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1.

Introduction
The Strategic Plan of the Integration Joint Board (IJB) sets out how it will carry out the
integration functions it is responsible for in order to meet the agreed local strategic
priorities for achieving the national health and well-being outcomes outlined in the Public
Bodies (Joint Working) (National Health and Wellbeing Outcomes)(Scotland) Regulations
2014 (see section3.1.2 and appendix 1 for details).
Critical to the successful delivery of the Strategic Plan will be the effective discharge of
the IJB’s performance management role to check performance information and be sure
that integrated services are being delivered to meet the agreed strategic and operational
aims.

With reducing budgets and increasing demands upon health and social care
services, the need for effective performance management has never been greater,
as this allows us to:
 Prioritise our goals and allocate our diminishing resources effectively;
 Ensure that everyone is clear about their roles and responsibilities and are
accountable for delivering the IJB Strategic Plan; and
 Help improve health and adult social care services and outcomes for the
people of the Western Isles.
The following Integrated Performance Framework will guide the IJB in its
performance management role.

1.1. Purpose of Performance Framework
The purpose of this Integrated Performance Management Framework is to:
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Define performance management within the newly established IJB as it
embarks on the delivery of the Strategic Plan;
Ensure everyone understands their accountabilities in delivering
priorities and how this will be measured and reported; and
Provide a guide to all those involved in the performance management
process.

1.2. Scope
This framework applies to all those engaged in the delivery of the IJB’s functions.
It:
 Outlines the vision and how this informs performance management
 sets out the principles of performance management;
 defines accountabilities for performance management;
 provides processes and procedures

1.3. Vision
Our vision over next few years as articulated in our Strategic Plan is that “people
in the Western Isles will be living longer, healthier lives at home, or in a homely
setting”. For services this translates into a vision focused on “integrated health
and social care system that focuses on preventing ill-health, anticipating care
needs and supporting recovery”. This includes working closely with people and
communities in achieving this vision. Delivery of this vision has been encoded into
several key strategic deliverables seen as a priority in the Western Isles.
Realisation of this vision and priorities will require the IJB to have the means to
transform its vision and priorities into improved integrated services for the people
of the Western Isles and importantly to know that this is being done. The
Integrated Performance Framework provided in this document provides the
mechanism by which the IJB and the people it serves will know how successfully
this transformation is being delivered.

1.4. Applying best practice
To help us achieve our vision and priorities we will aim to follow best-practices in
performance management. Our Integrated Performance Framework, therefore, is
developed based on the following best practice:

Page |2

Figure 1: Best Practice Principles in Performance Management

Performance
Improvement culture with
strong leadership

Clear performance
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Management
Real-time, regular
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performance data
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individual
accountability

Source: Based on HM Treasury and the Cabinet Office’s ‘Devolved Decision Making Review, 2004

2.

Defining performance management

2.1. Definition
Performance management is defined as ‘taking action in response to actual performances,
to make outcomes for users and the public better than they would otherwise be’ (Source
IDeA).
1.2 Principle
A Performance framework is important to everyone to ensure there is a clear and consistent
approach to delivering upon the improvements for the people of the Western Isles that are
outlined in the Strategic Plan of the Integrated H&SC Partnership.
Key principles will include:


Transparency and clarity – to set clear performance goals and measures that are
understood by all involved in the integrated partnership and the people it serves.
This will allow open scrutiny from both within IJB, its parent bodies and from the
public.



Accountability – to ensure all involved understand their responsibilities and this is agreed.
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Timeliness – to make available performance information at the right time to support
effective decision making, identify and rectify poor performance at an early stage
and ensure services are responsiveness to changing needs of the population.
Prioritisation – in order that what most needs to be delivered is done and that there
are sufficient resources to do so whilst ensuring value for money.
Positive Learning environment – that motivates and engages staff to use past
performance information and feedback proactively to take actions that positively
affect future performance.

2.2.

Planning and the performance management process

The Framework here follows the industry-recognised performance management
principle of ‘plan-do-review-revise’.
Figure 2: Performance Management Process
Population health & Social
Care Needs/

Set Priorities, targets,
actions, deliverables

Plan
Evaluate priorities,
targets & actions.
Adjust plan if required

Implement programmes
and actions

Revise

DO

Consider lessons
learned

Review
Review performance,
financials & risks
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Structured Integrated
Performance Assessment
(IPA), & External Scrutiny

Collect information &
monitor performance

2.3.

Performance Management in practice in Integration
Partnership

For effective performance management, the ‘Plan-Do-Review-Revise’ cycle must operate at all levels
of the IJB. This ensures that at every level the IJB is continually working towards achieving its vision,
delivering upon its plans and responding to the ever-changing needs of the population it serves.
Figure 3: Performance Management Process in Western Isles Integrated Partnership

Population needs
Integrated
Locality Teams
Plan

Services
Revise

Do

Integrated
Management

Review

The timeframe for the performance cycle may be different depending on the part of the Integrated
Partnership. Major reviews, such as the Performance Report to Scottish Government and Service
Inspections, may happen either annually or less frequently. Conversely, at an informal level,
managers may set tasks, deliver priorities, observe performance and give helpful feedback to staff
on a day to day basis.

3. Plan
Based on an agreed and shared vision the IJB must decide on strategic priorities to ensure that they:
 reflect local needs and priorities;
 complement national priorities;
 are affordable; and
 have effective arrangements for delivery.
This knowledge is used to prioritise what needs to be done, and from this plans and measures are
developed that will lead to delivery and improvement.
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3.1.

Golden thread for planning

For the performance management framework to work effectively there needs to be a system
where all persons involved in delivering the Integration Partnerships objectives are involved.
Achievement of this will be through a hierarchy of aligned plans from the strategic to service
based to individual performance review plans. The IJB’s vision and values should provide the
‘Golden Thread’ that links all these plans together and together deliver upon the overall
objectives. Below is provided a schema of this hierarchy of plans and the golden thread of
planning within the Western Isles Integration Partnership which sets out the context with which
the performance management framework operates.
Figure 4: Golden Thread of planning for performance management

