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Background: Current legislation – namely the Pubic Bodies( Joint Working)(Scotland)Act

2014, requires The Highland Partnership to draft a Strategic Plan. Unlike other partnerships,

however, Highland has been drawing up integrated strategic plans and developments since

integration in 2012.

This Strategic Plan must, therefore, recognise and incorporate the work undertaken to
date, not least the results of consultations progressed as part of the process.

Guidance states that the principal requirement of the Strategic Plan is “a document that sets
out the arrangements for carrying out the integrated functions, and how these arrangements
are intended to achieve the national health and wellbeing outcomes.” This document should
last fo
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r three years or more.

ighland Plans: The Highland Integration Scheme replaces the Partnership Agreement
was signed in 2012 and sets out the direction of travel for Integrated services in

and over a five year period.

etail of how the Integration Scheme proposes to achieve health and well being
mes is further explored in the Highland Improvement and Co-production Plan
ndix 1) and the Strategic Commissioning Plan (Appendix 2). The Strategic
issioning plan describes the way in which investment and disinvestment will
desired outcomes whilst the Improvement and Co-production Plan represents the

rching clinical strategy to achieve these aims.

ighland Strategic Commissioning Principles: The Highland Partnership considers
ll of the above work sets out the Strategic direction of the Partnership and as such
butes the main components of the Strategic Plan.

ocus of the first Strategic Commissioning Plan in Highland is Older People over the
of five years to 2019, the Health Board has been clear that the expectation is for

pproach to be integral to all transformational change going forward.

trategic Commissioning Plan for Older People has been co-produced by
Highland and its commissioning partners, in order to communicate:

 The service user and carer outcomes we are striving to deliver;
 The current Highland position and intended direction;
 The shape and profile of future services which will best meet service users’

needs;
 How this transition will be made;
 Future dis-investment and re-investment decisions;
 Future engagement with providers; and
 Information to enable providers to position their service to deliver provision that

people in Highland need and want.

artners have further developed a Change and Improvement plan ( Appendix 3) to
ate how and by when the transformational change outlined in the Integration
me and the Strategic Commissioning Plan will be progressed and make the
tial operational links between the required inputs, outputs and the National Health
ellbeing Outcomes. This plan focussed on all adult services.

hange and Improvement Plan has evolved and has been revised over the first two
of the Partnership Agreement with further input at District level through the District
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Partnerships. It forms part of the Highland Strategic Commissioning Plan setting the clear
direction for the Partnership in assessing local need, engaging and planning with partners
and driving forward transformational change.

The plan highlights detail over a two year period with the final year focussed on review and
evaluation to ensure that benefits are realised and evidenced and that any required
change in direction is agreed.

The Local Unscheduled Care programme ( LUCAP) ( Appendix 4) and local Delivery plans
(Appendices 5-7) relevant to each Operational Unit – North and West, Raigmore and South
and Mid) further describe the implementation of an integrated approach to unscheduled care
which harnesses the opportunities provided by integration to link previously separate
agendas such as Care at Home Capacity with hospital flow and bed usage.

An int
follow
Agenc
Highla

For H
outco
has b
plan a

Furthe
until 2

Cons
NHS H

This h
eviden
repres

Public
oversi
comm

A sim
comm
highlig

This il
Comm

Electe
Partne
availa

4

egrated approach to Children’s services has been in place in Highland for some time
ing the GIRFEC pathfinder, and in 2012 the Highland Council became the Lead
y for Children’s services with services and functions being delegated from NHS
nd.

ighland’s Children 4 (Appendix 8) has now been developed describing the
mes to be achieved based on the SHANARI indicators. The timing of this plan which
een established for some time expands across the first two years of this Strategic
nd will involve evaluation and review towards the end of it’s term.

r consultation and engagement will inform the next iteration which will run from 2018
020.

ultation and Engagement: By signing up to the Strategic Commissioning approach,
ighland has committed to ongoing engagement and involvement of all stakeholders.

as meant that all Improvement Groups charged with driving forward change,
cing improvements and influencing decision-making have as regular members,
entatives from user and carer groups or the relevant client group.

members also sit on the Health and Social Care Committee which has Corporate
ght of service change and development in the Highland Partnership, being a sub-
ittee of the Health Board.

ple illustration of the commissioning process is noted below, which sets out
issioning at a strategic and operational level, notes the key steps involved and
hts the importance of the service user at the centre.

lustration is the way that Service Users and Carers have told us that they wish our
issioning activity to be both described and implemented.

d members are engaged also through the committee referenced above and District
rships where District versions of the Change and Improvement plans particularly are

ble to evidence progress and enable discussion and debate.
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r Highland’s Children – The integrated children’s’ service plan has been following a well
tablished programme of consultation since the first plan was developed and a number of
cus and support groups regularly feed into this process. Drafts are shared as they evolve
d the whole process is dynamic with updating and sharing managed through web version
ntrol.

mmary: The Highland Strategic Plan requires to be seen within the context of an

ready integrated and rapidly evolving environment. The various Plans that make up the

rategic Plan are evidence to this progress, however the reader’s attention is drawn to the

llowing key characteristics that others will have to achieve:

1. The definition of shared outcomes is led by those we serve.

2. Our commissioning approach is integrated beyond the Health and Social Care.

partnership to fully engage across Sectors.

3. Our resource has been combined and has in large part lost it’s original identity.
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1: NHS Highland’s Vision for the Future

Changing demography, increasing complexity of illness in an increasingly elderly population,
increasing use of technology, developments in diagnosis and treatment and financial constraints are
among the many substantial drivers for change in health service provision for Highland, Scotland and
across the developed world (Appendix 1). It is therefore of growing importance that NHS Highland
has a clear agreed vision for the future delivery of health and social care services in Highland for the
next 10 years that can inform service changes, redesign and developments.

NHS Highland aims to provide high quality health care to its population that is safe and sustainable in
the long-term and can adapt to the changing environment set out above. Increasingly over the next
10 years, health care delivery will become less dependent on hospitals and institutional care and will
rely more on co-production and partnership with individuals and communities to support health and
social care delivered in the home and local community settings. There will be continuing emphasis
on prevention and early intervention to maintain and improve people’s health and independence.
Care will become as patient-centred as possible, co-produced in partnership between patients and
professionals, with minimal use of routine appointments and tests, focussing instead on responding
to patient need as identified in self-management plans. The use of technology and provision of
timely and relevant health intelligence to support remote consultation, information requirements
and management will be maximised, reducing the need to travel for both patients and professionals.
Such changes will support sustaining service provision in remote and rural areas; however, radical
redesign of primary and out of hours care will also be essential to maximise efficient use of resources
and attract and retain high quality staff. Increasingly, services and care settings will be provided
jointly and seamlessly across agencies through integration and partnership working. With increasing
service provision in the community, there will be a reduction in hospital bed numbers and hospital-
based staff across Highland. Technically complex care, particularly for relatively rare conditions, will
increasingly be provided on a regional and national basis, with local service providers working with
centres of excellence according to agreed quality standards.

NHS Highland is already working towards many of these long term aims through existing plans and
strategies (Appendix 2). This list is not exhaustive and will be amended on a regular basis. These
plans underpin the delivery of the LDP requirements (Appendix 3).

This strategy provides an overall strategic direction for NHS Highland but does not make any
statements about specific services or facilities. Rather, it outlines key principles for the organisation
to apply through its decision-making processes when key developments and service changes are
proposed.

6
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2: The Quality Agenda

The triple aim of better health, better care, better value has been adopted and developed in
Highland for a number of years. It has led to the development of a Strategic Framework for Highland,
which in turn has led on to the Highland Quality Approach (Figure 1). A clinical strategy was always
envisaged as part of the HQA development; now referred to as a care strategy to reflect integration
of health and social care.

Figure 1 – The Highland Quality Approach

The Highland Quality Approach builds on the Scottish Government’s 2020 vision for health care
(Appendix 4).

7
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3: Aims and Outcomes

3.1 Aims

NHS Highland aims to:

 Provide safe, sustainable, compassionate, effective, affordable and efficient delivery of
health and social care

 Improve population health

 Reduce health inequalities

These summary aims follow the NHS Scotland’s Routemap for the 2020 vision which describes

Safe, effective and person-centred care which supports people to live as long as possible at home or in
a homely setting

3.2 Outcomes

While an over-arching aim for a health service is to improve health, measuring health and well-being as
a positive outcome, as distinct from measuring life expectancy and reduced death rates, is not done
routinely at a local level in Scotland and is very difficult in any case to relate to specific services. Positive
health and well-being are more closely related to social determinants such as housing, income,
employment and social interactions than provision of health care. These social determinants of health
and health inequalities are the focus of the community planning partnerships’ activities. The Board is an
active partner in both community planning partnerships and the single outcome agreement reflects
work to improve these outcomes.

There are many clinical outcomes, both generic and related to specific conditions and services, which
remain the main method of assessing the quality of care. Each service will be using these measures,
through audit, evaluation and routine monitoring, to ensure they continue to deliver safe and effective
care according to evidence-based guidelines and practice. There needs to be more awareness of the
inverse care law amongst health care staff and inequalities in access to and outcomes of care need to be
explicitly monitored to ensure equity.

Outcomes of adult integrated care are specified within the Partnership Agreement which sets out the
lead agency arrangements for integrated care between Highland Council and NHS Highland. Similar
outcomes are in development with Argyll and Bute Council in preparation for integration.

However, it has been suggested that patient experience, interaction with staff and compassionate care
are the key issues that patients and the public want to see as evidence of a high-performing health
service, while excellent clinical outcomes are taken as a given.

The current balanced scorecard reflects some of these measures, but further discussion is needed to
develop a comprehensive and manageable suite of outcome measures that reflect both the health of
the population and the performance of the health and social care services. A provisional list of possible
measures and data sources is given in Appendix 3. While NHS Highland will continue to develop some
measures internally, others are required by Scottish Government.

8
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4: Principles for the development, provision and delivery of service models of care

This section sets out the principles to be taken into account when redesigning or developing new

services, re-providing facilities and training and recruiting an appropriate workforce.

Care should be

1. Person-centred (what matters to you)
a. Patients and their families and carers jointly plan and agree their care (co-produce) with

health and social care professionals and this process is evidenced in records
b. The anticipatory care approach should be routinely used across all care settings and staff and

include end of life care
c. Health and social care professionals should work holistically, flexibly and imaginatively to

adapt services to patients’ needs, building on their strengths and assets
d. Patients with long-term conditions should routinely have self-management plans with clear

indications of when, how and who they should ask for help
e. Services should recognise the point above by providing responsive care – i.e. hold drop-in or

phone clinics and respond to email/text enquiries rather than issue routine follow-up
appointments that require patients to travel or have an unacceptable wait

f. As full information as possible to support patients, carers and families to manage their own
conditions should be readily available in accessible formats and be tailored to meet individual
needs

g. Care should be coordinated to minimise the number of attendances required for
investigation or treatment and to ensure that all results are available for relevant
appointments

h. Services should both offer and respect individual choice; individuals’ rights to accept or
refuse care should be respected by all staff

2. Safe, effective and in line with current accepted guidance and good practice
a. As much diagnosis, treatment and care as possible should be captured as standard work and

set out in Highland-wide protocols, guidelines, policies and procedures as possible and
monitored on a regular basis

b. New interventions are only introduced when agreed jointly by clinicians and management
and appropriately supported

c. New interventions without an accepted supportive evidence base should have robust
evaluation and monitoring plans

d. Safety and effectiveness may dictate that certain interventions can only be done in one
centre in Highland, require referral to external providers or should be stopped; in such cases,
quality (i.e. safety and effectiveness) should override a desire to provide local services or any
service; maintaining equity may prove challenging but imaginative use of technology, an
awareness of equity issues and a networked approach to providing clinical care should help
minimise inequity of access.

e. Specialist services should be provided as part of regional and national networks of expertise
to ensure the maintenance of clinical standards and the inter-relationship and viability of
services at a local level and ease of individual patient management across service/Board
boundaries

9
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f. If, for pragmatic reasons, a service is provided locally that does not follow standard guidance
(e.g. cannot meet specified minimum throughput), then enhanced monitoring should be in
place to ensure that outcomes for patients are not adversely affected and a consistent
mechanism for agreeing what an acceptable level of risk might be for such arrangements

3. Re- balanced towards prevention and early intervention leading to greater emphasis on
a. Health improvement and lifestyle interventions
b. Encouraging people to take some responsibility for their own health and well-being,

specifically in relation to self management and self-care
c. Provision of preventative services
d. Partnership working to maximise use of community resources and assets, including other

public sector bodies, the voluntary sector, volunteers and local community facilities
e. Use of technology (telecare, telehealth, phone, email, etc) to maintain health and well-being

and provide remote support and access to appropriate expertise
f. Alternatives to hospital admission and minimal length of stay when admission is necessary,

recognising that this trend will lead to increasing complexity in the hospital population
g. Co-production of health and well-being with communities

4. Of a consistently high quality across all locations, with no change in quality depending on the day of
the week. In developing proposals for ensuring access to consistently safe acute care with minimal
length of stay, sustainability of services provided on a seven day basis needs to be a key
consideration. There should, as a minimum, be 7 day access to

a. consultant expertise and review of patients
b. discharge packages of care
c. facilities to support diagnosis
d. re-ablement support

5. Equitable, recognising that
a. certain vulnerable and hard to reach groups will require specific initiatives to ensure their

engagement with services; access by such groups must be explicitly monitored, reported on
and incorporated into service plans, acknowledging that such provision may reduce overall
service efficiency

b. geographical constraints and sparse populations may mean that the service is not identical in
all areas but that equivalent outcomes are achievable from different models of care e.g.
cardiac rehabilitation is available to all but may be via the Heart Manual for some and by
group work for others

6. Integrated between primary, community, secondary and social care through the use of
a. common agreed protocols, guidance and information systems
b. regular service level input from all those involved in the provision of care in a particular

pathway
c. minimal bureaucracy
d. fully integrated and co-located teams
e. decision support arrangements between primary and secondary care

10
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Information on long-term health and well-being outcomes, service provision and activity

7. Should be readily available in accessible formats for all users, including the general public, and be
kept up to date.

a. All clinical and care pathways should be supported by general information, self-management
plans and information tailored to each patient

b. Information on service performance should be routinely available at regular intervals for
benchmarking and scrutiny purposes

c. There should be a regular active seeking of feedback and consultation on services with
patients, service users, families, carers, staff and the public with a clearly defined audit trail
to ensure comments are incorporated into service developments

d. There should be regular provision of information on long-term outcomes

Health and social care facilities

8. Should be flexible and adapt readily to
a. changing population needs, models of care delivery and service configurations
b. view Highland as a single system, considering the totality of facilities when planning services
c. work in partnership with other public, independent and third sector services and providers to

obtain maximum benefit from assets and ensure they are sustainable in the long-term
d. make best use of technological advances for remote working

The workforce should be

9. In line with 20:20 Vision for the Workforce – ‘Everyone Matters’ staff will be able to respond to
the needs of the people we care for, adapt to new, improved ways of working and work seamlessly
with colleagues in partner organisations. In addition we will continue to modernise the way we
work and embrace technology. We will do this in a way that lives up to our core values – Teamwork,
Excellence, Integrity and Caring.

This will be achieved through developing a Healthy Organisational Culture, a Sustainable, Capable
and Integrated Workforce and Effective Leadership and Management.

This principle will be captured in compacts with staff groups which set out the responsibilities of
individuals and the organisation to each other and patient care

10. Fit for purpose to meet population needs in terms of numbers, skills, geographical distribution of
services and team working. Specific issues to be considered include

a. Remote rural services serving small communities need to be flexible in their skill mix to
deliver generic health and social care with support from more remote experts

b. The increasing and increasingly complex workload in primary care and community settings in
line with reducing use of hospitals

c. The need for specialist expertise to be directed at supporting the primary and community care
workforce, particularly around frailty

d. The need for services to be less dependent on specific individuals for a service delivery
e. The need for the workforce to change in terms of skills development and maintenance, working

across sites and in partnership with voluntary organisations and communities

11
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The organisation should

11. Provide a supportive environment for staff, in line with the staff governance standards, that ensures
staff are:

a. Well-informed
b. Appropriately trained and developed
c. Involved in decisions
d. Treated fairly and consistently, with dignity and respect, in an environment where diversity is

valued
e. Provided with a continuously improving and safe working environment, promoting the health

and well-being of staff, patients and the wider community
f. Encouraged to have a reflective and evaluative working culture
g. Comfortable with challenging boundaries
h. Committed to consistent high standards of care and working culture
i. Working in partnership with local, regional and national organisations across all sectors

12. Maximise the use of its resources, recognising that
a. Finance will always be a constraint and subject to the political environment
b. With little expected growth in finance, there will need to be clear transparent methods for

prioritising service change and development to permit the required shifts in resource
allocation between services to take place, recognising the continuing emphasis on developing
services in the community to reduce the need for hospital admission

c. Close partnership working will enable most effective joint use of resources, both for quality
and efficiency e.g. community facilities, transport arrangements, catering, procurement

12
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5 Models of service delivery

Following the principles set out above, NHS Highland recognises the need for transformation of service
delivery in order to meet patients’ and clients’ needs. The Highland Quality Approach provides the
improvement science and methodology to redesign specific services to improve service quality and
efficiency. It is also building an organisational culture of continuous improvement and support for
change that will provide service resilience into the future.

Key to ensuring services meet local need will be developing sustained long-term relationships with
local communities to enable mature and informed discussion to take place about future provision of
health and social care. NHS Highland is working with its Community Planning Partnerships to take
forward an extensive programme of community development to support co-production of health and
well-being.

NHS Highland also recognises the need for services to focus more on prevention and early intervention
in order to reduce the need for more complex and less successful intervention at a later time. Support
for the early years, to ensure the best start in life for children through provision of excellent maternity,
child health, education, parental and social care services, is far more cost-effective than interventions
later in life in improving health. The early years work is being taken forward through the Early Years
Collaborative, a national initiative with designated workstreams taken forward by each Health Board
and CPP. The Collaborative makes considerable use of improvement methodology to improve specific
services. It aligns with the HQA in Highland and this approach will be continued in other areas.

Health improvement services to support healthy lifestyles, community and individual empowerment
and mental health and well-being are also essential. NHS Highland is embedding the knowledge and
attitudes to support this work in the routine work of health and social care services.

Specific aspects of service delivery that are already subject to major redesign work include:

 Out of hospital care (see section 5.1. below)

 Out of hours care

 Outpatient care

NHS Highland’s programme of major redesign projects is listed in Appendix 6.

Following the integration of health and social care services in northern Highland, NHS Highland now
has a formal commissioning arrangement with Highland Council for some children’s services and is
commissioned by the Council for adult social care. The development of appropriate planning
arrangements, supported by timely and appropriate information on population need and existing
service provision, plus business support for contracting and performance monitoring, will be required
to support this commissioning function, which will include the third sector and partner agencies. With
the establishment of an Integrated Body Corporate in Argyll and Bute in 2015, these arrangements will
be required to extend to all aspects of the delivery of health and social care.

13
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5.1 Managing frail, multi-morbid patients and those with long-term conditions

The provision of discrete episodes of acute health care in response to immediate health problems,
such as trauma, acute infections and other acute conditions has been the model of care delivered by
health services for many years.
However, many acute episodes relate to underlying chronic health conditions which require a different
approach of long-term consistent and holistic care. The main focus of health service activity and cost is
now directed at managing such long-term conditions (LTC).

There are varying approaches to managing LTCs, reflecting fundamental differences in the underlying
concepts of health and illness. The traditional clinical model considers each condition in isolation and
sets standards and guidance for managing each aspect from prevention to end of life. Increasingly, as
the population ages, it is recognised that few people suffer from a single long-term health condition.
Most people over 65 years old who suffer from one LTC will have two or more LTCs. Managing an
individual in a truly person-centred approach therefore needs to manage several LTCs simultaneously
and following each single condition pathway may not be practical, possible or appropriate. In addition,
there is growing recognition of the concept of frailty, which is separate from multi-morbidity, and
needs separate consideration of the best approach for each individual. Social models of health and
illness also support managing individuals in a holistic manner, recognising the interaction between
their clinical conditions and their social circumstances.

Adapting current health and social care services to manage frail and multi-morbid patients and clients,
who may be of any chronological age (but mostly aged over 75 years) and whose care forms the
majority of the work of all clinical and social care service activity, requires fully integrated and
responsive teams and services linking all aspects of the service together. NHS Highland recognises that
providing services that truly meet these needs requires fundamental transformation of service
provision in line with the principles of service delivery outlined in Section 4.

Providing this seamless care requires a coherent and aligned response from all services, including
partner agencies and the third sector.

Pathways for single long-term conditions, such as dementia and diabetes, are still required, but their
standards and guidance need interpretation in the light of co-morbidities and frailty.

Providing holistic person-centred care tailored to individual circumstances includes timely and
compassionate discussion around care at the end of life. Not all people approaching death will wish to
continue with all possible therapeutic interventions. Patients, families and carers should be fully and
accurately informed of the risks and benefits of all treatments and, once established, their wishes over
their end of life care should be recorded, made available to all professionals involved in their care and
respected.

14
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Appendix 1 – The Case for Change

1. The health needs of our population are significant and changing, with increasing complexity and multi-
morbidity in an increasingly elderly and frail population; the focus of health care therefore needs to
move away from managing single conditions towards complexity, although expertise and guidance for
managing single conditions is still essential

2. There is an increasing gap in health outcomes between the best and worst off in society. Health
services can contribute a great deal to reducing such health inequalities by actively seeking out those in
need of health care or preventive services and ensuring services are as accessible and of as high a
quality as they can be for hard to reach and vulnerable groups

3. We need to do more to support people to manage their own health and prevent crises

4. Our services are not always organised in the best way for patients; we need to ensure it is as easy to
access support to maintain people at home, when clinically appropriate, as it is to make a single phone
call to send them to hospital

5. We need to do more to make sure that care is always provided in the most appropriate setting;
particularly recognising the challenges of providing high quality accessible health and social care in
remote and rural settings

6. There is growing pressure on primary care, community services and unscheduled out of hours care

7. We need to provide the highest quality specialist care; taking into consideration issues of clinical
governance and maintaining quality when providing low volume services

8. Increasing specialisation needs to be balanced with the need for coordinated care which takes an
overview of the patient;

9. Healthcare is changing and we need to keep pace with best practice, standards and clinical guidelines

10. We need to realise the full benefits of integrating health and social care services, recognising the
preventive nature of providing excellent care support in the community and ensuring an appropriate
balance of resources to meet these community-based needs

11. We need to develop and support our workforce to meet future changes, specifically to meet the
challenges of service redesign.

12. We have too many facilities for our size of population, partly the result of geography. Most of our
capital is spent on maintenance of current buildings and capital equipment with no consideration of
future needs of patients and services

13. There is a need to invest in IT development in view of rapidly changing communications technology

15
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Appendix 2 – Existing NHS Highland Plans

The “Golden Thread” below demonstrates the connections between existing NHS Highland plans and how

they relate to teams and individuals objectives.

The Golden Thread
National

Programmes

Local
Delivery

Plan

Improvement
and Co

production
Plan

Operational
delivery

Plans

Team Plans

Individual
Objectives

Single Outcome Agreement (SOA)

Annual agreement between CPPs

and SG, current year specifies six

areas for partners to develop and

report on. NHS required to

contribute and report on through

LDP

Local Delivery Plan

Annual contract between the

Health Board and SG that covers

all national targets and activity

and also includes partnership

working

Improvement and Co-

production plan

New LDP requirement for

Board to have a 3-5 year

comprehensive strategy

Strategic Commissioning Plans

Requirement under national

integration arrangements for each

Integration Board to have a joint

commissioning plan covering all

integrated services and based on a

joint strategic needs assessment.

In the HHSCP, the Change and

Improvement Plan and For

Clinical Strategies

These cover a range of single

conditions, such as cardiac,

diabetes cancer, dementia, etc

and also specific clinical areas,

such as Health Care associated

Infections.

Operational Unit Plans

Internally agreed within the

Board that reflect all the

above targets, strategies

and activities

16
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Highland’s Children 4 fulfil these

requirements. In A&B the

integrated children’s services plan

meets the requirements, while

arrangements for adults are yet to

be confirmed

All are characterised by national

programmes, with a set of clinical

standards to be monitored and

reported on.

Assets

The asset management group

covers a specific, national required

assets management strategy which

includes nationally required plans

around energy efficiency, carbon

reduction and procurement.

Locally, it links to local area plans

e.g. Inverness Masterplan and

planning cycles in the rest of

Highland and Argyll and Bute.

It links to the capital plan

Workforce

There is a nationally required

workforce strategy (Everyone

Matters), which links to a

workforce training and

development plan. Other

relevant national requirements

relating to staff include staff

governance standards,

revalidation and Releasing Time

to Care

e-Health

There is a nationally

required e-health strategy

and local workplan which

needs to be closely

informed by clinical

strategies

Prevention

The Health-Promoting Health

Service and Anticipatory Care are

nationally required plans, covering

staff, carers and patients/service

users.

Finance

The financial plan, both revenue

and capital, is reflected in the

Operational Unit plans and assets

management

Care Systems

There are nationally

required initiatives around

7 day working, transforming

out-patients, unscheduled

and emergency care

People

All strategies, plans and systems

should be built around people and

their requirements, making them

truly person-centred

Highland Quality Approach

The culture and methods which

support service delivery.

Governance mechanisms are not

shown, but act as the mortar/glue

which hold the system together

and ensure it is delivering what it

should
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Appendix 3 – LDP for 2014/15

For 2014-15, LDP guidance states

Improvement and Co-production Plans will set out the actions being taken locally to deliver
2020

The Route Map was designed to retain focus on improving quality and to make measureable progress
to the 2020 Vision. This year the LDP integrates the Route Map. NHS Boards are required to develop
with staff, patients, public and partners an Improvement & Co-production Plan that will set out the
priority actions the NHS Board is taking to deliver the 2020 Vision. NHS Boards will be engaging in
national discussion on all the priorities set out in the Route Map. It is recognised that this is a
transitional year and work will continue to ensure that the LDP continues to complement and align with
other local and national planning requirements

Specific elements to be included are:

 Valuing the workforce and treating people well by delivering Everyone Matters

 Delivering safe care at all times

 Person-centred care that learns from feedback
 Hospitals working with GPs, Community Teams, SAS and NHS 24 to transform care

 Preparing for integrated health and social care

Workforce plans, including Everyone Matters, and SPS are key plans for NHS Highland and are

reflected in the summary of existing plans in Appendix 3. Person-centred care and delivering services

across all health care settings are fundamental to the transformational plan set out in section 3 of the

strategy paper. An underlying assumption to these plans is that health and social care is delivered

seamlessly by fully integrated operational teams at a local level.
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Appendix 4 – The 2020 Vision

Scottish Government has set out its 2020 vision for health care:

Our vision is that by 2020 everyone is able to live longer healthier lives at home, or in a homely
setting. We will have a healthcare system where we have integrated health and social care, a focus
on prevention, anticipation and supported self-management. When hospital treatment is required,
and cannot be provided in a community setting, day case treatment will be the norm. Whatever the
setting, care will be provided to the highest standards of quality and safety, with the person at the
centre of all decisions. 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.'

We must be bold enough to agree and pursue the key actions that will allow us to turn this 2020
Vision into a reality. It is only by doing this that we will secure the health and social care services in
Scotland that will best meet the needs of future generations, and demonstrate our ability to deliver a
world-leading high quality health and care service to the people of Scotland

http://www.scotland.gov.uk/Resource/0042/00423188.pdf
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Appendix 5 – Possible Outcome Measures for NHS Highland

Proposed outcomes Possible data sources

Patient-focussed outcomes

No routine patient-focussed outcomes are currently
collected. A considerable amount of feedback is
received from patients in various ways, including
from consultation over specific major service
changes.

Patient experience

Patient satisfaction surveys
Patient Opinion
Complaints
Other surveys of patient experience
Stories and interviews

Feedback will be sought during external
consultation to obtain more focussed statements on
these issues

Health and Well-being Outcomes

Using generic quality of life measures, such as
WEMWBS or SF36, to measure overall health and
well-being, requires further development and
discussion.

For further discussion in CPPs and nationally

Clinical Outcomes

 HSMR in line with other Boards

 Most people die in the place of their choice

 Specific major disease outcomes (e.g. cardiac
and cancer survival, alcohol-related disease,
diabetic control and prevalence of
complications, obesity-related disease)
continue to improve, halt or reverse an
adverse trend

 Health inequalities reduce, particularly in the
above specific disease outcomes

 Gap between life expectancy and healthy life
expectancy starts to close

 Quality of life for those with long-term
conditions (LTC) improves

 Adverse events in health and social care
settings are identified, addressed
constructively and timeously and minimised

Mortality
HSMR

QoF
National and local specialty audit and registry
reports

E&D for access

SPSP
Adverse events
Complications

Screening programmes

Service Outcomes

 Patient satisfaction surveys and other
measures of patient experience indicate high
levels of satisfaction with services

Targets (HEAT and others)

Staff experience
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 Patients receive the care and support they
require, as indicated by assessment, to
maintain their independence at home for as
long as possible

 Hospital admission is avoided as far as
possible; when necessary, hospital stays are
minimal and discharge is not delayed

 All targets achieved or exceeded

 All services routinely reviewing performance,
explicitly taking account of patient/user
feedback, population need and changes in
recommended interventions, standards and
pathways of care in continuously making
improvements to services

 All services can explicitly demonstrate
equitable provision of care in terms of
geography, vulnerable groups and
deprivation

 All services have standard work expressed as
a care pathway or standards which are
regularly audited, enacted and are in line
with agreed national/regional/local network
guidance

 All patients with long-term conditions (LTC)
have care management plans which
demonstrate an understanding of frailty,
explicitly include patient and carer wishes,
are available to primary, secondary,
emergency and community staff 24/7 and
are regularly audited to ensure accuracy

 Complaints and grievances are sought and
addressed constructively and with minimal
delay or escalation

 All staff appropriately trained for their role

 Minimal sickness absence

 Staff aware of corporate structures and
strategy

 Staff aware of corporate policies and how to
invoke them when necessary

Values and behaviour and iMatter
Sickness absence
Conduct (e.g. complaints about attitude)
Staff stories and interviews

Care Outcomes
As articulated in the Partnership Agreement for the
Highland Partnership and being developed in the
Strategic Plan for the Argyll and Bute Partnership

tbd
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In addition:

1. Services should continually seek to improve their performance, supporting evaluation,
innovation and research where appropriate and recognising that an organisation that
supports such activity tends to deliver high quality routine care

2. Information systems should support the seamless provision of care across primary, secondary
and community settings

3. Outcomes that capture the growing clinical complexity of frail and multi-morbid patients need
developing and testing and measures that demonstrate the successful avoidance of
unnecessary clinical intervention are required

4. Services can demonstrate effective partnership working with other agencies and the third
sector
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Appendix 6 – NHS Highland’s Priority Areas for Improvement

NHS Highland works within a clear financial envelope, set nationally and monitored closely. As part of that

financial envelope, the Board is required to deliver specific targets as well as a comprehensive health

service for the people of Highland, and to make financial savings year on year.

In setting priorities for the next 1-3 years for redesigning and transforming services, NHS Highland has

therefore considered topics where

 Change in service provision can be expected to improve quality of care and patient experience

 Change in service provision can be expected to reduce harm, waste and variation

 Change in service provision can be expected to improve efficiency, including improved achievement

of national targets, and release savings without reducing quality of care

While quality improvement work and service redesign is now part of standard work across all services, NHS

Highland has identified the following areas which meet the above criteria and is focussing detailed work on

them over the next year or so to realise the potential for service improvement and improved efficiency:

Major projects

 Managing orthopaedic workload, specifically around theatre use and waiting lists

 Out of hours provision in primary care

 Out of hospital care for frail complex patients, as described in section 3 of the strategy

 Locum costs

 Elective work in Rural General Hospitals

 Adult social care, specifically improving the Care at Home services and support to care homes

Initiatives

 Drug costs

 Procurement

 Transforming outpatients

 Musculo-skeletal triage and patient pathways (linked to orthopaedic workload above)

These projects and initiatives map across the areas listed in the route map, as they fit under the triple aim

as both improving quality of care and value and sustainability. NHS Highland senior management is

establishing workstreams, with project leads and plans attached to each which will be monitored through

existing structures.
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[Draft] Foreword  
 
This is the first Highland strategic commissioning plan.  It has been co-produced with 
all sectors and representatives of carers and service users through the Adult 
Services Commissioning Group.     
 
The plan will encompass all adult care groups over the next year but at this point, it 
is focussed firmly on meeting the needs of older people in Highland.  It is our first 
step on an important journey to better understand and better meet these needs.   
 
Throughout the development of this plan, we have aimed to place the service user at 
the centre of our thinking. 
 
Development of this strategic commissioning plan is an evolving process, where the 
journey of establishing solid relationships with and between commissioning partners, 
has been a critical achievement.  The challenge for the coming years is to build on 
this relationship as we take a shared approach to investment, reinvestment and 
disinvestment decisions and the risks associated with these.   
 
This will not be an easy process and through this plan we seek to be open and 
transparent and need to be brave enough to challenge and be challenged.      
 
 
 
 
Deborah Jones     Stephen Pennington 
NHS Highland     Scottish Care 
Co-Chair      Co-Chair 
Adult Services Commissioning Group  Adult Services Commissioning Group 
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Part 1 - The Context 
 

Strategic Commissioning Plan for Highland 
 
This Strategic Commissioning Plan for Older People has been co-produced by NHS 
Highland and its commissioning partners, in order to communicate: 
 

 The service user and carer outcomes we are striving to deliver; 

 The current Highland position and intended direction; 

 The shape and profile of future services which will best meet service users’ 
needs; 

 How this transition will be made; 

 Future dis-investment and re-investment decisions;  

 Future engagement with providers; and 

 Information to enable providers to position their service to deliver provision that 
people in Highland need and want. 
 

 
Introduction 
 
Background 
 
In Highland, we (NHS Highland and commissioning partners) are committed to 
achieving the best possible outcomes for our population and service users. We 
believe that services should be person centred and enabling, should anticipate and 
prevent need as well as react to it, should be evidence based, acknowledge risk and 
should provide for flexibility and choice.   
 
