CÙRAM IS SLÀINTE NAN EILEAN SIAR
WESTERN ISLES HEALTH AND SOCIAL CARE PARTNERSHIP

STRATEGIC PLAN REFRESH:
2018-2020

1. Introduction
When the IJB agreed its first Strategic Plan in 2016, the
Western Isles had the highest rate of blocked hospital
beds in Scotland. In the two years since, through hard
work and innovation, we have delivered significant
improvement and have climbed the national league table;
and not only in relation to delayed discharge.
This document tells the story of those successes but also
outlines where we have more to do, and what we hope to
achieve over the next two years.
Much has changed since our first Strategic Plan was
agreed. At a national level, new legislation has been
agreed in the form of the Carers Act, which aims to
improve the support offered to unpaid family carers; new
ideas have emerged around the delivery of realistic
medicine, where healthcare professionals are encouraged
to consider even more on the impact of their
interventions on quality of life; and public service reform
continues apace, with increasing focus on the delivery of

healthcare at a regional level, a national review of local
governance and the advent of island-specific legislation,
incentives and powers.
Our strategic plan needs to be capable of responding to
these changing contexts and so we have set out to refresh
our description of what it is we want to achieve as a
partnership. This document is not a fully formed second
plan – rather it should be read as a companion document
to the original. Much of the analysis and content of the
first plan – particularly around our description of
governance, analysis of need and assessment of service –
will not be repeated here. Our objective is more focused:
to reinforce our sense of mission; to describe our
achievements; to re-assess established priorities; and to
add new objectives. The development of a fully
integrated health and social care system for the Outer
Hebrides was never going to be a short term endeavour.
But our hope is that if we accomplish all that we have set
out to do in this plan, then will have taken crucial steps in
that direction.
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2. Our Mission
Our established vision is that by 2020 the people of the
Outer Hebrides will be living longer, healthier lives at
home, or in a homely setting. We will have more
integrated health and social care, which focuses on
preventing ill-health, anticipating care needs and
supporting recovery. We will work with people and
communities to develop a framework of mutual
responsibility for health and wellbeing, framing the rights
and responsibilities that we all have as residents.
Our care will be delivered by integrated teams, with the
traditional roles of health and social care professionals
changing and adapting over time to meet the needs of
the population. Care will be provided to the highest
standards of quality and safety, 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 people use more periodically to sustain their
independence, or which require highly specialised input,
will operate across localities or will be provided in centres
of expertise on the mainland.
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Understanding what matters to our service users
When the NHS was first established seventy years ago,
the world was a very different place: in the late 1940s, life
expectancy in the UK for men and women was 65 and 70
years. The job of the newly established healthcare system
was ambitious: to deliver universal access, free at the
point of use. With the development of the welfare state,
public health interventions and improved standards of
living, life expectancy improved across the second half of
the 20th Century.
But our models of care started to change in the 1980s.
There was a growing recognition that while institutional
settings were often the best place to deliver complex
medical care, those environments were less well suited to
support people with disabilities or mental health
problems to live independent lives. The community care
revolution followed, where large institutions were closed
in favour supporting people in homely environments.
What is more, as mortality trends improved,
comorbidities also increased, which meant greater
numbers of people having to manage several conditions

simultaneously. And so the job of the NHS itself was
beginning to change: much of its work was not simply
about treating disease or illness but about supporting
people with chronic or long-term conditions. Medicine
supported improvement in outcomes, but could also
become a problem in itself, with more complex
combinations of drugs being used to support patients,
often with adverse impacts.
The healthcare system, while continually innovating,
came to better understand the limitations of medicine,
the importance of preventing poor health through public
health measures and through good diet and exercise, and
the need for new healthcare management strategies
based on supporting self-care.
Similar changes were happening within community care,
with more attention being placed on the choice and
control of individuals over the package of care they
needed to support their daily lives.
We are still living through this revolution in care. Even in
the last few years, we have seen two landmark
developments in the form of realistic medicine and self3|Page

directed support. Both of these approaches to care take
their point of departure not just from an assessment of a
person’s needs, but what it is that matters to them as an
individual – how they want to live and what they want to
achieve. By this philosophy, we empower individuals to
live their lives.
And it has implications that reach far beyond that
immediate relationship between the professional and the
user of the service. It implies that as we develop new
service arrangements, we need to do so with the people
who will ultimately use those services; otherwise, we’re
unable to understand what it is our customers want. That
does not mean we can always respond to individual
preference or even that we will implement what it is that
service users or those working within our health and
social care system want. Very often, other challenges,
such as resource limitations, prevent this. But it is
nonetheless crucial to take our direction from that
question: ‘what matters to you?’