Integrated
Strategic Plan
Service Plans
Team/Locality Plans
Individual Appraisal/PDP Plans
3.1.1. Integrated Strategic Plan
The Strategic Plan of the IJB is a statutory requirement under the Public Bodies (Joint
Working) (Scotland) Act 2014 and is the key document setting out the strategic
priorities for integrated health and social care services over the next 3 years from April
2016 in the Western Isles. This will be guided both by the national health and
wellbeing outcomes as well as local needs in setting out its priorities.
National health and Wellbeing outcomes provide the national strategic framework for
the planning and delivery of health and social care services that is outlined in the
Western Isles Strategic Plan. These outcomes are described in the ‘National Health
and Wellbeing Outcomes Guidance’ ‘and include:
Outcome 1: People are able to look after and improve their own health and wellbeing
and live in good health for longer
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Outcome 2: People, including those with disabilities or long term conditions, or who
are frail, are able to live, as far as reasonably practicable, independently and at home
or in a homely setting in their community
Outcome 3. People who use health and social care services have positive experiences
of those services, and have their dignity respected
Outcome 4. Health and social care services are centred on helping to maintain or
improve the quality of life of people who use those services
Outcome 5. Health and social care services contribute to reducing health inequalities
Outcome 6. People who provide unpaid care are supported to look after their own
health and wellbeing, including to reduce any negative impact of their caring role on
their own health and well-being
Outcome 7. People using health and social care services are safe from harm
Outcome 8. People who work in health and social care services feel engaged with the
work they do and are supported to continuously improve the information, support,
care and treatment they provide
Outcome 9. Resources are used effectively and efficiently in the provision of health
and social care services
Development of the strategic plan will be overseen by the Strategic Planning Group
with stakeholder input from across relevant partners supported by a programme of
wider community engagement.
3.1.2. Service Plans
Service delivery plans will be produced annually in support of the Strategic Plan and
are the cornerstone of effective performance management. They translate directorate
plans’ objectives into service targets, aligning with finance, workforce development
and risk issues. Team plans break service plans down to the lower, operational level.
3.1.3. Team/Locality Plans
Services may have differing organisational arrangements and some may have locality
based teams for which localised team plans may be appropriate. Others may have
more activity/professional teams within services that straddle localities for which
team operational plans may be required. Team plans should link to the Service plans
which in turn will reflect the strategic priorities. Alongside team service plans there
will be more generic locality plans agreeing the particular local priorities of the 5
localities operating within the Partnership. These will wish to link to the strategic plan
but also the service plans impacting upon the locality priorities for their area.
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3.1.4. Individual PDP arrangements
Underpinning the above hierarchy of planning are the individual staff objectives set
annually as part of their PDP arrangements. This will ensure that the ‘Golden Thread of
planning’ that outlines the vision and values of the Integrated Partnership runs from the
Strategic to the individual staff members who ultimately will be key to successful
delivery. Staff PDPs will have objectives with measures and targets aligned to team and
service plan objectives so ensuring the overall strategic plan deliverables are achieved.
Staff appraisals should be completed annually with a 6 month review to allow for
adjustments based on progress with actions.

Integrated Planning Process

3.2.

An integrated planning process will be developed which will describe the links between the elements
of strategy, service, team/ locality and financial planning within the Integrated Partnership. This will
outline the key activities, timescales and roles and responsibilities within this integrated process.

4. Do
The ‘do’ stage of performance management is about implementing the plans to deliver upon the
IJB’s desired strategic outcomes and service plans. This will require processes and systems to ensure
actions are effectively undertaken and that these are adaptive to the evidence of impacts from
monitoring information where required.
On-going performance monitoring is vital to achieve our planned outcomes, as it allows for
immediate responsive action(s) on a day-to-day basis at all levels of the Council.

4.1.

Implementing and monitoring our plans, priorities and actions

4.1.1. Integrated Strategic Plan Deliverables
It is the responsibility of the Strategic Planning Group to oversee the progress of implementation of
Strategic outcomes and deliverables. The Integrated Management Team will meet more frequently
to monitor progress and assess whether additional actions or amendments are needed to deliver
upon the Plan. The strategic priorities contained in the plan will have a number of agreed key
deliverables aligned to the priorities and national outcomes.
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The agreed key deliverables that will guide performance monitoring include:
1 We will put in place locality planning and locality management arrangements to support more responsive local
services
2 Multi-disciplinary teams will deliver holistic, well-coordinated care, which builds on the natural capacities in people’s
lives
3 We will implement the Scottish Patient Safety Programme within primary care and as part of that we will review the
use of higher risk medications and address polypharmacy
4 We will continue to strengthen our adult protection protocols through case conferences, data collection and use, and
service planning.
5 People with assessed social care will be supported to use personal budgets to access care and support from a
diverse range of providers to maximise the choice and control they have over their lives.
6 We will develop a strategy and service model that supports people who have dementia to live at home for as long as
possible. This will include the delivery of post diagnostic support that will support people who have received a
diagnosis of dementia.
7 We will encourage rehabilitation and recovery of personal independence by developing an intensive reablement
service
8 We will develop an intermediate care service to prevent hospital admission and support discharge within our care
hubs
9 We will transform our mental health provision to deliver an integrated community model which is empowering to
users and supports people to remain in control of their own lives
10 We will support our general practices to collaborate, develop multi-professional teams and influence local service
arrangements
11 To reduce unnecessary clinical interventions and personalise the care experience, we will work with health and
social care professionals to increase our use of Anticipatory Care Plans
12 We will diversify our existing residential estate to create additional capacity in Extra Care Housing and specialist
nursing care and will work with partners to ensure our existing housing stock is maintained and adapted to a
standard which supports people to live at home for as long as possible
13 We will work with communities and the third sector to support community ventures which tackle social isolation,
including, where appropriate, supporting community transport
14 We will support our Alcohol and Drug Partnership to deliver on its strategic commissioning role to support the
recovery of people dependent on alcohol, by focusing on prevention and educational services
15 We will support people with long-term conditions to self-manage through the provision of advice and clinical support.
Specifically, we will develop personal technology/systems that allow patients to monitor their vital statistics.
16 We will work with the third sector to increase the numbers of identified carers, offer every identified carer a carer
support plan and assess their eligibility for formal support. This will tie into to the equitable provision of respite care,
to ensure that carers are supported to maintain their caring role.
17 We will continue to contribute to the Western Isles Early Years Collaborative, to ensure that our children get the best
start in life. This will include the further development of early intervention and prevention strategies that will be
delivered by our universal services, including health visitors and GPs.
18 Where appropriate, we will reduce the variation between localities in resource use at end-of-life by supporting
palliative care at home or in a homely setting
19 Where appropriate, we will seek to reduce expenditure on the top 2% of the population who use the highest levels of
resource, to ensure greater levels of healthcare equity
20 We will continue to invest in technology and improve processes to ensure that we maximise the potential of telecare,
telehealth and networking with clinical and professional networks
21 We will reduce the number of long-term placements within off-island health and social care facilities in favour of a
more efficient use of local resources
22 We will establish a health and social care hub in every locality area, which will deliver co-located integrated services
23 We will develop a three year workforce plan, based on labour market intelligence, which will consider how best our
partnership can compete within the local, national and international labour market and grow a workforce from within
our communities through the provision of educational opportunities
24 We will work with our parent bodies - NHS Western Isles and Comhairle Nan Eilean Siar - to keep people healthy at
work and support them through periods of transition from one model or care to another
25 We will work with our parent bodies - NHS Western Isles and Comhairle Nan Eilean Siar - to increase the proportion
of our staff whose contract of employment provides guaranteed hours and predictable patterns of work
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These key deliverables should have clear action plans setting out how they will be achieved with
delivery milestones and measureable indicators of progress and responsibilities clearly defined.