In order to achieve this, we must focus our activity on providing or facilitating only 
those services which service users need and want, continuously improving the 
service user experience and building on service users’ strengths.  In doing so, we 
need to take steps to remove any areas of activity which do not add value to 
achieving these objectives.   
 
We wish to ensure our population have a real choice of quality provision for service 
users to access services directly, should this be their wish.  In order to achieve this, 
we need to be able to stimulate and shape the market to be able to achieve better 
outcomes and value, through a variety of service models which meet service users’ 
needs and expectations.  
 
This first strategic commissioning plan focusses on services for older people over the 
next five year period (2014-2019).  The approach to articulating our strategic 
commissioning plan is an evolving process and more detailed direction for both older 
people and other population groups will be produced over 2014-2015.  This plan is 
also the first step to considering the longer term needs of the population beyond 
2019, and looking ahead to 20-30 years time.  
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What is a commissioning plan and why do we need one? 
 
The purpose of this strategic commissioning plan is to set out the Highland approach 
to commissioning services for older people between 2014-2019 in terms of quantified 
quality, volume, value and location, and to set out how this is to be achieved.   
 
NHS Highland currently spends around £500m per annum on providing or delivering 
adult care services, with around half of this on older people. 
   
The challenge for this plan is to ensure that this resource is used to achieve the 
outcomes based on what people have told us they need and our understanding of 
what would meet these needs.  The plan also needs to move us away from 
traditional ways of thinking about meeting people’s needs in terms of beds and 
buildings and towards a greater emphasis on early intervention and anticipatory 
support.  In achieving this shift, it is intended that a more vibrant and energised care 
market will be created; maximising potential for self directed support and creating 
opportunities for greater choice and innovation for how people’s needs can be met. 
 
In the context of increasing service demands, a finite budget, and a historic service 
profile, this approach will mean a different commissioning relationship with partners 
and will mean a refocussing or decommissioning of traditional services and transition 
towards service models in line with this plan, to ensure that resources are being 
targeted in the most appropriate way. 
 
In describing what a commissioning plan is, it is also useful to clarify the 
commissioning process, to ensure a shared understanding.   
 
A simple illustration of the commissioning process is noted in Figure 1 below, which 
sets out commissioning at a strategic and operational level, notes the key steps 
involved and highlights the importance of the service user at the centre. 
 
[Drafting Note: detailed information on the commissioning process is intentionally not 
provided within the plan, and significant detail is contained elsewhere.  It is the 
intention over coming months, to develop a web based compendium of 
commissioning resources with commissioning partners - and led by Scottish Care 
with JIT input]. 
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Figure 1 

 
It is our intention also that this strategic commissioning plan is as concise as 
possible, setting out the strategic direction only and thereby maximising focus and 
clarity.  The plan is set out in two distinct parts;  
 

 part one provides the context and draws out the key points that require 
consideration.  This is intentionally high level, as these key points are drawn from 
far more detailed information elsewhere (Strategic Health Needs Analysis, Carers 
Strategy, Housing Strategy etc) and it is not the purpose of this plan to repeat the 
detail here; 
 

 part two describes where we are aiming to get to and how we need to transition 
to get there.   

 
This strategy, once agreed, will require to be translated through local delivery plans, 
which will set out how this strategic direction will be applied to localities across 
Highland. 
 
Who wrote this plan and how has it been developed? 
 
This is a strategic commissioning plan for Highland, developed through a co-
productive approach by NHS Highland and its commissioning partners – and has 
involved a cross sector Project Team, with the developing work overseen by the 
wide range of representation round the Adult Services Commissioning Group.  The 
Adult Services Commissioning Group is the vehicle established to involve as many 
sectors and representatives as possible in the making of strategic decisions about 
adult care. 
 
It is therefore not NHS Highland’s plan, but a jointly owned plan for Highland.   
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It is our intention that broader strategic commissioning plan will be taken forward by 
a range of improvement groups.  However, most of these improvement groups are at 
an early stage at the present time (leaning disability, mental health, acquired brain 
injury).  Given the focus of this plan on older people, we have concentrated on the 
key priority areas identified by the older people’s improvement group within this 
document. 
 
[Drafting Note: the preparation of this plan has been overseen by the ASCG, whose 
role, remit and contact details will be attached as a link in the final report] 
 
Crucial to the development of the plan and setting the priorities for the future, has 
been the inclusion of service users, their carers, as well as input from providers and 
their representatives and these key stakeholders have been included as partners at 
every level and stage of the plan’s development.  This approach will continue as the 
strategic commissioning plan both evolves and also considers the longer term 
challenges beyond the five year duration of this plan, as well as the strategic 
commissioning priorities of other population groups. 
   
What do older people say commissioning should mean for them? 
 
The foundation of this plan is to ensure that services are commissioned which meet 
service users’ needs.  The Highland Senior Citizens Network have told us that this is 
what commissioning should mean for older people: 
 

“Strategic commissioning will recognise and value the huge 

contribution made to our communities by older people. Quality 

commissioning will be about us as older people - including those 

of us with high support needs and our carers - achieving the 

outcomes which enhance our quality of life, enabling us to live 

and die well. We will be healthier for longer and enjoy improved 

social, physical and psychological wellbeing as in the diagram 

below (Figure 2). To meet these outcomes we will be enabled 

to participate as full expert partners throughout all the 

commissioning stages: analysing; planning; doing; and reviewing. 

These outcomes are dependent on a range of areas such as 

health care, both physical and mental, housing, equipment, 

transport, information, advice, technology, leisure, learning, 

environment, community, safety and financial welfare. Strategic 

commissioning will therefore ensure that partners and services 

from all sectors work effectively and efficiently together. This 

includes primary and acute care being intimately involved to 

permit effective solutions to be developed. 
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We recognise that resources are limited and that we, and all 

our partners, will need to make choices. We believe our full 

involvement is imperative to build and maintain trust in 

decisions and to allow joint responsibility to be taken for 

choices made. In Highland there is a particular need to ensure 

that service users and carers in local communities are 

empowered to develop their own effective solutions to local 

needs. In short, strategic commissioning means there is nothing 

about us without us. 

What is our vision for Strategic Commissioning? We want to 

live well. This means being the lead in choosing what is 

important in our lives, what services are important to support 

us in our aspirations and how they are delivered.  We believe 

that if providers listen to what we are saying then the 

outcomes we need are more likely to be achieved.  

There must be nothing about us without us”. 

 
The diagram at Figure 2 below illustrates the person centred approach we need to 
take to ensure that what we commission accurately reflects what people need, not 
what the statutory sector decides they need.  In the words of the Highland Senior 
Citizens Network we must ensure there is “nothing about us without us”.  This 
person centred approach is aligned with the personalised or self directed support 
approach to commissioning. 

 
Figure 2 
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What will the plan achieve? 
 
The following sets out the key priority areas to be delivered through this plan: 
 

 Ensure the best available evidence is used for making decisions 
 
Support providers and the people of the Highlands to make decisions based on 
evidence regarding effectiveness and efficiency care options.  

 

 Increase transparency on price and quality  
 
Provide the people of the Highlands with information on how much their health 
and social care costs and how outcomes compare so they can become informed 
consumers and make informed choices. 

 

 Pay for value  
 
Design new payment structures that incentivise quality, efficiency and 
effectiveness.  

 

 Enhance quality, efficiency and capacity of care at a local level  
 
Strengthen local decision making in older people investment decisions; and give 
communities better tools for making such decisions.  

 

 Increase dignity and quality of care for seriously/terminally ill patients  
 
Support Highland’s people to plan in advance to ensure health care and other 
end of life decisions are honoured. Provide secure electronic access to advance 
directives. Encourage provider training and education in end-of-life care. 
Establish a process that engages seriously and terminally ill patients in shared 
treatment decision-making with their clinicians and carers. Use tele-health care 
and redesign methods to improve access to palliative care.  

 

 Focus on prevention  
 
Create the conditions that support and engage the population of the Highlands 
enabling healthy lifestyle choices.  Self management, particularly for those living 
with long term conditions, must remain a priority.  Tackling health inequalities for 
example, targeting those who are most vulnerable, should remain a priority for all 
services. 

 

 Build the foundation of a sustainable health and social care system across all 
sectors 
 
Ensure there is an appropriate quality, supply and distribution of care workers 
across all sectors.   
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Highland Profile 
 
To develop a strategic commissioning plan, we need to start by understanding 
population needs and strengths and to consider this information alongside other 
relevant factors impacting on the current and future delivery of care services.   
 
Detailed analysis of population needs is provided by the NHS Highland Strategic 
Health Needs Analysis. 
  
[Drafting Note: work is in progress with partners to bring the SHNA more alive and to 
make the information more accessible.  This will be included alongside the 
commissioning compendium resource referred to earlier]. 
 
Some of the key points from this analysis are noted below: 
 
Population 
 
Like other parts of Scotland, Highland’s population is both increasing and getting 
older.  The following issues are highlighted from the projected population 
composition:   
 

 By 2035 the population of Highland is projected to be 255,257, an increase of 
15.2% compared to the population in 2010. The population of Scotland is 
projected to increase by 10.2% between 2010 and 2035. 
 

 As noted at Figure 3 below, over the 25 year period to 2035, the age group that 
is projected to increase the most in size in Highland is the 75+ age group. This is 
the same as for Scotland as a whole. 

 

 Also as noted at Figure 3 below, the age profile is projected to also significantly 
change, over this same period with a 47% increase in 65-74 year olds and a 
111% increase in people aged 75+, a significant increase in this age group 
compared to the Scottish average; 

 

 
Figure 3 

 

 life expectancy is expected to increase for both men and women in Highland, at 
a rate greater than the Scottish average; 
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 variation regarding life expectancy, with the lowest life expectancy in Inverness 
Merkinch (67 years of age) and the highest in Nairn rural (83 years of age). 

 

 the highest rates of projected growth are in Inverness and Badenoch and 
Strathspey, and projected falls in Sutherland. 

 
One of the biggest anticipated challenges facing Highland is the projected increase 
in the 75+ age profile.  Nevertheless, it is not assumed that advancing age will 
automatically result in incapacity, poverty and a demand on adult services.  Many 
older people are healthier, fitter, contribute to third sector activity or family caring 
responsibilities and have accumulated substantial assets.  Our resources therefore 
need to be directed to not only those who are unwell or frail, but to continuing 
preventative activities to keep people active and in good health.    
 
Over the next year as our commissioning approach evolves, there is also a need for 
a greater understanding of the issues and financial challenges associated with other 
population groups.  For example, we are currently seeing a significant financial 
pressure in terms of young adults with complex needs.  Work is being initiated to 
develop a greater understanding of the projected impact in this area.   
 
Workforce 
 
In an employment market already showing signs of skills shortages in the care 
sector, there is projected to be a lower percentage of working age population and 
over the period to 2035, the dependency ratio is expected to fall significantly.  The 
unemployment level within Highland (November 2013) is just 2% of the working 
population.  The lowest unemployment level is currently in Inverness South (0.8%) 
and the highest is in Wick (5.7%).   
 
A significant number of care sector providers are already experiencing difficulties in 
recruiting and retaining care workers.  As the delivery of quality services is 
dependent on the continued availability of trained and experienced staff, this is a 
critical area to be addressed where sector wide efforts and wider collaboration is 
required to promote and incentivise care as a career opportunity.  In planning to 
meet future service demands, we must also capacity build the workforce to support 
the delivery of quality care. 
 
Carers 
 
Carers undertake a crucial and demanding role in caring for their loved ones.  With 
an estimated input value of £224m per annum, there are 21,000 people in Highland 
who provide an hour or more of unpaid care a week; of this total, 7,000 carers in 
Highland provide more than 35 hours care per week and 5,000 provide over 50 
hours per week.  Over one third of these carers do not get access to the information 
they need.  There are also a number of carers, undertaking a caring role, who do not 
see themselves as such, and efforts are required to identify these people and offer 
support. 
 
The work undertaken to inform the Highland Carers Strategy 2014-2017 shows that, 
whilst improvements have been made, carers are not yet receiving the level of 
information or support they need in order to equip, assist and support them in their 
caring role in order to ensure continued good health and quality of life. 
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The Highland Carers Strategy identifies six key aims that carers and partners in 
Highland wish to achieve: 
 
1) to be identified 
2) to be supported and empowered to manage their caring role 
3) to be enabled to have a life outside caring 
4) to be fully engaged in the planning and shaping of services 
5) to be free from disadvantage or discrimination related to their caring role 
6) to be recognised and valued as equal partners in care.   

 
In part two of this Strategic Commissioning Plan, we set out specific commissioning 
intentions to further support carers. 
 
Health 
 
Within Highland, 18.6% of the total population consider themselves to be limited 
(either a lot or a little) in relation to long term health issues.  Furthermore, 50% of the 
population who are over 50 years of age live with at least one long term condition; 
50% of those aged over 70 years of age have at least two long term conditions.  
Services need to respond appropriately and join up services where service users 
have more than one long term condition. 
 
A health and social care needs assessment for older people with dementia was 
carried out (2013) and concluded that the true number of people with dementia 
cannot be known. This is because some people will be in the early stages of the 
disease, and will not yet have sought help, or are not yet diagnosed. 
 
It is possible, however, by using the EuroCoDe4 rates, to estimate that 3,719 people 
in the Highland area can be expected to be suffering from dementia in 2013. As of 
November 2012, 1,864 people were identified by General Practices as having 
dementia, which is 50% of the predicted number. Figure 4 below shows the age 
breakdown of the population of people currently predicted to be suffering from 
dementia.  

 
Figure 4 
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The expected increase in the prevalence of dementia particularly in older people has 
current and future challenges for acute and community care, as well as awareness 
implications for the wider community. 
 
Primary and Acute Care 
 
The NHS Highland Board is required to have a 3-5 year clinical strategy as part of its 
Local Development Plan called “Health and Social Care Services Fit for the Future”.  
This document is currently being developed and will be signed off in autumn 2014.  
The high level aims and drivers for change within this plan are: 
 

 providing safe, sustainable, effective and efficient delivery of health and social 
care  

 improving population health 

 reducing health inequalities 
 
The case for change is clearly made based on knowledge that: 
 

 the health needs of our population are significant and changing, with increasing 
complexity and multi-morbidity in an increasingly elderly and frail population;  

 there is an increasing gap in health outcomes between the best and worst off in 
society;  

 more is needed to support people to manage their own health and prevent crises; 
and  

 services are not always organised in the best way for patients for example 
providing support for people to stay in their own homes where appropriate. 
 

In terms of current health services, two areas which have a significant impact on the 
experience of older people are delayed discharge and emergency admissions: 
Based on the January 2014 Census, and illustrated at Figure 5 below, Highland is 
above the national average in terms of bed day rate per 1000 population, but 
significantly below Aberdeen City; Edinburgh, South Lanarkshire, Western Isles, 
Edinburgh and East Lothian.  

 
Figure 5 
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The graph at Figure 6 below shows how Highland successfully managed down the 
(over four week) delayed discharge position for several months in the late autumn 
2013, in sharp contrast to national trends, but that care home suspension of 
admissions and the care at home capacity have since had a major impact.  This 
appears to have combined with a current cohort of frailer people who need more 
support to be discharged.  
 

Delayed Discharge by Length of Delay HIGHLAND  
(February 2012 to February 2014) Over Four Weeks

 
Figure 6 

 
When compared to the national position (Figure 7) below we can see that Highland 
has proportionally more longer waits than the national average.  These waits are not 
all related to care home unavailability.  
 

Delayed Discharge by Length of Delay SCOTLAND  
(February 2012 to February 2014) Over Four Weeks 

Figure 7 
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In terms of reason, the Figure 8 below shows the growth in delays related to the 
chronic problems related to the care at home and care home service capacity. 
 

NHS Delayed Discharges Over Four Weeks by Reason for Delay HIGHLAND 
(January 2010 to February 2014)

 
Figure 8 

 
Compared to Scotland, we have a relatively low level of system/process delays (ie 
assessment reasons), but major capacity issues. 
 

Clear commissioning priorities therefore emerge from analysis of the above delayed 
discharge data: these are the lack of accessible capacity in terms of care at home 
and also care homes and alternatives to these options such as housing with support. 
 
The other current health area impacting on the service user experience, relates to 
emergency admissions. 
 

Trend in Bed Days by Type of Admission,  
Highland Residents 2001 -2012 

 
 
 
 
 
 
 
 
 
 

 
 
 

Figure 9 

0

10

20

30

40

50

60

70

80

90

Feb
2012

Mar
2012

Apr
2012

May
2012

Jun
2012

Jul
2012

Aug
2012

Sep
2012

Oct
2012

Nov
2012

Dec
2012

Jan
2013

Feb
2013

Mar
2013

Apr
2013

May
2013

Jun
2013

Jul
2013

Aug
2013

Sep
2013

Oct
2013

Nov
2013

Dec
2013

Jan
2014

Feb
2014

N
u

m
b

e
r 

o
f 

P
a

ti
e

n
ts

 

Census 

Other

Legal/Financial

Healthcare
Assessment/Ar
rangements

Awaiting place
availability in a
care home

Awaiting
funding for a
care home
placement
Patients
waiting to go
home

Community
Care
Assessment
reasons

39



V0.1.13 
Better Health | Better Care | Better Value 

Page 16 of 41 

The above graph (Figure 9) shows that the current trend for elective and emergency 
admissions have shown a steady decline.  Had everything remained the same, we 
would have expected an exponential increase in the number of emergency and 
elective admissions of 65+.  The difference between expected activity and actual 
activity shows the benefit achieved by new ways of working and is allowing us to 
manage the demographic impact within existing resources.  However, there is still a 
level of emergency admissions experienced by older people which we consider 
needs to be reduced and further prevention, improvement and action in this area is 
required. 
 
Reablement 
 
Although Highland has committed a policy of developing a robust reablement 
approach, to date this has been subsumed within the general care at home provision 
and only a limited number of people have experienced actual reablement.  We are 
committed to developing a reabling focussed service which would have: 
 

 A clear process that enables people to access the service and that can cope with 
flows of demand; 

 A well trained workforce who are clear on the outcomes that are expected; 

 A set of measurements which helps demonstrate which people are benefiting 
from the approach and is able to indicate if any staff need further support and 
training in the work; 

 Leadership to ensure the service is delivering what might be expected; 

 A clear link between therapists working within the service and the staff delivering 
the day to day reablement; 

 A clarity of where the reablement programme sits within the care pathway; 

 The opportunity to follow up and sustained action after the service has ended; 

 A focus on the emotional as well as the practical and physical needs of older 
people 

 
Housing 
 
Housing and housing related services are integral to promoting the health and 
independence of people with care needs.  As people move through their lives, 
particularly as they age, their needs change and their house design can often pose 
challenges. 
 
The housing profile of Highland shows that 13.5% (13,752) of the population are 
aged 65+ and living on their own; with 7.7% (7,841) aged 75+ and living on their 
own.  Just under 60% of those who live on their own, have a care at home package 
in place.  As this age group increases, so does the likelihood of demand on care 
services, along with a potential need for their housing to be adapted to help people 
carrying on living independently.  
 
Through the Highland Housing Strategy 2010-2015, work is progressing to ensure 
that more people with community care needs are successfully living at home 

independently and to enable people to live in a home of their own through a number 
of means, including:   
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 Building all affordable houses to ‘Housing for Varying Needs’ standards and, in 
appropriate new build developments, provide enhanced whole-life design 
features. 

 Ensuring that new developments are in sustainable locations; and that all the 
elements to deliver the housing / services in the long term are in place. 

 Improving access to existing adapted housing including by improving stock 
information and developing ways to enable re-use of adapted properties. 

 Continuing to improve equipment and adaptations processes and take measures 
to speed up assessment and installation; support user involvement. 

 Supporting rolling out implementation of telecare / telehealth. 

 Reviewing use of and access to sheltered housing / related accommodation 
across Highland. 

 
There is a need to consider the opportunities to increase extra care housing and the 
potential contribution of extra care housing in areas such as the north, where the 
care home market is unlikely to change significantly.   
 
Geography and Transport 
 
As noted below in Figure 10 The geographic area of NHS Highland poses unique 
and substantial challenges in delivering or facilitating services, due to around 40% of 
the Highland residents living outwith the main population and settlement areas 
providing locally important services.   
 

 
Figure 10 
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Geographic challenges have a clear link with the transport challenges faced.  
Highland unsurprisingly has a higher than average number of cars per household, 
with car ownership considered more of a necessity than luxury.  Low population 
densities, long distances between settlements and high fuel costs all impact on 
access to current services.  These issues, along with public transport and 
connectivity issues, are being separately considered by the multi-agency regional 
transport strategy for the Highland and Islands.   
 
Within the small communities and indeed across the whole of Highland, assisting 
and empowering communities to support their local population and to deliver 
services to meet their local needs, is a crucial aspect of this strategic commissioning 
plan.  The Community Networker posts in place across Highland are intended to 
support this community cohesiveness objective. 
 
The Challenges 
 
The key challenges summarised from the Highland profile, and the areas requiring 
action, are as follows: 
 

 Delayed discharges. 

 Emergency hospital admissions. 

 Patient flow. 

 Increase in the number of older people generally, and those with a long term 
health condition. 

 Workforce availability. 

 Level of support to carers. 

 Availability of services to promote independence. 

 Transport to access services. 
 
As will be described later in this document, we have the further challenges of: 
 

 Service quantity and quality. 

 Uneven spread of service provision across Highland. 

 Unequal distribution of provision between in-house and independent sector 
provision. 

 Static or reduced financial resources. 
 

The increase in demand and anticipated level of available future resources means 
that we require to adopt a significantly different approach and one which needs to 
focus on: 
 

 improving service user and carer outcomes. 

 single points of access. 

 prevention and health improvement. 

 promoting independence. 

 changing the current culture regarding approach to risk. 

 strengthening community and partnerships. 

 equity. 

 maximising value. 

 building on individual / community assets and strengths. 
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There are therefore a number of very significant challenges facing NHS Highland 
and its commissioning partners.  In this part one, we have provided the context for 
these challenges and have highlighted the key obstacles that need to be addressed. 
The following part two goes on to set out our vision of the future and the prioritised 
tangible actions needed to be taken.   
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Part 2 – The Plan 
 
Meeting Highland’s Needs 
 
Meeting the needs of service users and building on their strengths in delivering care 
- where, how and when they want it, is the foundation of this strategic commissioning 
plan and its key objective.  Put simply, there is no sense in providing, arranging or 
facilitating services which the service user does not want.   
 
There are significant challenges in ensuring service user individual outcomes are 
met and as such, it is vital we continuously engage with current and future service 
users, so that we know what is, and continues to be, important to them and be able 
to meet these needs. 
 
The focus of meeting the service user’s needs is the underpinning approach to 
current and future service delivery being adopted by NHS Highland, as illustrated at 
Figure 11 below:  

 
Figure 11 

 
Through previous and recent engagement, this is what the Highland Senior Citizens 
Network have told us what is important to older people: 

 

Maintaining Independence by: 

• Accessible information and advice 

• Accessible transport 

• Appropriate, safe, warm housing 

• Accessible support to stay in our own homes 

• Accessible technology and equipment 

• Accessible means of support including Self Directed Support 

• Feeling we live in a safe and secure environment 

• Providing quality support for carers 
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Receiving quality care at the right time in the right place from people 

we trust: 

 Paid staff must value and respect us as people, respecting our 

human rights; they too must be valued, skilled and supported 

 Care needs will change over time, both increasing and decreasing, so 

care must be flexible and accessible: 

 respite care of our choice especially in rural areas 

 intermediate care to maximise recovery and promote independence 

 local response in an emergency and medical care in a crisis 

 end-of-life care in the place of our choice. 

 

Reducing loneliness and increasing social connections through: 

 Regular opportunities for social interaction both in our homes and 

outside 

 Digital technology where it helps us to stay in touch 

 Service providers understanding that service delivery in itself is an 

important social connection 

 

Maintaining and improving mental and physical wellbeing by: 

 Accessible activities that we enjoy 

 Support to stay as healthy as possible, including accessible medical 

care 

 Helping to build confidence to continue old activities and to try new 

ones 
 
Resourcing  
 
Current and Future Resourcing 

 
We spend £500m on adult care and of this, around half is spent on older people.  
 
The composition of the spend, by service type, is illustrated below.   
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Highland Health and Social Care Spend (High Level); 65+ 
 

 
Figure 12 

 
The above chart (Figure 12) shows Highland spend in 2010/11 mapped out across 
community and institutional provision. The key issue here is that roughly 64% of 
expenditure takes place in the provision of institutional and residential care, whilst 
only 36% of spend relates to community based provision.   
 
The chart below (Figure 13) shows in more detail how this expenditure breaks down.  
 

Highland Health and Social Care Spend (Detailed); 65+ 
 

 
Figure 13 
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Figure 14 

 
Figure 14 shows how this spend maps out across operational areas. By using 
weighted populations to take account of characteristics like rurality, gender balance 
etc, we can see that there is considerable variation that cannot be explained by 
population characteristics.  It is this variation that drives spend patterns. 
 
The role of the Local Delivery Plans is to describe the investment patterns we require 
to meet need, rather than the historical patterns we currently have. 
 
The following section “What does good look like?” summarises the components that 
will inform these plans. 
 
What Does Good Look Like? 
 
The first key question (raised by the analysis above) is:  
 
“Were we to start from scratch, rather than simply using historical spending 
patterns... Is this the way we would plan or commission expenditure?”   The answer 
is invariably no”.  Our plan is therefore to reverse this investment profile over the 
next five years. 
 
The second key question is, in terms of results, “what does good look like?”.  Whilst 
this plan is really all about outcomes, our ability to measure these is only developing 
and we have therefore identified the following process and output measures as 
useful proxies to allow us to gauge achievement: 
 

 Reducing non-elective admissions 

 Reduced emergency readmissions 

 Reduced delayed discharges of care 

 Reduced admissions to residential care (nil from acute hospital) 

 Reduced numbers needing longer term care 

 High numbers supported through reablement/recovery to need no further care 
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 Improved quality of care 

 Availability of trained and experienced staff 

 Informed and supported carers 

 Increased and strengthened community capacity 

 Increased patient satisfaction 

 Increased population health and wellbeing 
 
[Drafting Note: performance metrics have been developed by the Strategic Key 
Performance Indicators Group.  Rather than detailing these here, a link will be 
provided in the final plan to both indicators and current performance]  

 
Our strategic commissioning focus 
 
The need for new solutions to meet people’s needs through emergence of recovery 
based and outcome based models of care: 
 

 Build on evidence from public health  

 Build on management and self-management with multi-disciplinary teams and 
across all sectors  

 Building on the evidence from re-ablement with health partners 
 
Improving health outcomes for older people 
 

 Dementia care with early diagnosis  

 Falls prevention 

 Managing continence 

 Stroke recovery services 

 Focus on the evidence from housing solutions  

 Focus on the evidence from new technologies 

 Focus on the evidence for tackling social isolation 

 Focus on assessments that improve outcomes 

 Focus on evidence that improve wellbeing  
 
Commissioning and decommissioning priorities 
 

 Devolved care at home provision 

 Development of community resources and integration  

 Single point of access to care 

 Improved service quality across all sectors 

 Shift of percentage of in-house care at home provision 

 Hospital admission/discharge 

 Increased awareness and improved support for people with dementia and their 
families 

 Equitable access to the right level and type of service, at the right time 

 Increased number of people in receipt of self directed support 

 Redesigned telecare 

 Increased use of assistive technology 

 Improved access to information and respite for carers 

 Implementation of the promoting excellence framework 

 Self management 
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Outcomes to be delivered 
 

 people are healthy and have a good quality of life.  

 people are supported and protected to stay safe. 

 people are supported to maximise their independence.  

 people retain dignity and are free from stigma and discrimination.  

 people and their carers are informed and in control of their care.  

 people receive end of life care in their preferred setting/location. 

 people are supported to realise their potential.  

 people are socially and geographically connected and have a sense of belonging. 

 we deliver services effectively, efficiently and jointly. 
 
It is our vision that by 2019, the experiences of service users, carers, the workforce, 
providers and professionals will transition from the current state to the 2019 
described position:  
 

The service user experience 
 

In 2014… By 2019… 

Service users do not believe that they 
are fully involved in decision making 
which does not allow joint responsibility 
for decisions made. 
 
 

 Service users will be the lead in 
choosing what is important in their 
lives, what services are important and 
how they are delivered. 

 Comprehensive co-production. 

 
 

The carer experience 
 

In 2014… By 2019… 

Significant developments have been 
made over recent years but frustrations 
remain, with too many carers still 
unidentified (or identified too late) and 
therefore cannot be assisted to access 
services.  Carers also feel that their calls 
for help are only partially heard. 
 
 

 Carers truly seen as equal partners. 

 Help when you need it – fast, 
responsive flexible support. 

 Quality implementation and review 
process with measurable impacts. 

 Preventative investment in services 
for carers. 

 The same support regardless of 
geographical area. 

 Accessible information. 

 Carer leads in organisations. 

 Multi-skilled people working with 
carers. 

 Peer support groups. 
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Workforce experience 
 

In 2014… By 2019… 

Three overriding issues appear to cause 
difficulty with recruitment, retention and 
morale within the workforce:   
 
1) Low status of care workers 
2) Remuneration levels 
3) Lack of a sustainable career pathway 
 
 

 Achieved improved status for care 
workers 

 Improved pay levels reflecting 
improved skill and quality levels  

 Established career pathways that 
allow care workers and their skills to 
remain within the sector 

 
 

Provider experience 
 

In 2014… By 2019… 

 Inequitable pricing structure which 
favours in house services  

 Transactional approach/relationship 

 Improving sector relationships  
 

 Level playing field 

 Payment for quality and value 

 Collaborative approach 

 Genuine joint strategic commissioning 
 

 
 

Clinical and practice experience 
 

In 2014… By 2019… 

 The right resource is not always 
available at the right place at the right 
time. 

 

 Improved range of services available 
through a single point of access and 
integrated teams.  

 
Changing from the present to the future state 
 
How do we make the change and what can we do differently within a fixed budget? 
 
Whilst delayed hospital discharge represents one of our greatest challenges, 
perversely it also represents one of our greatest area of flexibility and opportunity for 
redesign.  Simply put, the beds that we currently use to accommodate people who 
are delayed in hospital awaiting provision of more appropriate care represent a more 
expensive way of providing a less appropriate service.  If we can make changes 
here, it will benefit both service users and the system as a whole. 
 
Delayed hospital discharge is a symptom of problems across the whole care system.  
It highlights that we have neither the range nor capacity of services that we require to 
meet people’s needs.  Addressing it is not simply a case of improving discharge 
planning – it also affects support and capacity in the community and the availability 
of appropriate supportive care for the period immediately following discharge.   
 
At the present time, delayed hospital discharge represents an expensive way of 
providing the wrong care, in the wrong place, at the wrong time – at the wrong cost 
to the individual and system, and with the wrong outcome for the individual. 
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During the calendar year 2013, an average of 114 people per month aged 65+ 
experienced a delayed hospital discharge.  These people used 23,368 bed days 
during the period of their delay.  Within this number of bed days: 
 

 5,072 bed days resulted from care at home packages not being available 
(representing an opportunity cost of £1.7m); and 

 

 7,999 bed days resulted from care home placements not being available 
(representing an opportunity cost of £2.7m). 

 
We know that a delay in discharge home or to the right care setting has an adverse 
effect on people. There is also a huge cost to the system of care as well.  In terms of 
the total number of bed days (23,368), this equates to 64 beds in the health system 
which could be used differently. This represents an opportunity cost of £8m per 
annum (£344.31 per day).   
  
If we look at the care system and try to find areas where we could do better, quite 
possibly at less cost, then we end up focussing on emergency admissions and 
delayed discharges of care.   Treating these issues as a priority will, we believe, 
positively impact on the other care system issues.  
  
Whilst it is over-simplistic to assume that full “opportunity costs” can be recovered, 
the challenge for this strategic commissioning plan is the recognition that over 
23,000 bed days in the system could, and should, be used differently.  
  
We can clearly evidence that investment to prevent unplanned admission and delay 
in hospital will provide better outcomes for service users.  The identified priority 
areas for such investment are care at home and care home services. Community 
capacity, day care and tele-health care have also been identified as further priorities 
which require to be developed. 

 
The challenge is how to find this investment. If the opportunity cost of current 
patterns is £8m; then we can reasonably aim to commit a portion of this for 
reinvestment.   
  
Local plans will define the detail about the level of costs and the opportunity to 
recover them, but the key message from this plan is that if we can get better use out 
of these bed days, then the benefit will be felt either in terms of meeting the 
challenge of a frailer population; or in making space for us to do something 
differently with those beds; or to release the resource associated with these beds for 
reinvestment in the services we know we need, such as Care at Home.   
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Applying a Commissioning Approach to CARE AT HOME Provision 
 
High Level Care at Home Commissioning Intentions 
   

What does care at home provision currently look like in the Highlands? 
  

The national picture shows a decline in the number of care at home service users, 
but an increase in the number of hours they receive.  This reflects the move from 
provision of domestic care to the provision of intensive packages of care to sustain 
people as independently as possible in their own homes. 
  

NHS Highland has a low level of care at home provision comparative to elsewhere in 
Scotland, and sits third lowest per 1,000 of the population for the number of older 
people receiving intensive home care (10+ hours per week).  Conversely, the 
number of people who spend the last six months of their lives either at home or in 
community settings, is marginally higher in Highland than the Scottish average.   
  

At November 2013, there were a total of 17 care at home providers registered in 
Highland; 16 independent/third sector providers and the in-house provider.  There 
have been five new care at home providers enter the market in Highland over the 
last three years, and one departure (due to quality issues).  Of the new providers, the 
majority are small/locally based operators.   
  

There are currently around 1,985 care at home service users in Highland in receipt 
of a total of 13,400 hours of care a week: 
  

         Around 60% of hours are delivered by the in-house service; 
  

         Around 40% hours are delivered by independent sector providers. 
  