In respect of the governance systems that oversee our
work as a partnership, we need to be able to respond to
our local population, to understand the customer
experience. That is what we aspire to as an Integration
Joint Board.
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Resource Flow and Balance of Care
In order to realise our objectives, we need to see more of
our local resources invested in community health and
care settings. Caring for more people in the community
will result in a shift in resources from hospitals to
community-based care. We expect this to be recognised
as a positive improvement in the quality of our services,
progress towards our vision and therefore the kind of
service change we expect to see. Our original strategic
plan envisaged that by moving care out of hospital will
deliver the ‘triple aim’ of improving population health and
the quality of patient care, while reducing costs.
What works in shifting the Balance of Care?
According to the Nuffield Trust1, successful attempts to
shift the balance of care have targeted particular patient
populations (such as those in care homes or at end of
life); improved access to specialist expertise in the
community; provided active support to patients including
continuity of care; appropriately supported and trained
1

staff; or addressed a gap in services rather than
duplicating existing work.
On the other hand, the implementation challenges
involved in shifting care out of hospital are considerable
and even initiatives with great potential can fail. This is
often because we do not take into account the wide
range of system, organisational and individual factors that
impact upon their feasibility and effectiveness.
What works in shifting the balance of care
Improved GP access to specialist expertise
Ambulance/paramedic triage to the community
Condition-specific rehabilitation
Additional clinical support to people in care homes
Patients experiencing GP continuity of care
Improved end-of-life care in the community
Remote monitoring of people with long term conditions
Social prescribing
Senior assessment in A&E

Nuffield Trust, Shifting the balance of care: Great expectations, 2017
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There is also emerging evidence that place-based systems
of care, which oversee whole systems and which combat
fragmented delivery arrangements, can improve
outcomes. For example, the King’s Fund2 offers several
examples of where this type of reform has been
implemented to great effect, including in Torbay,
England; Southcentral Foundation, Alaska; and
Canterbury, New Zealand. Each of these case studies has
a particular mix of ingredients but there are common
themes, including ‘one system, one budget’; working with
communities to coproduce solutions; tackling divergent
organisational cultures; and focusing on prevention and
demand avoidance. While recognising that much of the
research in this area is emergent, it is nonetheless
informative and ought to inform our future objectives.

people can be supported to live independently in the
community. This second plan will need to go beyond that,
to consider what further mechanisms can be used to
invest more in community health and care settings. Our
touchstone will be to ensure if a patient’s needs can be
met anywhere else other than is hospital then this is
actively planned for. In delivering on this, we would
envisage a greater proportion of spend on primary care,
mental health and community based care.

Anticipated shift in resources (£m):
2016 - 2020
£30
£25
£20

Where we anticipate a shift in resources
In the original strategic plan, we primarily focused on our
work to redesign our mental health service from a
hospital based model to a community based model which
focused on the principles of recovery – the idea that

£15
£10
£5
£0
Hospital

2

Care Homes

Social Care

Primary Care

The King’s Fund, 2018
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3. Our Achievements
Since the establishment of the Integration Joint Board, we
have taken advantage of new opportunities to implement
more integrated systems management, effective
corporate leadership, and have ensured that good
governance and financial controls have operated across
the partnership. In particular:
 Financial management has been strong, with the
IJB setting a balanced pooled budget and working
within budget over its first two years. A mature and
pragmatic approach has been taken to virements
within the IJB budget in pursuit of financial balance.
 An Integrated Corporate Management Team has
been established, which allows for executive level
coordination and agreement of health and social
care priorities – ‘one system, one budget’.
 We have been able to drive change as a
partnership, working across boundaries. For
example, the reform of mental health, while
ostensibly focused on NHS services, has allowed us

to play-in council and third sector interests to a
greater degree than would have been possible
under previous arrangements.
At the same time, we have focused on delivering the
enablers of integration, recognising that the components
of integrated care will be realised only with sustained
cultural change over a number of years.
Enablers of Integration
Strong, system wide
governance and leadership
Integrated information
system
Integrated workforce
planning
Pooled budget
Joint Commissioning
Strong, system wide
governance and leadership

Components of Integrated Care
Early identification of people who are
at risk , with an emphasis on
prevention and self-management
Holistic, cross-sector approach to
planning and delivery of care
Care coordination: joint needs
assessment and care planning
Joint approach to crisis management,
especially to urgent care
Multi-disciplinary teams to provide
holistic care and support
Early identification of people who are
at risk , with an emphasis on
prevention and self-management
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However, that is not to say that the
partnership has been unable to
deliver tangible success in terms of
service user outcomes. For example,
the connected reforms of whole
system community care planning
and the reform of home care has
allowed us to make significant
reductions in the number of people
held in hospital waiting for a
community care package to be
arranged.
Our work initially focused on
delivering additional capacity, which

we did through the development of additional long-term care beds, thereby
providing a better opportunity to increase patient flow across the local system.
This was supplemented with a more comprehensive package of reforms that
have been able to deliver sustained improvement. This is illustrated in the
graph below.

