independent advocacy organisation supporting a
process of engagement and co-design.
 The development and implementation of homecare
reform, providing a more resilient and higher quality
service and better working arrangements for staff.
 A package of reforms focused on streamlining
assessment processes, building on community assets
and improving inter-agency working.
 Better links with secondary care and a reduction
over time in the number of people delayed in
hospital.
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Short Term Assessment and Reablement Team (START)
Following the development of the IJB’s strategic plan in
2016, the local partnership prioritised the development
of a new reablement team, which would help people to
regain independence following time in hospital, retrieve
lost skills and learn new ways of carrying out everyday
tasks. This led to the creation of our Short Term
Assessment and Reablement Team.
The team members have had a significant positive
impact since they formed. One service user speaks of
how he had been debilitated by alcohol misuse; another
speaks of the impact of a fall in her house; another
again about their transition from hospital to home.
What they all have in common is that the START team
worked with them to regain their independence,
improving confidence levels and setting goals about
their recovery.

https://vimeo.com/301620336/614cd6e37e
Information Sharing
We have also sought to make progress in the sharing of
information between public bodies. Like most of Scotland,
the Local Authority and Health Board have an information
sharing agreement to allow for the development of
management information and intelligence which could
contribute to the improvement of services.
We have also made information sharing easier at the level
of the individual professional. For example, we have colocated our OT and social work teams, with both teams
having appropriate shared access to caseload
management systems.

The START team is formed from a team of different
professionals including reablement workers,
Occupational Therapists and Physiotherapists. You can
learn more about the team by watching the following
video:
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5. Our Strategic Priorities
Our Population
The population of the Western Isles is changing. Over the
next 15 years, it is anticipated that the size of our
population will decrease as deaths outnumber births and
the number of people leaving the islands is more than the
number arriving, and yet we can expect the number of
older people to increase, as well as the number of people
with complex long-term conditions. While this should be
celebrated as a success as people live longer, it also puts an
obligation on us to redesign our services to meet the
changing needs of our communities.
The older adult proportion of the population is projected to
increase for all partnership areas but is greatest in the
Western Isles, with 37.1% of the population predicted to
be aged 65+ by 2037. Depopulation and an ageing society
mean we will have a smaller workforce to support our
health and social services, and a smaller number of unpaid

family carers. This presents a very challenging circumstance
to support our older citizens into the future. With more
young people leaving the islands and not coming back,
their parents are reliant on each other and local services
rather than immediate family. This can change the family
dynamics that can leave the older generation more isolated
from the following generation that would historically have
provided care at home.
We also know that we have a significant challenge with
alcohol misuse, which can increase injuries, mental health
issues, violence, social disorder, family stress, and
employment difficulties and is a contributory factor in a
range of other diseases including cancer, stroke and heart
disease. Although above the national average, the latest
figures demonstrate a substantial improvement, with the
rate of alcohol related hospitalisations in Scotland
decreasing markedly over the last decade – even though
wider levels of alcohol dependency might be masked by
these trends.
By contrast, the proportion of our adult population who
are overweight (72%) or obese (33.5%) in the Western
Isles, is increasing and is among the highest in Scotland –
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though our small population base potentially skews this
figure. The Western Isles is an outlier in terms of adults
meeting recommended regular physical activity levels. This
may be a contributory factor in higher-than-average
Coronary Heart Disease (CHD), and stroke prevalence in
the Western Isles.
As we survive longer and medicine improves, we can see a
corresponding increase in the number of people living with
a range of long term conditions. These range from the
most common conditions like CHD, stroke and cancer, to a
variety of other chronic physical or mental health
conditions including diabetes, dementia, asthma and
depression. Overall projections are for a 73% increase in
dementia cases over the next 20 years.
Results from the bi-annual Scottish Health Surveys for the
Western Isles found that around 4 in 10 adults have a longterm condition or disability, with the majority describing
these as limiting their quality of life. Most Long-term
conditions have a strong association with age and as result
there is a significant projected increase in prevalence over
the next fifteen years. There is also an association between
long-term conditions, multi-morbidity and the