The quantity and quality of care at home provision is also causing current significant 
challenges: 
  

 In the more remote and rural areas, there is currently reliance on in-house 
provision due to the lower volume and cost of provision in these areas making it 
less attractive to independent sector interest on current payment arrangements;  

 

 Demand for care at home has increased across all areas.  Around 5,072 bed 
days were lost in 2013 as a result of people waiting for a care at home 
package.  Planned investment and securing additional growth in the sector is 
taking time to come to fruition, as the availability of trained and experienced staff 
is posing a challenge; 

 

 In the more populated areas, independent sector providers have been competing 
with one another and also with the NHS, to recruit staff;    
 

 At least of 60% of the current volume of provision is below a grade 3 (Figure 15), 
due to the large scale in house service graded a 2 (weak) for care and support 
during 2013.   The quality goal is for all provision, both in house and 
independent sector, to be grade 4 or above by 2019.   
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Figure 15 

 
What do we know about the need for care at home? 
  

Projecting forward, based on existing patterns of care at home provision, we can say 
that, if nothing changes apart from the increase in population, we will need to provide 
care to an additional 49 people by 2019.  However, we know that we currently have 
a shortage of care at home provision and that people tell us that they want more 
options to be cared for at home.  This is therefore likely to be a very significant 
underestimate.   
  

An approximate estimate of the current gap in provision is outlined below: 
  

 Historically, there can be up to 40 people at any time, delayed in hospital awaiting 
a care at home package.   

 Estimated unmet need for people in hospital of 40 people @ 10 hours per week = 
around 400 hours per week / £322k per annum. 

 Estimated unmet need in the community of 246 people @ 10 hours per week = 
2,460 hours per week / £2m per annum. 

 The estimated cost of this current unmet need is £2.3m per annum.   
 
Supply 
  

 The current split between in-house and independent/third or not for profit 
provision is around 60% / 40%. 

 In-house provision is paid at a higher rate than independent/third or not for profit 
provision. 

 There is currently competition between providers to recruit. 

 Not all geographical areas of operation are deemed sustainable. 

 Not all providers receive high quality ratings via inspection.  
  

It has been an aspiration to move towards reablement, however at the present time 
there are only 15 specified reablement workers and reablement investment has been 
focussed on the in-house service.   
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Strategic Commissioning Direction  
 
What does care at home provision look like in the next five years? 

  

Care at home needs to change from the current state to offer: 
  

 Sufficient capacity to meet need 

 Highland wide coverage 

 Consistent high quality 

 A range of models (eg sitter service, reablement) 

 Flexible and responsive services 
  

We need to rapidly grow capacity and capability of quality care at home 
provision to meet unmet need. To do this, we need to change the way that we work 
with all providers through: 
  

 Collaborating on recruitment; 

 Developing a single tariff for all care at home providers by the end of 2014; 

 Commitment to purchase rates enabling payment of living wage; 

 Collaborating on geographical zoning for providers so that caseloads/runs are 
sustainable;  

 Revising the balance of in-house/independent provision to ensure that this 
reflects commissioning and SDS principles; and 

 Investing an additional £1m spend on care at home 2014-2015. 
  

Reablement is not yet fully integrated as a philosophy and there is currently low 
uptake, with only a limited number of people currently benefiting from this 
service.  The current key model of care at home is therefore a traditional 
maintenance service, as opposed to a service with a reabling focus.  There is a 
need to roll out reablement practice across all sectors. To do this we will review 
the use of the £1.4m currently invested in reablement to ensure that it is meeting 
these aims. 
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Applying a Commissioning Approach to CARE HOME Provision 
  

High Level Care Home Commissioning Intentions 

  

What does care at home provision currently look like in the Highlands? 
  

There is a high level of use of care home beds for older people in Highland in 
comparison with elsewhere in Scotland.  The mean age of resident is comparable 
with the national average at 83 years of age.  The length of stay in a care home is 
shorter than the national average for periods of up to 3 months but longer than the 
national average for periods of stay longer than a year.   
  

As at November 2013, there were a total of 59 care homes for older people in 
Highland offering a total of 1,741 beds: 
   

         25% of the care homes are operated in-house by NHS Highland, provide 12% of 
beds and have an average size of 13.5 beds. 
  

         75% of the care homes are operated by independent or third sector providers, 
account for 88% of beds; and have an average size of 35 beds. 

  

The supply of care home provision has evolved through historic purchase patterns, 
rather than by design, with the result of an uneven spread of provision across the 
area.  The current focus of services purchased, is on a traditional, long stay, care 
home model. 
  

The quantity and quality of care home provision is currently causing significant 
challenges: 
  

 Independent sector care home occupancy during 2013 was an average of 
95%.  With current suspension of admissions in place, this reflects actual usable 
vacant capacity of 2.5%; 

 

 The net effect of the care home closures and new capacity is an overall reduction 
of 30 beds; 

 

 In quality terms, 39% of all care home beds during 2013 were considered to be 
adequate or less by the Care Inspectorate, in terms of care and support (Figure 
16);  

 
Figure 16 
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 In December 2013, 63% of vacant care home placements were unavailable as a 
result of unsatisfactory quality;  
 

 Out of the 1,741 capacity, 32 beds are dedicated for respite use and only 3 beds 
are being used for intermediate or palliative care; 
 

 The availability of trained and experienced staff is a challenge, with a trend of 
poor quality care resulting from a high turnover of staff. 
 

 Not all care homes have en-suite (toilet and bath/shower) provision. 
  

What do we know about the need for care homes? 
  

We currently purchase 95% of the available independent sector care home capacity, 
and operate the current 192 in house beds to full capacity. 
 

If nothing changes apart from the increase in population, we will need to provide care 
to an additional 42 people by 2019.  However, we know that we currently have a 
shortage of care home provision.  This is evidenced by: 
  

 Up to 30 people being delayed in hospital at any time awaiting a care home 
package.  This equates to 7,999 occupied bed days per year, representing an 
opportunity cost of £2.75m; 

 The estimated cost of meeting this current unmet need is £915k per annum 
(gross nursing  care home rate).   

 We know that some people start off waiting for care at home, but end up needing 
a long term care home placement; and 

 The vast majority of admissions take place direct from hospital. 
 

Supply 
  

 The in-house care homes predominantly operate small scale provision in the 
more rural locations. 

 The cost of in-house provision is higher than independent sector provision – 
impacted upon by the scale and location of services. 

 The model of provision in both sectors is mainly a traditional care home service. 
We do not have many “step up/down” beds  

 There is competition between providers to recruit in in the small number of 
locations where both sectors are present. 

 Not all geographical areas of operation are deemed sustainable. 

 Not all providers receive high quality ratings via inspection. 
  

Strategic Commissioning Direction 
  
What does care home provision look like in the next five years? 

  

The care home sector needs to change from the current state to offer: 
  

 Sufficient capacity to meet need 

 Highland wide coverage 

 Consistent high quality 
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 A range of models (eg intermediate care / step up/down/supported 
accommodation) 

 Flexible and responsive services 
  

We need more quality provision and flexible use of care home resources. To do 
this, we need to change the way that we work with providers through: 
  

 Implementing a quality schedule: The quality goal is for 95% all provision, 
both in-house and independent sector, to be grade 4 or above by 2019.   

 Commissioning short term, reabling care, as an alternative to hospital; 

 Exploring new models of care such as housing with support 

 Collaboration on workforce issues to ensure a sustainable pool of sufficiently 
trained and qualified staff; 

 Collaboration with communities on alternative models to meet local needs. 
 

Applying a Commissioning Approach to Other Areas 
 
Work is currently being undertaken to develop commissioning intentions for the 
services below: 
 
End of Life Care 
 
There is a need to support Highland’s people to plan in advance to ensure health 
care and other end of life decisions are honoured.  We aim to provide secure 
electronic access to advance directives and encourage provider training and 
education in end-of-life care; establish a process that engages seriously and 
terminally ill patients in shared treatment decision-making with their clinicians and 
carers; and use tele-health care and redesign methods to improve access to 
palliative care.  Detailed work is yet to be undertaken on this. 
 
Telecare 

 
Telecare refers to a service which uses a combination of alarms, sensors and other 
equipment, to help people live more independently and safely in their own home. 
 
There are currently 2,486 people in Highland aged 65+ who use a telecare service.  
This represents 62% of all people using telecare and 5% of the total 65+ population.  
The vast majority of service users have an alarm (93%), and only a small number 
have telecare (4%) or both (2%).  Highland has the fourth lowest use in Scotland of 
telecare amongst those aged 75+. 
 
There is therefore scope for improved uptake of telecare through promotion of: 
 

 Community alarms 

 Equipment that aid daily living (either stand alone or connected by sensors to a 
centre) 

 Tracking or monitoring devices 

 Health monitoring (vital signs) and interactive products linked to risk management 

 Communication devices 

 Information and advice 
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Forecasting requires more work to understand the role of telecare in reablement but 
also response mechanisms in care at home.   
Day Care 

 
There are total of 30 registered day care services for older people operating in 
Highland, offering 465 places; 16 day care services are operated by the in house 
service (delivering 65% of day care places) and 14 day care services by 
independent/third sector providers (delivering 35% of places).  Services are provided 
in a combination of stand alone services or as part of a care home service.  In 
several areas across Highland, there has been a transition away from delivering a 
traditional day centre model, towards a more flexible and community encompassing 
community resource. 
 
Community Activity 
 
In addition to third sector activity in providing care home, care at home and day care 
services, there are a number of third or not for profit services operating in Highland, 
delivering a range of support and preventative services to benefit older people, such 
as community transport, health and wellbeing hubs and social contact services. 
 
As set out in the appended current developments (Appendix One), a number of 
Community Networkers are now in place to support and develop community 
initiatives and to work alongside other community based areas of work such as 
Living it Up, Lets Get On With It and Health Inequality Workers. 
 
As mentioned previously, all of these third or not for profit services and this 
community activity provide essential local networks for service users and are vital to 
ensuring people feel connected, involved and informed. 
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TAKING HIGHLAND COMMISSIONING INTENTIONS FORWARD 
 
In taking forward our stated intentions in terms of care at home and care homes; and 
the emerging intentions for day care, telecare and community capacity, we would 
wish to convey the following messages to our partners: 
 
Key Market Messages/Opportunities – What We Are Looking For:  
 

 Local and accessible services. 

 Increase opportunities for individuals and communities to improve their health 
and wellbeing. 

 Reduced demand for intensive high cost service. 

 Increased flexible and rapid response short term alternatives to hospital 
admission. 

 Improved quality and choice of provision. 

 Disinvestment from poor quality services, services delivering poor outcomes for 
service users or services which are not aligned to NHS Highland’s stated 
outcomes. 

 Increased and improve the use of technology. 

 Sufficient availability of qualified and experienced staff working in care. 
 

Characteristics of Commissioning Partners 
 

 Demonstrably and consistently places the service user at the centre of their 
service. 

 Promotes service user independence and can demonstrate improved service 
user outcomes. 

 Operates transparently and routinely engages with service users and relevant 
stakeholders. 

 Willingness to adapt, innovate, change and improve. 

 Solutions focussed. 

 Delivers quality, efficient and effective services. 

 Competent trained staff and a commitment to the living wage. 

 Willingness to collaborate with other providers to achieve quality and efficiency. 

 Commitment to addressing inequalities and variations. 
 

Procurement/Contract Intentions 
 

 Consideration of most appropriate procurement options eg promotion of co-
production and community based partnership ventures. 

 Using the experience and knowledge of users, carers and providers to help 
shape future service specifications. 

 Implementation of person centred and outcome based specifications. 

 Implementation of outcome based monitoring, with a continuation of some input 
and output monitoring. 

 Implementation of a payment related quality schedule. 

 Level playing field. 

 Movement toward tariffs.   

 Flexible contracts for self directed support compatibility. 
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Other Population Groups 
 
This plan has focused on older people but there is a need to look in a similar level of 
detail at other client population groups, such as adults with a learning disability, 
mental ill health, acquired brain injury etc.  It is intended to take the learning from the 
development of this plan, to inform the approach to developing separate plans for 
other key population groups and to do so during 2014-2015.  Again, it is intended 
that a co-productive approach will underpin the development of these further plans, 
with the respective Improvement Group playing a key role. 
 
Action 
 
This strategic commissioning plan has set out the intended direction of Highland and 
highlighted what services for older people are required over the period 2014 to 2019.   
 
Further areas of work are now required as follows: 
 
a) Local delivery plans are required, in order to articulate how the strategic 

commissioning plan will be delivered across Highland; 
 

b) Contact with current and future providers and any interested stakeholders, who 
have comments to make on this strategic commissioning plan; and/or wish to 
work with NHS Highland and its partners to achieve the stated priorities and 
outcomes 
 

c) The commissioning direction of the other client groups requires to be considered 
and set out in more detail during 2014-2015; and 

 
d) Ongoing iterations of this strategic commissioning plan is required as part of 

continued dialogue with current and future service users, their carers and 
providers of services, to ensure robust future planning. 
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Appendix One 
Glossary 

 
Care worker 
 

Paid care worker, employed by a care provider or 
by a service user through self directed support, to 
deliver care services in accordance with an 
agreed care plan. 
 

Carer 
 

Unpaid carers (as distinct from care workers) who 
provide care to family members, other relatives, 
partners, friends and neighbours of any age 
affected by physical or mental illness, disability, 
frailty or substance misuse. 
 

Commissioning The planning of (all types of) investment to 
achieve agreed outcomes for defined populations. 
 

Commissioning Partners 
 

Agencies across all sectors in Highland, as 
represented at the Adult Services Commissioning 
Group, who have an interest in the commissioning 
of adult care, who are committed to forging 
positive working relationships and engage with 
openness and transparency, mutual respect and a 
joint understanding of their roles and 
responsibilities. 
 

Decommissioning  
 

Means the process of disinvesting from a service, 
normally for the purpose of reinvesting in other 
services, in line with an agreed commissioning 
vision and approach. 
 

Older Person 
 

For the purposes of this document, an older 
person is considered to be someone aged 65 or 
over. 
 

Procurement 
 

The process by which public bodies purchase 
goods, service and works from third parties - one 
element of the wider commissioning process. 
 

Strategic Commissioning  
 

All the activities involved in assessing and 
forecasting needs, links investment to agreed 
desired outcomes, considering options, planning 
the nature, range and quality of future services 
and working in partnership to put these in place. 
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Appendix Two 
Current Developments 

 

Care at Home Commissioning 
 

 Establishment of a cross-sector short life working group, which is now a care at 
home commissioning and development group. 
 

 Outcomes: 
o Establishment of weekly allocation meetings, at which there is collaboration 

between all providers in order to meet demand and expedite discharge from 
hospital.   

o Improved communication with and between providers. 
o Improved recycling of resource through packages being highlighted for safe 

reduction. 
o Developing commissioning approach for April 2014 and beyond.   

 
Improvement Lead (Care Homes) 
 

 Establishment of a post to promote partnership working with third and 
independent sector care homes and day care services and to promote quality 
issues and care standards across these services. 
 

 Outcomes: 
o A quality, appropriate, person centred experience for service users which 

reflects changing need and demand. 
 
Quality Schedule 
 

 Developing arrangements for a cross sector and pan Highland quality schedule 
approach, to be co-produced with users, carers and providers of care services, 
and implemented from April 2015.  This area of activity will also include co-
producing arrangements for independently eliciting user and carer views on the 
services they receive.   

 
Community Networkers 
 
Eleven Community Networker posts are now in place across Highland, to support the 
shift of resources into community based support and preventative care.  The 
Community Networkers have access to the Community Initiative Fund to support and 
develop local initiatives – and make a real and immediate difference to peoples lives, 
from the purchase of cushions for more comfortable seating at lunch clubs; to beauty 
treatments for older people given by college students; and the purchase of a rowing 
boat and table tennis equipment to enable older people to exercise. 
 
Living it Up 
 
Living it Up is a programme working with five local partnerships across Scotland 
(including Highland/Argyll and Bute) aimed at empowering people to improve their 
health and well-being. 
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It is initially aimed at the over 50s but will also be of benefit to people living with long 
term conditions, care givers and those who just want to keep healthy, happy and 
safe. 
 
Living it Up will deliver innovative and integrated health, care and wellbeing services, 
information and products via familiar technology enabling people to keep better 
connected with their communities and those they care for and receive care from. 
These technologies will include TV, mobile phone, games consoles, computers and 
tablets. 
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APPENDIX 1

Consultees

Comments have been received from individual members of staff, clinical and managerial,
and also from the committees listed below:

 Area Clinical Forum and sub-committees
 Area Partnership Forum
 Highland Health and Social Care Partnership
 Argyll and Bute CHP
 Clinical Advisory Group
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Highland Health and Social Care Partnership 
 

The Highland Quality Approach to Adult Care –   Change 
and Improvement Plan 

 
BACKGROUND 
 
The Highland Partnership Agreement, signed in 2012, outlined the development of the Lead 
Agency model, the agreed Governance structures, an outcomes framework and 
Performance management framework for the development of integrated adult services in 
Highland.   
  
Within the Highland Health and Social Care Partnership the focus is shifting from responding 
to crisis towards promoting well-being – embracing a model of care that focuses on 
empowering people.   Anticipatory care, re-ablement and an emphasis on strengthening and 
building on capability and independence are the cornerstones of the approach of the 
Partnership.  Community groups, the voluntary and independent sectors and people and 
carers are considered valued partners.  There is a commitment to work together in ways that 
empower, enable and promote confidence and capability for supported self care and self 
management. 
 
There is a growing realisation that integration alone will not deliver the improvements in 
outcomes that we seek and only by pulling on the assets we find in our communities and 
neighbourhoods, focussing on outcomes, prevention and anticipatory care and  working 
more flexibly with our independent and third sector partners will we better serve the people of 
Highland. 
 
In summary, the agreement stated that NHS Highland will develop and deliver integrated 
adult care services which will:- 
 
• Achieve the outcomes as agreed by the Highland Partnership within the Partnership 

Agreement 
• Reflect need and demographic changes across the Highland area through the period of 

the commission. 
• Reflect the ambitions of NHS Highland and The Highland Council as outlined in the 

Single Outcome Agreement and the Partnership Agreement 
• Reflect clinical and practice evidence of effectiveness in Health and Social Care. 
• Demonstrate improvements in outcomes for individuals, families, carers and 

communities. 
• Demonstrate improvements in safety, quality and experience for individuals, families and 

carers 
 
 
HIGHLAND CONTEXT 
 
As Lead Agency for Adult Services, NHS Highland must now articulate how services will be 
developed, delivered and monitored in line with local and National expectations.  These 
include–  
 
• Scottish Government- Reshaping Care: a Programme for Change 2011-2021 
• Highland Council- Single Outcome Agreement 
• NHS Highland Strategic Framework-Better Health , Better Care, Better Value  
• The Highland Quality Approach  
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Reshaping care is a 10 year whole system transformation programme that seeks not only to 
shift the location of care (from institution to community) but also to transform the culture and 
philosophy of care from reactive services provided to people towards preventative, 
anticipatory and coordinated care and support at home delivered with people. 
 
The Single Outcome Agreement highlights how the wider community planning partnership 
contributes to health and wellbeing of people in a wide range of ways – from the provision of 
volunteering opportunities, community development support, leisure activities, community 
and lifelong learning and support for enjoying the outdoor environment, through to the 
provision of a wide range of voluntary sector services.  The focus remains on improving 
outcomes as detailed in the Partnership Agreement. 
 
The Highland Quality Approach captures the spirit of how NHS Highland is working to 
improve care and outcomes.  By focusing on quality and being person centred it will achieve 
better health, better care and better value for more people.  Through the HQA, NHS 
Highland will eliminate waste, reduce harm and manage variation.   
  
The key elements of the HQA include our Vision, Mission and Values.  The approach is 
founded on every person being at the top with our three strategies supporting this 
commitment:  
  
Quality – We relentlessly pursue the highest possible outcomes of care.  This means we 
invest in the most up to date technologies, treatments and medicines and we take all 
necessary steps to avoid harm.  It also means we take early steps to prevent ill heath and 
reduce inequalities. 
  
Care – We create a caring experience.  Whether someone is being cared for at home, in a 
care home or in hospital, looking after people in a caring way focussed on individual wishes 
is really important. 
  
People – We will strive to attract and develop the best teams.  To make this successful staff 
have to be supported to do their jobs and come up with ways to continually improve.  Key 
elements to support this include developing our leaders, having a culture of continuous 
improvement, keeping up with research, supporting innovation and being focussed on 
making measurable improvements 
 
OUTCOME AND PERFORMANCE FRAMEWORKS 
  
The Partnership Agreement confirms that the Lead Agency will adopt and pursue 
implementation of the aims that are detailed in the strategies and plans that underpin adult 
community care provision.   

The key document has been the Highland Joint Community Care Plan 2010/13.  This sets 
out the outcomes to be achieved across services for adults as:- 

Outcome 1 – people are healthy and have a good quality of life  
The outcomes are that people's health needs are met at the earliest and most local level 
possible, that people's health needs are anticipated and planned for and that people are 
supported to recover from illness, mental illness and drug dependencies.  
 
Outcome 2 – people are supported and protected to stay safe  
This theme’s outcomes are that people gain and retain the skills which keep them safe at 
home and in the community.  
 
Outcome 3 – people are supported to maximise their independence  

68



 
 

3 
 

The outcomes are that people remain at, or return, home with appropriate support, that 
Carers feel able to continue in their caring role, and that people are active participants in 
meeting their own care needs.  
 
Outcome 4 – people retain dignity and are free from stigma and discrimination  
This theme’s outcomes are that people are supported to tackle stigma and discrimination that 
our services and those we commission actively promote equality, that people's incomes are 
maximised.  
 
Outcome 5 – people and their carers are informed and in control of their care  
The outcomes are that people know how to stay as healthy and fit as possible, that people 
are in control of decisions that are made about their care and the care they receive and that 
people know about the services we provide and how to access them.  
 
Outcome 6 – people are supported to realise their potential  
This outcomes theme is that people have access to training, employment and volunteering 
opportunities and that people have access to a range of community based development 
opportunities.  
 
Outcome 7 – people are socially and geographically connected  
The themes for this outcome are that Voluntary and community effort contributes to more 
supportive communities that people have access to a range of transport to maintain their 
networks and that people do not become socially isolated.  
 
Outcome 8 – we deliver Community Care services effectively, efficiently and jointly  
The outcomes under this theme are care is delivered using joined-up core processes that 
resources are accessed quickly and equitably and that decisions about the allocation of 
resources are made jointly.  
 
It is also acknowledged that people need to be supported at the end of their lives by excellent 
multi-disciplinary palliative care that crosses professional boundaries and where appropriate 
involves the third sector.   
 
It is the combination of the wide range of approaches that will lead to sustainable 
improvements.  Many of these have been referred to above – 
 

• Strategic Commissioning 
• Co-production 
• Integrated service delivery 
• Community Development 
• Self care 
• Anticipatory care planning 
• Outcome-focussed approach 
• Self Directed Support 
• Personal  Outcome Plan 

 
The schematic below illustrates how the activities we outline in this Change and 
Improvement plan will deliver the outputs over the remaining three years of the Partnership 
Agreement and how this will then contribute to the improvement in outcomes for the people 
of Highland. 
 
This is not meant to be a definitive list but rather an illustration of the significant links to be 
made. 
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National Outcomes 
Healthier living:  Independent living :  Positive experience and outcomes :  Carers are supported : 

Services are safe: Engaged workforce : Effective use of resources 

Highland Joint Community Care Plan Outcomes 
People are- 

healthier and have a good quality of life; protected and supported to stay safe; supported to maximise their 
independence; able to retain dignity and are free from stigma and discrimination;  supported to realise their potential; 

socially and geographically connected 
 

People and their carers are informed and in control of their care 
 

Community care services are delivered effectively, efficiently and jointly 

Outputs 
 

By April 2013- Blueprint for Integrated teams agreed ;Long term model for AHPs and Property agreed; Single point 
of access and integrated coordinator role tested/under test; Care at Home service redesigned to allow local 
management and deployment; Professional leadership for Care at Home defined and appointments made  Care 
home management in place ready for devolution to Unit management; Professional leadership for Care Homes 
defined and appointments made; Reablement rebadged and re-launched; Plans for collocated integrated teams 
complete and ready for full implementation; Commissioning approach agreed and consistently communicated; 
Strategic Commissioning plan in place; Integrated personal plan in place and operational across Highland; 
Organisational development plans to address change, integration, culture in place at Unit level; Baseline date for 
evaluation complete; Performance data agreed and under regular collection and reporting; Area Social Care Practice 
Forum in place; Integrated model for Argyll and Bute agreed and project management approach approved; SDS 
systems and processes in place for all adults ;HQA Kaizens agreed and reporting; All teams have appropriate 
access to electronic information 
 
By April 2014- All integrated teams in place with clear leadership and management; OD plans ongoing; 
Care at Home services re- commissioned; Care Homes integrated into operational management and providing 
flexible approach to meet demand; District Partnerships established and contributing effectively to community 
planning; Discharge planning effective in all hospitals with no more than 72 hour delay anywhere; Reablement 
approach well established and evaluated; Care Inspectorate relationship established and producing improved rating 
of all services; Integrated services –day of celebration held 
Long term electronic solutions in place; DALLAS project completed and delivering sustainable support to 
communities; integrated pathways across secondary and community care established 
Integrated model for A&B implemented; Business support integrated into Corporate and operational services; 
Coproduction developed as a principle and developing in Districts; Professional leadership for care at home fully 
operationalised; Professional leadership for care homes fully operationalised. 
 
By April 2015- Interim evaluation of integrated services completed; OD plans ongoing; Community resilience 
developed and evaluated 
 
By April 2016 - OD plans ongoing; Evaluation work concluding; Revisions to Partnership Agreement being drafted 
 
By April 2017 - All evaluations in relation to Partnership Agreement completed and reported; Revised Partnership 
Agreement signed 

Inputs 
 Change Funds; Change management; redesign; commissioning approach; co-production; team building; leadership 
support; management planning; Care Standards; ASP Committee and subgroups; professional leadership; personal 
plans; revised procedures – charging, contract monitoring, performance management etc; assistive technology; care 
at home services; care homes; community services; volunteers; third sector providers; independent providers; 
communities; District Partnerships; Self directed support; information; performance metrics; community equipment; 
Training; …………………………….. 
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The following tables set out the anticipated activity over the next three years of the Partnership Agreement. 
Some of the anticipated impacts have also been captured and financial implications as agreed across the 
Partnership are included also.   

This plan will continue to be reviewed and developed as part of the overall approach to strategic planning 
and strategic commissioning.   

This will involve appropriate officers from each agency, 3rd and independent sector partners, and service 
users and carer representatives, reporting to the Strategic Commissioning Group. 

Monitoring will be through the Improvement Groups and Operational Units. There will also be a role for the 
Resource and Commissioning Group in reporting, managing and avoiding in year pressures and changes in 
demand. 
 
Assurance reporting will be through the established performance management routes in the Council and 
NHS Highland and as set out in the Partnership Agreement. This has been enhanced over the past year by 
Operational Unit reports and these in the future will reflect the expectations of this plan. 
 
 
Further detail in relation to activity and progress will be reported through the improvement groups which 
directly inform the Adult Services Commissioning Group.  
 
The Improvement Groups have responsibility for monitoring of and reviewing Key Performance Indicators 
relative to the subject matter and further evidence in relation to the high level strategic activities included in 
this plan should be worked up. For example, expected timescales for review of day care in each district or 
implementation of single point of access in each District. It is anticipated that this detail be included in the 
District integration plans. 
 
The Adult Services Commissioning Group will regularly review the Key Performance Indicators to ensure 
they are effective in demonstrating progress and make recommendations for any changes to the Strategic 
Commissioning Group.
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Output Timeline Impact 

 2014-2015 2015-2016 2016-2107  
Devolved Care at 
Home services – In 
House and 
Independent Sector 
contracts 
 

Establishment of two registered 
services. ‘Mid& South’ and North 
& West’ services now registered 

Continued integration of service 
into integrated teams 

Evaluation of service in context of 
integration  

In House service can develop as 
part of the integrated team 
approach and contribute to 
development of generic roles to 
maximise independence providing 
a flexible responsive service. 
Generic Health care assistant post 
established 
 
Work with Independent sector will 
enable growth of new models of 
service delivery to meet needs in 
different areas across Highland.  
Linked to Strategic Commissioning 
this will enable maximising of 
market place, shift in balance of 
decision making and perceived 
power balance. Close working with 
sector to include community based 
solutions to providing care at home 
linked to opportunities thrown up by 
SDS and community development 
work. community Agreed target of 
minimum of Grade 4s for in house 
and independent sector care at  
home by 2017. 
 
 
Devolution allows consolidation of 
shift from dependence to flexible 
services that can be varied 
according to changing needs. Use 
of SDS opportunities are providing 
more flexible and personalised care 
and support solutions. ‘Zoning’ in 
South delivering more efficient 
C@H services. Since April 2014, 

Complete recruitment to revised 
management and  professional 
leadership structure Done 

Continued revision of contracts 
and effectiveness of recruitment 
plans 

 

Devolution of in-house services to 
Operational Units Done 

  

Establishment of service 
improvement plan.Done 

Continuation of service 
improvement planning and 
priority setting 

Continuation of service 
improvement planning and priority 
setting, showing steady increase 
in provision 

Integration into District team 
structures in progress 

  

Small cycles of change to test 
new processes RPIW Oct 2014 

  

Support to Independent sector to 
grow service and develop new 
service models Implementing 
SDS Option 2 in South with 
effective outcomes 

Embedding of Strategic 
Commissioning approach in 
providing care at home 

Grow community based solutions 
to maximise independence 

Establish care at home relief staff 
bank integrated into NHS 
Highland bank Ongoing 

Review impact of staff bank Build voluntary sector support 

Financial 
Implications 

Planned investment in In-house 
and Independent sector provision 
£1,000m. Creation of new C@H 
Officer posts in N&W and 
additional staffing using funds  

Agreed savings to be achieved 
as part of integrated service 

Ongoing efficiencies and savings 
expected. 

Increase hourly rate paid to ISC 
providers £0.302m. ISC providers 
all paying Living Wage as 
opposed to Minimum Wage 

Investment returns reduction in 
hospital bed occupancy, length 
of hospital stay and age of 
admission to care home. 

Budgets lose identity and reflect 
improvements in outcomes for 
users. 

Reduce number of enhanced 
working hours saving £0.200m. to 
offset increased costs in 
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Independent sector there has been an increase in 
hours delivered through 
efficiencies.   
 
 
Solution focus across communities 
on how they can contribute to 
support their aging population. 

 
 
 

Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  
Redesigned Care 
Homes – in house 
and Independent 
Sector contracts 

Management structure 
consolidated to reflect Care 
Inspectorate recommendations 
and staffing rationalised to meet 
emerging models of care delivery. 
Ongoing. Two pathfinder care 
home sites progressing new 
structure 

Development of new models of 
service delivery focussed on 
increasing intermediate care and 
flexible use of resources 
including staff. 

Workforce models reflect 
recruitment and retention  
capability with staff readily 
deployed across a range of 
facilities and staff turnover 
reduced 

Estate used more effectively and 
repair and renewal of premises 
minimised. 
 
Staffing more stable and increased 
job satisfaction reflected in stability 
of workforce and reduction in 
sickness levels. 
 
Flexible service delivery better 
planned to meet needs and 
maximise independence at local 
level. 
 
Focus on quality proving beneficial 
across all sectors and evidenced 
for Board and Care Inspectorate 
with improved outcomes and quality 
grades. Agreed target of minimum 
of Grade 4s for in house and 
independent sector care homes by 
2017. Service Improvement Lead 
for Care Homes and Lead Advisor 
for Adult, Support & Protection 
providing more robust leadership 
and support to reduce harm. 

Service Improvement Lead 
focussed on driving quality grades 
upwards across all services and 
with support of local specialists. 

Improvement plans in place in 
all in house care homes. 

Improvement plans evaluated and 
revised. 

 Quality schedules incorporated 
into contracts with Independent 
and voluntary sector care homes 
and monitored though contracts 

Review of effectiveness of quality 
schedules 

Estate reviewed in context of all 
local facilities and plans 
progressed with all stakeholders. 

Estate reviewed in context of all 
local facilities and plans 
progressed with all 
stakeholders. 

Estate reviewed in context of all 
local facilities and plans 
progressed with all stakeholders. 

Working with Care Inspectorate 
on new models and impact on 
registration. Chief Exec and 
Director of Adult Care and Adult 
Social Care meeting regularly with 
Care Inspectorate  

 Decrease in average length of 
stay in a care home clearly 
evidenced. 
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Establishment of clinical forum to 
oversee care input to care homes 
in all sectors.  Care Homes 
Standard Steering Group 
established  

Review of clinical input to care 
homes across whole area. 

  
Fits with Community Planning 
Strategic Priority to tackle 
deprivation and inequalities 
including by improving access and 
connectedness for communities. 
 

 
 
 

Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  
Financial 
Implications 

£0.382m invested to provide 
additional staffing in line with Fire 
and Rescue requirements.  
 

Consolidation of estate allowing 
transfer of staff and service into 
communities. 
Reduced need to develop local 
institutional care to meet 
growing demographic. 

 More flexible and efficient use of 
estate and contracts with the 
Independent and Voluntary sectors 
anticipated. 
 
 
 Improved efficiency with reduced 

length of stay and increased age 
of admission as a result of 
improved care at home options 
and development of intermediate 
care to enable people to stay in 
their homes longer and ensure 
family carers are supported. 

  

Expected increase in National 
Care Homes and non-National 
Care Homes contract = £0.340m 

Expected increase in National 
Care Homes and non-National 
Care Homes contract =£0.839m 

Expected increase in National 
Care Homes and non-National 
Care Homes contract = £0.850m 

Reduce amount of overtime 
worked saving £0.050m through 
improved staff supervision and 
management and reduction in 
sickness levels. 

  

Partial transfer of Care Home 
services saving £0.440m 

Partial transfer of Care Home 
services saving £0.440m 

Partial transfer of Care Home 
services saving £0.440m 

Rationalisation of catering and 
domestic services saving 
£0.100m Ongoing 

Rationalisation of catering and 
domestic services saving 
£0.100m 

Rationalisation of catering and 
domestic services saving 
£0.100m 
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Output Timeline Impact 

 2014-2015 2015-2016 2016-2107  
Establishment of 
Integrated team 
model 

 

All integrated teams in place with 
clear leadership and management 

Interim evaluation of integrated 
services completed; 

Final evaluation of impact of  
integrated teams 

Improvements in assessment, 
communication and responsibilities 
noted. Improved access 
 
Improved allocation and 
deployment of resource minimising 
waiting times. 
 