No. of Patients Delayed Discharge at Census
30

Nine additional long-term
care beds commissioned

Delayed discharge action
plan agreed and delivered

25

20
No. of Patients

Our early work has therefore
focused on consolidating
arrangements in respect of
managing a pooled budget, creating
system-wide governance,
integrating information flows, and
delivering joint commissioning.
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-5

Month & Year

Added capacity but didn’t
reform; failed to grasp the
problem

Whole system planning and
coordination
Over 2 weeks
Under 2 weeks
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4. Existing Priorities
Our original strategic priorities are expressed as 12 priority
areas for action in pursuit of our vision of high quality,
sustainable and integrated care. These areas connect to
three broad themes: Quality of care; Health of the
population; and Value and financial sustainability. These
themes are often referred to as the ‘Triple Aim’. The Triple
Aim is a framework developed by the Institute for
Healthcare Improvement that describes an approach to
optimising the performance of health and social care
services. Organisations and communities that attain the
Triple Aim will have healthier populations, in part because
of new designs that better identify problems and solutions
further upstream and outside of hospital based care.
Since our implementation work commenced, much has
been achieved – although in no sense can we say that we
have already delivered on the original objectives. As part of
the implementation process, we identified a range of
deliverables that would provide the main substance of
reform: mental health redesign; intermediate care;
redesign of the residential estate towards an extra-care

housing model; and tackling delayed discharge through
whole system planning and coordination. All of these
reforms have progressed but are also longer term journeys.
As such, the IJB will want to maintain a focus on these
reforms, not least because it is in these areas that we have
invested our resources most heavily. We would also want
to add into that mix the main staff-related reforms, which
will have a corporate interest from a Health Board and
Comhairle perspective. These include integrated front-line
delivery (including issues around recruitment and
retention) and the development of operational hubs.
There are also a host reforms that we will now pass to the
Health and Social Care Departmental Management Team
to deliver on. These include: Locality Planning; Anticipatory
Care; Tackling Social Isolation; Support for Carers; and
Palliative and End-of-life Care.
Finally, there are a range of reforms that are delegated to
individual teams or programme boards to take forward.
These include Polypharmacy, Adult Protection, SelfDirected Support, Homecare Reform, Substance misuse,
Self-management/Digital, Early years, Dementia, and
Mainland Placements.
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Triple Aim

Priority Area
Integrated Care

Safe Care
Quality of
Care
Personalisation
of care

Supporting
Recovery

Primary Care

1

Key Deliverables
We will put in place locality planning and service arrangements to support more responsive local services

Oversight
HSC Departmental
Management Team
Integrated Corporate
Management Team

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

Primary Care Team

4

We will continue to strengthen our adult protection protocols through case conferences, data collection and use,
and service planning.

Partnership Services

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.

Partnership Services

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.

Dementia Managed
Clinical Network

7

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

Integration Joint
Board

8

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

Integration Joint
Board

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

Integration Joint
Board

10

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

Integration Joint
Board

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

HSC Departmental
Management Team
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Housing and
Community
Capacity

12

13
Health of the
Population

SelfManagement

14
15

Unpaid carers

16

Early years

17

Reducing
Value and
Variation
Sustainability
Technology and
use of Assets

18
19
20
21
22

Workforce
Planning

23
24
25

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
We will work with communities and the third sector to support community ventures which tackle social isolation,
including, where appropriate, supporting community transport
We will support our Alcohol and Drugs Partnership to deliver on its strategic commissioning role to support the
recovery of people dependent on alcohol, by focusing on prevention and educational services
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 self-care.
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.
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.
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
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
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
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
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, 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
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
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

Integration Joint
Board
HSC Departmental
Management Team
Alcohol and Drugs
Partnership
e-Health Programme
Board
Partnership Services
Early Years
Collaborative
HSC Departmental
Management Team
Integration Joint
Board
e-Health Programme
Board
Transitions and
Mainland Placements
Integrated Corporate
Management Team
Integrated Corporate
Management Team
Integrated Corporate
Management Team
Integrated Corporate
Management Team
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5. New Priorities
As outlined in the introduction, the IJB’s Strategic Plan has
to adapt and change to stay relevant. Although there is a
strong overlap between the emerging evidence base and
the priorities we identified in the first plan, new
opportunities are emerging all the time. For that reason,
we want to add to the objectives we have as a
partnership. In general terms, we continue aspire to a
system which is much more responsive to supporting
people with long-term conditions to live independently in
the community.
th