consumption of healthcare services: in the Western Isles,
just 2% of the population consumes 50% of local resources,
of whom more than half will have at least two long-term
conditions.
Many long term conditions are mental health related,
including depression and other mental health conditions.
Long term conditions are also associated with lower
socioeconomic groups and other inequalities increasing
prevalence of mental health.
Our Existing System
The Health and Social Care system in the Western Isles
continues to have capacity in the wrong place. In general
terms, our service arrangements place too much emphasis
on long-term care and as such we do not provide enough
support which is preventative, rehabilitative or community
based.
When our system is compared with Orkney, for example, it
is evident that we have twice as many hospital beds and
twice as many residential care beds. Some might see this as
an asset we should seek to preserve but by investing so
much of our resources into bed based care, we have less to
11 | P a g e

invest in those services which support people’s
independence: primary care and community care.
As a consequence, our threshold for both hospital care and
residential care is low: we still see people transferred to
hospital for want of complex care options in the
community (outside of the deprived urban centres of West
Central Scotland, we have the highest rate of
hospitalisation in Scotland) or to long term care because
we have been unable to discharge someone back home
within a short period of time. The longer an older person
stays in hospital, the more likely they are to need a care
home at the point of discharge. It becomes a self-fulfilling
cycle of debilitation. But we have plans in place to change
these arrangements.

communities to help support the health and well-being of
local people; and to develop an ethos of empowerment
within our front-line teams, to ensure that assessment
processes focus on the natural assets and capacities in
people’s lives, ahead of any discussion about the role of
statutory service provision. The resource wheel below
describes how this process works. Changing how we assess
need is fundamental to managing demand for care in a
different way.

Our Future System
Asset Based Assessment and Review
Over the last year, we have been participating in a national
programme sponsored by the Scottish Government to
enhance Community Led Support (CLS). In broad terms this
requires two fundamental shifts: to develop an ethos of
empowerment and to support capacity building with
12 | P a g e

commitment to reablement, to support people to function
at maximum independence.
It also means presuming that older people in hospital
should return home first, and to avoid making decisions
about long term care from acute wards.
Diversifying Residential Care

Home is Best
In addition to changing our approach to meeting need, we
are also taking steps to prioritise home based support. This
means prioritising resource allocation to home care over
residential care and it means expanding on our

The diversification of residential care is also important
strategic goal if we are to reduce our reliance on long-term
care. This means we will increasingly use our residential
estate to support short breaks, and to increase the number
of assessment beds, which people can use on a short term
basis as they move towards recovery and rehabilitation.
The residential care homes will also be supported by
specialist teams as well as general nursing. For example,
the specialist dementia team (psychiatry, psychology, AHPs
and psychiatric nursing) will increasingly reach-in to care
homes, to support people in their place of residence,
rather than arranging for people to transfer to hospital.
Development of Health and Social Care Hubs
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The development of health and care hubs sits at the heart
of our strategy. For instance, the Comhairle, IJB and our
partners in the Hebridean Housing Association are
investing massively in a new multi-purpose campus at
Goathill in Stornoway (artist’s impression below). This will
support 50 extra care housing units and 52 residential care
beds, deliver respite, reablement, and assessment, as well
as long-term care.