Fits with Community Planning 
Strategic Priority to collaborate on 
workforce planning and skills 
development to meet Highland 
needs, in the context of the 
Highlands and Islands Skills 
Investment Plan and our roles as 
major employers. 
 
Fits with Community Planning 
Strategic Priority to Engage in 
dialogue with communities in order 
to empower them to participate in 
service planning and delivery. 
 
 

Co-location where possible 
completed. Plans in place across 
other areas  

Collocated teams supported by 
relevant business support and IT 
infrastructure 

 

OD plans ongoing with targeted 
team building and focus on 
changing roles and 
responsibilities Leadership 
programme developed by Head of 
Training and Development and 
undertaken by cohort of 
Integrated Team Leads and 
Advanced Practitioners. 2nd 
Cohort of training planned.  

OD plans ongoing OD plans ongoing 

Skill mix changing to meet local 
needs and build on benefits of the 
Lead Agency model.  

Ongoing review of skill mix of 
teams 

Evaluation of Integrated team 
model to inform revision of 
Partnership Agreement and Lead 
Agency model. 

 Function of reablement reviewed 
as part of the design of integrated 
teams. 
New models of reablement tested  

New models to deliver 
reablement approach spread 
across Operational Units 

 

 RPIW redesign work progressed 
to 365 report outs and 
subsequent work identified 

Continued focus on HQA and 
RPIW work 

 

Financial 
Implication 

Some economies of scale evident 
through improved integrated 
approach and flexibility of 
workforce, development of 
generic support worker role to 
provide greater flexibility, shared 
roles and responsibilities, lead 
professional role reducing 
duplication. 
 

Continued efficiencies expected Continued efficiencies expected. 
 
Increase in demographic met 
through efficiencies. 
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Reduction in use of locums saving 
£0.160m. 

Enabling of wider skill mix will 
provide efficiencies- i.e. where 
before 2/3 people would deliver 
services adding complexity for 
the user and carer; this can be 
streamlined with a more generic 
support workforce deployed 
across the team. 

Continued revision of skill mix and 
workforce to meet changing 
needs with budgets flexed to meet 
local objectives. 

 
 
 

Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  

Social Care 
Professional Forum 
 
 
Renamed Adult 
Social Care Practice 
Forum 

Social Care Forum scheduled 
across the year. Renamed to 
reflect organisation emphasis on 
leadership and improvement and 
established to coordinate and 
formulate advice from Adult Social 
Work and Social Care 
professionals to the NHS 
Highland Board.  

Role, Remit and Membership 
revised based on first year of 
operation. 

Review of the committee function 
ahead of the redrafting of the 
Partnership Agreement. 

Professional Support to Social Care 
staff consolidated and consistent. 
 
Health Board in receipt of 
professional Social Care advice as 
and when required. The Chair of 
the Forum attends Highland Health 
and Social Care Governance 
Committee and attends NHS 
Highland Board meetings. 
 
Implementation of policy and/or 
practice change for Social care 
appropriately supported and 
governed. 
 
 
Financial assessment accurate and 
consistent maximising income 
generation.  
 
Fits with Community Planning 
Strategic Priority to collaborate on 
workforce planning and skills 
development to meet Highland 
needs, in the context of the 

 Recommendations for any 
changes agreed by health and 
Social Care Committee 

Revised role and remit 
implemented if required. 

 Review of effectiveness of 
committee in advising the Board 

 

 Evaluation of  Forum and initial 
report to  Health and Social 
Care Committee 

 

Financial 
Implications 

As part of the advisory structure 
of the Health Board the committee 
will be run within existing 
resource. 

Efficiencies across Adult Social 
Care will be driven by the 
effective guidance from this 
committee particularly in the 
agreement of protocols that 
establish standard work and 
reduce waste. 
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Highlands and Islands Skills 
Investment Plan and our roles as 
major employers. 
 
Fits with Community Planning 
Strategic Priority to value and be 
positive about Highland life to 
attract people, jobs and investment. 
 
 

 
 
 

Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  

Establishment of 
Single point of 
access for adult 
health and social 
care 
 

Test sites identified and blueprint 
agreed. 

Test sites evaluated and 
learning captured 

Effectiveness of single point of 
access evaluated to inform 
Partnership Agreement   

As with the approach modelled in 
Torbay, efficiencies and 
improvements in access to services 
will become apparent. 
 
This development requires a 
considerable shift in ways of 
working for all. It is dependent on 
focussed team building and 
organisational development.  
 
Fits with Community Planning 
Strategic Priority to tackle 
deprivation and inequalities 
including by improving access and 
connectedness for communities. 
 

Timeline and recruitment agreed 
to enable 4 test sites to be 
established and evaluation to 
enable rollout in year Health and 
Social Care Coordinator posts 
now established in each District. 
 

Model for role out agreed and 
implemented. 
 

 

IT solutions sought and sharing of 
information prioritised in relation 
to access to Care First 
 

Single point of access 
developed across all operational 
units 
Redesign of services and 
development of integrated 
teams defines location and 
application of single point of 
access across Districts. 

Model(s) evaluated 
acknowledging different 
operational units. 

Financial  
Implications 

MD team approach with Lead 
Professional and sharing of 
expertise will drive efficiencies 
Investment in Health and Social 
Care Coordinators recognised 
and agreed to allow model to be 

Rationalisation of approach and 
estate required for delivery. 
 
Recurring investment to be 
secured based on effectiveness 
of model. £0.165m 

 
 
 
Recurring investment to be 
secured based on effectiveness of 
model. £0.055m 
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developed across Highland. 
Clarification of funding for 
2015/16 will be given by Scottish 
Government by January 2015 

 
 
 

Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  

Efficient and 
effective care 
delivery through 
packages of Care 

Review of all care packages 
initiated following SDS approach 

Ongoing review of all care 
packages 

Ongoing review of all care 
packages 

Improved efficiency of delivery and 
pooling of resources should enable 
reduction in package costs. 
 
All packages to be reviewed with 
the intention of reducing 
dependency, enabling more flexible 
support and reflecting person 
centred approaches. This may not 
be perceived positively by families 
and users of the services. Ongoing 
using an Asset Based Approach 
and Personalised Outcome 
Framework recognising individuals 
strengths and abilities  
 
Expected reduction in package 
costs will be dependent on 
allocation of appropriate level of 
reviewing expertise to deploy to the 
reviewing work. This is ongoing and 
delivering efficiencies freeing up 
resources required supporting the 
increase in demand as a result of 
the ageing population.  
 
Regular review of packages will 
ensure person-centred approach, 
utilisation of local resource outwith 
traditional sources and an enabling 

New packages following SDS 
approach with reviews as 
standard Implementation of 2014 
Self Direct Support legislation 
promoting better opportunities for 
personalised care and support 
solutions.  

  

Review team capacity enhanced 
to conclude work as quickly as 
possible. 

  

Financial  
Implications 

Projected increase in demand of 
£1.480m per year. 
 

Projected increase in demand of 
£1.500m. 
 

Projected increase in demand of 
£1.500m. 
 

10% reduction in costs anticipated 
saving £2.400m. 

10% reduction in costs 
anticipated saving £2.000m. 

10% reduction in costs anticipated 
saving £2.350m. 

Increase in charges by 2%  Increase in charges by 2%  Increase in charges by 2%  
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ethos that maximises 
independence and achievement of 
potential. 

 
 
 

Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  

Implementation of  
Personal outcome 
Plan 

Evaluated as result of trialling in 
single point of access  test sites 

  Improved efficiency of process 
releasing staff time. 
Personal Outcome Plan tested in 
pathfinders sites with positive 
impact for service users and carers. 
From 1 April 2015, all new service 
users will be assessed using a 
Personal Outcome Plan. All existing 
service users will be reassessed 
using the outcome focussed 
Personal Outcome Plan by 31 
March 2016. These plans will be 
fully accessible electronically on 
Carefirst reducing duplication and 
promoting safety and well being of 
service users as Out of Hours will 
have access.   
 
 
Person centred approach and 
outcome focus established. 
 
Reduces need for multiple 
assessments. 
 
Carers better supported in line with 
expectations in carers strategy. 
 
 

Revisions agreed ahead of role 
out across Highland 

  

Personal Outcome plan  
implemented across Highland 

Full implementation assured Evaluation ahead of revision of 
Partnership Agreement 

Financial  
Implications 

To be implemented within existing 
resource 
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Output Timeline Impact 

 2014-2015 2015-2016 2016-2107  
Improved 
Admission and 
discharge planning 

Guidance revision complete 
including testing 

 Guidance reviewed ahead of 
drafting of the Partnership 
Agreement 

Reduction in emergency 
admissions and length of stays to 
improve bed management and 
better support patients in 
communities. 
Use of SDS option 2 e.g. Boleskin 
community initiative encouraging 
innovative care and support options 
to enable earlier hospital discharge.  
 
Increased community involvement 
in supporting patients at discharge. 
 
Relies on developing sustainable 
community support to prevent 
admission and enable safe hospital 
discharge. These models of support 
must be innovative and delivered 
locally. Early indications in South 
using Why not home? philosophy 
by new ‘Community Pull’ team is 
reducing Delayed Hospital 
Discharges in Raigmore.  
 
Improved quality of individual 
experience. 
 
Improved communications across 
all sectors ensuring reduction in 
delays and duplication of 
information gathering. 
 

Focussed work on patient flow in 
Raigmore and across other 
hospitals. Why not home? Being 
tested as a philosophy delivering 
a more asset based approach to 
prevention of admissions and 
facilitation of discharges  

Focussed work on flow in 
Raigmore and rolled out to other 
hospitals. 

Review and evaluation of 
unscheduled care work  

Agreed timelines and 
expectations as to the flow and 
use of estimated Dates of 
Discharge 

Revised metrics to evidence 
improvements beyond delayed 
discharges 

 

Financial  
Implications 

Reduction in pressures on 
hospital beds with more efficient 
use of all hospital facilities, 
ensuring beds available when 
needed and reduction in length of 
stay as patients are discharged 
when planned. This will allow the 
hospitals to cope with increased 
demand brought about by 
demographic change and 
improvements in clinical 
interventions without additional 
resource. 
 
 

Continued investment in 
communities will support 
efficient and effective use of 
institutional facilities. 
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Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  

Implemented Self 
Directed Support 
approach 

Five year plan agreed by Health 
and Social Care Committee 

Metrics in place to measure 
impact 

Review of approach ahead of 
redrafting Partnership Agreement 

Impact of this approach on 
sustainability of services across the 
Public, Independent and Voluntary 
sectors will have to be monitored. 
 
Take up of resource and models of 
delivery must be captured and 
shared to ensure all options can be 
explored for users and carers. 
 
Possible economies of scale in 
remote areas i.e. users and carers 
pooling resources, should be 
considered to ensure the widest 
choice for users and carers. 
 
Resource Allocation System has 
been developed and is being tested 
through the Personal Outcome Plan 
Pathfinder sites. Adult Services is 
learning from Children’s Services 
who already use a Resource 
Allocation System.   
 

Resource allocation system 
developed and desktop tested for 
all client groups. 

SDS approach adopted for all 
new and review cases 
 

RAS reviewed and refined with 
continuous improvement 
embedded 

Staff training and awareness 
raising delivered 

Continued Staff training and 
awareness raising targeted and 
delivered 

Evaluation of staff training and 
revision of plan and format as 
required 

Communication plan and 
dedicated website developed and 
implemented NHS Highland social 
media used to regularly update on 
local and national SDS 
developments and initiatives 

Spot audit of process across 
Social care files to ensure 
compliance 

 

Enhanced data collection to 
monitor growth and impact 

Data reporting through Health 
and Social Care committee 

 

  SDS support and team reviewed  
   

 
 

Financial  
Implications 

No dedicated budget identified as 
costs need to be met from 
existing resources through 
redesign of traditional services. 
Service users and carers now 
routinely offered the four SDS 
options on how they wish their 
care and support needs to be 
met.  

Financial implications assessed. 
 
Budget positions need to show 
shift in funding  from traditional 
services to personalised 
solutions 
 

Financial implications identified 
and considered for re-draft of 
Partnership Agreement 

Increase in charges by 2% which 
may impact on decision making 
and choice 

Increase in charges by 2% 
which may impact on decision 
making and choice 

Increase in charges by 2% which 
may impact on decision making 
and choice 
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Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  

Enhanced 
Community 
development and 
establishment of a 
co-production 
approach 

Integration of community 
connectors and community 
development officers into District 
plans Partnership approach with 
Health and Happiness workers in 
respect of SDS. 

Impact of investment reported 
through AS commissioning 
Group 

Evaluation of investment across 
sectors.  

Key plank in achieving outcomes. 
 
Needs considerable input from all 
sectors and can be demanding on 
time commitment. 
 
Must be in response to 
communities and reflect community 
planning priorities. 
 
In West there are several examples 
of inclusive approaches to the 
planning and development of 
services. This includes new 
approaches to day care services  
 
Considerable return on investment 
if supported appropriately. 
 
Transport proposals and solutions 
need to reflect changing service 
models to ensure lack of transport 
is not a barrier to access. 
Integrated Transport in Lochaber 
providing evidence of opportunities 
through partnership working. 
Badenoch and Strathspey 
developing community capacity 
around the new hospital and 
transport.   
 
Fits with Community Planning 
Strategic Priority to maximise the 
use of collective resources to 
achieve best outcomes, 
demonstrating a shift to prevention 
and the re-allocation of resources 
between CPP members where this 

Support events scheduled to 
share ideas and encourage 
innovation 

Continued sharing of effective 
approaches. 

Evaluation of co-production 
approach. 

Collation of established activity 
through Living it Up 

Evaluation of sustainability of 
project and development work 

 

Building of local relationships 
across the sectors. 

  

Financial  
Implications 

All levels of investment must be 
evaluated in relation to return on 
investment 
Change fund used to create 
community networkers attached 
to integrated teams within 
Districts 

Effective involvement of the 
Third sector opens up 
alternative funding streams not 
available to the Public sector 
and must be fully utilised. 
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represents best value. 
 
Fits with Community Planning 
Strategic Priority to collaborate on 
workforce planning and skills 
development to meet Highland 
needs, in the context of the 
Highlands and Islands Skills 
Investment Plan and our roles as 
major employers. 
 
Fits with Community Planning 
Strategic Priority to Engage in 
dialogue with communities in order 
to empower them to participate in 
service planning and delivery. 
 
Fits with Community Planning 
Strategic Priority to tackle 
deprivation and inequalities 
including by improving access and 
connectedness for communities. 
 
Fits with Community Planning 
Strategic Priority to value and be 
positive about Highland life to 
attract people, jobs and investment. 
 
 
 

 Sustainability may depend on 
disinvestment in traditional 
approaches which must be 
supported at strategic, partnership 
and political levels. 
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Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  

Improvement 
Groups 

Improvement groups agree 
priorities.. 

  Opportunity to bring together 
developments across operational 
units building on learning and 
sharing issues.  
 
Opportunity to build strategic 
commissioning approach with 
independent and third sectors from 
planning through to procuring 
stage. 
 
Direct involvement of users with 
sharing of any data required, to 
drive improvements and sharing the 
role in monitoring and making those 
improvements. A Carer chairs the 
Autism Improvement Group and 
Independent Sector co-chairs the 
Adult Services Commissioning 
Group.   
 
Fits with Community Planning 
Strategic Priority to value and be 
positive about Highland life to 
attract people, jobs and investment. 
 

Groups allocated KPIs as defined 
in Balanced scorecard 

KPIs refined to be more SMART 
as recommended by Internal 
Audit 

Continued refinement of KPIs 

New groups established as 
recommended e.g. sensory These 
meet regularly for Older People, 
Learning Disability, Mental Health, 
Care at Home, Autism, Sensory 
Impairment with service users and 
carers key members 
 

  

 In line with Strategic 
Commissioning Plan  and  
incorporating the new approach to 
Statutory Performance Indicators 
agreed by CoSLA and SOLACE 
(Society of Local Authority Chief 
Executives), KPIs to be reviewed 
and amended with endorsements 
from SCG  
 

  

Financial  
Implications 

To be implemented within existing 
resource 

  

 
 
 

Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  

Sensory Strategy - 
See Hear 
implemented 

Establish Improvement Group to 
oversee progress against the 10 
year strategy Done 

Ongoing progress through 
Improvement group and 
reporting to Health Board 

Review of progress to inform 
revised Partnership Agreement 

Strategic objectives will be 
progressed and improvements 
monitored. Improvement Day in 
October 2014 involving Scottish 
Government and reps across 
Highland agreed local priorities.  

Review SLAs with Voluntary 
Organisations to make shift to 
sensory approach 

Establish SLAs with clear 
Sensory objectives and 
outcomes linked to the SEE 
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Hear strategy  
SLAs will be developed based on 
outcomes and look for evidence of 
an integrated approach. 
 
Staff and the public will be more 
aware of the impact of a sensory 
impairments and where support can 
be accessed. 
 
it’s with Community Planning 
Strategic Priority to collaborate on 
workforce planning and skills 
development to meet Highland 
needs, in the context of the 
Highlands and Islands Skills 
Investment Plan and our roles as 
major employers. 
 
Fits with Community Planning 
Strategic Priority to Engage in 
dialogue with communities in order 
to empower them to participate in 
service planning and delivery. 
 
Fits with Community Planning 
Strategic Priority to tackle 
deprivation and inequalities 
including by improving access and 
connectedness for communities. 
 
Fits with Community Planning 
Strategic Priority to value and be 
positive about Highland life to 
attract people, jobs and investment. 
 
 
 
 

Agree performance indicators 
against recommendations in  See 
Hear 

Report on KPIs and review 
effectiveness 

 

Financial  
Implications 

Secured funding required  for 
Deaf Communication project of 
£0.058m  to build on training and 
awareness raising 

Economies of this approach 
should enable better and more 
efficient support of older people 
who develop impairments in 
hearing and/or vision, closer to 
their communities. 

 

Output Timeline Impact 
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 2014-2015 2015-2016 2016-2107  
LD Strategy – Keys 
to Life 
implementation 

Agree implementation and 
priorities through Improvement 
Group and report to Health Board 
Service users and service user 
representative groups play an 
active role in the LD, Autism 
Improvement Groups and SDS 
Delivery Group. 

Progress monitored through 
improvement group and 
reporting to Health Board 

Review of progress to inform 
revised Partnership Agreement 

Renewed focus on priorities for 
those with a Learning Disability. 
Self Directed Support Manager now 
undertaking Learning Disability 
Lead for Social Work working 
closely with third sector partners   
 
Opportunity to progress some 
significant issues in Highland 
around employment and training. 
 
Transport proposals and solutions 
need to reflect changing service 
models to ensure lack of transport 
is not a barrier to access. 
 
Fits with Community Planning 
Strategic Priority to collaborate on 
workforce planning and skills 
development to meet Highland 
needs, in the context of the 
Highlands and Islands Skills 
Investment Plan and our roles as 
major employers. 
 
Fits with Community Planning 
Strategic Priority to Engage in 
dialogue with communities in order 
to empower them to participate in 
service planning and delivery. 
 
Fits with Community Planning 
Strategic Priority to tackle 
deprivation and inequalities 
including by improving access and 
connectedness for communities. 
 
Fits with Community Planning 
Strategic Priority to value and be 

Relevant performance indicators 
assigned to improvement group to 
measure ongoing progress 

Evaluation of implementation 
initiated with service users 

 

Further integration of services in 
line with integrated team model 

  

Financial  
Implications 

To be implemented within existing 
resource 

Significant link to roll out of SDS 
approach and may be impacted 
by revision of finance of care 
packages. 
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positive about Highland life to 
attract people, jobs and investment. 
 
 
 

 
 
 

Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  

Redesigned Day 
Care 

Review of services delivered 
within in-house care homes for 
older people.  

  Traditional models of care are 
reviewed with more enabling 
approach and less dependence on 
day care facilities. 
 
Community support grows offering 
a wider choice for people and their 
carers and providing a more 
inclusive support.  
Culture of day care changes 
amongst staff.  
 
More effective and responsive use 
of day care allowing flexible 
packages as and when required. 
 
In West there are several examples 
of inclusive approaches to the 
planning and development of 
services. This includes new 
approaches to day care services  
 
 
Transport proposals and solutions 
need to reflect changing service 
models to ensure lack of transport 
is not a barrier to access. 
 
Fits with Community Planning 

Planned changes tested – small 
tests of change  
Shift from buildings based 
services to supporting individuals 
to access a range of educational 
and employment opportunities 
 

Roll out of new models of day 
care following a more enabling 
approach as part of the 
integrated service model 

Review of progress to inform 
revised Partnership Agreement 

Review of assets at local level 
and agree forward plans. 

  

Specific work with teams and staff 
to shift the existing culture and 
provision of day care from longer 
term to episodic A reablement 
approach to day services is being 
developed in some care homes.  

  

Review of effectiveness of Day 
care – all clients, as part of overall 
review of packages. Ongoing. 
Review of all existing attendees 
using Personal Outcome Plan by 
31 March 2016 

Build community involvement 
through development work to 
offer wider range of more 
flexible approaches 

 

Financial  
Implications 

Efficiency savings anticipated as 
new community models evolve 
saving £0.250m. 

Efficiency savings anticipated as 
new community models evolve 
£0.100m. 

 

Reduce amount of overtime 
worked saving £0.050m. 
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Rationalisation of catering and 
domestic services saving 
£0.050m. 

  Strategic Priority to collaborate on 
workforce planning and skills 
development to meet Highland 
needs, in the context of the 
Highlands and Islands Skills 
Investment Plan and our roles as 
major employers. 
 

Increase in charges by 2% in line 
with policy agreed by the 
Highland Council 

Increase in charges by 2% Increase in charges by 2% 
 

 
 
 

Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  

Strategic 
Commissioning 
Plan for Adult Care- 
corporate and local 
plans 

Plan produced by April 2014 with 
focus on Older People 
 
Plan describes vision, priorities 
and high level shifts in cost and 
activity 

Plan Reviewed and expanded to 
comprehensively cover all 
adults. 

Plan reviewed with real possibility 
of shifts in quantum of resource 
allocated across care groups 

The development of strategic 
commissioning plans and skills will 
enable resource to move from less 
effective investments to more 
effective investments. Embracing 
the SDS Legislation and an asset 
based approach has impacted on 
commissioning with greater 
involvement of Third sector and 
wider community. The Strategic 
Commissioning Group is co-chaired 
by an Independent Sector provider 
ensuring Third Sector are equal 
partners in driving future 
commissioning strategy    
 
Fits with Community Planning 
Strategic Priority to maximise the 
use of collective resources to 
achieve best outcomes, 
demonstrating a shift to prevention 
and the re-allocation of resources 
between CPP members where this 
represents best value. 
 
Fits with Community Planning 

Local plans produced under 
umbrella strategic direction of 
SCP 

Local plans describe shifts in 
activity and method of capture 
for resource release; allowing 
reinvestment 

 

Financial 
Implications 

Development of costing 
methodologies with some 
resource shift 

Established methods for 
resource shift. 
Resource shifts will be 
quantified via local improvement 
plans 

Fluid movement of resource 
related to activity 
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Strategic Priority to Engage in 
dialogue with communities in order 
to empower them to participate in 
service planning and delivery. 
 
Fits with Community Planning 
Strategic Priority to value and be 
positive about Highland life to 
attract people, jobs and investment. 
 

 
 
 

Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  

Strategic 
Commissioning 
Capability and 
Capacity 
Development 

Introduction of training and 
development to establish 
commissioning skills and 
capabilities. Introduction of new 
methodologies such as PBMA 

Commissioning plans 
underpinned by understanding 
of clearly evidenced weighting of 
criteria for investment; 
reinvestment and disinvestment 

NHS Highland HQA Strategic 
Commissioning informs a 
planning approach which 
cascades through all levels of 
activity evidencing a real 
understanding of criteria for 
resourcing, criteria for disinvesting 
and attention to opportunity costs 

The development of strategic 
commissioning plans and skills will 
enable resource to move from less 
effective investments to more 
effective investments 
 
Fits with Community Planning 
Strategic Priority to Engage in 
dialogue with communities in order 
to empower them to participate in 
service planning and delivery. 
 
Fits with Community Planning 
Strategic Priority to value and be 
positive about Highland life to 
attract people, jobs and investment. 
 
 

Financial 
Implications 
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Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  

Partnership 
Agreement 

Continue to monitor and report 
through Strategic Partnership 
Group 

Continue to monitor and report 
through Strategic Partnership 
Group 

Review of progress to inform 
revised Partnership Agreement 

PA evolves in relation to the 
delivery and outcomes over the 
term of the Agreement. 
 
Changes are considered and tested 
and can be incorporated into the 
next version. 
 
Fits with Community Planning 
Strategic Priority to value and be 
positive about Highland life to 
attract people, jobs and investment. 
 
 

Review and amend Performance 
indicators 

Review and amend 
Performance indicators 

 

Agree detail of further 
commissions e.g. legal services, 
MHO service 

Amend PA to reflect new 
legislation and develop 
Integration Scheme 

 

Financial  
Implications 

Finance and Commissioning 
group will monitor service demand  
and efficiencies 
 

  

 
 
 

Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  

Carers supported Development of new strategy with 
Connecting Carers based on aims 
of EPIC  ( Equal Partners in Care) 
presented to Health Board 
Ongoing. NHS Highland Carers 
lead working in partnership with 
Carers networks progressing 
carers support including use of 
carers support plans. Each district 
has established a carer linked 
with the Carers Centre Service 
promoting localised support. 

Evidence gathering from carers 
and Connecting Carers 

Final revision of strategy due to 
expire in 2017.  

Sustainability of models of 
community delivery depends on 
good support of informal carers and 
recognition of the contribution they 
make. 
 
Response to the strategy will build 
trust and engagement from carers 
and carer groups. 
 
Fits with Community Planning 
Strategic Priority to Engage in 
dialogue with communities in order 
to empower them to participate in 
service planning and delivery. 
 
Fits with Community Planning 
Strategic Priority to value and be 

Implementation plan agreed and 
initiated 

Implementation Plan 
implemented 

Impact captured to inform 
development of new strategic and 
Partnership Agreement. 

Ongoing involvement of carers 
through Connecting Carers 
agreed Contract in place for 
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independent carers’ advocacy 
service.  

positive about Highland life to 
attract people, jobs and investment. 
 
 

Financial 
Implications 

Expected to be delivered within 
existing resource 

Full utilisation of voluntary sector 
resource. 

 

 
 
 

Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  

Good health and 
wellbeing 
maintained and 
where possible 
deteriorations 
avoided or slowed. 

Continuation of falls prevention 
support across all sectors 
Training delivered across NHS 
and Independent Care Homes.  

Ongoing evaluation  of falls work Incorporation of prevention 
strategies and approaches into 
the new Partnership Agreement 
based on evaluation work. 

Increased longevity includes good 
health and independence. 
 
Positive “heel toe, heel toe” 
promotion of activity in Care Homes 
across Highland 
Demand for services reduced or 
managed due to improved health 
and well being for longer. 
 
One key initiative is a dementia 
friendly community programme in 
Sutherland being taken forward by 
a collaborative comprising of 
service users, carers, and adult 
social care and health colleagues.  
 
Fits with Community Planning 
Strategic Priority to maximise the 
use of collective resources to 
achieve best outcomes, 
demonstrating a shift to prevention 
and the re-allocation of resources 
between CPP members where this 
represents best value. 
 
Fits with Community Planning 
Strategic Priority to Engage in 
dialogue with communities in order 
to empower them to participate in 

Establish Living it Up as forum for 
support, encouragement, self 
management and opportunity in 
communities. 

Develop understanding and 
awareness of LiU across all staff 
groups in all sectors. 
 
Continue to register users and 
carers from target groups. 

 

Build Dementia support through 
link workers and the roll-out of 
dementia friendly communities 
 

Evaluate rollout of dementia 
friendly communities and 
continue to build. 

 

Develop community expertise and 
opportunities through investment 
inc community workers across the 
sectors  

Evaluate work of all community 
support and build on learning. 

 

Financial 
Implications 

Continued focus on the 
preventative outcomes defined in 
the Partnership Agreement. 

Continued focus on the 
preventative outcomes defined 
in the Partnership Agreement. 
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service planning and delivery. 
 
Fits with Community Planning 
Strategic Priority to value and be 
positive about Highland life to 
attract people, jobs and investment. 
 
 

 
 
 

Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  

Integration with 
Housing 

Establish Local and strategic links Delivery groups input to revised 
Housing Strategy 

 More effective management of 
services. 
 
More appropriate link to skills 
required to fit, review and repair. 
Consolidation of funding and 
reduced duplication should enable 
improved efficiency. 
 
Challenge will be to meet growing 
demand 
 
Fits with Community Planning 
Strategic Priority to maximise the 
use of collective resources to 
achieve best outcomes, 
demonstrating a shift to prevention 
and the re-allocation of resources 
between CPP members where this 
represents best value. 
 

Plan and test new models of care 
delivery  Service Improvement 
Lead for Care Homes liaising with 
Housing to explore opportunities 
for more innovative housing 
options for older adults  

Model, test and evaluate 
different housing models 

 

Consider  devolution of 
management of Telecare to 
Housing  
Housing representation on 
Strategic Commissioning Group 
and Older Peoples Improvement 
Group. 

Establish longer term 
management of Telecare based 
on interim solution and risk 
share. 

 

Establish links with Handy 
Persons schemes 

  

Financial 
Implications 

Test of new arrangements within 
existing resource pulled and 
allocated to Housing £0.120m 

Review of funding streams with 
economies of scale expected to 
enable growth within existing 
resource 

 

 
 
 
 

92



HQA TO ADULT SERVICES – CHANGE and IMPROVEMENT PLAN 2014-2017  
 

27 
 

Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  

Full utilisation of 
Assistive 
Technology 
supported by 
Living it Up and 
eHealth 
  

Continued awareness raising of 
Living it Up and recruitment 
across staff and community 
groups 

 Evaluation of Living it Up Staff and public perceptions need 
to be supported to ensure this 
remains assistive technology and 
valued for the contribution to care 
that it will make. 
 
Staff and public awareness needs 
to be ongoing to keep up with 
technological advances. 
 
Fits with Community Planning 
Strategic Priority to Engage in 
dialogue with communities in order 
to empower them to participate in 
service planning and delivery. 
 
Fits with Community Planning 
Strategic Priority to value and be 
positive about Highland life to 
attract people, jobs and investment. 
 
 
 

Promotion of assistive technology 
across community and hospital 
services 

Continued promotion of assistive 
technology and technological 
solutions to support care and 
well being. 

Evaluation of impact of assistive 
technology 

Prioritisation of technological 
development to support all care 
delivery 

  

Financial 
Implications 

Initial investment required but 
efficiencies anticipated  

  

 
 
 

Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  

Effective 
transitioning of 
young people into 
Adult Services 

Development of Transitions 
Steering Group headed up by 
Chief Executives 

Ongoing monitoring of 
effectiveness. 

Review of current responsibility as 
set out in the Partnership 
Agreement 

Increasing demand and expectation 
amongst families and young people 
will put pressure on budgets and 
will need to encourage innovation 
and community support. 
 
SDS Delivery Group chaired by 
Director of Adult Social Care 
enables Children’s and Adult 

Review of current process and 
protocols 

Review of KPIs to evidence 
effectiveness 

 

Monitoring of SDS in relation to 
choice and control 

  

Financial 
Implications 

£0.634m Projected increase in 
demand based on YP coming 

£0.830m Projected increase in 
demand based on YP coming 

£0.834m Projected increase in 
demand based on YP coming 
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through Children’s services through Children’s services through Children’s services services to explore use of SDS care 
and support solutions for young 
people going through Transition.   
 
Example of good practice in 
Lochaber “Nimble Fingers” being 
adopted in two other sites across 
Highland with view to further role 
out in the future. This is promoting 
employability and volunteering 
opportunities working with children 
going through transition, promoting 
opportunities for socialising and 
intergenerational working. Service 
users are saying they feel more 
confident and part of their 
communities through this asset 
based approach  
 
 
Calculation of packages needs to 
consider sustainability in the longer 
term and the probable changing 
family support. Roll out of Resource 
Allocation System in Adult Services 
will support more equitable use of 
resources. 
 
Fits with Community Planning 
Strategic Priority to collaborate on 
workforce planning and skills 
development to meet Highland 
needs, in the context of the 
Highlands and Islands Skills 
Investment Plan and our roles as 
major employers. 
 
Fits with Community Planning 
Strategic Priority to tackle 
deprivation and inequalities 
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including by improving access and 
connectedness for communities. 
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ANNEX D
Guidance Notes

To ensure consistency across Scotland we have developed this standard template for you to complete your LUCAP. This must be
used without exception. The template is set out in a way that allows you to demonstrate, against each strategic theme, what
actions you are taking / planning, stage of development, expected impact of change and timescales of implementation. In order to
ensure that we can measure success against objectives it is important that the LUCAP captures the following detail:

1. Overview & Key Issues
2. Action Plan
3. Key Risks
4. Financial Planning

The template should be completed in conjunction with the National Unscheduled Care Action Plan (NUCAP) and your completed
‘Health Check’ Grid. The NUCAP is not exhaustive and recognises that not all Health Boards / sites are at the same stage of
improvement, therefore, your LUCAP may include other initiatives not already listed.

Strategic Themes

1. Making The Community The Right Place and Developing The Primary Care Response. (Right Place/Right Care/Right Time)
2. Flow and the Acute Hospital (Right Time).
3. Assuring Effective And Safe Care 24/7 At The Hospital Front Door. (Right Care)
4. Promoting Senior Decision Making. (Right Care, Right Time)
5. Cross Cutting Themes

APPENDIX 196
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1. Overview & Key Issues

The Unscheduled Care Programme with in NHS Highland is led by the Chief Operating Officer and supported through the Operational Units
through key personnel having responsibility for integrated care services. The focus of the work is consolidation of the developments initiated
through the integration of health and social care, recognising the significant impact of providing seamless care.

Within Highland we have seen a demographic shift in so far as the number of multi morbidity frail people requiring access to care services
across the spectrum of primary, secondary and community (social care). It is clear now the impact of this shift requires a whole system
approach and transformational change and our LUCAP pulls the various strands together in a cohesive way that enables people to access the
right care, in the right place, at the right time.