20 Century
Centrally planned
Input driven
Organisational focus
Geared towards acute conditions
Hospital-centred
Lead professional dependent
Episodic care
Disjointed care
Reactive care
User as passive recipient
Self-care infrequent
Carers undervalued
Low tech
Disaggregated patient information

st

21 Century
Locally planned
Outcomes driven
Partnership focus
Geared towards long-term conditions
Embedded in communities
Integrated teams
Continuous care
Holistic care
Preventative care
User as active participant
Self-care encouraged and facilitated
Carers supported as partners
High tech
Aggregated patient information

Work will now be undertaken to ensure that we are
responding to evidence of what we know works in shifting
the balance of care. To that end, we envisage:
 Comprehensive reform of Primary Care, in line with
the new GP Contract. This will include reforms
around improved GP access to specialist expertise;
reduced workload; a reformed urgent care system;
and functional multi-disciplinary teams operating in
and with local practices to deliver continuity of care
and avoiding unnecessary hospital admission;
 Enhanced support and coordination in the
community for people with palliative care needs
and/or who are nearing end-of-life;
 Additional clinical support to people in care homes,
with better integrated arrangements between
community care and nursing staff;
 A package of reforms focused on prevention,
streamlining assessment processes, building on
community assets and improving inter-agency
working;
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 Focused work undertaken on high resource
individuals and high cost packages of care to ensure
a focus on fair access to resources;
 The development of a Digital Strategy for health
and social care;
 The development of a local carers strategy;
 Analysis of variation in respect of hospital activity
to ensure we maintain appropriate bed numbers,
define appropriate on-island services and identify
new opportunities to shift the balance of care,
through the application of marginal analysis;
 A review of governance arrangements to ensure
that the model of integration and the range of
delegated services meets the requirements of NHS
Western Isles and Comhairle nan Eilean Siar.
The original Strategic Plan focused, correctly, on thematic
change, rather than requiring operational change across
all departments. This allowed us to focus on high impact
change. However, given that the resource climate
continues to deteriorate, we must ensure that all service
areas are fit for the future, making do with less resource
and rethinking how we meet greater demand.

Over the lifetime of this plan, we anticipate that the IJB
will need to live with its existing cash budget, but deal
with inflationary and demand pressures of around 4-5%
each year. The savings requirement will therefore
continue to be around £1.5m per annum until 2020. This
means that transformation rather than efficiency will be
the primary driver of change over that period. With this in
mind, each area of service has produced a
transformational statement. These are high level
statements, recognising that the detail will emerge from
more focused work. They provide us with a guide to
future or anticipated reform and are set out as an annex
to this document.
The Integration Joint Board continues to face significant
challenges: resources have flat-lined, demand has
increased and people are presenting with higher levels of
need and greater complexity. But through the actions set
out in this plan, on top of those we identified in the
original, we hope to place ourselves in a position where
we can meet those challenges and continue to deliver
high quality care to the local population.
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6. Measuring Improvement
The following graphs illustrate that our target is to maintain performance at year-end in respect of delayed discharge and
to continue to see a reduction in the number of unscheduled hospital bed days. Further targets and Key Performance
Indicators are in place for palliative care, A&E, balance of spend, in line with national requirements.
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During 2018/19, we will undertake a formal review of
performance monitoring and indicators used to assess
progress against objectives. Since the IJB was established,
integration authorities have been asked to measure
progress against national health and well-being outcomes
and indicators, and subsequent to that set local
improvement targets against six national indicators that
could be benchmarked by the Ministerial Strategy Group
for health and social care. A national review of targets
and indicators within NHS Scotland has also been
undertaken and new national care standards have been
published.
Against this background, we will undertake to review our
performance reporting arrangements to ensure that the
IJB is publicly accountable to the local population by
producing clear and transparent performance indicators,
and to ensure that we have quality improvement at the
heart of our core reforms. At a minimum, the IJB will want
to ensure that we understand the impact of the reforms
we introduce and that we track progress in their
implementation.