Similar capital developments are underway in Uist and in
Barra. In Uist, the Health Board is redesigning the existing
hospital to ensure it becomes a multi-functional hub that
includes both primary and secondary care services. And
even more ambitiously, the Comhairle and Health Board

are developing a world-leading civic campus for the Isle of
Barra, which will include all public services - from the
hospital and extra care housing to school and leisure to
Police Scotland.
Integrated Primary and Community Care
The development of integrated primary and community
care is a central ambition of the partnership. This requires
the development of community teams across
organisational boundaries. Whether employed by a GP
Practice, the Health Board or the Comhairle, we are
working towards a single team ethos. Through this, we
anticipate more joined-up care and support. We want to
strip out unnecessary bureaucracy and take decision
making closer to the front line. We want to empower
teams to deliver more complex care at home, including
palliative care.
The Renewal of Primary Care
We believe that in the Western Isles we have developed an
effective approach for the delivery of the new GP contract
in a remote and rural context. Important factors include:
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A commitment to openness and transparency of
decision making and the operation of a fair share
principle to ensure practices benefit from resources in
proportion to their size;
A commitment to transformation. Rather than seeing
the new contract in transactional terms, we have used
it to leverage change across our health and social care
system;
The development of integrated models. Given our
remote and rural context, we have built capacity into
existing community healthcare teams rather than
developing new stand-alone specialist capacity, thereby
improving integration with the mainstream system and
improving service resilience and sustainability;
The develop of an approach that is flexible enough to
adapt and change in light of experience and an
openness to problem-solve with practices as issues
emerged.

Better Mental Health
Over the last five years we have been fundamentally
changing our mental health services in the Western Isles,
moving away from a hospital based model to a model
which favours community support and recovery. Our focus

over the next year is to continue on that journey,
shortening the length of stay for patients in acute
psychiatric care, reducing the number of people being
supported in mainland facilities and better integrating
community mental health teams with the wider health and
care system. We want increased access to psychological
therapies and more low level support for people whose
needs might otherwise escalate.
Building Empowered Communities
If we are to successfully support more people to live
independent lives, whether they are frail, have a disability,
or have a mental illness, then we must invest in the
informal infrastructure that supports well-being. Some of
that is about how we work with people: our ambition is to
see more co-production and co-design of services, led by
communities rather than imposed top-down. But it also
means connecting to the natural assets in the communities
of the Western Isles: the voluntary sector lunch clubs, the
land trusts supporting community development, the
churches and social clubs that nurture and remove people
from otherwise isolated lives. Above all, we want to better
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support unpaid carers with more flexible and responsive
short breaks.

public more generally that efficient services are being
delivered.

Public Protection

In accordance with the Western Isles Integration Scheme,
the IJB is required to approve a balanced budget on the
basis of funding delegated by NHS Western Isles and
Comhairle nan Eilean Siar. This has been a challenging
process with both of the IJB’s parent bodies experiencing
significant financial pressure. Consequently, within its
£60m budget, the IJB has faced a gap during every year of
its existence, within successive budget settlements offering
less money than the cost of delivering services.

It is of course crucial that our adult and child protection
systems are continually reviewed and refreshed. Over the
course of the next year we plan to review and strengthen
our risk management, case management and supervision
within a multi-agency context. We also intend our Safe @
Home agenda to deliver more effective guidance and
pathways to share information about people with lower
levels of vulnerability. Finally, we continue to work on
ensuring that our NHS and Comhairle systems are linked
and appropriate information flows are embedded to
ensure front line staff can share information safely and
appropriately.

6. Our Resources
The effective use of resource is a crucial indicator of
success – it demonstrates to the two parent bodies and the

The IJB has nonetheless marshalled resources well,
managing most services within allocated budgets. Given
that the IJB has very little corporate overheads and backoffice capacity to offset front-line pressures (see chart
opposite), our management of resources has been
effective.
The IJB has also administered an effective reserves policy
and made strategic investments on the back of resources
held in balances. These have been described in the IJB’s
Investment Strategy.
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We have been less effective at facilitating a shift in budget
provision between secondary care and community care,
and the share of the IJB budget has been relatively static
over the three years it has functioned.
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IJB Budget by Service
Delegated Hospital Services
13%