The plan emphasises the need for effective planning both in terms of personal care plans and community resilience in anticipation of the
growing need/demand for services, therefore the emphasis in LUCAP 2 is on building capacity and capability within primary and community
care settings. The flow to and from acute care is crucial, and as such the plan indicates the approach for tackling surge demand during the
winter months, builds on the development of rapid turnaround through the development of ambulatory care pathways and access to senior
decision makers. Timely care and assessment at the “front door” is vital to avoiding admissions and support early discharge

A range of crosscutting themes identified as enablers to the delivery of successful transformational change have been summarised in section 5.

Critical issues include:

 Recruitment and retention of staff within a remote and rural environment

 Capacity of in-house, third and independent sector to deliver flexible responses to the strategic commissioning plan for older people
(includes impact of care inspectorate inspection gradings)

 Engagement and support from the public in the development of sustainable service solutions to meet the demographic changes and
geographic challenges within Highland

 Ensuring the culture and behaviour of staff within Highland is aligned to the philosophy of the Highland Quality Approach putting the
“person” at the centre rather than historical patterns of care

 Ensuring financial challenges do not impede progress through thoughtful delivery

97



Local Unscheduled Care Action Plan (LUCAP) Year 2 - 2014/2015

Leah Morrison – Working Version 2 – 12Aug14

2. Action Plan

1. Making The Community The Right Place and Developing The Primary Care Response

No Action Description/
Output

Status
%

Complete

Commentary Measurable outcome Completion
Date

Lead

1 Unscheduled Care
Pathways for Falls and
Frailty Inverness
(Right Call for a Fall)

Implementation of
unscheduled care
pathways for falls
and frailty in the
Inverness area will
provide an
alternative option for
SAS to help avoid
unnecessary
conveyance to
hospital and deliver a
more person centred
approach to care
provision.

5% In accordance with
action 2.2 of the
AHPNDP it is
anticipated that
progression of revised
falls and frailty
pathways in the
Inverness area will
reduce the number of
unnecessary
conveyances to
hospital as a result of
current poorly designed
patient pathways. This
project aims to provide
proof of concept in
terms of the potential
impact from both a
service users and
carers perspective and
reduction in waste of
resources as per
current pathways

Number of call outs as a result of
a fall that do not result in
conveyance to hospital

October 2014
- March 2015

Amanda
Trafford

3 Redesign of Primary
Care OOH.

Redesign OOH
infrastructure
 Review of PCEC

20%  Work identified
through Highland
wide OOHs

 Community engagement and
potential lack of support for
change

? Tracy
Ligema / Gill
McVicar

98



Local Unscheduled Care Action Plan (LUCAP) Year 2 - 2014/2015

Leah Morrison – Working Version 2 – 12Aug14

& GP distribution
 Identify local

needs –
response data

 Design team
structures

workshops
 Some work in

progress in West
Area – Acharacle
practice area and
Wester Ross

 Overcoming historical
patterns of provision

 Developing evidence base
for change

 Requirement for detailed
needs analysis to identify
skills required for OOHs
provision

 Expertise to model potential
new systems/structures

Identify clinical

skills required

(historical data)

 Skills matched
to identified
clinical needs

 Workforce plan
for new
professions

 Identify training
required

Some areas e.g.
Raigmore, East
Highland, North Skye
with Unscheduled Care
Nurses in place or in
training as part of local
developments

As above - requirement for
detailed needs analysis to
identify skills required for OOHs
provision in each area

Tracy
Ligema / Gill
McVicar /
Service
planning
Area Mgt /
Workforce
planning

Identify care
pathways and
referral options
 Identify

integration points
with in-hours/
anticipatory care
and partner
organisations
(e.g. SAS) as
part of wider
integrated teams

 Develop
alternative

20%  Some work in
progress in West
Area – Acharacle
practice area
linking community
nursing, primary
care and SAS.

 Opportunity to link
with HSCC roles
and development of
single point of
access

 Impact of change on newly
developing integrated teams
in Districts

 Ability of SAS to commit to
partnership/participation at
this level in all areas.

 Developing evidence base to
inform appropriate
development of alternatives

? TL/GMcV
Area Mgt
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referral pathways
– avoid A&E and
acute admission
where
appropriate

Identify NHSH wide
policies required to
support
consistency of
approach
 Agree range of

pan Highland
policies/process
es

 Redesign to
include
consistent
approach to
structures/teams

 Agree highland
wide approach to
pay
rates/contracts

 Agreement on pays
and escalation
process for vacant
shifts between East
Highland and
Raigmore in place

 Some work
commenced to
standardise OOHs
bags – drugs and
equipment

 Diversity of existing local
OOHs models and support
structures make it difficult to
achieve consistent approach
to processes.

 Differing demand and
geography requires
localisation of OOHs
structures and pays.

Tracy
Ligema /
Hub CSM /
Area Mgt

Develop OOH
infrastructure
requirements to
support more
effective provision
 More effective

use of technology
– use of mobile
equipment/VC etc

 Develop use of
Adastra – more
effective &
widespread,

20%  Opportunity to
progress VC
connectivity through
‘Living it Up’ service
improvement
support

 Progressing remote
VC support in rural
areas for
SAS/Emergency
Responders

 Increasing VC
connectivity into

 Connectivity issues in
current R&R OOHs models
prevent local utilisation of
OOHs system

 Public expectation for
transport and lack of rural
public transport

? Tracy
Ligema /Hub
CSM /
Area Mgt
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utilising system
benefits more
effectively

 Enhanced
transport/comms
development to
support
geographical
spread of
provision and
provide back up
for non GP
services

rural practices

4 Collaboration with SAS
to deliver anticipatory
care in the community

Local SAS staff
working more closely
with local community
and primary care
teams to develop
enhanced
approaches to
anticipatory care
provision

Implementation of this
model being planned
within West Lochaber
as part of R&R primary
care sustainability
project.

 Extending range of skills and
availability of staff in the
community

 Improve links with
development of Health and
social cal re teams in
communities e.g. multi
disciplinary team
communications and referral
pathways

 Timely provision of locally
based care to prevent
exacerbation of condition
and the need for
acute/emergency care.

September
2014

Tracy
Ligema

5 Increase establishment
of Medicine for Elderly
team

To facilitate regular
specialist review of
Nursing Home
residents and
support Community
teams

Reduce 28 day readmission rate
for patients > 75 years from 7.5%
to 5%

Reduce admission rates

March 2015 Nigel Small
DOO South
and Mid
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6 Increase capacity in
care at home sector

Working with partner
organisation through
local approach to
strategic
commissioning,
agree increase in
availability of care at
home services
across all sectors

20% Adult strategic
commissioning group
overseeing deployment
of additional resources

Agree new model of
delivery across all
sectors

Explore opportunities to
establish modern
apprenticeship
schemes for care at
home services

Consensus across strategic
commissioning stakeholders.

New model of care agreed and
implemented within the current
financial year

April 2015 DOO S&M
JeanPierre
Sieczkarek
Simon Steer

Data Collection
 Review recent

audit results
 Review

admission data
 Review over 65

data
 Review over 75

data
 Review EDIS

data

50% Data being reviewed at
Locality meetings
Trends scrutinised at
Locality level
More info required from
ISD/NHSH

Study trends
Evidence trends

December
2014

Veronica
Kennedy

7 Reduce Attendance at
A&E and Admissions to
wards by 10% in Argyll
and Bute CHP

Review of Monitoring
Groups
 USC CHP group

review
 RCOP

workstream
review

 Board rounds
 Scrutiny groups

50% USC T of R reviewed
and more robust
involvement of
appropriate
stakeholders.
Communication with
RCOP leads

Collaboration with all stake
holders to ensure consistent
approach and monitoring trends
at the relevant meetings.

September
2014

Veronica
Kennedy
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 Joint

management

group

Review Pathways
 Referrals from

GPs
 Referrals from

GG&C
 RGH to

Community
Hospitals

 Community

Hospitals to

RGH

50% On agenda/action plan
for USC group.

Capturing previous pathways
Review of pathways and
tabled/actioned at relevant
meetings.

December
2014

Veronica
Kennedy

Education
 Public

information
 Staff education
 RCOP

presentation
 GP raising

awareness

50% Public info booklet
distributed across CHP

December
2014

Veronica
Kennedy

Funding/resources
 Identify LUCAP

resource
 Identify

breakdown by
locality

 Localities
develop funding
plan

 Redesign current
teams

50% Funding to be identified
to support early
discharge and
prevention of admission
through the ECCT

July 2014 Veronica
Kennedy
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 5.5 Feedback

on previous

resource

2. Flow and the Acute Hospital

No Action Description/
Output

Status
%
Complete

Commentary Measurable outcome Timescale Lead

1 Implement principles of
flowology in Rural
General Hospitals

Timely data is

provided to RGHs

through Dashboard

and system

implementation to

manage volume and

patient flow via A/E

and impact of

dysfunction in other

areas of hospital

80%
Raigmore
0% RGHs

Flowology
implementation in place
for Raigmore – requires
to be extended to RGHS
across Highland.
Provides improved
timeliness of information
to all areas; allows use
of local dashboard to
support flow
management

 Improved
understanding of emergency
flow

 Reduced
4/6/12 hour waits

 Reduced
number & rate of emergency
admission

 Reduce
proportion of admissions
from ED

November
2014

Raigmore
Hospital
Evelyn Gray

Rural
General
Hospitals
Tracy
Ligema

To provide
alternatives to
admission for GPs.
Improve the patient’s
journey.

60% Pilot completed, area
identified, proposals
costed.
Business case
developed and included
in the recovery plan

Increase cohort of patients with
0-1 day LOS

October
2014

Jo Veasey/
Duncan
Scott

2 Develop Ambulatory
Care Unit / increase
infusion suite
capacity/OPAT/Develop
Chest pain
triage/assessment

Notes: Expand OPAT
services for 6 month
pilot

50%  6 month business
case approved as
part of wider
Ambulatory Care
Service.

 Consultant sessions

Starts on 1
st

September
2014

Evelyn Gray
/ Stuart
Caldwell
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agree and recruited
to

 Nursing backfill
underway.

 Space identified
within SSW

Develop Ambulatory
Care Service for 6
month pilot

50%  Business case to
SMT for approval of
6 month pilot

 Staffing resource
identified and
discussion underway
about backfill

 Communication to
GPs being
developed

 Metrics to measure
success agreed as
per Project Charter

 Risks identified now that unit
will no longer be adjacent to
AMU

 Less flexibility with staffing
 May require additional

Consultant time
 Training of staff in

procedures
 Requires closure of

discharge lounge to facilitate

Starts on 1
st

October
2014

Jo Veasey /
Duncan
Scott

Identify clinical space
to house the services

50% Clinical space within
SSW identified and
negotiated

October
2014

Evelyn Gray

Develop protocols to
support service
delivery

50% Protocols were
developed for pilot last
year

October
2014

Evelyn Gray
/ Duncan
Scott

Chest pain service
proposal developed
to incorporate as part
of Ambulatory Care
Unit proposal

50% Proposal developed.
Plan to incorporate for 1
month as part of
Ambulatory pilot

November
2014

Evelyn Gray
/ Charlie
Bloe

3 Improve patient flow
through Raigmore
Hospital

Raigmore Hospital
using daily huddle to
highlight capacity and
demand, identify
hotspots, boarded
patients

50% Working well 5/7. Tests
of change commenced
19/7 to include
weekends.

December
2014

Evelyn Gray
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Implement daily
board rounds/ ward
rounds in each
clinical area.

50%  Implemented in 4
medical wards,
another starting in
August 14

 Plans to implement
in 1 surgical and 1
orthopaedic ward by
Sept 14

December
2014

Evelyn Gray

Create a pull principle
across Acute hospital
site

50%  Started in both
medical and surgical
divisions but not
happening reliably
and limited impact
on ED to date.

October
2014

Evelyn Gray
/ William
Craig
McLeman

Embed Criterion Led
discharge across 7/7

50%  Some progress in a
couple of wards

 Will form part of
weekend Huddle

October
2014

Evelyn Gray
/ Ken
MacDonald
/ William
Craig
McLeman

Review theatre
schedule

50%  Weekly meetings
with stakeholders

 2
nd

draft schedule
produced

 Plan to trial all day
trauma and surgical
elective from 1

st

September for 1
month

October
2014

Linda
Kirkland

Review of bed
capacity and
realignment of beds

50%  Weekly meetings
with stakeholders

 Beds identified for
closure in surgical
division and
proposal put forward
to increase beds in
medical division

October
2014

Linda
Kirkland
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 Plan to implement
form 1

st
September

Pilot 23 hour stay
ward for surgical
patients

50%  Area identified
 Staffing model to be

agreed
 Pilot for 1 month

from 1
st

September

Potential to impact on CAL/DCU September
2014

Evelyn Gray
/ William
Craig
McLeman

Review of admission
trends by GP practice

20%  Data to be shared
and date to be
identified to meet

November
2014

Evelyn Gray
/ Chris
Williams

Release SCNs from a
clinical caseload into
supervisory role

20%  SCNs have identified
requirements

 Lead Nurse to have
1:1 with each SCN

Financial impact will need to be
assessed and may affect
percentage of time to be released

November
2014

Evelyn Gray
/ Iona
McGauran

Implement real time
bed management on
PMS within Raigmore

20%  Bed complements
agreed for each
ward and signed off
by DGMs

 Numbers of staff
requiring training
identified

 Numbers of staff
requiring PMS
access identified

 Champions identified
for each clinical area

Progression on hold until Phase 1
PMS completed

October
2014

Evelyn Gray

3. Assuring Effective And Safe Care 24/7 At The Hospital Front Door

No Action Description/
Output

Status
%
Complete

Commentary Measurable outcome Timescale Lead

1 AHPs are available to
access 7 days per

Utilising DCAQ
information and

0% To deliver seamless
and robust access to

Clarity is available in terms of
need for seven day service

October 2014 Amanda
Trafford

107



Local Unscheduled Care Action Plan (LUCAP) Year 2 - 2014/2015

Leah Morrison – Working Version 2 – 12Aug14

week seven day service
need the requirement
to deliver seven day
services for AHPs
will be examined in
detail. The output
from this exercise will
be a clear
understanding of the
benefit of making 7
day access available
for AHPs, any cost
implications and
support service
requirements ie
access to equipment
stores etc.

AHP services requires
analysis of demand
requires to be
undertaken by
profession and be
examined in the
context of MDT skills
mix to service delivery.

delivery and how that
compliments through MDT
approach to service delivery. To
be articulated in a position
paper

2 Pull Project

The establishment of
AHPs as a part of
front door services
(AHPs at the Front
Door) - pull

AHPs are available
to help prevent
admission as a part
of revised patient
pathways

20% AHP NDP action 2.1
requires AHPs to be
positioned within
patient pathways to
help prevent
unnecessary
admission to hospital.
Positioning AHPs
strategically within
patient pathways that
lead to admission
should help provide
more person centred
responses and
alternatives to current
historical patient
pathways

Number of patients that have
avoided admission during the
initial six months pilot
programme

Model of service delivery and
resource requirement to be
clearly understood to embed a
sustainable service delivery
model

August 2014 -
December
2014

Amanda
Trafford / Jean
Pierre
Sieczkarek
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Review outcomes of
Nursing national
workforce tool /
review rotas to
ensure best use of
available resource in
line with activity and
demand across ED
and admission areas

50% ED, 6A and 4A
workforce tools
completed. Budgets
amended in line with
outcome. Next step is
to map staffing with
activity

October 2014 Evelyn Gray /
William Craig
McLeman

Review medical rotas
to ensure making
best use of available
resource in line with
activity and demand

50% Already undertaken in
ED with appointment
of 4

th
Consultant

November
2014

Evelyn Gray /
Ken
MacDonald /
Richard
Bennie /
Appou
Tamjarane

Map the patient
journey for the
admission process to
highlight areas of
duplication

0% November
2014

Evelyn Gray

Agree and implement
standard work across
all units

0% Cannot be completed
until the patient
journey is mapped

November
2014

Evelyn Gray /
Richard
Bennie /
William Craig
McLeman

Work with AHP lead
to review provision of
AHP services at the
front door occurred

20% Discussions have
taken place about
potential models

AHP Staffing

November
2014

Evelyn Gray /
Amanda
Trafford

3 Map and match
activity and workforce
across ED, AMU and
Surgical assessment

Improve times to first
assessment to meet
national standards

20% ED staffing increased
planned to dedicate
resources to triage 11
to 11

November
2014

Richard
Bennie / Ken
MacDonald /
Appou
Tamjarane
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4. Promoting Senior Decision Making

No Action Description/
Output

Status
%
Complete

Commentary Measurable outcome Timescale Lead

Discharge planning
led by senior decision
makers. Every patient
to have EDD set
within 24 hours of
admission. Test
different work models
for Consultants
across the medical
division to include
daily review of all
patients initially 5/7
progressing to 7/7

20% Ward 7c GI team to start
Consultant of the week
model with 5/7 ward
rounds on 4

th
August

Challenges across multiple
specialities to provide 5 or 7 day
ward rounds. Requires revision of
job plans and likely impact on OP
clinics.

Consultant vacancies also affect
action.

March 2015 Evelyn Gray
/ Ken
MacDonald

AMU team to
implement tests of
change in way that
post post take
patients are managed

50% Models identified for
tests of change

Consultant absence affecting
ability to implement

December
2014

Evelyn Gray
/ Grant
Franklin

ED/AMU Consultants
available to provide
support to SAS crews

50% Currently exists
informally on ad hoc
basis.
Requires formal launch
to SAS with distribution
of telephone numbers

October
2014

Evelyn Gray
/ Gary Kerr /
Grant
Franklin

1 Implement Senior
Decision Making
Across Raigmore
Hospital

Formal review to be
undertaken of
existing model for
medical receiving

0% March 2015 Evelyn Gray
/ Ken
MacDonald
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Embed access of
KIS/ACPA into senior
review of all
emergency
admissions

20% Happens for some
patients

December
2014

Evelyn Gray
/ Ken
MacDonald

Use electronic
whiteboard to inform
times to first
assessment and
consultant review

50% Changes to whiteboard
underway to enable
interface with PMS.

December
2014

Evelyn Gray
/ Grant
Franklin /
Ken
MacDonald

Re launch redirection
guidance within ED

50% Advised by Scottish
Government that
national launch being
considered. Department
would prefer to link with
national launch
supported by local
publicity.

March 2015 Evelyn Gray
/ Gary Kerr

5. Cross Cutting Themes
Information Management; Leadership and Management & Workforce Development

No Action Description/
Output

Status
%
Complete

Commentary Measurable outcome Timescale Lead

1 AHPs are available to
support community
delivery in an
appropriately timely
manner

DCAQ approach to
AHP service planning
is clearly understood
by Senior AHPs and
applied rigorously

33% AHP NDP Action 6.2
requires 18 weeks RTT
for AHP services, NHS
Highlands ambition is to
have seamless and
integrated care delivery
with responsive AHP
services. DCAQ
approach is being taught

AHP workforce establishment
and capacity is designed based
on demand requirements and is
responsive to meet need

November
2014

Katherine
Sutton
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on a Highland wide basis
to Senior AHP leaders to
help develop a
consistent and robust
approach to service
planning.

2 Service Planning
working group to deliver
reporting requirements
for the LUCAP
Programme and the
definition and
prioritisation of the
metrics.

In the first instance,
efforts will
concentrate on the
monthly indicators
and then later on to
weekly and daily
reporting.

ongoing Data warehouse to be
developed in the longer
term with eHealth to
provide more timely
reports in future

Ongoing Alan Paton

3 Testing new ways of
delivering healthcare in
remote areas.
Unscheduled care risks
are acknowledged. Gill
McVicar chairs the
group. Initial
discussions have take
place across the
organisation to scope a
number of solutions
and these are being
collated for wider input
and consideration –
needs robust links with
USC

An Approach to
Building
Sustainability of
Health and Care
Services in Remote
and Rural - This is an
overarching project
funded by Scottish
Government and is
being taken forward
with a number of
partners to address
workforce recruitment
and retention in
remote and rural
areas.

Ongoing work in West
Lochaber and A&B areas
– for primary care.

Need to broaden focus
to include recruitment
and retention for other
professions and other
areas of Highland e.g.
sonography/radiography

Deliver improved solution for
R&R primary care sustainability

Improve ability to recruit and
retain all professions across
Highland

4 Role development of
existing staff to adapt
existing skills sets
rather than create new

Develop skills sets
across NHSH, SAS
and NHS24, and
explore integrated

The contribution of key

roles, such as ENP need

to be quantified so that

Implementation of new,
integrated ways of working in
local unscheduled care and
OOHs
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roles. learning.
Determine the core
transferable skill set
required for
unscheduled care
and what are the
additional specialist
skills – links with
review of clinical
need in OOHs. The
contribution of key
roles, such as ENP
need to be quantified
so that activity and
demand can be
understood – match
ENP workforce to
area / need

activity and demand can

be understood – match

ENP workforce to area /

need

Assessment of capacity

is based on current

workforce

configuration/deployment

and historical models of

care. Different questions

need to be asked about

workforce capacity and

capability; it may be that

there is adequate

capacity within the

workforce, they are just

in the wrong place, and

require some role

adaptation

Review current capacity and
capability in response to
identification of actual clinical
need.
Move to 7 day working will
support unscheduled care
delivery – but this will take time to
implement

Workforce Deployment

Create workforce
sustainability and
clinical capacity in
emergency
medicine through
workforce redesign

Undertake activity and
demand analysis to
maximise staff
deployment:

a) access to
clinicians at
hospital front
door and in
medical receiving

b) direct access for
SAS (bypass
A&E)

c) Access to a
more diverse skill
clinical team –
improved clinical
supervision and
support

0% There are actions that
can be implemented
quickly a) and b), c), d),
e) and f) in the medium
term ie. 3-9 months.

Reduce A&E wait
Improve Flow

a) and b)
August
2014

c)
July 2014

d), e) and f)
December
2014

Pam
Cremin
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a) Additional AHP
capacity at A&E and
Ward 6a (medical
receiving) at
Raigmore

b) Developing
protocols to facilitate
direct access to
Ward 6a (medical
receiving) for SAS

c) Consider the
contribution of
Physician
Associates in
improving flow and
medical receiving

d) Investment in
increasing Nurse
Practitioner
workforce including
skills development

e) Funding of
remuneration/backfill
for supervision and
support training and
increased mentoring
capacity needed for
new roles.

f) Investment in
improved pre-
hospital decision
support and a
greater focus on
clinical leadership
and co-ordination of
patient care

d) More presence
and clinical
capacity

e) Sustainability of
new workforce
solutions in the
longer term

f) Improved clinical
decision making
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Information
Management

a) Implement an
Information Sub Group
to deliver reporting
requirements for the
LUCAP Programme
 Agree role and

remit
 Define metrics

required
 Agree

prioritisation
 Develop and

implement metrics
reporting framework

a) Information group
established

b) Excel metrics to
establish the
baseline and
monitor progress
against the
delivery of the
quantitative
targets defined in
the Action Plan
and local
charters.

20% In the first instance,
efforts will concentrate
on monitoring monthly.

Weekly and daily
monitoring will be a
challenge. A data
warehouse is under
development by the e-
Health department which
will ultimately provide
real-time monitoring this
is unlikely to be this year.

The information sub-
group will review which
indicators could be
delivered on a weekly
and monthly basis in the
absence of the data
warehouse.

Delivery of an Excel metrics to
establish the baseline and
monitor progress against the
delivery of the quantitative targets
defined in the Action Plan and
local charters.

September
2014

(to define
and deliver
the metrics)

Information
Sub Group /
Alan Paton

3. Key Risks

Consultant and Middle Grade staff recruitment – projecting shortfalls in Raigmore from August 2014

Recruitment of care at home staff from across the statutory and independent / third sector

Ongoing pressure of care home beds
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4. Financial Planning

Your financial projections for 2014/15 should be in line with the data submitted earlier this year in relation to planned investment
over the three year period to 2015/16, and should complement the action plan. The section requires you to complete projected
expenditure, breakdown of funding source (i.e SG allocation / Change Fund / Board funding, including your planned level of
additional local investment in the programme) and confirmation of recurring or non-recurring funding. This should be completed in
partnership with your Director of Finance.

This is demonstrated in the attached document.
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Quality without efficiency, unachievable; efficiency without quality, unthinkable.
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SECTION 1

NORTH & WEST OPERATIONAL UNIT

1.0 OVERVIEW

1.1 The Operational Unit

The North and West Operational Unit has been in existence since 1 April 2012. It covers the remote and rural parts of northern Highland, and is
divided into two Areas. The North Area is made up of the district of Caithness and the district of Sutherland. The West Area is made up of the
district of Skye, Lochalsh & Wester Ross and the district of Lochaber.

1.2 Population

The resident population estimated for mid 2010 is 77,500 (or 80,400 as per patient lists as at April 2013 of GP Practices situated within the
Unit). This represents 25% of the total population of NHS Highland and is the smallest operational unit in population terms. However, the
majority of its population (70%), live in the most remote and rural areas (class 8 of the Scottish Governments Urban/Rural 8-fold classification)
and the remaining 30% in very remote small towns. The entire population of two of its districts, Sutherland and Skye, Lochalsh & Wester Ross,
reside within areas of the most remote and rural area classification. This predominantly remote and rural distribution of the population, presents
significant challenges to service delivery within the budget available. This sparsity must be taken into account for planning and funding
purposes due to the distances involved in reaching these communities and the additional cost incurred in maintaining safe and sustainable
service delivery.

1.3 Budget: The current budget is £121.9m:

 Traditional health elements - £86.3m
 Social care elements - £35.7m. Adult Social Care (ASC), Care at Home and Reablement budgets have been re-introduced locally.

1.4 Staffing: 1721.53 wte

 WTE: Traditional health elements health – 1,088.22 wte
 WTE: Social care elements – 633.31 wte.
 Head count 1984 - Health 1464 and ASC 520.
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1.5 Health Profile

1.5.1 Key Characteristics

 It has the lowest population (77,500 mid 2010 estimate) of all of the units making up 25% of the overall Health Board population.

 The increase in the overall population over the ten year period from 2001 to 2010 was less than 2% which was lower than the average for

NHS Highland but overlies a much higher ten year increase in one of its districts (Lochaber) of 4.7% and a decrease of 1.7% in one other

district (Caithness).

 The population is the most sparsely distributed amongst the units with the majority (70%) living in the most remote and rural of areas. Also,

of all the units, it has the greatest percentage (28%) of its population living in the 15% most access deprived areas within NHS Highland.

Over a half of the population (53%) of one of its four districts (Skye, Lochalsh & Wester Ross) reside in the 15% most access deprived

areas within NHS Highland.

 The proportion of older adults (65 years & over) is just over one fifth and this is higher than both the National and Health Board averages.

The district of Sutherland has the highest proportion of older people, 26% aged 65 years & over and 2.9% aged 85 years & over.

 The birth rate was 66 per 1000 women aged 15 to 44 years in 2010, higher than both National and Health Board averages – provision of

maternity services complex in relation to 24/7 cover.

 Both the number of births and the birth rate have increased over the ten year period from 2001 to 2010 by 10% and 25% respectively which

are generally higher than the averages for the Health Board. The greatest increase was in the district of Caithness at 19% and 39% for

numbers and rates respectively.

 The unit has four data zones within the 15% most deprived nationally, these are all in the district of Caithness and account for just over 3%

of the units overall population.

 13.4% and 10.3% of population are income and employment deprived respectively, similar to the Health Board averages but lower than the

national averages. Highest rates were in the North area, particularly the district of Caithness.

 Inequalities in the wider determinants of health may be reflected by the wide range in the estimates of life expectancy from birth, these

tending to be highest in the West area (exception of Fort William North for males) and lower in the North area, particularly Wick South,

which was statistically lower than the Health Board average for both sexes.

122



7

 Areas for health improvement are in reducing the misuse of alcohol and in preventing falls in the home of older adults as reflected by the

statistically significantly higher related hospitalisation rates than the Health Board averages for many of the sub-geographies of the unit. For

alcohol-related admissions this particularly applies to Wick South which had almost twice the Health Boards average rate and to Fort

William North for which the hospitalisation rate for falls in older adults was over twice the Health Boards average.

 Another important area for health improvement is the uptake of smoking cessation services. The rate for the Unit as a whole was 5.2% for

2011, the lowest amongst all of the Units. In contrast, the programme itself in terms of the proportion of participants who had quit at one

month was the most successful across all units with 54% of those attempting to quit having quitted at one month, despite the rates in

Caithness being lower.

 The rate of premature deaths from cancer varied across the unit from the highest in Wick North to the lowest in Skye North West, but only

the latter was statistically different to the average rate for the Health Board.

 In terms of health protection, relative to the averages for the Health Board, uptake rates were either statistically significantly higher as for
Breast and Bowel screening and for flu vaccination in younger people at risk, or similar to, as in the case of cervical screening and flu
vaccination in older people.

 The crude prevalence rates of six out of the ten long term conditions (Hypertension, Diabetes, Obesity, Coronary Heart Disease and
Chronic Kidney Disease) recorded on primary care disease registers, were higher for the unit than the overall rates for the Health Board.
Comparisons are confounded by any differences that exist in the population structure and thus may not reflect true relative morbidity. The
higher crude rates were due to those in the North area rather than the West area, where the rates were similar to the Health Board average.

 The measures of disease management, as per the primary care QOF registers, were higher relative to the average for the Health Board for

the proportion of patients with Dementia receiving a review within the specified time. The measures were lower than the Health Board

average for the assessment of the severity of depression in newly diagnosed patients and for the screening of depression of patients with

Heart Disease or Diabetes.

 The rates of hospitalisation for various conditions varied across the sub-geographies of the unit, for example notably higher rates were for

Lochaber for COPD, and Wick South for emergency admissions and Psychiatric admissions.

 The incidence rate of cancer and the prevalence rate of diabetes were significantly higher in Wick South than the average rates for the

Health Board. However the rate for Skye North East was significantly lower.

 The rates of emergency hospitalisation of older people (aged 65 years and over), were statistically significantly higher for both areas, with

the rates in all four districts higher, two of them, Caithness and Lochaber, statistically significantly higher than the Health Boards average

rate.
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 According to the overall SPARRA scores for the unit, there was a greater proportion of older patients at higher risk of hospitalisation within
the next year compared to the other Units; Caithness had the highest proportions at risk and Sutherland the lowest.

1.5.2 Health Profile of the North Area

The North Area which covers the two districts of Caithness and Sutherland has an estimated population of 37,000 for mid 2010 (or 38,550 as
per patient lists of GP Practices situated within the Area as at April 2013). The population of the Caithness District is over twice that of
Sutherland. For the Area as a whole, the population profile is relatively older with the proportion of working age (61.7%), being significantly
lower and the proportion of those aged 65 years and over, (21.7%), significantly higher than the Scottish and Health Board averages.
Sutherland has an older population than Caithness with almost 3% aged 85 years and over. Although there was an increase of nearly 2% in the
population of the Unit overall during the ten year period from 2001 to 2010, the population of the North Area decreased in the same period by
nearly 1%. The latter overlies a modest increase in the population of the Sutherland District and a decrease of nearly 2% in the population of
the Caithness District. In contrast to the older population, the annual birth rate per 1000 women aged 15 to 44 years has been higher than the
Health Board averages in 2007 to 2010. The rate for 2010 for the Caithness District is the highest across all districts in NHS Highland and has
increased by 39% since 2001. The increase in rate was also associated with an increase in the number of births and for the North Area during
the ten year period, the increase was 17%. This is higher than the 11% average increase for the Health Board and lower than the 19%
increase in Caithness District.

Caithness District includes all of the Units four 15% nationally most deprived data zones and amongst all other Districts within the Unit, has the
highest proportion of those who are income or employment deprived. Together with the higher proportions of those claiming benefits (IBSDA) in
Caithness, this renders some of the sub-geographies in the North Area relatively more deprived than the West area. This inequality in the wider
determinants of health may be reflected by the relatively lower life expectancy for males and females in the sub-geographies of Wick North and
South and of Caithness South. Other areas for the potential for health improvement include the high rate of hospitalisation for alcohol-related
conditions in Wick South (nearly twice the health Board average rate) and hospitalisation of older people due to falls in the home in Wick North
which was significantly higher than the Health Board average. Although the uptake of smoking cessation service for the Unit as a whole was the
lowest amongst all of the Units, the uptake rate in Sutherland was the highest of the four Districts in the North West Unit.

Uptake rates of the screening programmes were either statistically significantly higher, as in the case of Breast screening, or similar to, as in the
case of cervical and bowel screening in the North Area relative to the averages for the Health Board. The rate of flu vaccination in those aged
65 years and over was similar and that in younger people at risk, higher than the average rates for the Health Board.

The crude prevalence rates, of almost all of the long term conditions for which there is a primary care disease register, were higher for the North
than for the West Area. This was particularly so for obesity and Chronic Kidney Disease although comparisons are confounded by any
differences that exist in the population structure.
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In terms of disease management measures, flu vaccination rates were consistently higher in Sutherland for those at risk due to a long term
condition. Although the North Area was associated with a higher rate of review of those with dementia relative to the Health Board, (86%
versus 81%), this was due to the much higher rates in Sutherland (94%) with a lower than average rate in Caithness (79%). With the exception
of the sub-geographies of Sutherland, the rates of drug prescribing for those with anxiety, depression and psychosis were significantly higher
than the Health Board average, particularly in Wick South and North (13% versus 8.5%). For other measures of disease management, rates for
the Area were similar to the Health Board average.

In terms of relative health, Wick South was the only sub-geography within the operational unit associated with statistically significantly higher
rates of cancer incidence and of the prevalence of diabetes relative to the Health Board.

In terms of health care related measures, statistically significantly higher rates of hospitalisation than the averages for the Health Board were
recorded for one or more sub-geographies within the Caithness District for Coronary Heart Disease, Stroke, Asthma, all-age Emergency
admissions, and Psychiatric conditions.

For older people, the rates of emergency multiple hospital admissions were statistically higher than the Health Board average for many of the
localities in the North, particularly so for Wick South and Caithness South. The rates of emergency admissions were also statistically higher
overall for the area due to the high rate for the District of Caithness rather than Sutherland. Caithness District was also associated with the
highest at risk of hospitalisation profile based on the SPARRA score of all Districts in the Health Board.