The National Care Standards
The National Health and Social Care Standards set out
what we should expect when using health, social care or
social work services in Scotland. They seek to provide
better outcomes for everyone; to ensure that individuals
are treated with respect and dignity, and that the basic
human rights to which we are all entitled are upheld.
They are organised around the following five high level
outcomes:
 I experience high quality care and support that is
right for me.
 I am fully involved in all decisions about my care
and support.
 I have confidence in the people who support and
care for me.
 I have confidence in the organisation providing my
care and support.
 I experience a high quality environment if the
organisation provides the premises
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Annex 1 – Statements of Transformation
SERVICE AREA

PROPOSAL

DETAIL

Adult Mental
Health

What changes are
being proposed?

To develop an enhanced community mental health service and decrease reliance on local mental health in-patient facilities and
crisis care. The redesign aims to reduce hospital admissions through earlier, proactive interventions, for people in mental
health crisis and where people are admitted length of stay will be reduced. This will involve the closure of the Clisham ward and
the redesign of the function of APU, and the appropriate transference of clinical capacity into community. Staff will be
redeployed into new community mental health roles. Consultant psychiatrist provision will increasingly operate from primary
care premises to support patients in the community and providing in reach to the hospital as required. For some, mental health
assessments will be carried out by primary care professionals under the direction of the GP and psychiatrist. There will be a
more equitable sharing of capacities across localities, moving away from a concentration of staffing resources in secondary
care.

Why are these
changes being
implemented?

To shift the balance of care in alignment with the national mental health strategy, and in recognition of the fact that people
prefer to be treated and cared for within the community. It is recognised the experience of prolonged multiple admissions can
have a disempowering effect on people and for some, once admitted successful discharge can be very difficult. The closure of
the Clisham ward will realise the ambition that people with a dementia who require specialist assessment can continue to
receive this but in a homely environment.

When will the
changes be taken
forward?

The Clisham ward has a target closure date of April 2018, with staff deployed into new roles later in the year. However, this is
subject to community care capacity being identified. New posts will be formalised and job descriptions matched and costed.
Work on the transformation of the APU begins in February 2018 and it is anticipated to have been completed by 2020.

How will the
change be
implemented?

Patients’ needs will be assessed and reviewed within a multi-professional context and supported through established discharge
processes. There will be a wider system review of how acute beds are managed in order to stem the flow of patients from
acute beds into Clisham, during times of increased demand on acute beds. Consultants’ job plans will require to be reviewed
and aligned with the aspirations of the new service model. Work will be incremental and tested through cycles of change. We
will also consider use of telehealth. The work is being driven forward through four work streams, which are focused on clinical
review, performance monitoring/quality assurance, recovery strategy/service pathways, resources and workforce.

Resource Profile

The mental health budget will be given some financial protection to ensure that service redesign proposals are focused on
quality improvement rather than efficiency and in pursuit of a wider ambition to deliver greater parity of investment between
physical and mental health. In support of the redesign, the IJB has set aside a one-off resource of £500k to support double
running costs until resources are freed up from the ward.

Community
Mental Health
Teams
Psychiatry
Psychology
Acute Psychiatric
Unit (APU)
Clisham Ward
Total revenue
budget: £2.6m
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SERVICE AREA

PROPOSAL

DETAIL

Primary Care

What changes are
being proposed?

In line with national policy and the new GP contract, the role of the GP will be repositioned as an ‘expert medical generalist’,
providing clinical leadership within an extended multi-disciplinary team (MDT) to provide patient-centred care. This will go
hand-in-hand with a reduction in current GP and practice workload. There will be reduced risks to GPs as the extended multidisciplinary teams will be employed by Health Boards. GP Premises will be provided or funded by Boards. Citizens will be
empowered to make better informed decisions about their own health and well-being; they will be better connected to
community and peer-led support to reduce dependency on primary healthcare services.
Patients will be able to access the relevant health or care professional in a variety of ways. Access and continuity of care will be
prioritised. Although GPs will manage and lead care and maintain clinical oversight, patients will consult senior nursing staff,
pharmacists and other health and social care staff as well as GPs thus improving the patient journey by seeing the appropriate
professional with fewer appointments and referrals. Patients may be signposted to peer support, local authority, third sector,
community pharmacists and other services as relevant.

Why are these
changes being
implemented?

It is recognised in national policy and in the new GP contract that GPs have to manage increasing workload and are often
supporting patients who could be better served by other health and social care professionals. GPs should be working with
undifferentiated presentations and supporting the wider teams to deliver healthcare to patients who present with less complex
needs. The reforms will be focused on delivering better outcomes for patients by reducing medicalisation, a reduction in singledisease management which is driving polypharmacy, patient-centred care by improving self-efficacy, better informed citizens
able to navigate services more effectively and make better decisions about their health, improved planning or services to meet
patients’ needs by better access to relevant information, and provide sustainability of services by reducing dependence on GPs.

Out Of Hours
Primary Medical
Services

When will the
changes be taken
forward?