IJB Management
Alcohol and Drugs
2%
Partnership
OOH
1%
2%

Community Nursing
6%

Residental Care
7%
Adult Care and Support
Services
8%

Home Care
9%

Primary Care Services,
including drugs
24%

Allied Health Professions
4%
Mental Health
4%
Dental
5%

Social Work Services
Mainland Placements
2%
3%
Externally
commissioned care
5%

Intergration Fund
3%
Criminal Justice
1%
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Although we already have a commissioning track record as
a partnership in shifting the balance of care (for example,
during 2018/19 we closed a dementia ward in favour of
community based model), we have undertaken to do more
evaluative work on the impact of change. Furthermore,
unlike many partnerships, the IJB’s oversight of delegated
hospital functions has been managed openly and
transparently.
Financial Outlook
Our forward projections indicate that the IJB needs to find
cumulative savings of £9m over three years. The financial
position for 2020/21 is extremely challenging, with an
initial gap of over £3m having been addressed in our
budget plan. While this presents an extremely challenging
programme for the IJB, our financial strategy highlights the
steps we can take to bring ourselves closer to a position of
financial sustainability.

resources provided are being used and shared and we will
publish more financial and other data together with
performance information on our website for wider public
scrutiny.

Income

Reserves

Charging Policies

Future Workforce

New service models

Assets &
Infrastructure

Transformation

Efficiencies

Digital

Reshape Establishment

Community Capacity

Service Efficiency

Service Integration

Commissioning

We therefore intend to place greater emphasis on longerterm financial planning to ensure alignment of future
financial and human resource alongside the IJB’s strategic
plan; we will ensure a focus by the IJB on how effectively
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Strategic Objective
To assess need and
plan care by
focusing on
personal
outcomes, assets
and relationships

Outcome
Community care assessments
are focused on personal
outcomes and care plans
build on individuals’
capacities and strengths

Timeline
March 2021

Anticipatory Care Plan templates developed and rolled-out to
support for people with neurological conditions in first
instance

Milestone/Target
Good conversation
training delivered
New template agreed
and in place
Establishment of
steering group
Care & Support
supervisors form part
of Virtual Community
Ward
Dementia nursing
establishment agreed
and in place
Review of ACP
effectiveness for MS
patients

People with Learning Disabilities and Autism co-produce life
plans and exercise choice and control over support
arrangements

New outcomes based
assessment tool in
place

March 2021

Unpaid carers are supported
to continue in their role

Carers Plans are co-produced with all carers who could benefit
from support to identify how best their needs can be met

Increase the number
of plans by 2% each
quarter

March 2021

People with additional
support needs live safely and
independently at home, and
are socially connected

Reablement training is rolled out across the Western Isles and
consideration is given to more flexible workforce

Training plan
developed
Registration review
Commissioning Plan
agreed
Transition to digital
telecare mapped
Mpower impact
reviewed

March 2021

People have timeous access
to community care
assessments to ensure that
their needs are addressed
People with long-term
conditions and disabilities
exercise choice and control
over the management of
their health and well-being

To increase and
diversify support at
home, focusing on
maximising
people’s
independence

IMPLEMENTATION PLAN
Sub-Actions
CLS Resource Wheel is embedded in the assessment process
Outcomes based assessment is implemented
Transition from Care First to Eclipse supports better
assessment output and analysis
More effective use is made of care and support supervisors to
alter existing packages of care

Capacity to deliver Post Diagnostic Support for people with
Dementia is increased through mental health redesign

Care and support for people with Learning disabilities reviewed
and developed, focusing on community led support
Digital opportunities around remote home monitoring support
safety in the home
Link workers provide support to people to identify new
opportunities for improving social and mental wellbeing

March 2021
March 2021
March 2021

March 2021

March 2021

March 2021
March 2021
March 2021
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Strategic Objective
To reduce the
length of stay in
hospital by
supporting
effective discharge
planning

Outcome
People are supported to
return home as soon as
appropriate, without their
needs escalating

People with mental illness do
not stay in hospital for longer
than their mental health
recovery requires
To reduce the
number of hospital
admissions