Age profile for mid year 2010

0-15 6137
16-64 22,846
65-74 4,476
75+ 3,540
All ages 36,999
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1.5.3 Health Profile of the West Area

The West Area which covers the two districts of Lochaber and Skye, Lochalsh and Wester Ross, has an estimated population of 40,588 for mid
2010 (or 41,800 as per patient lists of GP Practices situated within the Area as at April 2013). The population of Lochaber is slightly higher than
that of Skye, Lochalsh and Wester Ross, making these two districts more evenly matched for population than those of Caithness and
Sutherland. Over half of the population (53%) of the district of Skye, Lochalsh & Wester Ross reside in the 15% most access deprived areas
within NHS Highland. The district of Lochaber has the youngest population of the four districts making up the Unit. Out of the thirty one data
zones that lie within the 15% most deprived in NHS Highland, twenty one are in the West Area, six in the District of Lochaber and the
remaining fifteen in Skye, Lochalsh & Wester Ross.

The population over the ten year period of 2001 to 2010 increased in Lochaber by 4.7%, higher than that for both the Health Board and
Scotland. This also included an increase in the number of births (17%) and in birth rate per 1000 women aged 15 to 44 years (24%) in this
district.

Life-expectancy in males was the lowest for Fort William North and this locality was also associated with twice the Health Board average rate of
hospitalisation of older people as a result of falls in the home and nearly twice the rate of hospitalisation for alcohol-related conditions. The rate
was also high in Fort William South for alcohol-related hospital admissions. The overall percentage uptake of smoking cessation service for the
Area was the lowest of all Areas in the Health Board. Unlike Caithness which also had a low uptake of smoking cessation service, the efficiency
in terms of the proportion quitted at one month was the highest.

In terms of health protection, uptake rates of the three screening programmes were similar to the Health Board averages. The Flu vaccination
rate in those aged under 65 years but at increased risk, was significantly higher. The latter is solely due to the much higher rates in the District
of Skye, Lochalsh and Wester Ross, (69% compared to the Health Board rate of 61%).

Rates of long-term conditions as indicated by primary care disease registers were generally similar to the Health Board averages except for
Hypertension, where the rate for Skye, Lochalsh & Wester Ross was higher at 16.7%, compared to 15% for the Health Board.

Disease management measures were higher for the proportion of people with Dementia receiving a review and this was solely due to the high
rate for Skye, Lochalsh & Wester Ross of 93% (Health Board average of 81%). Similarly, the proportion of those with severe mental illness
receiving review was higher for Skye, Lochalsh & Wester Ross (98%) and lower for Lochaber (86.5%) compared to the Health Board average
of 94.5%. Generally the rate of drug prescribing for those with anxiety, depression or psychosis was lower across the Area, particularly for
Lochalsh where it was almost half the health Board average (4.3% versus 8.5%).

Hospitalisation rates were significantly higher than the health board average for COPD (Lochalsh); Stroke (Ross & Cromarty North West;
Asthma (Fort William North and South-over twice the Health Board rate); all age emergency admissions (Fort William North and South and
Lochalsh); Psychiatric hospital admission (Fort William South). The rate of hospitalisation for Coronary Heart Disease was significantly lower for
Lochaber West.
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The lowest incidence rate for cancer was recorded for Skye North East. Prevalence of Diabetes was highest in Fort William North & South and
lowest in Lochalsh.

For older people, the multiple hospital admission rates were significantly higher than the Health Board average in Lochalsh and Skye South but
significantly lower in Lochaber West and Ross & Cromarty North West. Emergency admissions were significantly higher in Lochaber rendering
the overall rate for the Area significantly higher than the Health Board average. The risk of hospitalisation (SPARRA) profile was overall higher
than the Health Board average and this was particularly so for Lochaber where 1.6% had a 60% and over risk of hospitalisation compared to
1.1% for the Health Board as a whole.

Age profile for mid year 2010

0-15 6,811
16-64 25,848
65-74 4,418
75+ 3,511
All ages 40,588
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1.5.4 Key findings and messages from health profiles for the North West Unit

Challenges:

 Most of the localities making up the District of Caithness, (particularly Wick South & North) and in one locality in the West Area (Fort William
North) were found to be relatively socio-economically deprived and to be associated with poorer health outcomes as measured by the lower
male and in some, female life-expectancy, higher incidence of cancers and higher prevalence of diabetes. The potential for health
improvement as indicated by higher rates of hospital admissions for alcohol related conditions and in the elderly for falls occurring in the
home, were also higher for the residents of some of these localities. Therefore, health improvement services, community initiatives such as
asset-based approaches could be targeted in these areas.

 Overall, the Unit is the most access-deprived with over a quarter of its population residing in the 15% most access-deprived areas. This in
particularly applies to the District of Skye, Lochalsh & Wester Ross where the majority of its population resides in these access-deprived
areas. Different models of service delivery may be appropriate for the population living in such remote places.

Improvements for existing services as indicated by:

 The uptake of smoking cessation services was generally low but it was also associated with lower quitting rates in Caithness.

 In disease management, there were higher levels of drug prescribing for anxiety, depression and psychosis in the North area, particularly
Caithness localities and Wick. This may reflect a greater need in this more deprived District better addressed by tackling the wider
determinants and/or by other forms of interventions.

 Older people had greater rates of emergency admissions and higher risk scores for future hospitalisation (SPARRA) than the Health Board
due to high rates in the Districts of Lochaber and Caithness.

The stronger elements of the health profiles were:

 In health protection, the Unit had higher uptake rates of Breast screening and in the flu immunisation of those at risk under 65 years old.

 In disease management, rates in the District of Sutherland were higher than the Health Board averages for flu vaccination of those with long
term conditions and in the review of those with dementia and with long-term severe mental illness. Rates were also higher in the District of
Skye, Lochalsh & Wester Ross for the review of those with dementia and for those with severe mental illness.
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1.6 Services in North and West

GP Practices

There are 39 Practices in the Unit ranging from the smallest Practice in the Small Isles with a registered population of 159 patients to the
largest, Riverview in Wick with 7,657 registered patients. Some Practices are very remote and very fragile but the large Practices are also
vulnerable due to difficulties in recruitment, retention and continuous professional development to ensure safe and evidence based practice.

Dentists

There are 21 Community and Salaried Dentists and 13 Independent General Dental Practitioners.

Optometrists

There are 21 Optometry Practices.

Pharmacies

There are 20 Pharmacies in the North and West Unit, 10 in the North – 6 in Caithness, 4 in Sutherland and 10 in the West – 4 in Lochaber and
6 in Skye, Lochalsh and Wester Ross. There are 22 Dispensing Practices.

Care Homes

There are 12 Residential Care Homes now run by NHS Highland.

Hospitals

There are two Rural General Hospitals providing Consultant led acute and elective services and five Community Hospitals.

Midwifery Led Units

There are two Midwifery Led Units within Belford RGH & MacKinnon Memorial Community Hospital
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North Area

 Caithness General Hospital
 Town and County Hospital
 Dunbar Hospital
 Migdale Hospital
 Lawson Community Hospital

West Area

 Belford Hospital
 Mackinnon Memorial Hospital
 Portree Hospital

Integrated Teams

Since the integration of health and Social Care in April 2012, work has been progressing to establish the most sensible configuration for the
teams. The Districts had previously been set but considerable work has been necessary to develop a substructure that will enable local team
working to deliver on single point of access and fast appropriate response to need.

North

 Caithness East
 Caithness West
 East Sutherland
 North West Sutherland

West

 North Skye
 South Skye and Lochalsh
 West Ross
 South Lochaber
 West Lochaber
 Fort William
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Older Adult Mental Health staff sit within the local integrated teams and the Adult Mental Health teams and Learning Disability staff will be
hosted within one of the District Integrated teams with named link workers to the other teams. The same will be true of smaller AHP services.

The teams will be co located where possible but this is going to take some considerable time and in some areas it will never be possible or
indeed desirable due to distances involved. A programme of video conferencing development is planned to facilitate the teams being able to
meet daily.

Taking learning from Torbay, it is envisaged that each team will have a Health and Social Care Coordinator post, which will be the single point
of access for all care services in the area of responsibility.

Information Technology issue remain a significant challenge, one which must be resolved quickly to allow the teams to be effective.

Leadership

The Integrated Service Lead role sits with the District Manager, but there will be local Integrated Team Leader posts in each of the teams
described above. There are four District Managers in place and Integrated Team Leaders are being appointed. The internal organisational
change process has not been successful in all Districts and there is a priority to appoint to the remaining four posts.

Midwifery Leadership structure differs slightly to above in that although Maternity Services sits with Health it does not form part of Integrated
Teams although must have strong links. Both Lead Midwives are line managed by Area Managers; in turn Lead Midwives line manage
Midwifery Team Leaders within areas of responsibility. Both Lead Midwives also have professional responsibility and link with Head of
Midwifery.

There is also a need for strong professional leadership structures and there are Lead Professional posts for most disciplines at team or District
level. Development of competency and education/practice development frameworks to support leadership across professions is a crucial
element of this work.
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North & West Operational Unit – Management & Leadership Structure as at 12th September
2013

Director of Operations
Gill McVicar

Tel: 01349869221 or 07721466240
Email: gill.mcvicar@nhs.net

Clinical
Director

Paul Davidson
Tel: 01471 822491

07557 014061
paul.davidson@

nhs.net

Head of Finance

Tom Slavin
Tel: 01349 869237

07899 756747
tom.slavin@

nhs.net

Area Manager
West

Tracy Ligema
Tel:01349 869207

07775 826108
tracy.ligema@

nhs.net

Area Manager North

Bob Silverwood

Tel: 01955 880228

07785 512453
bob.silverwood@

nhs.net

Lead
Nurse

Alison Hudson
Tel:01349 869227

07774 290390
alison.hudson5@

nhs.net

Lead
AHP

Margaret Moss
Tel:01349 869219

07919 564689
margaret.moss@

nhs.net

Lead Social Work Officer

Liz Featherstone

Tel: 01471 820601
01349 869217
078 33 400 489

liz.featherstone@
nhs.net

Lead
Phamacists

North
Claire Morrison

Tel: 01349 869201
07791 192644 clare.morrison2@nhs.net

West
Findlay Hickey

Tel:01349 869229
07800 834757

findlay.hickey@nhs.net

Primary Care
Managers

West
Melanie Meecham
Tel:01349 869223

07909 873592
melanie.meecham@nhs.net

North
Fiona Duff

Tel:01463 706818
07770 942913

fiona.duff@nhs.net
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Hub Clinical Services
Manager

Clare Rumgay
Tel: 01397 702481

07917751819
clare.rumgay@nhs.net

Area Manager
West

Tracy Ligema
Tel:01349 869207

07775 826108
tracy.ligema@nhs.net

District Manager
Skye, Lochalsh &West

Kate Earnshaw

Tel: 01471 822137

07748 761870
kateearnshaw@

nhs.net

District Manager
Lochaber

Joanna Hynd

Tel; 01397 709800

07791192574
joanna.hynd@nhs.net

RGH Manager

Marie Law
Tel: 01397 702481

07825281905
marie.law
@nhs.net

HSHM & Lead Nurse

Lynn Chalmers
Tel:01349 869221

07917 000252
lynn.chalmers@nhs.net

Lead MW’s
Professional issues

West

Sarah McLeod
Tel:01397 709872

07827 882371
sarah.mcleod2@nhs.net

Area Manager North

Bob Silverwood
Tel: 01955 880228

07785 512453
bob.silverwood@

nhs.net

District Manager
Caithness
Mike Flavell

Tel :01955 605050
mike.flavell
@nhs.net

District Manager
Sutherland

Ross MacKenzie
Tel: 01408 664033

07767 441815
ross.mackenzie@nhs.net

RGH Manager

Pauline Craw
Tel: 01955 880349

07795238900
pauline.craw@nhs.net

Lead MW’s
Professional issues

North

Mary Burnside
Tel: 01408 664075

07721466373
mary.burnside@nhs.net

Integrated Team
Leaders

Community
Hospital

Charge Nurses
Charge Nurses Heads of

Departments

Charge
Nurses

Heads of
Departments

MW Teams

MW Teams
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Lead Nurse

Alison Hudson
Tel:01349 869227

07774 290390
alison.hudson5

@nhs.net

Assoc Lead Nurse

Pam Garbe
Tel: 01955 880202

07748761765
pam.garbe@nhs.net

Mental Health
Co-ordinator

TBC

Assoc Lead Nurse
Community & Care

Homes

Lorraine Coe

Tel: 01408 664033

07899928156
lorraine.coe@nhs.net

LD Co-ordinator West

David Holloway
Tel: 01349 869230

07775 010225
david.holloway@nhs.net

Hotel Services Manager

Josie Thomson
Tel:01349 869218

07917 554453
josie.thomson@nhs.net

L&D Facilitator

Claire Savage
Tel:01397 709800

07500 097890
claire.savage

@nhs.net

Primary Care Manager
West

Melanie Meecham

Tel: 01349 869223

07909 873592
melanie.meecham@nhs.net

Ophthalmic Advisor

Cora MacLeod
Tel: 01463 705031

07833 058818
cora.macleod@nhs.net

LD Co-ordinator
North

Kathryn Rennox
Tel: 01408 634485

kath.rennox@nhs.net

Control of Infection
Nurses

Primary Care Manager
North

Fiona Duff

Tel: 01463 706818

07770 942913
fiona.duff@nhs.net
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1.8 North and West Operational Unit Staff in Post (as at 31 March 2014)

NHS HIGHLAND HIGHLAND COUNCIL
TRANSFERRED STAFF

STAFF (Adult Social Care)

TOTALS

Whole time
equivalent

HEAD HEAD HEAD

AREAS INCLUDING
HOSTED SERVICES

(WTE) COUNT

WTE

COUNT

WTE

COUNT

Caithness Acute 211.73 291 211.73 291

Caithness District 80.31 108 119.35 175 199.66 283

Highland Sexual Health 11.10 22 11.10 22

Hotel Services (North) 66.07 115 66.07 115

Hotel Services (West) 46.77 78 46.77 78

Lochaber District 217.75 299 163.84 227 381.60 526

North Area Other Services 49.79 72 23.25 27 73.04 99

Out Of Hours Service 23.46 45 23.46 45
Skye Lochalsh & Wester
Ross 163.17 244 127.50 164 290.67 408

Sutherland District 117.39 157 107.20 147 224.59 304

West Area Other Services 30.37 36 30.37 36

TOTALS 1017.93 1467 541.15 740 1559.08 2207

Note: Adult Social Care are those still on TUPE only
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SECTION 2

NORTH AND WEST OPERATIONAL UNIT FINANCE PLANS 2014/15
(FIGURES CURRENT AS AT 31 MARCH 2014)

The budget for the North and West Unit for 2014/15 is estimated to be in the region of £122m, split between Health (£86m) and Adult Social
Care (£36m).

There are two main risks: firstly, the ability to deliver enough initiatives to meet the required level of savings. This is mitigated by a history of
delivery plus a developing list of potential initiatives. Secondly, there is a reliance on delivering non-recurrent savings and seeking to translate
some or all into recurrent savings. In Health the Unit has a reasonable track record of delivery in this manner, however this is becoming
increasingly difficult. In ASC we do not have the same history.

There is a significant and currently unmitigated risk around the Unit ability to deliver its share of the approx. £22m Highland wide target
(inclusive of ASC) in addition to unachieved savings and overspends carried forward from 2013/14.

This ability to find savings in the N&W unit is particularly impacted by the large demographic pressure detailed in Section 1.2.1 (24.3%)
increase in over 75yrs population within the Unit and 20% increase in those aged 65-74yrs.
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SECTION 3

NORTH & WEST OPERATIONAL UNIT: QUALITY AND SERVICE PLANS 2014/15

The North & West Operational Unit is adopting the Highland Quality Approach to all activity and there are several key initiatives that will have a
particular focus. Embedding Lean methodology will continue to underpin all activity and there will be a rolling programme of awareness raising
and training. Many of these initiatives will span several years and charters are being drawn up for each.
The Unit is also implementing the Highland Quality Care Strategy – Improvement and Co production plan.

3.1 Integration

Although the Unit has operated on an integrated basis for two years now, and there has been significant progress and success for people, there
is still much to do. This work remains a key priority for the Unit. The main areas of focus are listed below:

 Complete appointments of Integrated Team Leaders
 Complete appointment of professional leadership roles (AHPs)
 Fully integrate and maximise the benefit of Care at Home within integrated teams
 Team based delivery of falls prevention strategies
 Team Leader Development Programme
 Team Building
 Specific team learning needs analysis and action plan
 Single point of access developed and fully operational
 Referral pathways streamlined
 Implementation of Personal Outcome Plan (POP)
 Deliver Self Directed Support packages for those who choose this route
 Continue to develop Care Homes and maximise the opportunity to change the use of some beds, e.g step up, step down, palliative and end

of life, dual registration for some
 Embed the reablement philosophy in teams to maximise potential for independence of individuals
 Each team must review all care packages in year
 District Care panels to be established using standard work to ensure consistency of approach
 Strengthen links with Third and Independent sector organisations at District level
 Community development and resilience initiatives
 Implement Living it Up to embed greater self-management
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3.2 Primary Care Engagement

Although not directly managed in most cases, general practice teams are key to the success of local integrated team approaches. The Unit will
work more closely with practices to maximise that potential. Some of the aspects that will be priorities in this year are:

 Anticipatory Care approaches
 Prescribing and polypharmacy
 Referral patterns
 Reduction in emergency admissions
 Reduction in length of stay in hospital
 Reduction in occupied bed days
 Virtual wards
 Early Interventions
 Keep well
 Delayed Discharge

3.3 Care Homes and Community Hospitals

 Review activity in all community hospitals
 Implement key aspects of Community Hospital refresh strategy
 Maximise the potential of the facilities
 Ensure skills development to support additional activity
 Explore potential for more day case procedures
 Review admission patterns, length of stay, and occupied bed days
 Identify avoidable admissions and what is necessary to support these patients at home
 Embed reablement philosophy to maximise the potential for independence of individuals
 Board rounds to be reviewed and a standard approach adopted
 Implement the volunteering strategy to support the hospitals and care homes and to offer work experience and skills development
 Review Care Home capacity and redesign use of some beds
 Continue staff development programmes in Care Homes
 Explore dual registration in those areas where nursing home beds are scarce
 Review transport
 Review laundry and catering with a view to concentrating on single sites where facilities are close together
 Develop and implement GP contracts for community hospital work

138



23

3.4 Rural General Hospitals

The Operational Unit is responsible for two RGHs, Caithness General in Wick and Belford in Fort William. There are some aspects of the
delivery plan that are common to both and others specific to each site.

Generally

 Improve flow
 Reduce length of stay
 Increase day case activity
 Improve primary and Secondary Care interface
 Develop skills and competencies across the multi professional team
 Review Board rounds and explore standard work to ensure consistency of attendance and approach
 Review use of Locums, authorisation by Area Manager
 Participate in Highland wide surgical services review
 Adopt a networking approach to build sustainability
 Implement Point of Care testing for lab work out of hours
 Review of Theatres
 Review of diagnostic services

Caithness General Hospital

 Establish a Clinical Assessment Unit and Step Down Ward
 Review Rehabilitation services across CGH, Town and County and Dunbar
 Review Obstetric Services
 Review laboratory services
 Review surgical services
 Implement design changes from redesign work
 Endoscopy RPIW

Belford Hospital

 Explore closer working with Oban:- surgical, medical , lab and diagnostic services in particular
 Complete clinical brief in preparation for Initial agreement development for new build
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3.5 Out of Hours

The Unit is participating in the Highland wide review of Out of Hours services and hosts the Hub. In particular, the Unit will address the following
in this year:-

 Ardnamurchan alternative to local GP provision
 Wester Ross and Glenelg – reduce reliance on GP providers, link to larger centres for remote support
 Multi professional team approach in Skye and Lochalsh, reduce reliance on medical staff
 Review PCECs in the North
 Contingency plan for short notice absence
 Use of telebooths and other forms of technology

3.6 Chronic Pain Service

The Unit is participating in a Highland wide Scottish Government sponsored service improvement programme, the overall aim of which is to
develop and implement chronic pain pathways that are aligned with the Scottish Chronic Pain Service Model.

Key workstreams:

 Prevention of Chronic Pain: pathways for initial assessment and management of pain.

 Self Management Support throughout the chronic pain journey.

 Primary Care Support of Chronic Pain including prescribing, healthcare staff education/ self management awareness, defining scope of
relevant primary care pathways e.g AHP services, role of community pharmacist etc.

 Specialist Support of Chronic Pain, including review of chronic pain service, defining scope of relevant specialist interventions, relationships
with mainland secondary and tertiary care services, management of addiction in chronic pain patients

 Argyle and Bute: including a review of current service provision and exploration of integration of service provision in all of NHS Highland

 Paediatric workstream- transition from paediatric to adult services

.
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3.7 Sexual Health Services

The unit is supporting the priorities identified within the NHS Highland and Highland Council Sexual Health and HIV Action Plan with key work
streams being:

 Scoping of current provision of Long Acting Reversible Contraception (LARC)
 Improving access to free condoms by improving access within community pharmacy settings.
 Developing clear links between sexual health and drug and alcohol services with sexual health issues addressed as part of the assessment

process, including advice on contraception for both men and women and, where appropriate, the provision of Long Acting Reversible
Contraception

 Promoting the need for early detection and diagnosis of HIV infection and highlighting high risk groups in relation to co-infection

3.8 Remote and Rural – Being Here Programme

The Unit is participating in a Highland wide, Scottish Government sponsored programme of work looking at building sustainability in remote and
rural areas. The focus area is West Lochaber where there is a plan to amalgamate three Practices; Mallaig and Arisaig, Small Isles and
Acharacle.

 IT work to link Practice systems
 VC kit in the three Practice premises
 Develop alternative OOH provision for Small Isles and Ardnamurchan
 Work with SAS on development of First Responder and eventually Emergency Responder schemes
 Explore Nuka model of care from Alaska, in particular, Community Health Assistants and Health Panel
 Develop multi professional team approach to reduce reliance on doctors

3.9 Caithness Review

Supporting Project Charters:

Caithness Adult Service Review and Redesign (M) Bob Silverwood
Chronic Medication Services, Thurso (S) Clare Morrison
COPD Pathway Caithness Michelle Duffy / Sue Menzies
Riverbank (M) Fiona Duff
Riverbank, Thurso Appointments (S) Fiona Duff
Caithness General Hospitals Redesign Pam Garbe
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Home Based Services (S) Andrea Madden
Older Adult Mental Health & Dementia (S) Andrea Madden
Community Development & Service Capacity (S) Andrea Madden
Rehab & Reablement (S) Christian Goskirk
Palliative Care (S) Christian Goskirk
Tackling Health Inequalities: Preventative Spend District Managers/Quality Improvement Lead

3.10 Skye, Lochalsh and South West Ross Service Redesign

 Formal three month public consultation exercise
 Continue active engagement with staff and public throughout all stages
 Make recommendations to Board and Scottish Government
 Develop Initial Agreement and if successful, Outline Business Case
 Continue to develop the community infrastructure to support the new model

3.11 Older Adult Mental Health Services

Supporting Project Charters:

N&W: Lead(s)
Caithness Adult Services Review & Redesign Bob Silverwood
Falls Medication Review Marie Law/Joanna Hynd
Infection Control Best Practice in Care Homes Joanna Hynd/Kate Earnshaw

Highland Wide:
Commitment 13 Sheena Stubbs

3.12 Maternity Services

Supporting Project Charters

N&W Lead(s)
Refreshed Framework for Maternity Services Lead Midwives and Area Managers
NHS Highland Maternity Services Strategy
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Maternity and Children’s Quality Improvement Collaborative
Early Years Collaborative
Maternal and Infant Nutrition Framework
Compassionate Connections
NES Leadership Programmes
Scottish Government – Workforce Planning

3.13 Medicines Management

Supporting Project Charters

N&W: Lead(s)
(S) Chronic Medication Services, Thurso Clare Morrison
High Risk Medicines Clare Morrison
Pharmacy CGH Martin Henderson

Highland Wide:
(M) Chronic Medication Service Mary Morton
Medicines Waste Clare Morrison
Parkinson’s Medication Sharon Sutherland
Vaccination in Pregnancy Abhayadevi Tissington

3.14 Care Experience and Care Assurance

Supporting Project Charters:

N&W: Lead(s)
Older people in Acute Care (OPAC) N and W Alison Hudson
Falls Prevention N&W Margaret Moss/Alison Hudson (hospitals)
Person Centred Anticipatory Care Alison Hudson/Christian Goskirk
(M) Reablement Margaret Moss/Sue Menzies & Christian Goskirk

Highland Wide:
Falls Steering Group Katherine Sutton
Implementing Nursing Adult Documentation Brenda Wilson
Tissue Viability Pat Tyrell
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Continence Service Review Alison Hudson/Sue Menzies
Older people in Acute Care (OPAC) Heidi May
Care and Comfort Rounds Hilda Hope
Person Centred Health and Care Alison Hudson/Mirian Morrison

3.15 Person Centred Approach

Supporting Project Charters:

N&W: Lead(s)
Falls Prevention N&W Margaret Moss
(M) Person Centred Anticipatory Care Alison Hudson/Christian Goskirk
Point of Care Testing & INR Fiona Duff
(M) Reablement Margaret Moss/Sue Menzies & Christian Goskirk
OPAC and Dementia Standards Alison Hudson
Patient Safety SPSP Community Hospitals Alison Hudson

Highland Wide:
Falls Prevention Steering Group Katherine Sutton
A Right to Speak Morag Tait
Admission, Transfer & Discharge Alison Hudson
Cardiac Rehab Charlie Bloe/Sue Menzies
Continence Alison Hudson/Sue Menzies
COPD Pathway Caithness Michelle Duffy/Sue Menzies
Customer Care: PFB Lynda Thomson
Customer Care: Wheelchair Services Lynda Thomson
Dementia Standards Ruth Mantle
Reablement NHSH pathway Katherine Sutton/Margaret Moss
(M) MSK Redesign Katherine Sutton
(S) MSK Redesign Admin Helen Robertson now leading new work stream on admin and IT with

Charter
(S) MSK Redesign Clinical Capacity Katherine Sutton
(S) MSK Redesign Communication Helen Robertson
(S)MSK Redesign eHealth Bob Cooper
(S) MSK Redesign Pathways Helen Robertson

144



29

OT Integration Katherine Sutton
HQA to Adult Care Linda Kirkland/Jan Baird
Implementing Nursing Adult Documentation Brenda Wilson
Living it Up (Dallas) Maggie Clarke
Person Centred Programme Alison Hudson/Mirian Morrison
Speech & Language Therapy Steering Group Katherine Sutton
Vaccination in Pregnancy Abhayadevi Tissington
Motivational Interviewing and Brief Intervention training Jane Groves
Self Management Katherine Sutton/Sue Menzies
Personal Outcome Plan (POP) Liz Featherstone

3.16 Risk Management/Health & Safety

Supporting Project Charters:

N&W: Lead(s):
Health & Safety Workplan 2014/16 (Appendix E) Karen-Anne Wilson (N&W) and Fiona Miller (N)
Risk Register (Appendix D) Karen-Anne Wilson/Fiona Miller
Integration and standardisation of Risk Assessment Karen-Anne Wilson
and COSHH Assessment
Highland-wide Corporate Health and Safety Workplan Bob Summers/Karen-Anne Wilson

3.17 Staff Experience

Supporting Project Charters

N&W: Lead(s)

Highland Wide:
Staff Health & Wellbeing Cathy Steer
Staff experience Ray Stewart
Person centred health and care programme Alison Hudson/Mirian Morrison
Implement Everyone Matters and core principles of iMatter
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3.18 Cash Releasing Savings Schemes

Supporting Project Charters:

N&W: Lead(s)

N&W Out of Hours Redesign Tracy Ligema/Bob Silverwood
Central Supplies Co-ordination, Belford Tracy Ligema/Marie Law
Nurse Practitioner, Skye Kate Earnshaw/Claire Savage
Hospital and District A&C Reviews Fiona McGeachan
Locum Costs Tracy Ligema/Bob Silverwood
Vacant Practices Tracy Ligema/Bob Silverwood
Remote & Rural Gill McVicar/Martine Scott
Lab Services Pauline Craw/Marie Law
Theatres redesign Pauline Craw/Marie Law
RGH redesign Tracy Ligema/Bob Silverwood
Drug costs Findlay Hickey/Clare Morrison
Prescribing Findlay Hickey/Clare Morrison
Community Midwifery Units Alison Hudson/Mary Burnside/Sarah McLeod

3.19 Workforce Plans

Supporting Project Charters:

N&W: Lead(s)
Integrated Team development Kate Earnshaw/Joanna Hynd
Nurse Practitioner, Skye Kate Earnshaw
Physiotherapy Redesign, Lochaber Joanna Hynd
Hospital and District A&C Review Fiona McGeachan
Link Practitioner Role Alison Hudson
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SECTION 4

NORTH AND WEST OPERATIONAL UNIT: BALANCED SCORECARDS

4.1 The unit will contribute to and deliver the requirements set out in the NHS Highland LDP submission 2014/5.

4.2 The unit will seek and achieve the requirements set out in the North and West Operational Unit Balanced Scorecard 2014/15 attached at
Appendix A

4.3 The Unit will seek to achieve the requirements set out in the Community Care Balanced Scorecard 2014/15 attached at Appendix B.
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SECTION 5

NORTH AND WEST OPERATIONAL UNIT: PUBLIC AND PATIENT ENGAGEMENT 2014/15

5.1 Operational Unit Public and Patient Engagement Priorities 2014/15

The Operational Unit intends to take a proactive approach to engagement in 2013/14. This includes:

 Professional and Management input to all five District Partnership Forum meetings.
 Attendance at Ward Forum meetings throughout the two geographical areas: North and West
 Supporting the development of Patient Participation Groups linked to General Practices.
 Public/patient involvement throughout the delivery of the Quality and Service Plans. All relevant initiatives listed in Section 3 have

public/patient involvement and engagement.
 Further use of patient satisfaction and feedback surveys will be introduced across the Unit in order to monitor and improve service

performance and delivery.
 Regular contributions to local newspapers to promote local awareness of services.
 Responding directly and where appropriate in person to anyone offering feedback or complaints about services.
 Engagement with ‘Friends of’ local hospitals and specific local community groups.
 Skye, Lochalsh and South West Ross Formal Public Engagement
 Ardnamurchan Out of Hours
 West Lochaber Medical Practice
 Dail Mhor Care Home Review
 Caithness Redesign
 Caithness Obstetric Services
 Range of community development and resilience work to be confirmed

5.2 Patient Public Fora

PPFs have been developed in Skye and Lochalsh and in Wester Ross Districts. These will be developed in the other Districts in the course of
2014/15. These are intended to facilitate ongoing conversations on health and care services and will feed into District Partnerships.

Development of electronic service user systems for Maternity Services – underway in Skye & Lochalsh.
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SECTION 6

HEAT TARGETS AND STANDARDS

6.1 HEAT Standard: NHS Scotland to deliver universal smoking cessation services to achieve at least 80,000 successful
quits (at one month post quit) including 48,000 in the 40% most-deprived within-Board SIMD areas over the three
years ending March 2014.

Delivery and Improvement

Risk Management of Risk

Sustain current levels of activity and
achievement quit rates whilst
recognising that a focus on
vulnerable/hard to reach groups to
reduce inequalities is likely to have an
impact on throughput and quit rates.

Develop and support the role of Community Pharmacists in relation to delivery and reporting of
Smoke Free Service.

Widen the scope of all specialist Health Improvement post holders to become more holistic and using
generic HI skills.

Continue to encourage all health and care staff to access smoke free training and to deliver brief
advice to quit. Also to refer to Smoke Free Service as part of routine care.

Support referrals to and links with Smoke Free Service by hospitals and care homes. Support school
nurses, education staff, and smoking prevention officer (schools), with smoking prevention work in
schools and other settings for young people. Encourage referral to the Smoke Free Service where
appropriate.
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Workforce

Risk Management of Risk

Risk to workforce and service is high
as some staff delivering on this target
are on fixed term contracts and are
seeking other more permanent
employment.

Insufficient administrative support.

Small workforce - if affected by
absence, it is difficult to deliver the
service.

Ongoing workforce planning.

Moving towards making the posts permanent and widening the scope to become Health
Improvement workers more generally.

More widespread embedding of skills within wider workforce.

Allocation of specific admin support to specific Smoke Free Advisors (HI Advisors). Secure admin
support can provide point of contact when staff absent.

.

Finance

Risk Management of Risk

Service delivery compromised due to
uncertainty of funding and no
opportunity to add to the budget due
to competing priorities.

Ongoing monitoring of risk through financial planning.
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Equalities

Risk Management of Risk

Reach of programme to marginalised
and hard to reach groups.

Apply equality and diversity principles to development of initiative.

Specific targeting in deprived areas particularly using Keep Well initiatives.

Recruitment and delivery of service to
pregnant women.

All pregnant women will be offered CO monitoring during first scan and onward referral to Smoking
Cessation Adviser.
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6.2 HEAT Standard: Alcohol Brief Interventions

NHS Boards and their Alcohol and Drug Partnership (ADP) partners will sustain and embed alcohol brief
interventions (ABI) in the three priority settings (primary care, A&E, antenatal) in accordance with the SIGN74
Guidelines. In addition they will continue to develop delivery of alcohol brief interventions in wider settings.

Delivery and Improvement

Risk Management of Risk

Sustain current levels of screening
and delivery.

May not be prioritised in some areas
due to competing priorities.

Continue to offer training and coaching. Staff guided to Health Scotland online training modules for
ABI and/or generic Health Behaviour Change training.

Continue to offer bespoke ABI training to non-priority areas, particularly to staff working with higher
risk/vulnerable service users.

Continue to encourage all health and care staff to raise the issue of alcohol and for it to become a part
of standard daily practice.

Liaise with senior staff in areas where delivery is below expected rates with an aim to increase
delivery.

Senior management to emphasise importance of embedding ABI into standard practice to increase
training uptake and delivery of ABI in areas where delivery is below expected levels.

Increased communication between key staff in North & West Unit.

ABI Co-ordinator to be identified in West.