4.1.2. Service Action Plans
It is the responsibility of the relevant Head of Service to deliver and monitor progress of service
plans via agreed action plans with clear deliverables and measureable milestones which will support
both the delivery of the Strategic Plan priorities as well as all other service functions. Any required
actions that have cascaded down from the Strategic level are assigned to relevant service leads who
will take responsibility for it. Any significant performance breaches or risks identified during the
monitoring process can also be filtered ‘up the chain’ to the Strategic/Integrated CMT level for a
corrective decision to be made.

4.1.3. Team/Locality delivery plans
Locality plans will be implemented via the five Locality Planning Groups comprising the Integrated
Partnership. Any resource implications or risks of delivery of locality priorities may be fed up to the
Strategic Planning Group/Integrated Management Team.
Service teams may input to such locality based plans where services are locality based while other
services may have other Team-based arrangements which will be delivered and monitored by leads
in their service teams and progress reported upwards to service heads to ensure contributing as
expected to service plans.

4.1.4. Individual objectives
Staff PDPs will set out individual objectives aligned to service plans and team plans where these
exist. Regular one-to-one meetings between staff and managers will occur to ensure the actions
required to achieve these objectives are progressing. The progress with these objectives will then be
fed up into the monitoring of performance on service/team plans. Regular PDP meetings will also
allow the input of feedback received by frontlines staff from clients and the public to inform
progress with service/team plans as part of the review process.

4.2.

Performance management processes, systems and information

Critical to good performance management is the support of robust processes and systems for
identifying, collecting, producing, recording and monitoring performance information.

4.2.1. Processes
We should have arrangements in place at each level of the Integration Partnership where we are
collecting, recording and monitoring performance information, including:



evidence of clear accountability and responsibility;
formal co-ordination arrangements established and followed, to oversee the production of
performance information;
 national or Integration Partnership meta-data guidance utilised by all officers involved in the
collection, monitoring and production of PIs;
 national or Integration Partnership guidance utilised by all officers involved in the targetsetting process;
 a timetable to plan and monitor routine production of data; and
 a robust process supported by senior managers for quality assuring the data involved in
production of performance information.
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4.2.2. Performance management systems and information
Timely and accurate data and information is essential for effective performance monitoring. It is the
responsibility of Heads of Service to either have systems in place (either in form of an electronic
Information System or other data collection methods) to collect the agreed service information for
performance monitoring purposes. It is the duty of service and Team staff to collect and record data
accurately and in a timely manner.
Performance Monitoring Information will be provided at 4 indicator levels in support of delivery of
National Outcomes and Integration Partnership Strategic Priorities (see Appendix 1- Performance
Framework PI reporting hierarchy chart):
Level 1: National Core Outcome Indicators
Level 2: Publicly Accountable Delegated Targets and SPIs
Level 3: Strategic Plan Deliverable and Service PIs
Level 4: Locality Area Planning and Management Information
Level 1: A suite of national Core Outcome Indicators have been set by the Scottish Government as
measures of progress towards achievement of the national health and social care outcomes (See
appendix 2).
Level 2: A subset of the parent bodies publicly accountable targets and standards have been
delegated to the Integration Partnership for delivery (see Appendix 2). A range of NHS HEAT targets
and standards and Local Authority Statutory PIs have been agreed for delegation to the Integration
Partnership where delivery is provided wholly or in large part via services managed by the
Integration Partnership.
Level 3: Local indicators have been developed in support of measuring performance against the local
key deliverables set as priorities within the Strategic Plan (see Appendix 3). There will be additional
PIs not directly aligned to the Strategic Plan deliverables but will be critical for monitoring the full
range of Integration service functions as outlined within Service Plans.
Level 4: a range of measures will be provided to locality planning groups to support the setting of
priorities and inputting to the Integration Partnership planning process. These will be in the form of
locality profiles that present planning and management information across a range of health and
socio-economic domains relevant to the health and wellbeing of their populations (see appendix 6
for example measures and profile maps)

4.2.2.1.

Developing Local Performance Indicators

To ensure our performance indicators are meaningful and effective, the following criteria should be
considered when developing individual indicators/measures:
 relevant to Integration Partnership aims and objectives, and are therefore aligned to both
the national outcomes and local deliverables (see appendix 4 mapping of level 1-3 PIs to
national outcomes and local deliverable priorities.
 avoid perverse incentives – not encouraging unwanted or wasteful behaviour;
 attributable – the measured activity is linked to the actions of the Council and is clear where
accountability lies;
 well defined – clear and unambiguous, so data will be collected consistently and the
measure is easy to understand and use;
 timely – producing information regularly enough to track progress and quick enough for all
data still to be useful;
 reliable – accurate enough for its intended use and responsive to change;
 comparable – with either past periods or similar activity elsewhere; and
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verifiable – documented so that the process of data collection can be validated and others
can test and audit that this is an accurate measure of performance.

4.2.2.2.

Target Setting

A key part of the performance monitoring process will be to develop targets against the
performance indicators which will:





promote accountability. These targets are likely to focus on outputs that must be reported
publicly and may have nationally agreed standards.
help manage a service. Targets can achieve this by focusing on particular outputs, such as
increased visits to libraries or productivity measures, such as benefits claims decided more
quickly.
stretch performance. Identifying a goal that is difficult to achieve in full but where all
progress is beneficial, such as all school leavers in higher education, training or employment.
enable self-improvement. These may be personal performance or development goals that
aren’t formally reported on.

All objectives, actions and targets should be SMART:
the need for a specific goal over a more general
Specific
one, stating exactly what is expected
if it is not measurable, how will we know how
Measurable
we are performing?
goals and targets need to be challenging yet
Achievable
realistic, and not necessarily aspirational
choosing goals that matter and have a strong
Relevant
link to the improvement priorities
helps us to focus our efforts, and quite often
Time-bound
deadlines are externally set

4.2.3. Quality assurance
Information reported across the Integration Partnership influences decisions at all levels whether at
the frontline or at a Strategic level. Information Reports are only as useful as the accuracy of the
information in them. Reporting inconsistencies can lead to misunderstandings or other errors,
which in turn can lead to flawed decision making. It is therefore imperative that attention is paid to
the importance of ensuring good data quality within the information that comprises performance
reporting and service planning.
Heads of Service and team managers supported by Information advisers are responsible for
undertaking their own quality assurance throughout the year, checking that systems and methods
used to measure and report the data are robust and effective.

