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Strategic Plan – Implementation Schedule

	Strategic Objective
	Outcome
	Sub-Actions
	Lead
	Milestone 
	Timeline
	RAG Status

	To assess need and plan care by focusing on personal outcomes, assets and relationships 
	Community care assessments are focused on personal outcomes and care plans build on individuals’ capacities and strengths  
	CLS Resource Wheel is embedded in the assessment process
	M Stewart
Sonja Smit
	
	
	

	
	
	Outcomes based assessment is implemented (culture and process) 
	M Stewart
	
	
	

	
	
	Transition from Care First to Eclipse supports better assessment output and analysis
	K Street
	
	
	

	
	People have timeous access to community care assessments to ensure that their needs are addressed 
	More effective use is made of care and support supervisors to alter existing packages of care
	M Stewart
MA McIver
	
	
	

	
	People with long-term conditions and disabilities exercise choice and control over the management of their health and well-being 
	Capacity to deliver Post Diagnostic Support for people with Dementia is increased through mental health redesign 
	M Hutchison
	
	
	

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

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

	
	Unpaid carers are supported to continue in their role
	Carers Plans are co-produced with all carers who could benefit from support to identify how best their needs can be met
	E Macsween
	
	
	

	
	
	
	
	
	
	

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


	People with additional support needs live safely and independently at home, and are socially connected
	Reablement training is rolled out across the Western Isles and consideration is given to new models in our more remote communities 
	MA McIver
Sonja Smit
	
	
	

	
	
	People with Learning disabilities who want to and are able, are supported in their own tenancies
	J Libby
	
	
	

	
	
	Digital opportunities around remote home monitoring support safety in the home
	J Harris
K Street 
	
	
	

	
	
	Link workers provide support to people to identify new social connections

	K Brightwell
M Malcolm
	
	
	

	Strategic Objective
	Outcome
	Sub-Actions
	Lead
	Timescale 
	Measure
	RAG Status

	To reduce the length of stay in hospital by supporting effective discharge planning 
	People are supported to return home as soon as appropriate, without their needs escalating 
	Best practice is used from across Scotland to ensure that our patient flow processes are as smooth and efficient as possible
	J Myles
K Street 
	
	
	

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

	
	
	Work is undertaken to move to a seven day working schedule across those services that are required to support discharge
	Sonja Smit
S Nicolson
	
	
	

	
	
	A home-first model is developed to ensure people are supported back to the environment in which they are most comfortable
	Sonja Smit
M Stewart
	
	
	

	
	People with mental illnesses are provided the same level of discharge support as those with physical illnesses
	The Acute Psychiatric unit operates on the basis of a short-stay model, where people are discharged home as soon as possible using criteria based protocols
	M Hutchison
	
	
	

	
	
	
	
	
	
	

	To reduce the number of hospital admissions 
	Hospital admissions are prevented by developing new services and pathways to deliver more complex care in the community
	Enhanced ambulatory care is developed to ensure that transmission from A&E to hospital reduces over time 
	J Myles
Sonja Smit
	
	
	

	
	
	The Virtual Community Ward model is developed and embedded to provide complex and urgent care in community settings
	R Culley
K Brightwell
Sonja Smit
	
	
	

	
	
	Frailty assessments are routinely undertaken and monitored across all care settings to promote early intervention
	K Brightwell
E Macsween
	
	
	

	
	
	A falls team and pathway is developed with partners (including SAS) to ensure that we provide optimal care and support to frail older people
	J Myles
E Macsween
	
	
	

	
	
	Work is undertaken with Scottish Ambulance Service to have a better connected patient transport system
	K Brightwell
R Culley
	
	
	

	Strategic Objective
	Outcome
	Sub-Actions
	Lead
	Timescale 
	Measure
	RAG Status

	To rebalance our residential estate in favour of Extra Care Housing, Intermediate Care and Respite Care
	People are supported in high quality environments which are co-located with other services
	Support multi-agency capital development programmes in relation to the Goathill Campus and the Castlebay Campus. Scope further work on west side and Ardseileach
	E Macsween
K McCulloch
J Libby
	
	
	

	
	People experience high quality residential care and are supported to be as independent as possible
	Undertake assessment of residential capacity and develop appropriate commissioning plan
	E Macsween
	
	
	

	
	
	Develop coordinated in-reach capacity from peripatetic MDT to provide active clinical care in care homes
	K McCulloch
M Hutchison
E MacBain
	
	
	

	
	
	Undertake benchmarking work to establish optimum balance of long term and short term care arrangements, across all care settings, including acute hospital services
	E Macsween
R Culley
	
	
	

	
	
	
	
	
	
	

	To utilise the new GP contract and other levers to deliver a system of primary care that supports complex care at home, self-management and prevention
	People are supported by fully integrated teams capable of delivering complex care at home or in community settings
	Daily huddles between GPs, ANPs, Community Nurses, Care & Support supervisors and OTs are developed to ensure a coordinated response to patient need
	R Culley
K Brightwell
Sonja Smit
	
	
	

	
	
	Community Nursing is restructured to build clinical capacity and streamline management
	K McCulloch
R Culley
	
	
	

	
	
	Dental outreach services are mainstreamed across localities 
	C Robertson
	
	
	

	
	People are able to access a wider primary care team without always having to first consult with their GP
	Vaccination and Community Treatment is transferred from GP Practices to NHS WI
	K McCulloch
S Smit
	
	
	