Key staff from both areas to report to N&W Health Improvement Group.
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Target for 2013/14 is shared by North
and West but areas work
independently to each other with
regard to ABI training and recording of
delivery.

Some staff trained not delivering ABI.
Line managers to monitor levels of delivery by staff trained in ABI to encourage increased delivery and
embedding into daily standard practice.

Workforce

Risk Management of Risk

High proportion of staff in priority
areas yet to be trained.

Difficulties with releasing staff for
training due to shortages/competing
priorities.

Lack of ABI Co-ordinator in West
currently (previous co-ordinator lost
during restructuring).

Small workforce involved in co-
ordinating HEAT Standard. Long term
absences would leave no-one in co-
ordinating roles.

Continue to offer/promote online training modules and/or Health Behaviour Change training.

Clarify ease of completing online modules – as and when able, can take as long as necessary to
complete, user works at own pace when possible.

For an ABI Co-ordinator to be appointed in West.

Contingency planning. A full workforce and regular communication would mean staff can be flexible to
support each other with workload during absences.
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Finance

Risk Management of Risk

Funding for HEAT standards agreed
for next two years (up to 2015).

Equalities

Risk Management of Risk

Emphasis on achieving targets
instead of striving for quality of
delivery and embedding of practice
into priority areas.

Lack of uptake of ABI training or
decision not to deliver ABI by some
GP practices is causing increased
health inequalities.

Most vulnerable, hard to reach people
in society less likely to access
universal health services therefore
less likely to receive an ABI.

Differences in approaches used and
results, including key areas of delivery
between Operational Units.

Consideration given to statistical data regarding levels and areas of delivery, not just the overall figure
for ABI delivered.

To seek and ABI “champion” amongst GP staff to raise profile of ABIs and encourage delivery.

Continue to offer bespoke training and coaching to staff involved with vulnerable/hard to reach groups.

Regular communication between all ABI Coordinators/trainers across NHS Highland for sharing good
practice, improved delivery and efficiency.
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6.3 HEAT Standard: Breastfeeding standard – plus related actions around community/peer development

Delivery and Improvement

Risk Management of Risk

Health professionals may not have
capacity to deliver on the Maternal
and Infant Feeding Framework and
the related standard for breastfeeding.

Sub-optimal data returns from 6-8
week CHSP-PS forms – aim is to
ensure 95% of forms are being
returned to Child Health by December
2015.

Peer volunteers not utilised by local
staff.

Lack of support for breastfeeding from
wider community.

Regular performance reports available to senior management who will promote delivery and respond
to shortfalls.

Line managers ensure staff complete and submit relevant forms to time. Information on data
completion reported to senior management every quarter which will include breastfeeding rates and %
of missing forms.

Recruitment and training/support plans and mechanisms in place. Ensure effective communication
mechanisms in place between healthcare staff and peer volunteers. Line managers to encourage
referral to peers using telephone rotas.

Work with partner agencies, local businesses, children and young people and media to promote
breastfeeding.
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Workforce

Risk Management of Risk

Health professionals may not have
capacity to deliver.

Training and support for peer
supporters.

Breastfeeding trainers are recruited and supported to deliver training to staff but for past year there has
been minimal training carried out by breastfeeding trainers – all training has been facilitated by the
infant feeding advisor – surveys sent to trainers clarified that there was no capacity to delivery
breastfeeding training – this is a huge risk.

Peer volunteer training and support in place delivered by Infant Feeding Advisor. Healthcare staff
trained in role of peers and promote effective working relationships with peer volunteers – this needs to
be encouraged and supported by management.

Peer support in Fort William has been unsuccessful. We trained 12 peers and have none left. Most
left as they felt under-utilised by local staff. I have discussed this with the Lead Midwife and also staff
in fort William but there has been no joint discussion to establish what the issues were. Breastfeeding
peers are part of the UNICEF BFI accreditation and there needs to be a clear plan in place to
recognise this which unfortunately there is not. Also peers in Caithness are underutilised – there are 4
active peers in Caithness but they join a joint rota to ensure that their skills are kept up-to-date and
they actually receive referrals. 2 new peers have been trained in Skye with another undergoing
training – a support group is being planned for Portree. 1 peer has been trained from Lochcarron and
3 others are in the process of being trained from Gairloch and Ullapool

Finance

Risk Management of Risk

Availability of resources to train staff
and peer volunteers and provide
ongoing support.

Prioritisation of preventative resources. There have been no resources put in from preventative spend
for breastfeeding – all costs have been met using maternal and infant nutrition monies which is not
ideal. Ongoing monitoring of risk through financial planning.
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Equalities

Risk Management of Risk

Women from disadvantaged
backgrounds may be less likely to
breastfeed.

 Apply equality and diversity principles to training; planning and delivery.
 Staff and volunteer training includes wider determinants which impact on breastfeeding – to

support those working with vulnerable women.
 Peer support networks in disadvantaged areas.
 Partnership working with community groups and partners in target areas and who already work

with women who are at risk of disadvantage.
 Information and other materials available in range of languages/formats.
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6.4 HEAT Standard: Keep Well Health Checks Target

There will be no formal target from the Scottish Government, however there is an expectation that Boards will continue to deliver Keep Well
Health Checks and will still be required to submit annual reports on activity. Keep Well Health Checks will continue to be delivered in the
Caithness area but agreement reached by the Highland Steering Group to stop delivery in the Kinlochleven area at end March 14.

Delivery and Improvement

Risk Management of Risk

Target was not met 2012-13. There is
no formal target for 2014-15.

Delivery not prioritised.

Cost-effectiveness of staffing a clinic if
all appointment slots not filled.

Low uptake by clients.

Data collection: use of manual/ paper
systems in some locations.

Regular performance reports available to senior management who will promote delivery and respond
to shortfalls.

Unit staff will continue to work with local partner organisations and communities to reach target groups
via community engagement and development approach.

eHealth developed reporting system.
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Workforce

Risk Management of Risk

Caithness: SLA with PPP to deliver
checks (one PPP staff member)

Staff capacity issues include:

 Very small staff numbers involved
in delivery of Keep Well.

 Lack of admin to arrange
appointments etc

SLA monitored. Contingency planning for staff cover to ensure continuity of service.

Line managers to emphasise importance of delivery and best ways to motivate staff to deliver.
Training to be available.

Contingency planning to ensure staff absences covered.

Finance

Risk Management of Risk

Scottish Govt funding till March 2015.

Additional costs in some areas for
photocopying; pool car etc.

Strategy needed for post-2015 when Scottish Govt funding ceases. Prioritisation of preventative
resources.
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Equalities

Risk Management of Risk

Keep Well is aimed at (1) people living
in deprived areas and (2) certain
disadvantaged groups identified by
Scottish Govt – i.e. the most
vulnerable, hard to reach groups in
society. If not delivered to these
target groups (or if delivered to people
outwith these groups) there is risk of
increasing health inequalities.

Apply equality and diversity principles.

Training to be available to staff involved with vulnerable groups.

Person-centred approaches to maximise acceptability of health checks.
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6.5 HEAT Standard: Alcohol/Drug – Referral and Treatment Target

Delivery and Improvement

Risk Management of Risk

Workforce

Risk Management of Risk
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Finance

Risk Management of Risk

Equalities

Risk Management of Risk
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6.6 HEAT Standard: Reduce the rate of emergency inpatient bed days for people aged 75 and over per 1,000 population,
by at least 12% between 2009/10 and 2014/15

Delivery and Improvement

Risk Management of Risk

The number of elderly patients on
multiple drugs contributes to the
number of emergency admissions.

Lack of pre-planning in the event of a
patient admission

Elderly patients are admitted or
remain in hospital in hospital too long
due to lack of community options to
prevent admission or support safe,
early discharge.

Use GMS Enhanced Services SLA to continue roll out of Polypharmacy work to reduce the number of
drugs individual patients are prescribed which will help reduce the number of drug related illnesses and
admissions, with emphasis on input to Care Homes.

Implement medications review as standard part of discharge planning for all inpatient episodes.

Use GMS Enhanced Service SLAs to further increase the use of Anticipatory Care Plan Alerts to a
greater proportion of the ‘at risk’ patient groups.

Further develop ongoing work around falls prevention using Change Fund resources. Maintain and
extend work with 3rd Sector Partners to deliver falls prevention training, as well as outreach by
community groups in terms of multi factorial risk assessment.

Complete implementation of redesign of mental health rehabilitation and services for older aged adults
with mental health problems to increase range of community services.

Establish multi disciplinary integrated District teams with single referral point to enable easier access to
a ‘joined up’ range of services to prevent unnecessary admissions and facilitate earlier discharge.

Maintain and develop with community groups, health and well being centres as opposed to the more
narrow traditional day care and lunch club provision. Decreasing isolation will help maintain social skill,
mental agility and physical health.
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Workforce

Risk Management of Risk

Organisational change and service
redesign required to establish
integrated teams.

Management resources in place to drive forward the development of integrated teams and team
development process being established to blend previously separate services into one team per
District.

Finance

Risk Management of Risk

The high number of independent care
home placements creates budgetary
pressures.

Restrictions on some Voluntary
Organisation funding may lead to a
reduction in service they provide.

The reliance on independent
contractors to deliver our
residential/nursing respite risks a lack
of continuity in the event of an
unsatisfactory Care Inspectorate
report.

Plans are being implemented to adopt a reablement model and focus on care at home services to
prevent or slow down the need for admissions to hospital or care homes.

Development of integrated teams enhances ability to deliver appropriate packages of care to support
people in their own homes for longer. Providing home-based respite breaks (respite breaks for carers
provided through Carr Gomm (severely restrict hours to deliver this) and residential or nursing home
breaks. There are 10 block contract beds across Highland to support this) for carers to support them
to continue in their caring role.

Review of and better targeting of available resource.
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Equalities

Risk Management of Risk

Too much focus on over 75 age group
to the detriment of others.

Detailed Care Pathway arrangements have been agreed to ensure appropriate levels of care for other
patients groups such as those with long term conditions who do not fall into the over 75s category.
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6.7 HEAT Standard: No person will wait more than 28 days to be discharged from hospital into a more appropriate care
setting, once treatment is complete from April 2013, followed by a 14 day maximum wait from April 2015

Delivery and Improvement

Risk Management of Risk

Insufficient care at home capacity to
meet increasing number of patients
required to be discharged back to their
home environment.

Lack of continuity between Acute
Hospital care and Community services.

Lack of choice in some areas leads to
people and families exercising right of
choice and delaying hospital discharge.

Potential for unsatisfactory Care
Inspectorate reports to suspend
admissions and distort supply of
places.

New joint approach being adopted to commissioning care for the independent sector to ensure greater
link and maximisation of capacity between statutory and independent care provision.

Care at Home services to be part of new integrated teams at District level which will allow a more
flexible use of resources and staff roles.

Community inreach and hospital outreach alongside daily multi disciplinary board rounds and twice
weekly MDTs support timely and appropriate discharge planning.

Regular reviews and joint action planning for delayed discharge patients and delayed hospital
transfers is taking place between acute and community services. This includes a fortnightly review of
all cases involving senior management reps from all Units/services.

Integrated District Teams with single access point are being established to maximise use of community
resources in order to support early safe discharge.

Step down beds being established for temporary placements in NHS Highland Care Homes.

Consideration and implementation where appropriate of opportunities to providing nursing care
placements in residential care environments to support step down care and for admission avoidance.
Care Inspectorate to be connected for their view to ensure compliance with registration and to meet
requirements. Residential Care Homes now managed through NHS H provide an opportunity for
development and expansion of the role, e.g., step up/step down, specialist functions such as dementia
and intensive rehab. Additional specialist advice and support to private and independent sector
providers in relation to moving and handling, tissue viability and infection control. This will augment the
care homes own arrangements and will strengthen capacity.
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Workforce

Risk Management of Risk

Delay in establishing new roles in the
District teams.

Capacity issues for Mental Health
Officers leading to delay in
Guardianship and other Adults with
Incapacity issues and inability to
transfer people to more appropriate
care facilities. Diminishing pool of
talent.

The key focus and objective for District Managers is to set up a functioning team with single point of
access.

Review of referral pathways and patient flow to minimise delays and number of ‘hand offs’ between
professionals to deliver overall care requirements to people

Working with Highland Council on capacity and activity.

Finance

Risk Management of Risk

Increased volumes of patients requiring
earlier discharge may cause staffing
pressures on teams leading to the
requirement for additional staffing and
increased cost.

The Change Fund is being utilised to enable additional staffing capacity if required whilst role and
service redesign is being undertaken to increase sustainable capacity within the team.

Further embedding of the MDT approach and the development of the integrated team model will
reduce duplication and delay
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Equalities

Risk Management of Risk

It is possible that the focus on delayed
discharge patients may cause a
detrimental impact on services to other
patients.

The single point of access to all services within a District and new ways of working/revised pathways to
support person-centred care will ensure assessment of all patients and that prioritisation is given to
most at risk patients.
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6.8 HEAT Standard: To support shifting the balance of care, NHS Boards will achieve agreed reductions in the rates of
attendance at A&E between 2009/10 and 2013/14

Delivery and Improvement

Risk Management of Risk

A&E attendance in Rural General and
Community Hospitals should be
considered in an integrated fashion
alongside OOH GP care. Duplication
of role and task should be avoided in
small throughput units. Close working
and role sharing is beneficial while
maintain core capability.

A&E services require associated
diagnostic services, near patient blood
analysis and X ray/ultrasound.

Medical and nursing staff update and training must be robust and involve busier units by rotation.

Role blurring e.g. Nurse Practitioner’s may require community education and engagement.

OT staff to be accessible within A&E at point of assessment for admission to avoid unnecessary
admission and support functional ability/reablement potential /return to home as an alternative?

Recruitment into radiography services and sustainability of small team on-call rotas is challenging and
requires larger travelling teams for efficient service delivery.

169



54

Workforce

Risk Management of Risk

Skill maintenance and update in low
volume units.

GP input to A&E becoming less
common and requires support.

Availability of all staff groupings,
medical, nursing, OT, diagnostic holds
challenges in providing A&E services.

Regular training to core competencies with rotation to larger units for practical experience is in place
for medical staff. Needs considered for newer nurse practitioner model.

All staff providing A&E service should be offered core competency update and exposure to busier
units.

Innovative cross professional team working should be encouraged and supported.

Find ways to release OT time to support A&E access or consider change fund use for additional time.

Finance

Risk Management of Risk

Sustainability of current levels of A&E
staff, particularly where serviced by
on-call rotas is difficult. Locum costs
are substantial.

Cross professional working will assist, combining OOH and A&E care where possible.
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Equalities

Risk Management of Risk

The risk to A&E services is to sustain
current levels while encouraging
community care where possible.

Inclusive approach, bringing community/GP staff into A&E work envelope to encourage ownership with
aim of community care where possible.
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6.9 HEAT Standard: 80% of pregnant women booking for ante natal care before 12 weeks by 2015

Delivery and Improvement

Risk Management of Risk

Risk – Not being able to identify
women at most risk (hard to reach)

Publicity campaign re informing women, posters in shops, pharmacies, mother & toddler groups etc.

Workforce

Risk Management of Risk

Can be a challenge in very remote
areas

Finance

Risk Management of Risk
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Equalities

Risk Management of Risk

Women from very remote island
communities being disadvantaged re
accessing services early enough.

Adequate publicity to ensure women living in these areas are aware to make direct contact with local
Midwifery Services.
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NHS HIGHLAND BALANCED SCORECARD 2014/15

NORTH AND WEST LOCAL & NATIONAL STANDARDS SHEET

Comments

APR MAY JUN JUL AUG SEP OCT NOV DEC JAN FEB MAR

Health Improvement

NATIONAL

STANDARD

(PREVIOUS KEY

MEASURE)

Alcohol Brief Interventions Achieve
3802 brief interventions in line with SIGN 74 guidelines by March 2013 1293 Mar-14

Cumulative
Monthly Trajectory for March 2014 = 958

Breast Feeding at 6-8 Weeks New-born
babies exclusively breastfed at 6-8 weeks review to increase from 28.8% in

2006/07 to 36% in 2010/11

Preceding 4

Quarters Data published by ISD not available for operational unit level.

Immunisations - MMR1 Monitor
MMR1 uptake rates (% at 5 years old). Target 95% uptake nationally 98.4% Dec-13 Quarterly Data for Qtr 4 will not be published by ISD until end of Jun 2014

NATIONAL

STANDARD

Sickness Absence
Achieve a sickness absence rate of 4% from 31 March 2009

5.02%
5.31%

Mar-14
Monthly Actual
Annual Rolling

SMR Return Rate

Monitor % of SMR01 returns received (2 month lag averaging over 3 month
period). National target is 95% complete in 6 wks from end of discharge 93.7% Dec-13 Monthly

Completed Complaints
To be Advised by Clincal Governeance Committee Monthly

Surgical Same Day Admission Rate
Increase the percentage of surgical elective admissions being admitted as

a daycase. 81.8% Dec-13 Monthly Unable to report March 2014 figure awaiting data post PMS.

Efficiency Savings: New Outpatient Appointment DNA rates

Improved efficiencies by March 2011 to reduce 1st outpatient attendance
DNA rate to 6.9% 6.2% Dec-13 Monthly Unable to report January to March 2014 figure awaiting data post PMS.

Reduce Pre-operative Stay
Decrease the percentage of patients being admitted the night(s) before
surgery. 18.8% Dec-13 Rolling year

Target to be agreed. Unable to report February and March 2014 figure awaiting data

post PMS.

KSF and Personal Development Plan
80% of staff to have had a KSF/PDP review, completed and recorded on E-

KSF by March 2015 4
2
.2

2
%

Apr-14 1
.5

1
%

2
.9

3
%

Monthly

NATIONAL

STANDARD

New Outpatient Waiting Times: Maximum Wait 12 Weeks
The number of completed waits in the month over 12 weeks Monthly

New Outpatient Waiting Times: Maximum Wait 12 Weeks
The number of ongoing waits at the end of the month over 12 weeks 16 Mar-14 1

6 Monthly

New Outpatient Patient Advised Unavailability
The percentage of patients on the waiting lists with social unavailability at

the end of the month 0.5% Mar-14 0
.8

%

Monthly

New Outpatient Medical Unavailability

The percentage of patients on the waiting lists with medical unavailability at
the end of the month 0.2% Mar-14 0

.2
%

Monthly

12 week Treatment Time Guarantee

The number of completed waits in the month over 12 weeks 0 Mar-14 0 0 Monthly
Figures are from ISD based on New Ways methodology not TTG. We are awaiting new

reports to be developed as a result of migration to PMS.

12 week Treatment Time Guarantee

The number of ongoing waits at the end of the month over 12 weeks 2 Mar-14 3 Monthly

Since March 2014 based on New Ways methodology not TTG. We are awaiting new

reports to be developed as a result of migration to PMS.

Admissions Waiting List Patient Advised Unavailability

The percentage of patients on the waiting lists with social unavailability at
the end of the month 8.7% Mar-14 5

.1
%

Monthly
Since March 2014 based on New Ways methodology not TTG. We are awaiting new

reports to be developed as a result of migration to PMS.

Admissions Waiting List Medical Unavailability
The percentage of patients on the waiting lists with medical unavailability at

the end of the month 0.0% Mar-14 0
.9

%

Monthly

Since March 2014 based on New Ways methodology not TTG. We are awaiting new

reports to be developed as a result of migration to PMS.

8 Key Diagnostic Tests
The number of completed waits in the month over 4 weeks Monthly

8 Key Diagnostic Tests
The number of ongoing waits at the end of the month over 4 weeks 1 Dec-13 1

1 Monthly

Return Waiting Lists
The number of completed waits that did not meet agreed tolerance levels Monthly

Return Waiting Lists
The number of ongoing waits at the end of the month that haven't meet

ageed tolerances Monthly

Faster access to Specialist Child & Adolescent Mental Health

Services (CAMHS)
90% of patients will wait no longer18 weeks from referral to treatment by

December 2014 100% Feb-14 Monthly

The percentage of patients not yet seen who waited less than 18 weeks. Unable to report

March 2014 figure awaiting data post PMS.

Faster access to Psychological Therapies

90% of patients will wait no longer than 18 weeks from referral to treatment
for Psychological Therapies From December 2014 81% Feb-14 Monthly

The percentage of patients not yet seen who waited less than 18 weeks. Unable to report
March 2014 figure awaiting data post PMS.

Reduction in Bed Days For Long term Conditions

Reduce admission rates (for COPD, Asthma, Diabetes, CHD) to
9,130/100,000 population by Mar 2011. 7842* Mar-13 7

,9
3
5
*

7
,7

2
2
*

7
,6

8
9
*

7
,4

8
6
*

7
,3

7
9
*

7
,7

1
0
*

7
,7

8
2
*

Annual
* Includes a correction of up to 3% for under-reporting due to current inpatients not being

recorded.

NATIONAL

STANDARD

Dementia
Increase nos of patients' with an early diagnosis & management of
dementia to 765 by Mar 2011 753 Mar-14 7

6
0

7
6
5

Preceding Year

Belford -

100% Feb-14 Monthly

Caithness

General -
100% Feb-14 Monthly

NATIONAL

STANDARD

Stroke Unit
90% of stroke patients admitted to a stroke unit on day of admission or day

following presentation at hospital by March 2013

Efficiency

Access to Services

Treatment Appropriate for Patient

HEAT Measure & Detail Outturn
Date of
outturn

Latest Reported Period Reporting
Period

Indicator

Appendix A
North & West Operational Unit HEAT Balanced Scorecard 174
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Appendix B

Charters – North & West Operational Unit

Charter Name Process Owner Delivery Plan

(M) Caithness Adult Services Review & Redesign Bob Silverwood 2.2
2.7

Chronic Medication Service Thurso (Riverbank) Clare Morrison 2.2
2.9

Customer Care, GP Unit Lawson Memorial Dot Cripps 2.1
2.5

Falls Prevention N&W Margaret Moss 2.10
2.11

General Use Wheelchairs – Belford Karen-Anne Wilson 2.6
GMS Premises Tom Slavin 2.8
High Risk Medicines Clare Morrison 2.9
(M) Hospital/Care Homes Scoping Catering Provision Josie Thomson 2.5

2.6
Larachan House Gill McVicar /Tom Slavin 2.1
(M) Lawson Redesign Project Lorraine Coe 2.5
(S) Phase 1 Lawson Redesign Lorraine Coe 2.5
(M) Person Centred Anticipatory Care Alison Hudson (Christian Goskirk) 2.10

2.11
Pharmacy CGH Martin Henderson (Christian Goskirk) 2.6

2.9
Point of Care Testing & INR Fiona Duff / Gill McVicar 2.11
Review of Clinics Migdale Lorraine Coe 2.5
(M) Reablement Margaret Moss (Sue Menzies / Christian

Goskirk)
2.10
2.11

(M) Riverbank Fiona Duff 2.2
(S) Riverbank, Thurso: Appointments Fiona Duff 2.2
(M) Standard Cleaning Process: CGH Christian Goskirk 2.5

2.6
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Charters (Highland) with reference to North & West

Charter Name Process Owner Delivery Plan

A Right to Speak Morag Tait 2.11
Admission, Transfer & Discharge Alison Hudson 2.11
Cardiac Rehab Charlie Bloe (Sue Menzies) 2.11
Care Assistance Helen Morrison
Care Homes Linda Kirkland 2.1

2.12
(M) Chronic Medication Service Mary Morton 2.9
Commitment 13 (Substance misuse screening in mental
health)

Sheena Stubbs 2.7

Complaints Process Mirian Morrison 2.13
Continence Lesley Randal (Sue Menzies) 2.11
COPD Pathway Caithness Michelle Duffy (Sue Menzies) 2.2

2.6
2.11

Core SW Processes & Recording AS&P Ian Thomson 2.1
Customer Care: PFB Lynda Thomson 2.11
Customer Care: Wheelchair Services Lynda Thomson 2.11
Domestic Services SOP Bed Area Alistair Wilson 2.5

2.6
Falls Steering Group Katherine Sutton 2.10

2.11
Reablement across NHSH Katherine Sutton/Margaret Moss 2.10

2.11
HQA to Adult Care Linda Kirkland /Jan Baird 2.1

2.11
2.12

Implementing, Nursing Adult Documentation Brenda Wilson 2.11
Living it Up (Dallas) Maggie Clarke 2.11
Link Practitioner Alison Hudson
Medicines Waste Clare Morrison 2.9
(M) MSK Redesign Katherine Sutton 2.11
(S) MSK Redesign: Admin Lynda Thomson 2.11
(S) MSK Redesign: Clinical Capacity Katherine Sutton 2.11
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(S) MSK Redesign: Communication Rhiannon Pitt 2.11
(S) MSK Redesign: eHealth Bob Cooper 2.11
(S) MSK Redesign: Pathways Helen Robertson 2.11
OT Integration Katherine Sutton 2.1

2.11
Parkinson’s Medication Sharon Sutherland 2.9
Police Custody & Forensics Gavin Sell
Re-profiling Cardiac Services Chris Lyons 2.6
Speech & Language Therapy Steering Group Katherine Sutton 2.11
Staff Health & Wellbeing Cathy Steer 2.14
Vaccination in Pregnancy Abhayadevi Tissington 2.9

2.11
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Item
Operational Delivery

Requirements
Timescale Lead Finance Risks Links Comments Status RAG

1 Complete appointments of

Integrated Team Leaders:

Skye North; South Skye &

Lochalsh; East Sutherland;

North West Sutherland

October 2014 Area Manager/Personnel

Manager

These posts were not funded

in the structure and therefore

significant redesign and

organsiational change work

has taken place.

Overspends have had to be

added to local CRS targets

but these are crucial posts to

enable full benefits of

integeration to be realised.

Inability to recruit people

with right skills set

Financial risk

Organisational Change

process. ITL x 2 appointed

but not yet in post due to

staffing in CMHT. AP SW in

post. AP Nurse x 2

appointed. Waiting until

ITLs in post before starting.

Roll forward.

2 Fully integrate and maximise

the benefit of Care at Home

within Integrated Teams

3 Team-based delivery of falls

prevention strategies

District Managers/Margaret

Moss

Change fund supporting

training of staff

Engagement with

communities to siupport joint

working across all Districts

Delivery of established

training programme for all

H&S care staff involved in

falls prevention underway

Considerable work in North

supporting co-production.

Roll out to West required.

4 Team Leader Development

Programme

Throughout 2014/15 District Managers ITLs appointment delays Development programme in

place and starting April.

Team building day took

place in February.

5 Team building Director of Operations/Area

Managers

6 Specific team learning needs

analysis and action plan

7 Single point of access

developed and fully

operational

8 Referral pathways streamlined

9 Implementation of Personal

Outcome Planning (POP).

Complete by end of

July

Lead Social Workers and

other Leads across

NHNSH, SDS team

Training will be required as

resource to ensure there is a

consistant approach taken

across all hosptial and

communtiy staff.

SDS legislation enacted

April 2014

This work is required to

ensure outcome focused

options linked to being

offered SDS as a legal

requirment. Working along

side the SDS team. PoP

assessments are based on

strength based model rather

than the SSA which is a

deficit based model. Ensure

links to other assessment

documents used within the

service.

10 Deliver Self Directed Support

(SDS) packages for those who

choose this route.

Ongoing Jennifer Campbell (SDS

Team Manager), Liz

Featherstone (Lead Social

Work Officer)

Will require disinvestment to

fully roll out as funding is

often tied up in historical

service provision.

Sessions are being rolled

out to staff. This started in

March 2013 and will

continue to be rolled out

throughout 2014.

11 Continue to develop care

homes and maximise the

opportunity to change the use

of some beds e.g. step up,

step down, palliative and end

of life, dual registration for

some

General Practice offered an

SLA to support Care Homes

by undertaking an

ACPA/ePCS and

Polypharmacy assessment

Workforce and Learning

and Development

3.1 INTEGRATION
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Item
Operational Delivery

Requirements
Timescale Lead Finance Risks Links Comments Status RAG

Workforce and Learning

and Development

12 Embed the Reablement

philosophy in teams to

maximise potential for

individuals

13 Each team must review all

care packages in year

14 District Care Panels to be

established using standard

work to ensure consistency of

approach

15 Strengthen links with Third

and Independent Sector

organisations at District level

16 Community development and

resilience initiatives

17 Implement Living It Up

18 Care home integration to

Operational Unit

Commence 01 April

2014

Area Managers/Lead Nurse Changes to the role of

Health Protection in relation

to infection control and

prevention

Potential restructure of

workforce.

Ongoing - building capacity

of ICN role to incorporate

care home education and

support

19 Co-location 2013-16 District Managers Space in Thurso Community

Health Centre identified but

planned move of Children &

Families staff needs to

proceed before this can

happen. Ongoing dicussions

with C&F management. Two

premises identified by C&H

option appraisal in process.

20 IT systems Ongoing eHealth

21 Health & Social Care

Coordinator role development -

appoint to all Districts

In post by July 2014 Lead Nurse/Lead AHP/Lead

Social Work Officer

Currently 12 month funding Development of sustainable

service if this post not

permanent

New role requires

significant shadowing and

development to understand

roles and responsibilities of

all team members

Develop coordination

between professionals in

team. Support sharing of

responsibilities for service

delivery between team

members

22 Review voluntary sector

contracts. Appoint designated

managers for all contracts

October 2014 Director of Operations/Head

of Finance

23 Development of strategic

commissioning

Ongoing Director of Operations

25 Review of respite care

options; user and carer

engagement; develop plan;

implement changes

October 2014 - April

2015

Area Managers Discussions commenced.

Under utilised in house

provision which is being

reviewed, requires further

engagement with service

users and carers to re focus

and in some cases re

provision.

Contract monitoring24 Area

Managers/Business

Support Manager
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Operational Delivery

Requirements
Timescale Lead Finance Risks Links Comments Status RAG

Workforce and Learning

and Development

3.2 PRIMARY CARE ENGAGEMENT

1 Anticipatory care approaches Ongoing Director of

Operations/Primary Care

Managers

Funded through GMS /QOF General Practice being

directed towards more

anticipatory care through

QOF by producing a list of

5% of patients who are

predicted to be a significant

risk of emergency admission

or unscheduled care and of

that list identifying 30

patients who will benefit

2 Prescribing and polypharmacy On-going Lead Pharmacists/ Primary

Care Managers

GMS Enhanced Service

used to contiunue roll-out.

Linked to Medicines

Managment and work of

pharmacy team in primary

care.

Decreasing polypharmacy

should reduce the number

of drug related illnesses and

admissions, with emphasis

on input to Care Homes.

3 Referral patterns

4 Reduction in emergency

admissions

1st April 2014 - March

2015

Director of

Operations/Primary Care

Managers

Funded through GMS /QOF Anticipatory Care Plans for

patients identified in

practice as being high risk

of emergency hospital

admission can improve the

quality of care, reduce the

risk of medication harm as

well as the number of

emergency admissions and

lengths of stay for those

5 Reduction in length of stay in

hospital

1st April 2014 - March

2015

Director of

Operations/Primary Care

Managers

Funded through GMS /QOF Anticipatory Care Plans for

patients identified in

practice as being high risk

of emergency hospital

admission can improve the

quality of care, reduce the

risk of medication harm as

well as the number of

emergency admissions and

lengths of stay for those

6 Reduction in occupied bed

days

1st April 2014 - March

2015

Anticipatory Care Plans for

patients identified in

practice as being high risk

of emergency hospital

admission can improve the

quality of care, reduce the

risk of medication harm as

well as the number of

emergency admissions and

lengths of stay for those

7 Virtual wards Ongoing Plans to expand to other GP

practices within the

Lochaber area.

8 Early interventions

9 Keep Well
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Workforce and Learning

and Development

10 Delayed discharge Patient Flow Co-ordinator,

single point of contact,

facilitated discharge,

influenced by reprofiling of

nursing home capacity and

beds.
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Timescale Lead Finance Risks Links Comments Status RAG

Workforce and Learning

and Development

3.3 CARE HOMES AND COMMUNITY HOSPITALS

1 Implement key aspects of

Community Hospital Refresh

Strategy

Ongoing Clinical Director/Lead

Nurse

2 Review activity in all

community hospitals

By September 2014 Area Managers

3 Maximise the potential of the

facilities

Ongoing Area Managers

4 Ensure skills development to

support additional activity.

Continue staff development

programme in care homes.

March 2015 Lead Nurse

5 Explore potential for more day

case procedures

December 2014 Area Managers

6 Review admission patterns,

length of stay and occupied

bed days

September 2014 Area Managers

7 Identify avoidable admissions

and what is necessary to

support these patients at

home

September 2014 Clinical Director

8 Embed the Reablement

philosophy in teams to

maximise potential for

individuals

December 2014 Lead Nurse/Lead AHP/Lead

Social Work Officer

9 Board rounds to be reviewed

and a standard approach

adopted

September 2014 Clinical Director

10 Implement the volunteering

strategy to support the

hospitals and care homes and

to offer work experience and

skills development

2014-2015 Business Manager N&W Investing in Volunteers

award

Awareness-raising sessions

with staff on value of

volunteers in the workplace.

NHS Highland now have a

Volunteer Service Manager.

The Volunteering Strategy

Group is being reconvened

with its first meeting on 9

July.

11 Continue staff development

programme in care homes

March 2015 Lead Nurse

12 Review care home capacity

and redesign use of some

beds

December 2014 Area Managers

13 Explore dual registration in

those areas where nursing

home beds are scarce

December 2014 Lead Nurse

14 Review transport Professional Lead Facilities

Soft Services

15 Review laundry and catering

with a view to concentrating

on single sites where facilities

are close together

December 2014 Area Managers

16 Develop and implement GP

contracts for communty

hospital work

March 2015 Director of

Operations/Clinical Director



Item
Operational Delivery

Requirements
Timescale Lead Finance Risks Links Comments Status RAG

Workforce and Learning

and Development

17 Revised Community Hospital

Strategy 2012. Actions are

framed around the Strategy

aim; delivering better

outcomes for patients some of

which are embedded within

the LDP e.g. Quality,

Rehabilitation, Enablement

and Intermediate Care,

Integration, Working with

Communities.

2014 - 2015 Lead Nurse/Associate Lead

Nurse (Hospitals)

Scoping exercise to be

undertaken against Strategy

to establish priorities

SPSP; workforce planning

and development; OPAC;

HEI

Highland and N and W

Network established.