4.2.4. Reporting and analysis of information
Reporting and analysis of information to support Integration Partnership with their on-going
monitoring of performance against national outcomes and local indicators will be supported by the
Health Intelligence team of the Health Board aided by the Integration Health & Social Care Analyst.
Information will be drawn directly from Health and Social Care Information Systems where available
by the HI team. Additional information not held on IT systems will be provided by Heads of Service
or Deliverable Leads to the Health Intelligence team at regular intervals for inclusion in performance
reporting.
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The Performance Reporting will follow a regular schedule to the appropriate monitoring and review
groups as outlined in the Performance Monitoring Framework hierarchy in appendix 1:
Level 1: National Core Indicators biannually to IJB (some included in quarterly reporting where
available)
Level2: Public delegated targets quarterly to IJB and Parent body CMTs
Level3: Strategic Plan deliverable PIs monthly to Integration SMT and Strategic Planning Group
Level4: Locality data – updated annually and specific analyses upon request.
Performance monitoring will take the form of a Balanced Scorecard approach. This will be based on
balanced domains derived from the Strategic Plan Areas of Change Focus:





Quality of Care – Person-Centred
Quality of Care – Safe and Supported
Population health
Value and Sustainability

The balanced scorecard will adopt a RAG representation of performance measured against targets
(or baseline where no target available) alongside movement over previous reporting period (see
appendix 5 for Balanced Scorecard summary report).
Additional operational dashboards for service managers and staff will be developed overtime in
support of service performance objectives.
Geographically based information in support of locality planning will be collected annually and
presented in the form of Locality Area Profiles for each of the 5 localities. These will be available in
online mapped outputs accessible by both LPG members and the general public within the localities
(see Appendix 6a-b examples of Locality Profile measures and output).
It is the responsibility of Heads of service/Deliverable leads to collect and make available
electronically or manually accurate and timely information for monitoring performance against the
strategic and service plans.

4.2.5. Data Improvement Plan
The preferred method for collection of performance information is via electronic service information
systems as this will aid the timeliness of reporting while reducing the burden on frontline staff data
collection. At present there is a mixture of electronic and manual performance information and
there will be ongoing data development required as part of the monitoring needs of the
Performance Framework. These data developments will be outlined in the form of an annual data
improvement plan based on the information needs of the Integration Partnership with progress
against this given alongside performance reporting to the Integration Partnership SMT.
Commitment from Heads of Service and Managers to the Data Improvement Plan will be necessary,
which will involve them in mapping data flows and thereafter improving the capture, quality,
availability and sharing of data within their service areas. The Data Improvement Plan will be
developed jointly by the Health Intelligence Team of the Health Board and members of the
Integration Partnership SMT.
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5. Review
The review stage assesses whether or not we are on course to deliver our outcomes and
service objectives and targets, so that corrective action can be taken where needed, and
success can also be celebrated. This stage focuses on evaluating, or self-assessing, rather
than monitoring.
Review will occur at all levels within the performance framework but will culminate in a
formal review process via:
5.1.

Strategic Performance Assessment

SPA is undertaken quarterly by the Integrated Corporate Management Team with Heads of
Service and Strategic Plan deliverable leads in attendance, and is supported by the Finance
and Analytical teams. The purpose of the SPA is to:







5.2.

obtain a holistic view of the Integration Partnership’s performance;
Assess progress overall against the National Outcomes and Strategic Plan Integrated
Partnership priorities
Consider findings of any Inspections of Integration Services by Scrutiny bodies
identify and explore cross-cutting issues and overspends that affect more than one
area;
critically challenge areas of poor performance; and
identify service improvement opportunities, risks to delivery, and resource
implications.
Scrutiny and Assurance

Scrutiny and assurance is provided to the Integrated Joint Board. This will be by means of
formal mid-year Performance Assurance Review reports to the IJB and year end scrutiny of
the Annual Performance Report A key component of the scrutiny and performance
assurance process will also be the inspection of integrates services by external scrutiny
bodies. The findings from those inspections taking place during the year will form part of
the final public Performance Report to the Scottish Government
5.2.1. Annual Published Performance Report
Under Section 42 of the 2014 Public Bodies (Joint Working) Scotland Act the Integrated
Partnership will publish an annual Performance Report. This will follow the Scottish
Government’s Guidance for Health and Social Care Integration Partnership Performance
Reports’. The key areas this will include are:


Assessment of Performance in Relation to the National Health and Wellbeing Outcomes



Financial Performance and Best Value



Reporting on Localities
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Inspection of Services



Review of Strategic Plan (where a review has occurred)

5.2.2. Service/Team Performance Review
Integrated Senior Management Team will be primarily be responsible for monitoring delivery
progress but will have a semi-structured performance review role at its meetings. Non-structured
review will occur at all other levels from service/team/individual level throughout the year via
Service/Team/Staff meetings where the following will be key aspects of review meetings as distinct
from monitoring:






5.3.

Management ownership – review process needs to be owned by management for it to be
effective.
Self-assessment approach – reviews should adopt a self-assessment or evaluation approach
to performance.
Evidence based – self-assessments should be supported by comprehensive evidence.
Service Improvement – opportunities for service improvement should guide review
Internal challenge – self assessment outcomes must be subject to some form of robust
internal challenge.

Review process and links to planning and monitoring

The diagram below outlines the overall formal review process, and how service performance
monitoring feeds into the process:
Figure 6: Overview of Monitoring and Strategic Review process
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6. Revise
This stage in the Performance Management cycle is about learning from the information we have
gained during the ‘Review’ stage and from various other sources, including findings of external
inspections and audit. This stage is crucial to developing an organisational culture of performance. It
is about gathering and understanding information about what has and has not worked.

6.1.

Analysis

Knowledge and information is gathered and analysed from a number of sources, including:


current performance – how are we performing against targets? Are objectives and targets
still relevant and realistic?



national priorities – have national priorities remained the same?



self-assessment – following evaluation from strategic through to service & team/locality
level, what have we learned about ourselves and how we are performing?



resource availability – how are we performing financially?



risks – what are our main risks and how are we managing these?



surveys – what do public, clients and/or staff think about particular themes & objectives?
Have the public’s priorities changed?



complaints/feedback – what are our clients saying? What are we doing well/poorly?



staff views – what are our staff saying? Are our staff motivated and engaged in delivering
our vision and objectives?



external audits and inspections – what are our external scrutiny bodies saying about us?
How do they feel we are performing following inspection? Are changes needed, if so, how
quickly can we implement these?



internal audits – do we have process of internal audit of services and if so what are the
outcomes and findings of these audits?