Hospital admissions are
prevented by developing new
services and pathways to
deliver more complex care in
the community

Sub-Actions
Best practice is used from across Scotland to ensure that our
patient flow processes are as smooth and efficient as possible

Milestone/Target
Unscheduled Care
Action Plan agreed

Timeline
March 2021

The capacity of the Short-term Assessment and Reablement
Team is enhanced to ensure that more people are able to
recover previous levels of independence

Fully staffed START
team
Eight intermediate
care beds in place
Staff consultation
under way
No discharges from
hospital to long-term
care
Criteria based
discharge protocols
operationalised

March 2021

Enhanced ambulatory care is developed to ensure that
transmission from A&E to hospital reduces over time
The Virtual Community Ward model is developed and
embedded to provide complex and urgent care in community
settings
Frailty assessments are routinely undertaken and monitored
across all care settings to promote early intervention
A falls team and pathway is developed with partners (including
SAS) to ensure that we provide optimal care and support to
frail older people

Review of front-door
capacity
Pathfinder projects
established with GP
practices
Pathfinder project
established
Falls and Frailty Group
established

March 2021

Work is undertaken with Scottish Ambulance Service to have a
better connected patient transport system

Unscheduled Care
Action Plan agreed

March 2021

Work is undertaken to move to a seven day working schedule
across those services that are required to support discharge
A home-first model is developed to ensure people are
supported back to the environment in which they are most
comfortable
The Acute Psychiatric unit operates on the basis of a short-stay
model, where people are discharged home as soon as possible

March 2021
March 2021

March 2021

March 2021

March 2021
March 2021
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Strategic Objective
To rebalance our
residential estate
in favour of Extra
Care Housing,
Intermediate Care
and Respite Care

To utilise the new
GP contract and
other levers to
deliver a system of
primary care that
supports complex
care at home, selfmanagement and
prevention

Outcome
People are supported in high
quality environments which
are co-located with other
services
People experience high
quality residential care and
are supported to be as
independent as possible

People are supported by fully
integrated teams capable of
delivering complex care at
home or in community
settings

People are able to access a
wider primary care team
without always having to first
consult with their GP

People have greater choice
about how they are
supported at end of life

Sub-Actions
Support multi-agency capital development programmes in
relation to the Goathill Campus and the Castlebay Campus.
Scope further work on staff deployment

Milestone/Target
Goathill service plan

Undertake assessment of residential capacity and develop
appropriate commissioning plan
Develop coordinated in-reach capacity from peripatetic MDT
to provide active clinical care in care homes
Undertake benchmarking work to establish optimum balance
of long term and short term care arrangements, across all care
settings, including acute hospital services

Commissioning plan
developed
Agreed Integrated
Care Pathway
Commissioning plan
developed

March 2021

Daily huddles between GPs, ANPs, Community Nurses, Care &
Support supervisors and OTs are developed to ensure a
coordinated response to patient need
Community Nursing is restructured to build clinical capacity and
streamline management
Dental outreach services are mainstreamed across localities

Pathfinder projects
established with GP
practices
Staff consultation
complete
Outreach policy
developed
All new capacity in
place
All new capacity in
place
Service reform
proposals agreed
Pathfinder projects
established with GP
practices
Development of new
SLAs with local
providers

March 2021

Vaccination and Community Treatment is transferred from GP
Practices to NHS WI
GPs’ prescribing practice is supported by increasing primary
care pharmacy capacity
Direct access to AHPs is supported through new referral
pathways and new posts
GP are supported to develop as Expert Medical Generalists,
providing clinical direction to locality teams
Implementation of palliative care commissioning plan

Timeline
March 2021

Barra service plan

March 2021
March 2021

March 2021
March 2021
March 2021
March 2021
March 2021
March 2021

March 2021
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Strategic Objective
To utilise the new
GP contract and
other levers to
deliver a system of
primary care that
supports complex
care at home, selfmanagement and
prevention