	
	
	GPs’ prescribing practice is supported by increasing primary care pharmacy capacity
	K Brightwell
S Smit
	
	
	

	
	
	Direct access to AHPs is supported through new referral pathways and new posts 
	S Nicolson
Sonja Smit
	
	
	

	
	
	GP are supported to develop as Expert Medical Generalists, providing clinical direction to locality teams 
	K Brightwell
	
	
	

	
	People have greater choice about how they are supported at end of life 
	Implementation of palliative care commissioning plan
	R Culley
K McCulloch
	
	
	

	
	
	Development of new SLAs with local providers to support end of life care at home
	R Culley
	
	
	

	Strategic Objective
	Outcome
	Sub-Actions
	Lead
	Timescale 
	Measure
	RAG Status

	To utilise the new GP contract and other levers to deliver a system of primary care that supports complex care at home, self-management and prevention
	People are supported to look after their own health and well-being
	A delivery plan is developed to consider how best to mainstream health improvement through core health and social care services 
	R Culley
K Brightwell
	
	
	

	
	
	GP Practices are supported to develop new public health capacity as a result of wider opportunities flowing from the new contract
	R Culley
K Brightwell
	
	
	

	
	People have an improved experience of primary healthcare services
	Digital solutions are optimised to avoid patient travel and to increase healthcare provision in primary care settings
	Jon Harris
K Brightwell
	
	
	

	
	
	
	
	
	
	

	To capitalise on the redesign of mental health services and additional Scottish Government funding to deliver more community based support, with a focus on recovery and prevention
	People with dementia are supported at home or in homely settings
	A peripatetic specialist dementia team is able to support people with complex presentations to maintain tenure in community care and avoid hospital admission
	R Culley
M Hutchison
	
	
	

	
	
	Effective coordination of care is provided to people with dementia in need of additional support
	M Hutchison
J Libby
	
	
	

	
	People experience improved mental health
	People are given improved access to psychological therapies, including through new remote delivery models
	M Hutchison
R Culley
	
	
	

	
	
	People are provided with support/mentoring within primary and community settings to address low level mental health problems
	K Brightwell
M Hutchison
	
	
	

	
	
	Community Mental Health teams are strengthened and skill mix considered to ensure support can be provided to people who are experiencing mental illness
	M Hutchison
R Culley
	
	
	

	
	
	A new SLA is developed with a mainland NHS Board to ensure effective specialist care on demand and reduced placements over time
	R Culley
M Hutchison
	
	
	

	
	People who are supported by mental health, justice and homelessness services experience improved support and service coordination 
	A multi-professional team is established to oversee case discussion and share information and intelligence
	R Culley
M Stewart
	
	
	

	
	
	Operational reform delivers on the strategic requirements of Alcohol & Drugs Partnership and Community Justice Partnership 
	R Culley
M Stewart
	
	
	

	Strategic Objective
	Outcome
	Sub-Actions
	Lead
	Timescale 
	Measure
	RAG Status

	To develop and embed an ethos of community empowerment in support of improved health and well-being
	Communities are supported to develop new service arrangements to meet needs in new and innovative ways
	To deliver on the Community Led Support programme, including new ventures in Ness, Carloway, Uig and Harris
	R Culley
	
	
	

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

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

	
	
	To work with partners to ensure our housing infrastructure is modern, sustainable and warm  
	R Culley
E Macsween
	
	
	

	
	Communities are able to exercise greater influence over decisions about health and social care service delivery arrangements
	Locality Planning Groups are reviewed and re-established as a vehicle for community empowerment
	R Culley
	
	
	

	
	
	
	
	
	
	

	To ensure that multi-agency arrangements deliver effective public protection and facilitate the sharing of information and intelligence 
	Vulnerable adults and children are protected through effective inter-agency liaison
	Adult and child protection capacity and systems are continually reviewed and refreshed   
	M Stewart
E Macsween
K McCulloch
	
	
	

	
	
	Risk management, case management and supervision within a multi-agency context is reviewed and strengthened
	R Culley
E Macsween
	
	
	

	
	People who are socially isolated are better supported by communicative and informed public services
	The Safe @ Home agenda delivers effective guidance and pathways to share information about people with lower levels of vulnerability 
	R Culley
M Stewart
J Harris
	
	
	

	
	
	NHS and Comhairle systems are linked and appropriate information flows are embedded to ensure front line staff can share information safely and appropriately
	R Culley
J Harris
M Malcolm
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To assess need and  plan care by  focusing on  personal  outcomes, assets  and relationships   Community care  assessments are focused on  personal outcomes and  care  plans  build on individuals’  capacities and strengths    CLS Resource Wheel is embedded in the  asses sment process  M   S tewart   Sonja Smit     

Outcomes based   assessment is implemented  (culture and process)   M Stewart     

Transition from Care First to Eclipse supports  better assessment output   and analysis  K Street     
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To  increase and  diversify   support   at  home,  focusing   on  maximising  people’s  independence      People with additional  support needs live safely  and independently at home,  and are socially connected  Reablement training is rolled out across the  Western Isles and consideration is given to  new mod els in our more remote communities   MA McIver   Sonja Smit     

People with Learning disabilities  who  want to  and are able, are supported in their own  tenancies  J Libby     

Digital opportunities around remote home  monitoring support safety in the home  J   H arris   K Street      

Link workers provide support to people to  identify new social connections    K   B rightwell   M Malcolm     