SWOT analysis – what are our current strengths, weaknesses, opportunities and threats?

Based on our analysis obtained from a combination of some of the above sources, ‘revisions’ can be
made at any level of the Integration Partnership, from strategic priorities right through to
individuals’ own personal objectives.

6.2.

Revising the Plans

The ‘golden thread’ that was identified as working its way down through the organisation during the
‘plan’ phase operates in reverse in the review stage to input feedback back up through the
Integration Partnership, based on information collected during the ‘do’ and ‘review’ stages.
As a result of analysing all the information, informed decisions can be made and corrective action(s)
taken where needed. This may include a redistribution of resources, revised plans and timescales, or
even a revision to our objectives and priorities in the next round of planning.
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Appendix 1: Western Isles Integrated Performance Framework - National and
Strategic Plan Performance Reporting hierarchy
National Health & Well Being Outcomes (9)
National
Outcomes

Performance
Level 1:
National PIs

Performance
Level 2:
Delegated Pis

1. Healthier Living

2. Independent Living

3. Positive
Experiences

4. Maintained or
Improved Quality
of Life

5. Reduced
Health
Inequalities

6. Carers are
Supported

7. People are
Safe

8. Supported
and Engaged
Workforce

9. Efficient Use of
Resources

Biennial Survey/
Annual
organisatoinal data
(Some Locally
available
Quarterly)

National Core Integration Indicators (23)
10 x Outcome indicators from Biannual Social Care Survey

13 x indicators derived from organisational/system data

Health and Social Care Delegated Standards/Targets and other publicly reportable indicators (?)
12 x NHS delegated HEAT Standards

Quarterly to IJB
and Parent
Bodies

? X Local Authority delegated adult social care KPIs

Western Isles Strategic Plan Change Priorities (13) and Key Deliverables (25)

Performance
Level 3:
Housing and
Mental health
SelfSupporting
Personalisation of
Greater levels of support
Integrated Care
Early years
Strategic Plan and well-being Management Recovery Primary Care Community
Care
provided to unpaid carers
Capacity
Local PIs
25 x Key Deliverables to Strategic Plan Change Priorities and ? Local indicators of success
Performance
Level 4:
Locality Area
Planning and
Management
Pis
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Performance
Reporting
Frequency

Monthly to
Safe Care

Integrated
Technology
Understanding
Workforce Planning
and use of MT/Strategic
our population
Assets
Planning Group

Locality Area Priorities
Broadbay

Rural Lewis

Harris

Uists

Barra

To be confirmed

Appendix 2: National Core (level 1) and Delegated Performance (level 2)
Indicators in Integrated Performance Framework
Level 1 - National Core Integration Indicators

Level 2 - Delegated Standards/SPIs

Survey Measures:

Health Standards:

1. Percentage of adults able to look after their health very well or quite
well.
2. Percentage of adults supported at home who agree that they are
supported to live as independently as possible.
3. Percentage of adults supported at home who agree that they had a
say in how their help, care or support was provided.
4. Percentage of adults supported at home who agree that their health
and care services seemed to be well co-ordinated.
5. Percentage of adults receiving any care or support who rate it as
excellent or good
6. Percentage of people with positive experience of care at their GP
practice.
7. Percentage of adults supported at home who agree that their
services and support had an impact in improving or maintaining their
quality of life.
8. Percentage of carers who feel supported to continue in their caring
role.
9. Percentage of adults supported at home who agree they felt safe.

H1. People diagnosed and treated in 1st stage of breast, colorectal and lung cancer
(25% increase)
H4. People newly diagnosed with dementia will have a minimum of 1 years postdiagnostic support
H8. At least 80% of pregnant women in each SIMD quintile will have booked for
antenatal care by the 12th week of gestation
H10. 18 weeks referral to treatment for specialist Child and Adolescent Mental Health
Services (90%)
H11. 18 weeks referral to treatment for Psychological Therapies (90%)

10. Percentage of staff who say they would recommend their
workplace as a good place to work.*

H14. Clients will wait no longer than 3 weeks from referral received to appropriate
drug or alcohol treatment that supports their recovery (90%)
H15. Sustain and embed alcohol brief interventions in 3 priority settings (primary
care, A&E, antenatal) and broaden delivery in wider settings
H16. Sustain and embed successful smoking quits, at 12 weeks post quit, in the 40%
SIMD areas
H17. 48 hour access or advance booking to an appropriate member of the GP team
(90%)
H18. 4% Staff Sickness absence rate (Staff groups within delegated IJB scheme)
H19. 4 hours from arrival to admission, discharge or transfer for A&E treatment (95%
with stretch 98%)
H20. Operate within agreed revenue resource limit; capital resource limit; and meet
cash requirement (Delegated budgets)
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Level 1 - National Core Integration Indicators

Level 2 - Delegated Standards/SPIs

Organisational/Systems Measures:

Adult Social Care SPIs:

11. Premature mortality rate.
12. Rate of emergency admissions for adults.*
13. Rate of emergency bed days for adults.*
14. Readmissions to hospital within 28 days of discharge.*
15. Proportion of last 6 months of life spent at home or in community
setting.
16. Falls rate per 1,000 population in over 65s.*

SC1. % of Adults satisfied with social care or social work services
SC2. % of people over 65 with intensive needs receiving care at home
SC3. Older Persons (Over 65's) Home Care Costs per Hour
SC4. Older Persons (over 65's) Home Care Costs per Hour adjusted for inflation
SC5. Older persons (over 65's) Residential Care Costs per week per resident

17. Proportion of care services graded ‘good’ (4) or better in Care
Inspectorate inspections.
18. Percentage of adults with intensive needs receiving care at home.
19. Number of days people spend in hospital when they are ready to be
discharged.
20. Percentage of total health and care spend on hospital stays where
the patient was admitted in an emergency.
21. Percentage of people admitted from home to hospital during the
year, who are discharged to a care home.*
22. Percentage of people who are discharged from hospital within 72
hours of being ready.*
23. Expenditure on end of life care.*
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SC6. Older persons (over 65's) Residential Care Costs per week per resident adjusted
for inflation
SC7. SDS spend on adults over 18 as a % of total social work spend on adults over 18
SC8. Home Care costs per hour for people aged 65 or over
SC9. SDS spend on adults over 18 as a % of total social work spend on adults over 18
SC10. Percentage of people aged 65 or over with intensive needs receiving care at
home
SC11. Percentage of adults satisfied with social care or social work services

SC12. Residential costs per week per resident for people aged 65 or over

Appendix 3: Strategic Plan Key Deliverables and measures of success (Level 3 PIs)
Key Deliverables
1