A Primary Care Improvement Plan will be agreed by June 2018, setting out the next 3 years of changes with funding. By the end
of the three year plan, every practice should be supported by expanded teams of NHS Board employed health professionals
providing care and support to patients.

Total revenue
budget : £15m

How will the
change be
implemented?

The work will be overseen by the GP Sub-committee. This will be supplemented by discussion with each practice as part of a
Western Isles engagement process and through discussion with Locality Planning Groups. The change agenda will be overseen
by the IJB.

Resource Profile

In order to deliver maximum leverage locally, the IJB has decided to clear any funding obligations attached to the Primary Care
Transformation Fund, and fund existing change projects from reserves (at a cost of £80,000) and build in a further £50,000
one-off investment to support the development of multi-disciplinary working. We anticipate that Scottish Government
resources will deliver an additional £300k per annum to the Western Isles, growing incrementally to 2021. While the GMS
contract conditions are nationally defined, we look for prescribing efficiencies and income generation from primary care on an
annual basis.

GMS Contract
9 practices,
including 7
dispensing
practices
General
Pharmaceutical
Services
General
Ophthalmic
Services
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Dental Services

What changes are
being proposed?

Dental services will be delivered from multi-functional integrated health hubs with outreach capability and which focus on
prevention. In terms of outreach capability, we are seeking to become more responsive to those patients who are least able to
access dental care, particularly frail older people and disabled people. To that end, we will operate an outreach model that will
be capable of routinely delivering care to people in their own homes or in care homes. We will operate two portable dental
suites, which will allow a dental chair and unit to be temporarily established in different sites across the Western Isles. In order
to deliver this outreach effectively, it will be targeted at those most in need of a tailored and responsive service. There will be a
continuing focus on prevention, in line with Scottish Government policy. Childsmile in particular will continue to provide a
programme of tooth brushing and fluoride varnish application at nursery and primary school. Specific changes include:
 Expansion of Childsmile programme to include older children.
 Enhancement of Domiciliary care and the Caring for Smiles programme.
 Development of Sedation services.
 Development of services targeted at socially disadvantaged groups.

Why are these
changes being
implemented?

The proposed service model takes its point of departure from the Scottish Government’s Oral Health Improvement Plan. This
plan describes a number of important policy objectives which will be adopted by the Public Dental Service in the Western Isles.
Our service model is grounded on the fact that some parts of the population will have good oral health and will not require
regular attention, with other requiring more intensive dental care. By co-locating in multi-functional health hubs, we are also
future proofing were there to be a closer alignment between dental registration and the delivery of health-checks, as outlined
in the oral health plan for Scotland.

When will the
changes be taken
forward?

In response to the national Oral Health Improvement Plan, we will develop a local strategy and implementation process, with
delivery timelines across a three year period.

How will the
change be
implemented?

The change will be directed by the Director of Dental Services, and supported by the primary care team in respect of
independent dental practice. A local strategy will be developed and discussed by the Health and Social Care Management
Team, with approval being sought from the Integrated CMT and Integration Joint Board.

Resource Profile

As 'routine' patients transfer to the GDP practice PDS time will be released, and indeed the need for fixed term dentists will
reduce, with some anticipated savings. Service development will therefore be achieved through reallocation of resources
rather than growth of the service.

Public Dental
Service:
Stornoway
Harris
Uist
Barra
Total Revenue
Budget: £3m
General Dental
Practice:
Castleview
Practice
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Allied Health
Professions

What changes are
being proposed?

Allied health professionals (AHPs) will continue to make a significant contribution to driving service improvement and
sustainability across community and acute sectors. Working as integral parts of multidisciplinary teams in multi-agency
arrangements and focusing on people’s personal outcomes, they will provide preventative interventions in areas such as
supported self-management, diagnostic, therapeutic, rehabilitation and reablement services. Increasingly, AHPs will shift their
focus to an earlier stage in a person’s health and wellbeing journey, away from traditional models of provision in hospitals to
where people live their daily lives. AHPs locally and nationally are extending their ambitions and improvement skills towards
approaches that will also deliver the wider prevention, early intervention and enablement agendas set out in the IJB’s strategic
plan. Specific changes include:
- Greater availability of evidence-based, inclusive self-management information provided by AHPs
- Access to AHP interventions at the earliest time for maximum benefit
- Brief interventions from AHPs to promote health and wellbeing
- Easy access and self-referral to all AHP services
- Use of web-based technology to access services/information/advice
- Pathways across agencies that set out the AHP contribution to supporting health and wellbeing
- Increasing contribution to community based MDTs to support self-management and reablement

Why are these
changes being
implemented?