Outcome
People are supported to look
after their own health and
well-being

Sub-Actions
A delivery plan is developed to consider how best to
mainstream health improvement through core health and
social care services

Milestone/Target
Plan developed and in
place

Timeline
March 2021

Opportunities from innovation projects are exploited to
develop and maximise people’s social and mental wellbeing via
new services

Plan developed and in
place

March 2021

People have an improved
experience of primary
healthcare services

Digital solutions are optimised to avoid patient travel and to
increase healthcare provision in primary care settings

Scottish Access
Collaborative – Local
plan

March 2021

To capitalise on the
redesign of mental
health services and
additional Scottish
Government
funding to deliver
more community
based support,
with a focus on
recovery and
prevention

People with dementia are
supported at home or in
homely settings

A peripatetic specialist dementia team is able to support
people with complex presentations to avoid hospital admission
Effective coordination of care is provided to people with
dementia in need of support and support provided to live a full
life
People are given improved access to psychological therapies,
including through new remote delivery models
Mental Health assessments are provided in primary care
settings to address low level mental health problems, with
onward referral to third sector services

Agreed Integrated
Care Pathway
Agreed Integrated
Care Pathway

March 2021

Capacity mapped to
meet SG targets
Third sector
commissioning
options reviewed and
renewed
Operational structure
agreed and all new
capacity earmarked
Initial agreement
developed

March 2021

IG issues addressed
New capacity in place
Outcome agreements
in place

March 2021

People experience improved
mental health

People who are supported by
mental health, justice and
homelessness services
experience improved support
and service coordination

Community Mental Health teams are strengthened and skill
mix considered to ensure support can be provided to people
who are experiencing mental illness
A new SLA is developed with a mainland NHS Board to ensure
effective specialist care on demand and reduced placements
over time
Development of clear pathways and multi-professional support
for people with complex and chaotic lives
Operational reform delivers on the strategic requirements of
Alcohol & Drugs Partnership and Community Justice
Partnership

March 2021

March 2021

March 2021

March 2021

March 2021
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Strategic Objective
To develop and
embed an ethos of
community
empowerment in
support of
improved health
and well-being

To ensure that
multi-agency
arrangements
deliver effective
public protection
and facilitate the
sharing of
information and
intelligence

Outcome
Communities are supported
to develop new service
arrangements to meet needs
in new and innovative ways

Sub-Actions
To deliver on the Community Led Support programme,
including new ventures in Ness, Carloway, Uig and Harris

Milestone/Target
CLS Steering Group in
place and leading
agenda

Timeline
March 2021

Effective advocacy arrangements are in place to ensure that we
hear the voice of those who need additional support

Advocacy Plan
reviewed

March 2021

Volunteering opportunities and capacity is strategically aligned
with service need across the health and social care sector

Opportunities
explored with 3rd
Sector

March 2021

To work with partners to ensure our housing infrastructure is
modern, sustainable and warm

Identification of RSL
housing to support
care work

March 2021

Communities are able to
exercise greater influence
over decisions about health
and social care service
delivery arrangements

Locality Planning Groups are reviewed and re-established as a
vehicle for community empowerment

Review complete

March 2021

Vulnerable adults and
children are protected
through effective interagency liaison
People who are socially
isolated are better supported
by communicative and
informed public services

Adult and child protection capacity and systems are continually
reviewed and refreshed
Risk management, case management and supervision within a
multi-agency context is reviewed and strengthened
The Safe @ Home agenda delivers effective guidance and
pathways to share information about people with lower levels
of vulnerability
NHS and Comhairle systems are linked and appropriate
information flows are embedded to ensure front line staff can
share information safely and appropriately

Annual reviews are
undertaken
Report to Chief Officer
Group
Referral mechanisms
mapped and agreed

March 2021

Referral mechanisms
mapped and agreed

March 2021

March 2021
March 2021
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86
Phrase Definition
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