2

3

4

We will put in place locality planning and locality
management arrangements to support more
responsive local services

Multi-disciplinary teams will deliver holistic, wellcoordinated care, which builds on the natural
capacities in people’s lives

We will implement the Scottish Patient Safety
Programme within primary care and as part of
that we will review the use of higher risk
medications and address polypharmacy
Adult Support & Protection protocols will be
strengthened and utilised within Service
Planning

KPI

Indicator
Type

Data
available

1a

% of locality profiles produced and updated annually

O

No

1b

95% of locality based analysis requests are delivered within SLA

P

No

1c

All localites have secretarial support in place

O

No

1d

P

No

O

Partial

2b

95% of meeting notes are issued within agreed SLA
X% of AHP, Home Care and Community Nursing services delivered by locality based
blended teams
% of AHP appointments delivered in an Outpatient setting

O

Yes

2c

% Missed appointments for AHP & Community Nursing Services

P

Partial

2d

% of missed home care visits

P

Yes

2e

% of time Care assessors spend in locality

P

No

2f

% of time care co-ordinators / managers spend in locality

P

No

2g

% of patients with a MDT team plan

P

No

4a

No. Of ASP referrals recieved

p

Yes

4b

No. Of ASP investigations undertaken

P

Yes

4c

No. Of ASP case conferences undertaken

P

Yes

4d

No. Of protection orders granted

O

Yes

4e

No. Of Large Scale investigations undertaken

P

Yes

4f

P

Yes

O

Yes

4h

No. Of Investigations undertaken by type
% of relevant staff by organisational area (Social Care, A & E etc) who have undetaken
ASP training
% of Case files audited

P

No

4i

% of case files passing audit

O

No

2a

4g
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Key Deliverable Pis

Key Deliverables
5

6

7

A system for allocating personal budgets to
people with assessed social care needs will be
implemented to support our work on SelfDirected Support

We will develop a strategy and service model
that supports people who have dementia to live
at home for as long as possible. This will include
the delivery of post diagnostic support that will
support people who have received a diagnosis
of dementia.

We will encourage rehabilitation and recovery of
personal independence by developing an
intensive reablement service

KPI

We will develop an intermediate care service to
prevent hospital admission and support
discharge

Data
available
Yes

% of service users opting for Direct Payments by locality

5b

% of service users utilising a local organisation for delivery of service

O

No

5c

% of service users utilising budget within assessed period

P

Yes

5d

% of services users continuing with Direct Payments on reassessment

O

Yes

5e

% of service users satisfied with service provision on Quality Assurance visits

P

No

5f

No. Of organisations by locality offering DP services (rate per 1000 population)

O

No

6a

Dementia prevalence as rate per 1000

P

Yes

6b

% of Dementia patients accessing Post Diagnostic support

O

Yes

6c

O

Yes

O

Yes

6e

Split by place of residence for patients with dementia
% of time spent during last 6 months of life at home jor in community settings for those
on dementia register.
Utilisation of 3rd sector Dementia services as hrs / days by patients

P

No

6f

Utilisation of 3rd sector Dementia services as hrs / days by carers

P

No

7a

% of service users assessed as being suitable for reablement

P

No

7b

% of service users completing reablement

P

No

7c

O

No

O

No

7e

% of service users completing reablement , with no HC service required at end of period
% of service users undertaking intensive reablement and showing an improvement or
maintenance of IoRN score at 6 and 24 (?) period
Average home hrs per service user

O

No

8a

Readmission to hospital within 28 days

O

Yes

8b

Readmission to hospital within 7 days

O

Yes

8c

Rate per 1000 Potentially Preventable Admissions

O

Yes

8d

Average length of stay in Intermediate Care

P

No

8e

Emergency admission rate
Number of days people spend in hospital when they are ready to be discharged, per
1,000 population
% of people who are discharged from hospital within 72 hours of being ready

P

Yes

P

Yes

P

Yes

6d

8f
8g
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Indicator
Type
P

5a

7d
8

Key Deliverable Pis

Key Deliverables
9

10

11

12

We will transform our mental health provision to
deliver an integrated community model which is
empowering to users and supports people to
remain in control of their own lives

We will support our general practices to
collaborate, develop multi-professional teams
and influence local service arrangements

To reduce unnecessary clinical interventions and
personalise the care experience, we will work
with health and social care professionals to
increase our use of Anticipatory Care Plans

We will diversify our existing residential capacity
to build new capacity in Extra Care Housing
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KPI

Key Deliverable Pis

Indicator
Type

Data
available

9a

Total psychiatric beds per 100,00 population

O

Yes

9b

Average length of psychiatric inpatient stay

P

Yes

9c

% discharged psychiatric patients followed up within 7 days

P

?

9d

% mental health expenditure on community mental health

O

?

9e

% readmission within 28 days

O

Yes

10a

% of practices holding monthly MDT meetings

O

No

10b % of practices represented at Locality Planning Meetings

P

No

10c

P

No

10d % of patients treated via referral to co-located staff member
Rate per 1000 Potentially Preventable Admissions (benchmark against current / non11a
ACP)
11b % of LTC patients with ACP shared with other agencies

O

No

O

Yes

11c

% of palliative patients with ACP shared with other agencies

P

11d

% of Social Care users with ACP shared with other agencies

P

% of practices with co-located staff by discipline

P

11e % of ACP reviewed by review date

P

11f

% of Palliative patients with ACP whose wishes met at End of Life

O

12a

Average residential care waiting time

P

12b Average Extra Care Housing waiting time

P

12c

P

Average time taken to complete housing adaptations – Social Housing

12d Average time taken to complete housing adaptations – Private Housing

P

12e Rate per 1000 population in Residential Care

O

12f

O

Rate per 1000 in Extra Care Housing

13

14
15

16

Key Deliverables

KPI

We will work with communities and the third
sector to support community ventures which
tackle social isolation, including, where
appropriate, supporting community transport

13a

We will delegate resources to our Alcohol and
Drug Partnership to support the recovery of
people dependent on alcohol
We will support people with long-term conditions
to self-manage through the provision of advice
and clinical support. Specifically, we will develop
systems that allow patients to monitor their vital
statistics using their own mobile phones.