Reforms will be delivered in accordance with the Active and Independent Living Programme (AILP), which is the national policy
framework for AHPs. The innovation this programme will bring to prevention, early intervention and rehabilitation will
transform not only the way AHPs work, but more importantly, also help the people of Scotland to live healthy, active and
independent lives, thereby supporting the national health and wellbeing outcomes. Working to the AILP ambitions and with
partners across all professions and sectors, AHPs will develop their targeted and universal interventions to make a more visible,
accessible and measurable contribution to supporting the populations they serve

When will the
changes be taken
forward?

The changes will be delivered over a three year period, as part of a clear programme of change which aligns with wider reforms
within primary care. A local strategy will be developed to align with the national policy framework.

How will the
change be
implemented?

The change will be overseen by the Head of Partnership services working with AHP service managers. A local strategy will be
developed and discussed by the Health and Social Care Management Team, with approval being sought from the Integrated
CMT and Integration Joint Board.

Resource Profile

Service development will be achieved through reallocation of resources rather than growth of the service; a Lead AHP role will
be established to lead the overall strategy and to ensure that there are effective linkages with the Scottish Government and
other leads and directors across Scotland

Physiotherapy
Occupational
Therapy
Podiatry
Dietetics
Speech and
Language
Therapy*
Total revenue
budget £2.4m

*Not delegated to
IJB but
management line
to Chief Officer
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Social Work,
Commissioning
and Housing
Statutory Social
Work services for
adults
(Assessment and
Care
Management and
Criminal Justice);
drug and alcohol
support services;
commissioning of
regulated
services; grant aid
funding for third
sector
organisations;
business support
service; service
improvement and
policy
development.

What changes are
being proposed?

The legislative changes in relation to health and social care in recent years are driving transformation in this service area. The
Self-Directed Support Act (2011), the Carers Act (2016), and the reform of Community Justice (2016) are driving changes to the
assessment of individuals to become more outcomes focused, holistic and assets-based, contributing to the support of the
individual. Change will be focused on striking a balance between managing the capacity to address the growth in demand for
services while working in partnership with stakeholders to identify resources to investment in preventative activity. Changes
will be considered in terms of a new policy to underpin eligibility criteria for statutory service interventions and the allocation
of resources for preventative and low level support services; the development of more individualised care arrangements within
a clustered service model of social care provision; co-location of teams to maximise the impact of community assessment
capacity; and a review of administrative and support services and systems to ensure maximum efficiency.

Why are these
changes being
implemented?

Providing personalised care services on-island for adults will deliver the spectrum of support services necessary to meet
individual outcomes. Disinvesting in institutional based services to invest in more flexible housing based services provides more
scope to work in partnership with families, communities and service providers to promote independent living within an
appropriate environment and thus increase the capacity of statutory services. Eligibility criteria and the associated policy for
service provision needs to be reviewed to reflect the resources available against increasing demand for exceptional care
packages for young adults transitioning from children’s services or adults requiring significant bespoke care arrangements
due to life changing illnesses. This is set against a more general growth in demand for 24/7 care due to the ageing population.

When will the
changes be taken
forward?

Reviews of exceptional care packages currently commissioned will be taken forward over the course of 2018 and individual
package variations of commissioning arrangement with providers will be addressed through the reviews. Policy development
work for eligibility criteria, service provision and charging will conclude in October 2018. Co-location of teams has begun with
an indicative phasing of works to secure collocated teams within the Stornoway office by April 2018 and in Balivanich at a date
to be determined due to proposed corporate property works. Lewis Residential Care Project and the St Brendan’s Project are
both underway with project delivery dates to be agreed based on the outcome of investment and procurement processes.

How will the
change be
implemented?

The changes will require a range of implementation processes – some statutory and routine, while others will require to be
developed in line with regulated local and/or national processes and governance arrangements. Broader commissioning
proposals will be subject to approvals through Integrated CMT in the first instance and subject to service re-design consultation
and governance processes as appropriate.

Resource Profile

The financial planning assumptions are based on the IJB budget commitments and resources with the identified investment
agreed at the February 2018 meeting. The transformation change for this service area is based on the premise of realising the
efficiencies as stated in the setting of the 2018/2019 budget, maximising the specific resources available to implement the
various legislative reforms and to deliver increased capacity for the existing budgetary provision.

Total revenue
budget: £6.3m
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Social Care

What changes are
being proposed?