We will work with the third sector to provide
every identified carer with a carer support plan
and assess their eligibility for formal support

P a g e | 24

Key Deliverable Pis
Rate per 1,000 persons aged 65+ experiencing social isolation and/or loneliness using
appropriate validated scale

Indicator
Type
O

Data
available
No

13b No. GP Practices participating in Social Prescribing scheme

P

No

13c

P

No

12d % social prescription completions (eg. attendance at community group activites)

P

No

12e No. persons supported via community transport to attend activities

P

No

12f

Rate hospital discharges for LTCs for 65+

O

Yes

12g

Rate per 1,000 frail elderly hospital discharges

O

Yes

14a

Rate of Alcohol related hospital discharges per 1,000 population

O

Yes

O

Yes

Nos. persons referred to Social Prescribing Navigator

14b Rate of alcohol related A&E attendances per 1,000 population
To reduce PPA for identified conditions as rate per 1000, resulting in an avoidance of x
Bed Days
15b PPA for identified conditions as rate per 1000 population
15a

15c

PPA bed days for identified conditions as per 1,000 bed day rate

O
P
P

15d A & E attendances rate per 1,000 population

P

15e % Uptake of Florence service by condition, age group & locality

P

15f

Compliance with results return by condition, age group and locality

P

16a

% of identified carers with a support plan

O

16b No. of Carer assessment referrals received

P

16c

% of referrals received by source

P

16d

% of support plans developed and active

P

16e Average Respite hrs / nights per carer delivered

O

Key Deliverables
17

18

19

We will continue to contribute to the Western
Isles Early Years Collaborative, to ensure that
our children get the best start in life.

We will reduce the variation between localities in
resource use at end-of-life by supporting
palliative care at home or in a homely setting

We will seek to reduce expenditure on the top
2% of the population who use the highest levels
of resource, to ensure greater levels of
healthcare equity
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KPI

Indicator
Type

Data
available

O

Yes

17b % of eligible children receiving their 27-30 month child health review

P

Yes

17c

O

Yes

17d % children who have reached all developmental milestones by P1

O

Yes

17e % children classed as obese at P1

O

Yes

17f

Number of Children (aged 0-15) dependent on a recipient of Income Support (DWP)

O

17g

% of pupils on free school meals in Primary / Secondary School

O

17h

% uptake of foodbank referrals

P

18a

Premature mortality rate (<75)

O

Yes

18b % of people with cancer or other LTC who are on palliative care register

O

No

18c

P

No

18d % of people who have had their ePCS accessed

p

No

18e % of people who died in hospital

p

No

18f

% of people who die at usual place of residence

p

No

19a

No. of patients that account for upper 50% of spend

O

17a

Key Deliverable Pis
Still birth and Infant mortality rate per 1,000 live births
% children with no concerns across all domains at 27-30 month review

% of people with cancer or other LTC who have an electronic Palliative Care Summary

19b No. of service users that account for upper 50% of Social care spend

O

19c

Average spend per patient, top 50% and bottom 50%

P

19d

Average spend per service user, top 50% and bottom 50%

P

Key Deliverables
20

We will continue to invest in technology and
improve processes to ensure that we maximise
the potential of telecare, telehealth and
networking with clinical and professional
networks

KPI

Key Deliverable Pis

Indicator
Type

Digital Records in the Community
20a

% of admin time clinical staff using digital solution vs staff not using solution
No. of hrs released to other activities (can be converted to workload / cost per patient /
20b
visit for a financial measure)
20c Average referral to appointment time vs benchmark
% of patients reporting that they are not “repeating the same information to every new
20d
face” (needs rewording)
Telecare Services

O

20e User base size as rate per 1000 of population overall & by locality

O

20f

No. of new service users per reporting period

P

20g

No. of new installations by type per reporting period

P

O
P
O

20h Service user base size in reporting period

O

20i

Service installations base size by type in reporting period

O

20j

No. of alarm activations per reporting period

P

Telehealth

21

We will reduce the number of long-term
placements within off-island health and social
care facilities in favour of a more efficient use of
local resources
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20k

No. of outpatient clinics available via video/tele-conferencing

20l

No. of patient travel journeys to mainland hospitals

15a

PPA for identified conditions as rate per 1000 population

O
P

15e % of persons with LTC in receipt of Florence mobile monitoring service

P

15f

Compliance with results return by condition, age group and locality
No. of people on Mainland Placement as rate per 1000 split by Health & SC within
reporting period

P

Cost of Mainland placements within reporting period

P

21a
21b

P

Data
available

Key Deliverables
22

23

24

25

We will establish a health and social care hub in
every locality area, which will deliver co-located
integrated services

We will develop a three year workforce plan
which will consider how best our partnership can
compete within the local, national and
international labour market and grow our
workforce from within our communities
We will work with our parent bodies - NHS
Western Isles and Comhairle Nan Eilean Siar to keep people healthy at work

We will work with our parent bodies - NHS
Western Isles and Comhairle Nan Eilean Siar to provide all of our staff with the opportunity to
hold a formal contract of employment with
guaranteed hours and predictable patterns of
work
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KPI
22a

Key Deliverable Pis
Av. Travel distance to a Care Hub by Locality

Indicator
Type
O

22b % of patients / service users treated at Care Hub vs benchmark (shifting balance of care)

O

10c

P

% of practices with co-located staff by discipline

10d % of patients treated via referral to co-located staff member
X% of AHP, Home Care and Community Nursing services delivered by locality based
2a
blended teams
2e
% of time Care assessors spend in locality

O

2f

% of time care co-ordinators / managers spend in locality

P

23a

Staff attrition by reason inc. retirement

P

23b

% of vacancies by functional area and locality unfilled within x months

O

23c

% of staff undertaking certified work-related CPD
No. of school pupils & people in continuing education undertaking courses in identified
23d
target areas / professions locally or by distance learning
% of staff & staff hrs lost to unplanned absence type by locality and absence type (sick,
24a
LT Sick, compassionate/special leave etc)
24b No. of staff attending or undertaking available support initiatives

O
P

P
P
O
P

24c

No. of staff referred to Occupational Health

P

24d

Cost by absence type within reporting period

O

25a

% of staff and staff hrs on variable hrs contracts by locality

O

25b

No of overtime hrs paid by locality in reporting period (can be converted to cost)

P

No. of visits missed or rescheduled as a result of carer absence
No. Of appointments / visits missed or rescheduled as a result of Health Professional
absence
% of staff & staff hrs lost to unplanned absence type by locality and absence type (sick,
25d
LT Sick, compassionate/special leave etc)
25e Staff attrition by reason inc. retirement

P

25c

P
P
O

Data
available

Appendix 4: National Outcomes and Western Isles Strategic Plan Priorities,
Deliverables and Performance Indicator mappings
Change Priority

No

Key Deliverable

Level 1 PIs

Level 2
PIs

Level
3 PIs

National Outcome1: People are able to look after and improve their own health and wellbeing and live in good health for longer.
Self-Management

14 We will support our Alcohol and Drug Partnership to deliver on its strategic
commissioning role to support the recovery of people dependent on
alcohol, by focusing on prevention and educational services
15 We will support people with long-term conditions to self-manage through
the provision of advice and clinical support. Specifically, we will develop
personal technology/systems that allow patients to monitor their vital
statistics.

NI1, NI11, NI12

H14, H15

14a-b

NI11, NI12, NI16

H17, SC1-3,
SC7, SC9-11

15a-f

National Outcome2: People, including those with disabilities or long term conditions, or who are frail, are able to live, as far as
reasonably practicable, independently and at home or in a homely setting in their community
Supporting Recovery

Primary Care

7 We will encourage rehabilitation and recovery of personal independence by
developing an intensive reablement service
8 We will develop an intermediate care service to prevent hospital admission
and support discharge within our care hubs
9 We will transform our mental health provision to deliver an integrated
community model which is empowering to users and supports people to
remain in control of their own lives
10 We will support our general practices to collaborate, develop multiprofessional teams and influence local service arrangements
11 To reduce unnecessary clinical interventions and personalise the care
experience, we will work with health and social care professionals to
increase our use of Anticipatory Care Plans
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NI2, NI3, NI12, NI13, NI14, NI16,
NI18, NI19, NI20, NI21, NI22
NI2, NI3, NI12, NI13, NI14, NI18,
NI19, NI20, NI21, NI22, NI23

SC1-3, SC7,
SC9-11
H10, H11 SC13, SC7, SC9-11

NI3, NI12, NI13, NI14, NI18,
NI19, NI20, NI21, NI22

SC1-3, SC7,
SC9-11

7a-e
8a-g
9a-e

NI3, NI12, NI13, NI14, NI15,
NI16, NI18, NI19, NI20, NI21,
NI22, NI23

10a-d

NI2, NI3, NI12, NI15, NI16, NI18,
NI20, NI23

11a-f

Change Priority
Housing and Community
Capacity

No

Key Deliverable

12 We will work with communities and the third sector to support community
ventures which tackle social isolation
13 We will diversify our existing residential capacity to build new capacity in
Extra Care Housing

Level 1 PIs
NI2, NI3, NI12, NI14, NI15, NI18,
NI20, NI21, NI22
NI3, NI14, NI15, NI16, NI18,
NI21, NI22

Level 2
PIs

Level
3 PIs

SC4-5

12a-g
13a-g

National Outcome3: People who use health and social care services have positive experiences of those services, and have their
dignity respected
Integrated Care

1 We will put in place locality planning and locality management
arrangements to support more responsive local services
2 Multi-disciplinary teams will deliver holistic, well-coordinated care, which
builds on the natural capacities in people’s lives

NI4, NI5, NI6, NI14, NI15, NI17,
NI19, NI22
NI4, NI5, NI6, NI14, NI15, NI17,
NI19, NI22

SC8

1a-d

SC8

2a-g

National Outcome4: Health and social care services are centred on helping to maintain or improve the quality of life of people
who use those services
Personalisation of care

5 People with assessed social care will be supported to use personal budgets
to access care and support from a diverse range of providers to maximise
the choice and control they have over their lives.
6 We will develop a strategy and service model that supports people who
have dementia to live at home for as long as possible. This will include the
delivery of post diagnostic support that will support people who have
received a diagnosis of dementia.

NI3, NI7, NI13, NI19, NI20

SC4-5

5a-f

NI3, NI7, NI12, NI13, NI17, NI19,
NI20

H4, SC1SC3,SC7, SC911

6a-f

H8

17a-h

National Outcome5: Health and social care services contribute to reducing health inequalities
Early years

17 We will continue to contribute to the Western Isles Early Years
Collaborative, to ensure that our children get the best start in life.

NI11, NI12

National Outcome6: People who provide unpaid care are supported to look after their own health and wellbeing, including to
reduce any negative impact of their caring role on their own health and well-being
Unpaid carers
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16 We will work with the third sector to provide every identified carer with a
carer support plan and assess their eligibility for formal support

NI18

SC1-3, SC7,
SC9-11

16a-e

Change Priority

No

Key Deliverable

Level 1 PIs

Level 2
PIs

Level
3 PIs

National Outcome7: People using health and social care services are safe from harm
Safe Care

3 We will implement the Scottish Patient Safety Programme within primary
care and as part of that we will review the use of higher risk medications
and address polypharmacy
4 We will continue to strengthen our adult protection protocols through case
conferences, data collection and use, and service planning.

NI9, NI12, NI13, NI14, NI16
NI9, NI12, NI13, NI14, NI16

4a-i

National Outcome8: People who work in health and social care services feel engaged with the work they do and are supported to
continuously improve the information, support, care and treatment they provide
Workforce Planning

23 We will develop a three year workforce plan, based on labour market
intelligence, which will consider how best our partnership can compete
within the local, national and international labour market and grow a
workforce from within our communities through the provision of educational
opportunities
24 We will work with our parent bodies - NHS Western Isles and Comhairle
Nan Eilean Siar - to keep people healthy at work and support them through
periods of transition from one model or care to another
25 We will work with our parent bodies - NHS Western Isles and Comhairle
Nan Eilean Siar - to increase the proportion of our staff whose contract of
employment provides guaranteed hours and predictable patterns of work

NI10

H18

23a-d

NI10

H18

24a-d

NI10

H18

25a-e

National Outcome9: Resources are used effectively and efficiently in the provision of health and social care services
Reducing Variation

Technology and use of
Assets
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18 Where appropriate, we will reduce variation between localities in resource
use at end-of-life by supporting palliative care at home or in homely settings
19 Where appropriate, we will seek to reduce expenditure on the top 2% of the
population who use the highest levels of resource, to ensure greater levels
of healthcare equity
20 We will continue to invest in technology and improve processes to ensure
that we maximise the potential of telecare, telehealth and networking with
clinical and professional networks
21 We will reduce the number of long-term placements within off-island health
and social care facilities in favour of a more efficient use of local resources
22 We will establish a health and social care hub in every locality area, which
will deliver co-located integrated services

NI14, NI15, NI16, NI19, NI23

18a-f

NI16, NI19, NI20, NI22, NI23

H16, SC4,
SC9-11

19a-d

NI4, NI14, NI16, NI19, N20, NI22

SC1-3, SC7,
SC9-11

15a,e,f;
20a-l

NI4, NI14, NI15

SC1-3, SC7,
SC9-11

21a-b

NI4, NI14, NI15, NI16, NI19,
N20, NI22

H17

22a-b;
10c-d,
2a,e,f

Appendix 5: Adult Health & Social Care Integrated Performance Balanced Scorecard
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Appendix 6a: Locality Planning Area Profile Measures (IPF Level 4)
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Appendix 6b: Locality Planning Area Profile example map output (IPF Level 4)
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