Significant change is anticipated across adult and older people’s care. The replacement of the residential estate in Lewis will
result in the development of a new residential and extra-care housing campus in Lewis and Barra. This will strengthen the
provision of reablement services, respite, palliative and end of life care support and generate an increasing multi-disciplinary
team approach to community care. Further work will be undertaken to integrate workforce planning to meet the challenges in
growth and demand in adult social care services, home care, transitional care, exceptional/complex care. Anticipating the
planned introduction of safe and effective staffing levels for health and social care services will form part of this work.
Embedding transformational reforms within homecare and strengthening links to social work assessment and reassessment
will be a further priority.

Why are these
changes being
implemented?

It will be important that social care services continue to support people to remain at home with maximum levels of
independence, alongside future-proofing the range of living options for people no longer able to live in their own home.
Integrating Health and Social Care resources to mitigate against the impacts of reducing budgets and resources is a further
important driver of reform. Promoting the agendas of personalisation and co-production to meet the needs of an increasingly
ageing population, living longer with a considerable emphasis on supporting the national and local dementia strategies to
prepare, support and manage the needs of people living with dementia is underway. The Intermediate Care Framework in
Scotland for maximising recovery and promoting independence remains a critical policy document for the transformation of
care. In addition to the social care agenda around older people, we have key drivers for supporting adults with learning
disabilities and autism and are finalising local strategies around these.

When will the
changes be taken
forward?

Key Project delivery timelines are in place within both Capital and Revenue programmes. Communication and engagement
strategies are currently in place for the redesign of residential care in Lewis and Barra with planned completion by 2021. A
planned launch of the Short Term Assessment and Reablement Team planned for spring 2018, with further work undertaken
across the next two years to expand intermediate care across localities. The redesign of homecare will be completed by the
end of 2018.

How will the
change be
implemented?

The changes will be overseen by the Head of Locality Services and Head of Partnership services working with senior managers
within both sections and external stakeholders. There are clear links from the Integration Joint Board’s Strategic Plan, to that of
Locality Plans and key Project Delivery Plans.

Resource Profile

Capital resources of around £25Million are targeted for the replacement of residential estate in Lewis and Barra and revenue
budgets of around £0.5Million have been invested for introducing reablement care services within Stornoway and Broadbay.

There are a
number of
services that are
provided and
operate under the
Regulation of
Care (Scotland)
Act 2001
conditions
Care at Home
Care at Home/
Reablement
Housing Support
Residential Care,
Older Persons
Respite Care,
Older Persons
Residential Care,
Adults with LD
Respite Care,
Adults with LD
Day Care, Adults
Total revenue
budget: £11m
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Community
Nursing

What changes are
being proposed?

We are seeking to refocus the district nursing role to emphasis leadership in key areas such as anticipatory, palliative and end
of life care, intermediate care, assessment, care and case management, complexity and frailty and public health. District Nurses
will play a pivotal role in integrated community teams supported by the wider community team and will promote health and
wellness, enable self-care and deliver personalised health outcomes in peoples own homes or communities. Integrated
community nursing teams will play a key role in planning, providing, managing, monitoring and reviewing care. They will build
on best practice to meet the requirements of people with more complex health and care needs in a range of community
settings. Community Nursing will be instrumental in the development of a local model of care which will meet the need for a
seven day/24 hour service. The community nursing service proposes to have a fully digital mobile system which allows them
access to all relevant patient data at the point of care. The system also allows for flexible task scheduling and secure direct
messaging service. Health Visiting staff development will also be advanced in line with national targets.

Why are these
changes being
implemented?

The Transforming Nursing Roles national agenda aims to drive the implementation of a refocused district Nursing role for NHS
Scotland. In line with this agenda we shall ensure that the transformation programme is consistent with the national
framework ensuring sustainable and progressive roles, education and pathways. Through the Digital health programme we aim
to maximise efficiencies through the use of mobile technology to improve working practices and enhance communication
across the wider multi-disciplinary team, within the context of scarce resources and the need to deliver year-on-year
efficiencies.

When will the
changes be taken
forward?

Development of the district nursing workforce will continue over the next three years and thereafter will be factored into
workforce succession planning. NHS WI community services aim to be fully digitised by the end of 2018.

How will the
change be
implemented?

The changes will be delivered over time as part of the wider Nursing, Midwives and Health Professionals Transforming roles
programme. A local plan will be developed to align with the national Urgent care agenda and the new GP contract.

Community
Nursing Teams
Specialist Nursing
Teams
Health Visitors
Total revenue
budget: £3.2m

E health programmes board will oversee the mobile digital programme.
Resource Profile

Service development will be achieved through reallocation of resources across the service and will utilise workforce and
workload planning tools to utilise effective skill mix across all teams and services.
Local Health visiting staff resources should be achieved as per national guidelines by the end of 2018.
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