Checklist completed which

captures all services

provided. A 2014-15 action

plan is being developed

which covers; Community

Based Services Patient

Pathways.

Working with Secondary

Care

Specialising

Assessing the Best Use of

Resources

Broadening the Services

Available

18 SPSP spread 2013-2014 Lead Nurse/Associate Lead

Nurse (Hospitals)

Capacity of central SPSP

team to support roll-out and

measurement of SPSP in

community hospitals. Update

- scoping exercise to be

undertaken to identify gaps

and seek support from

central SPSP team to be

established

Mapping of current SPSP

undertaken. Priorities for

spread to be agreed. Global

Trigger Tool introduced

MMH and North looking at

adverse events.

19 Sustain Clinical Quality

Indicators and Quality

Dashboard

2013-2014 Lead Nurse/Associate Lead

Nurse (Hospitals)

Overload of ward-based

initiatives

Currently reviewing how to

integrate workstreams to

form a single "care

assurance framework". CQIs

are established across all

sites and compliance is

monitored

Complaints; HEI; OPAC;

patient opinion; RTC;

Community Hospital

Strategy Refresh; Care

Homes

Assurance Framework on

hold due to Associate Nurse

Director vacancy.

Dashboards established

through NHSH information

portal and NMAHP

Assurance Webx.

20 Health Promoting Health

Service CEL 2012

Action plan and review of

progress with RGHs

completed.

21 Review of residential/nursing

beds needs to be Unit-wide

March 2013 Area Manager/District

Manager

Reduced costs of hopsital

care, can increased

availability of this type of bed

in the community lead to a

reduction in acute inpatient

beds?

Lack of nursing home

placement availability

leading to delayed

discharges

Dementia diagnosis and

support, financial

performance, reduction in

over 75s emergency bed

days, A&E attendances ,

delayed discharge, C

difficile/MRSA/MSSA

22 Medication review of all

patients who have had a fall -

GPs, hospitals, community

teams

District Managers/RGH

Manager

Reduced expenditure on

hospital care, reduced waste

and expenditure on

medicines

Lack of reviews currently

leads to unnecessary

hospital admissions, falls,

extended length of stay

Medicine management

nurse and pharmacy role

(change fund)

Reduction in over 75s

emergency bed days,

financial performance links

to medicines management

strategy for care homes,

falls initiatives etc.

23 Medicines

reconciliation/reviews on

discharge from hospital

District Manager/RGH

Manager

Better discharge planning

leads to reduced

expenditure on hospital care

due to reduction in

readmissions, reduced

waste and expenditure on

medicines in hospital and

community

Lack of reviews currently

leads to unnecessary

hospital admissions, falls,

extended length of stay

Reduction in over 75s

emergency bed days,

financial performance links

to medicines management

strategy for care homes,

falls initiatives etc.

24 Adopting best practice

(infection control/other

standards) in care homes

Associate Lead

Nurse/District Managers

Reduces likelihood of

additional costs due to

outbreaks of infection

Variation in standards leads

to increased risk of

outbreaks and lack of ability

to control outbreaks;

capacity of ICN to support

Environmental audits C difficile/MRSA/infection

control, financial

performance, reduction in

emergency admissions/bed

days over 75s.
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Requirements
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Workforce and Learning

and Development

25 Plan for caring for people at

risk

District Managers/RGH

Manager/Mental Health

Professional Lead

Reduces costs of

unnecessary admissions

Risk of admissions and of

suicides/deaths due to

substance misuse because

of lack of timely and

appropriate support

Suicide rate and access to

specialist Mental Health and

Drug & Alcohol Services,

links to Adult Support and

Protection.

26 Forse House Person centred approach to

service provision, offering

choice and promoting

independence; following a

community-based service as

appropriate to meet the

resident's needs with

support as required. Need to

ensure transition from

residential model of care to

support community living is

a managed process

27 Tigh Na Drochaid Day

Services redesign

March 2013 District Manager Reduce costs of

unnecessary hospital

admissions

Risk of admissions to

hospital due to appropriate

care in community not being

available. "Traditional"

service delivery not

providing appropriate or

sustainable care for people

in this setting -

modernisation required.

Links to section 7 below–

public engagement and to

3.11.16 above – Co-

production

Finance, sickness absence,

reduction in emergency bed

days over 75s, delayed

discharges, A&E

attendance. Ongoing

redesign – significant

change in 13/14 now having

very flexible provision for

older adults and learning

disabilities working

collaboratively with

Alzheimer’s Scotland and

Rag Tag and Textile to

achieve this.

28 Beachview Day Care redesign District Manager/

Transformational Change

Team

Replace existing traditional

day care facility with a

person-centred community-

based support package
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Workforce and Learning
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3.4 RURAL GENERAL HOSPITALS

1 Improve flow December 2014 RGH Managers Reduce costs of

unnecessary hospital

admissions and unnecessary

delays in discharge.

Review and adaptation of

flow manager role and

expand to facilitate integrate

single point of contact for

Lochaber.

Reduction in over 75's bed

days, virtual ward,reprofiling

of workforce, RGH role and

functionPerson centred

approach and immediate

assessment of care needs.

Integrated approach to care

and community pull.

2 Reduce length of stay March 2015 RGH Clinical Leads Reduce costs of

unnecessary hospital

admissions and unnecessary

delays in discharge.

Risk of demand and capacity

imbalance as a result of

overarching integrated

patient flow management.

Reprofiling of keyAHP and

nursing roles within primary

and secondary care setting.

Reduction in over 75's bed

days, virtual ward,reprofiling

of workforce, RGH role and

functionPerson centred

approach and immediate

assessment of care needs.

Integrated approach to care

and community pull.

3 Increase day case activity December 2014 RGH Clinical Leads Target for Day Case activity

achieved Belford.

4 Improve Primary and

Secondary Care interface

Ongoing Clinical Leads

5 Develop skills and

competencies across the multi-

professional team

Ongoing Professional Leads

6 Review board rounds and

explore standard work to

ensure consistency of

attendance and approach

December 2014 Clinical Director Expedite referral, discharge

planning, reduction of

unnecessary delay in patient

care and associated cost.

Reduce IC risk and cost.

Shared learning across

N&W Op Unit and with

Lorne & Isles Hospital.

7 Review use of locums,

authorisation by Area

Manager

September 2014 Head of Finance/Area

Managers

Ensure robust management

of cost by minimising need

for locum use whilst ensuring

safe standards of care.

Lack of continuity of

practice, retention of current

consultant workforce.

Redesign/reprofiling of

roles/cross cover/ integrated

working across sites/

recruitment

pathways/rotational posts.

8 Participate in Highland-wide

surgical services review

December 2014 Director of

Operations/Clinical

Director/Area Managers

9 Adopt a networking approach

to build sustainability

Ongoing Director of

Operations/Clinical Director

10 Implement point of care

testing for lab work out of

hours

December 2014 RGH Managers On-going as part of NHS

Highland wide review of Lab

services.

11 Review of theatres December 2014 RGH Managers Review of standard &

emergency surgical

procedures list. Review of

non-stock ordering as part of

Central Stores project.

Lean methodology/ " Just in

time" ordering.

Generally
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12 Review of diagnositic services December 2014 RGH Managers Locum costs due to unfilled

vacancies.

Instability of service

provision

Reprofiling of work force. Ultrasonographer

commences Aug 14 in

Belford. Introduction of

Assistant Practitioner role in

Belford July 2014.

Caithness General Hospital

1 Establish a Clinical

Assessment Unit and Step

Down ward

Programme Manager/RGH

Manager

2 Review Rehabilitation

Services across CGH, Town &

County and Dunbar

December 2014 Area Manager

3 Review Obstetric Services March 2015 TBC

4 Review Laboratory Services December 2014 Area Manager

5 Review Surgical Services December 2014 Director of

Operations/Clinical Director

6 Implement design changes

from redesign work

From July 2014 Area Manager

7 Endoscopy RPIW July 2014 Clinical Director

8 Day Case Unit September 2014 Pam Garbe Project charter, driver and

change package set up.

Data set required to review

workload and patient flow

Establishment setting.
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Timescale Lead Finance Risks Links Comments Status RAG
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9 Medical staffing: Consultants,

junior doctors

10 Recruitment and retention Recruitment DVD made.

11 Redesign of Midwifery Unit RGH Manager & Lead

Midwife

Current space too large.

Redesign would free up

space for rest of hospital,

risk of cross infection high in

current state

12 Health Promoting Health

Service CEL 2012

Belford Hospital

1 Explore closer working with

Oban: surgical, medical,

laboratory and diagnostic

services in particular.

2 Complete clinical brief in

preparation for initial

agreement development for

new build

3 Theatre services redesign

Need times scales and

trajectories please

RGH Manager/District

Manager/Clinical Director

Cost of duplication of

provision. Under-utilised

theatre capacity in some

areas and overbooked list in

others

Risk of skills decay for under-

utilised surgeons. Risk of

stress and exhaustion for

surgeons carrying out

excessively long lists

18 RTT, reduction in

emergency bed days over

75s, cancer waiting times,

carbon emissions, financial

performance, energy

consumption finance,

sickness absence, reducing

waste

Cost of duplication of

provision. Under-utilised

theatre capacity in some

areas and overbooked lists

in others. Link with Skye

redesign and

decontamination review.

Completion of redesign Dec

2014.

4 Consultant surgeon review RGH Manager/District

Manager/Clinical Director

As above As above plus risk around

recruitment and retention of

appropriately skilled

personnel. Surgical

specialisation reducing

recruitment pool. Current on-

call rota onerous and

unsustainable

As above Joint work with Belford

Hospital. Current vacancies

prompting wider ranging

review of provision.

5 Diagnostic Services Review

informed by capacity

elsewhere in NHSH

RGH Manager/District

Manager/Clinical Director

Cost of duplication of

provision, under-utilised

capacity

Risk around recruitment and

retention of appropriately

skilled personnel

As above Diagnostics should be as

near to patients as possible.

Difficulty in on-call rota

sustainability and often low

volume periods. Link directly

with Skye redesign.

6 Integrated discharge planning District Manager/Integrated

Team Leaders

As above Lead Social Work Officer

also involved to support

changes. HSCC supporting

re-ablement pathways.

7 Radiography/ Sonography

review including obstetric

ultrasound

District Manager Opportunity to reduce cost

by redesigning service

provision/re-profiling skills

Risk around recruitment and

retention of appropriately

skilled personnel

As above Reprofiling of posts.

Introduction of Assitant

Practitioner role. Successful

recruitment to

Radiographer/Sonographer

vacancy.

Recruitment issues and

vacancies prompting

contingency pending further

review and recruitment.

8 Redesign of Midwifery Unit Lead Midwife/District

Manager

Skye only unit in NHSH not

to have birthing pool - equity

of services etc

Will link to hospital

redesign.

9 Appoint Project Manager to

develop initial agreement

Head of Estates Not yet progressed.
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10 Endoscopy pre-assessment RGH Manager 18 RTT, reduction in

emergency bed days over

75s, financial performance,

cancer waiting times,

cancer diagnosis

Piloted this and found no

real benefit, however will be

continuing to review this

based on use of format of

pre-assessment services

elsewhere.

11 Direct access to Outpatients RGH Manager 18 RTT, reduction in

emergency bed days over

75s, financial performance,

cancer waiting times,

cancer diagnosis, A&E

attendances, demential

diagnosis and support

In progress. Day attenders

now attending OPD. Post

attendance SBAR faxed to

patient’s GP. PDSA of

immediate access clinic

Belford. Reduce wait,

remove 'just in case' reviews

by consultants. Promotion of

patient indepenance/health

management.

12 Development of Clinical Skills

Unit, Belford

RGH Manager Cost of staff being released

for longer than necessary to

travel out of area to

undertake training which

could be provided locally

Lack of provision of local

training results in potential

for staff to miss out on

essential training and

potential skills decay. Lack

of appropriate training to

support care/improvement in

standards

ABI, suicide rate reduction,

smoking cessation,

sickness absence rates,

financial performance,

reduction in carbon

emissions, energy

consumption, dementia

support, C difficile,

MRSA/MSSA

Progressing well – have

held Advanced Paediatric

and Midwifery training also

M & H training and

Consultant exams.

13 Role development Clinical Lead

14 Develop Initial Agreement

and, if successful, Outline

Business Case

2016 Project Manager

15 Continue to develop

community infrastructure to

support the new model

Ongoing Area Manager
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3.5 OUT OF HOURS

1 Ardnamurchan alternative to

local GP provision

2 Wester Ross and Glenelg -

reduce reliance on GP

providers, link to larger

centres for remote support

3 Multi professional team

approach in Skye and

Lochalsh, reduce reliance on

medical staff

4 Review PCECs in the North

5 Contingency plan for short

notice absence

6 Use of telebooths and other

forms of technology
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3.6 CHRONIC PAIN SERVICE

1 Reduction in numbers of

people developing chronic

pain

2014/16 Service Improvement

Manager

Lack of Primary Care

engagement

SIGN Guidelines. MSK

protocols

Self management education

and training

Developing pathways and

guidance to support

appropriate management in

Primary Care. Developing

links to providers of activity

outwith NHSH. Reviewing

availability of literature on

chronic pain through Books

on Prescription service.

Reviewing links with Pain

Association Scotland.

Increasing people's ability to

self manage in the community

Enhancing Primary Care

ability to support people with

chonic pain in the community

Review of demand and

capacity for secondary pain

management services

2 Unified Pain Management

Service across whole of NHS

Highland including A&B CHP

2014/16 Service Improvement

Manager

Currently working together

to develop shared protocols

and service models

3 Paediatrics - ensuring smooth

transition to Adult Services

2014/16 Service Improvement

Manager

Low numbers of people

affected. Linking with

national paediatric

workstream (sub group of

the National SIG).
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3.7 SEXUAL HEALTH SERVICES

1 Scoping of current provision

of LARC

2014/2015 Senior Nurse, Sexual

Health

SH and BBV Framework

NHS Highland SH and HIV

Delivery Plan

working with Health

Intelligence unit to link

availablity and deprivation

2 Improving access to free

condoms within community

pharmacies

2014/15 Senior Nurse, Sexual

Health

Additional funding made

available from BBV group

As above Working with community

pharmacy manager to

idenify interested premises

3 Developing links with drug

and alcohol services

2014/16 Lead Clinician for

Contraceptive Services

Lack of engagement from

alcohol and drug services

As above

ADP Workplan

Joint education of SH and

Substance misuse staff

Initial meeting with

substance misuse

management and clinicians

to be arranged4 Early detection and

management of HIV

2014/2016 HIV MDT SH and BBV Framework

NHS Highland SH and HIV

Delivery Plan

HIV & BBV Testing

Guidance in development
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3.8 REMOTE & RURAL - BEING HERE PROGRAMME

1 IT work to link Practice

systems

2 VC kit in the three Practice

premises

March 2014 - August

2014

Director of Ops/Primary

Care Manager

VC will be intalled in

Mallaig, Isle of Eigg,

Acharacle and Strontian by

the end of Summer 2014

3 Develop alternative OOH

provision for Small Isles and

Ardnamurchan

Ongoing Area Manager Work ongoing to provide a

more sustainable solution.

4 Work with SAS on

development of First

Responder and eventually

Emergency Responder

schemes

Ongoing Area Manager SAS have succesfully

recruited and are

completing the set up of

First Responders to support

the Small Isles communities

and are working with the

Acharacle residents to

introduce First Responders.

It is intended to develop the

Acharacle First Responder

Scheme to include

Emergency Responders

roles as in Kilchoan.

5 Explore Nuka model of care

from Alaska, in particular

Community Health Assistants

and Health Panel

6 Develop multi professional

team approach to reduce

reliance on doctors

June 2014 Area Manager The advert for the Rural

Support Team is currently

being advertised internally

with links to other Scottish

Boards and interested

individuals. Advertising for

GPs, Nurse or Paramedic

Practitioners.
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3.9 CAITHNESS REDESIGN

1 Form Reference Group and

agree key priorities for action,

together with timescales by

Pauline and Bob.

March 2013 Area Manager / Project

Leads

Community Workshop held

in Dec 2012. Reference

Group formed. Summary of

issues presented to the

group in March 2013.

Agreed six priority areas.

Agreement to form

Task/Finish Groups for

each. Workstreams have

reported back to reference

group, now developing

business cases. Agreement

has been reached re

weighting criteria for PBMA

process.

Amber

2 Follow-up events "Report

Outs"/update for Reference

Group

September 2014 Area Manager/Project

Managers

Ongoing. Events held

approx three times per year.

Most recent Reference

Group "report out" held in

April 2014.

3 Communication plan March 2013 Area Managers/Project

Managers

Failure to reach the wider

community.

Misrepresentation/interpretat

ion of the facts by local

media

Final draft agreed. Delivery

Plan integrated into

Programme Plan. Updated

and reviewed at each

meeting.

3.1 Agree Community & Public

Engagement Plan Stage 2

June 2014 Project Managers Failure to reach the wider

community

Develop Community &

Public Communication

Action Plan to ensure that

developments and prosals

from the task/finish groups

are shared.

4 Establish Task and Finish

(workstream) Groups: CGH;

Community

Development/Service

Capacity; Community rehab

and reablement;

dementia/older adult mental

health; home-based services

May 2013 Project Managers Completed. The Task &

Finish Groups are meeting

on a regular basis and are

in the process of drawing up

proposals to take forward

via the PBMA process.

Links with Highland-wide

work e.g. Review of Older

Adult Mental Health

Services. Groups

established and functioning.

4.1 Action / working phase 1 for

task/finish groups

April 2014 Task/Finish Group Chairs Work/Diary pressures

leading to delays in process.

Poor attendance at

task/finish group meetings

Asset Mapping by all

Groups incl. SWOT analysis

of key services. Patient

pathways indentified.

Criteria reviewed where

appropriate. Proposals for

development identified,

implementation of

incremantal changes.

4.2 Action / working phase 2 for

task/finish groups

October 2014 Task/Finish Group Chairs Challenge from community

to proposals

Taking proposals as

identified by the groups

forward to next stage -

business case
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5 Agree criteria, weighting and

scoring system for PBMA

June 2014 PBMA Adviory Group Criteria drafted in Feb '14.

Failure to sign off and agree

weighting at March meeting.

Community Workshop

organised for May '14 to

sign off and agree

weighting.

5.1 Plans and proposals from

Task & Finish Group to

Advisory Group for scoring

October 2014
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3.10 SKYE, LOCHALSH AND S W ROSS SERVICE REDESIGN

1 Formal three month public

consultation exercise

May-August 2014 Director of

Operations/Clinical Director

2 Continue active engagement

with staff and public

throughout all stages

Ongoing Director of Operations/Area

Manager

3 Make recommendations to

Board and Scottish

Government

December 2014 Director of Operations

4 Develop Initial Agreement

and, if successful, Outline

Business Case

Spring 2015 Project Manager

5 Continue to develop

community infrastructure to

support the new model

Ongoing Area Manager
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3.11 MIDWIFERY SERVICES

1 NHS Scotland Refreshed

Framework and NHS Highland

Maternity Services Strategy:

MCQIC/SPSP Champions;

Early Years Champions;

Support to ensure NEC

training to deliver

2015 Lead Midwives/Area

Managers

RF - Central until 2015

Strategy - linked to above

Equity of service provision in

remote and rural areas;

capacity to release staff for

additional NEC training

Early Years Collaborative;

SPSP/MCQIC; Maternal

and Infant Nutrition

Framework; AP for

Refreshed Framework in

Operational Units; National

Parenting Strategy; NHSH

Maternity Services Strategy

Group; Highland Quality

Approach

MCQIC Champions

identified in all areas; SPSP

spread across hospital and

community teams;

representation on Maternal

and Early Years

Collaboratives; UNICEF BFI

Accreditation Level 3 across

N&W.

2 Compassionate Connections:

Local facilitators, use of

interactive training resource

2015 Lead Midwives and

Midwifery Team Leaders

As above Person-centred Care;

Collaborative N&W HIG;

Highland Quality Approach

CC links in all Districts and

facilitation of local training

events for teams including

motivational interviewing,

behaviours change.

3 Maternity and Children's

Quality Improvement

Collaborative: local

champions; SPSP report out

Ongoing Lead Midwives and

Midwifery Team Leaders

Central As above Early Years Collaborative;

SPSP; maternity users

survey; Highland Quality

Approach

SPSP reports; SSIS; CO2

monitoring; SBAR; Post

Partum Haemorrhage

monitoring; induction of

labour; reduced fetal

movement; maternity users

survey; Community

Assessment Unit at

Invergordon

4 Early Years Collaborative:

representation on Highland

Group

Ongoing Lead Midwives and

Midwifery Team Leaders

As above Workstream 1

(preconception to one

year); MINF National

Parenting Strategy

Highland Practice Model

(GIRFEC); Family Health

Nurse Partnership

Use of national parent-ed

training; breastfeeding

trainers/peer supporters;

implementation of "Before

Words" Programme; trial of

revised A/N plan.

5 Workforce Planning and

Workload Tools -

implementation of workload

tools and establishment

setting

Ongoing Lead Midwives Patient and staff safety in

relation to staffing especially

OOHs; financial; legal

(EWTD); recruitment and

retention to Obstetric and

Midwifery posts

Establishment setting' HR;

recruitment; retention;

SSTS

All teams using SSTS; roll-

out of training re workload

tools; national run for

Maternity Workload Tool

July 2014

6 Remote and Rural Service

Provision: sustaining safe

service provision

Ongoing Operational Director, Area

Managers & Lead

Midwives, Clinical Director

Unable to attract appropriate

Obstetric and Midwifery

personnel; lack of capacity

for RGH colleagues to

attend training to support

CMUs i.e. Obstetric and

Neonatal emergencies

RRHEAL - education of

RGH staff to support CMUs;

Rural School; OOHs

working

Workforce planning with

CMU teams; regular training

updates in local settings

provided by local trainers'

links with Rural School

development.
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7 Gestation Related Optimal

Weight (GROW) -

implementation of programme

August 2015 Lead Midwives and

Midwifery Team Leaders

RF monies (central) Additional pressures on

Obstetric Scanning services

MCQIC, Early Years

Collaborative (WS1 on

reduction of stillbirth rate by

15%)

Implementation of training

for all Midwives and access

onto electronic recording

and monitoring systems;

implementation of fetal

movement leaflet for

women.

8 Midwifery leadership: NES

Maternity Leadership

Programme

Ongoing Lead Midwives Central Capacity to release staff to

attend

NES Effective Practitioners -

links with NES Practice

Educators; RCM

Leadership Programme;

NES Managing for the

Future

Midwives attended first

cohort of NES Leadership

Programme; Lead Midwives

undertaking Managing for

the Future; Midwifery Team

Leader structure in place

across N&W.

9 Maternal and Infant Nutrition

Framework
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3.12 MEDICINES MANAGEMENT

1 High Risk Medicines Strategy Ongoing Clare Morrison Lack of Primary Care

Clinical Pharmacists in the

West means this work will

only be implemented in the

North.

Prescription for Excellence,

SPSP

Wide-ranging review

completed and follow-up

evaluation due for

completion in May 2014.

Aim was to identify a short

list of high risk medicines

that should be regularly

reviewed in primary care.

Project showed

stopping/amending high risk

medicines significantly

reduced patients' risk of an

adverse outcome (including

hospital admissions). Six

key interventions identified.

Providing the safety of the

intervention is demonstrated

by one-year follow up data

in May 2014, it is planned to

implement an annual review

of these medicines at all GP

practices through Primary

Care Clinical Pharmacists.

2 Care Homes Medicines

Management

2014-15 Clare Morrison and Findlay

Hickey/Lead Nurse/Lorraine

Coe

Change Fund funded

pharmacist and nurse posts

for one year, strong

possibility of Prescription for

Excellence funding for

pharmacist post.

Funding is limited to one

year.

Prescription for Excellence Medicines Management

Support Service for care

homes developed, funded

by Change Fund.

Pharmacist post recruited to

in North - audit of medicines

handling processes in all

care homes completed and

regular clinical review of

patients started in

November 2013. Nurse

posts in both West and

North recruited to in 2014 -

induction completed and

work in care homes at an

early stage.

3 Medicines waste initiative Ongoing Clare Morrison Potential to generate

significant savings.

Board-wide campaign

completed in May 2013.

Evaluation completed in

2014. NHSH led

pharmacists have process-

mapped the medicines

supply process to identify

medicines waste and

considered the results of the

evaluation.

Recommendations on the

next steps for tackling

medicines waste (a more

targeted approach) to be

made in summer 2014.
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4 Medicines management in

community hospitals (West).

2013-2014 Findlay Hickey Prescription for Excellence Implementation of service in

Skye community hospitals.

Outline plan for Pharmacy

Service in Operational Unit

including hospitals, brought

to February SMT.

5 Promote self care and use of

over the counter medicines

where appropriate

2014-15 Clare Morrison and Findlay

Hickey

Public engagement in

current economic climate.

Repeat distribution of

existing posters, promote

self care message to public

and professionals.

6 Review variation in approach

to early/aggressive

therapeutic interventions

2014-15 Clare Morrison and Findlay

Hickey

Lack of GP engagement. Further investigation of

unexplained variations in

prescribing practice, link to

disease data. Discuss

interventions with clinical

leads.

7 Anticipatory

care/polypharmacy

2014-15 Clare Morrison and Findlay

Hickey

North and West

Anticipatory Care Working

group led by Lead Nurse,

polypharmacy guidance,

polypharmacy in QOF.

Ongoing existing work links

to anticipatory care and

case management within

Community Nursing teams.

8 Review of consultant

prescribing and cost shifting

2014-15 Clare Morrison and Findlay

Hickey

Lack of engagement from

secondary care.

9 Pharmaceutical care in

dispensing practices - pilot

2014-15 Clare Morrison and Findlay

Hickey

Prescription for Excellence Pilot is unsuccessful Prescription for Excellence,

Control of Entry

consultation.

Pilot of pharmacist

independent prescriber

providing pharmaceutical

care in a NW Sutherland

dispensing practice

completed in 2007.

Prescription for Excellence

and Control of Entry

consultation suggest need

for this type of service.

Therefore expanded pilot to

be carried out in 2014. Two

practices recruited, pilot to

start in August 2014

10 SPSP in pharmacy in primary

care.

2014-16 Clare Morrison SPSP NHSH pilot is unsuccessful. SPSP. SPSP to expand into

pharmacy in primary care.

NHSH one of four boards to

pilot. NHSH pilot focuses

on remote and rural

services including both

community pharmacy and

dispensing practices. Aim

to improve high risk

medicines (NSAIDs),

medicines reconciliation and

safety climate. Starts in

August 2014

11 Pharmaceutical recruitment

difficulties.

Ongoing Clare Morrison and Findlay

Hickey

Unable to recruit to existing

vacancies, risks around

future vacancies too.

Explore development of a

rural primary care clinical

pharmacist training post,

building on development

post trialled in North in 2009-

11. Also develop pre-

registration pharmacy

placements and pharmacy

student placements.
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12 Pharmacy services in remote

and rural areas

2014-16 Clare Morrison Legislation, funding Prescription for Excellence,

Control of Entry

Pilot of community

pharmacist consultation

booth in a dispensing

practice with medicines

supplied by practice staff

under the remote

supervision of a community

pharmacist, as part of NW

Sutherland project.

Participating practice

agreed. Work to be done

around funding and

legislation
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PROFESSIONAL STRATEGIES

1 Implementation of the

National AHP Delivery Plan

NHSH Strategic

Implementation Plan. Actions:

Throughout 2013-15 Lead AHP in partnership

with Area and District

Managers

Dietetics - no funding

available for leadership role -

inequity of leadership

access

Part of integration agenda

and being done via MDT

approach, not focused

specifically on AHPs.

NHSH Strategic

Implementation Plan

submitted to Scottish

Government.

a) Strengthening enabling

services e.g.

rehab/reablement through

HQA; development of

Integrated Teams, person-

centred working practices,

development of support

worker roles and competency

framework; development of

HSCC role and creation of

single point of access.

Review of documentation to

streamline while meeting

person-centred MDT

requirements.

b) Support for leadership

development - career

framework, professional

networks being set up to

strengthen practice

development and service

improvement.

c) Falls prevention action

plan supports reduced

admissions, raised awareness

and increased access to

strength and balance exercise

in a co-productive approach

with communities. Physios

delivering various training

across staff and carer groups

to support falls prevention.

"Up and About in Care

Homes" national project

funding for falls reduction.

d) Development of

telerehab/telecare (COPD).

Telerehab now established

and improvements ongoing.

e) Establishment setting

principles in place.

Challenges with access to

robust data collection system

and data analysis.

Access to robust data

collection and analysis

system. Awaiting

implementation of Highland

wide system

f) Reablement/rehab stream

of Caithness Re-design has

pathway in place. Lochaber

workstream progressing

service improvement project

around referral pathways

across integrated team. Skye

has established pathway and

recent care staff shortage

been resolved.

Access to reablement care

staff. Development of

reviews to reduce long term

care packages through

increased use of person-

centred outcomes. Failure to

use HSCC as SPOC for all

team referrals

Further training of staff to

support maximisation of

independence approach as

default when dealing with

people's health and care.

Embed Lead Professional

role.
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2 Implementation of the Scottish

Government Learning

Disability Strategy "The Keys

to Life" and Strengthening the

Commitment - review of LD

Nursing.

Throughout 2013/14. Lead Nurse/Consultant

Nurse - Learning

Disabilities

Person-centred health and

care; Housing and

employment; Adult Support

and Protection; Equality

and Diversity

Highland steering group

established and action plan

underdevelopment

3 Implementation of NHS

Scotland Maternity Services

and Refreshed Framework &

NHSH Maternity Services

Strategy and Workplan

Lead Midwives COPD tele-rehab

established and working

4 Implementation of Prescription

for Excellence (Scottish

Government's pharmacy

strategy)

2014-2024 Clare Morrison and Findlay

Hickey

Limited central funding.

Funding within N&W not

agreed.

Significant service/role

change for some

pharmacies.

Prescription for Excellence. Implementation plan agreed

at Management Team in

November 2013. Funding

paper in February 2014 not

agreed. NHSH has agreed

how limited central funding

can be divided (see

separate entries under

"Medicines" below). Work

is at an early pilot stage.

Some of the developments

require legislative change

and national debate

(ongoing).
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INFRASTRUCTURE

1 Vacant practices redesign March 2013 Area Manager/Clinical

Director

Cost neutral redesign with

availability of some action

learning

Risk of service failure and

potential patient harm

Driven by vacant practices

and a need to build larger

groupings for resilience,

quality and efficiency.

2 Developing capacity and skill

mix - integrated teams

2013-2014 District Managers/Lead

Professionals

Update - Nursing Review of

Nursing Establishments to

include skill mix and

succession planning for

future DN workforce. AHP

workforce planning as part

of service redesign.

Establishment reviews in

progress within nursing

teams to develop skill mix

and release capacity to

support the shift in balance

of care to community. AHP

service improvement

includes workforce review -

role development,

succession planning and

broader skill-mix

development.

3 Use of technology to deliver

services more widely e.g.

remote rehabilitation using VC

District Managers/Lead

AHP

ITTS project, AHP Delivery

Plan, DALLAS/Living It Up

COPD hub for classes at

CGH - transmitting to

Golspie - no savings for

Caithness. Video

consultations, telehealth

and telecare, COPD cardiac

failure, falls, renal and

diabetes. VC in local

practices in remote and

rural areas.

4 Review of AHP governance

structures to ensure they are

fit for purpose to support the

HQA and reduce harm, waste

and variation

Ongoing throughout

2013

Lead AHP/Area and District

Managers

Availability of funding to

support Dietetics leadership.

Not providing backfill for

leadership in OT is

impacting directly on front

line services.

NHSH Highland Quality

Framework, AHP Delivery

Plan

OT, SLT (in progress within

Children's Services),

Podiatry, Physiotherapy and

Radiography agreement to

have area level leadership

for each profession. Basic

governance structures

agreed and to be

progressed by Unit leads

once appointed. AHP Lead

has progressed recruitment

to lead posts in agreement

with Unit Senior

Management Team.

Establishment setting

principles in place.

Supporting movement of

AHP practice into

communities and greater

focus on health

improvement. Service

improvement action plans

progressing for some and

will progress for all

professions as part of

integrated team working

5 Review of Out of Hours

provision for CMUs/home

births

Area Managers/Lead

Midwives/HR colleagues

Currently systems not

meeting Working Time

Regulations - Midwives

working when tired - broad

safety issues
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SUPPORTING STRATEGIES

1 Care experience; OPAC/OPC

and dementia standards.

Ensuring standards of care to

older people and others in all

hospital sites and care homes;

reducing length of stay and

OBDs; person centred care.

Ongoing Lead Nurse Number of initiatives and

improvement programmes

affecting capacity of SCN

and ward staff

Person Centred Health and

Care National Programme;

Care Homes Inspectorate.

Highland-wide engagement

event planned for August

14.

N&W Leadership Group

established; OPAC

walkrounds are underway in

all sites; ward improvement

plans developed. N&W

Leadership Group

established and Area

Practitioner Groups. OPAC

Self-assessment completed

April 2014.

2 Better Together - patient

experience

Annual Lead Nurse Person Centred Health and

Care National Programme;

Francis and Lanarkshire

Reports; complaints and

patient opinion.

How Did We Do? Real-time

care experience feedback

has been established in all

wards.

3 Tissue viability - prevention of

admission; reduced LOS and

OBDs; improved patient

experience

Ongoing Lead Nurse As awareness is increased,

incidence reporting

increases

Urinary incontinence links

to developing pressure

ulcers and falls incidence;

wound formulary; education

in prevention of pressure

ulcers

Advanced Practitioner and

Senior Practitioner Team

established through Change

Fund. eClinic established

and review of pressure

relieving equipment . Full

education programme

across all health and social

care settings.

4 Continence Ongoing Lead Nurse Community spread -

ensuring current model of

service delivery is the best

model in light of SBC and

increased acuity of patients

at home

Urinary continence links to

developing pressure ulcers

and falls incidence. Wound

formulary. OPAC and

person-centred care.

Highland-wide review -

community workstream

priority, inpatient

workstreams also underway.

5 Dementia awareness Ongoing Lead Nurse Ensuring spread of dementia

champions and releasing

time to implement their role

Dementia Standards;

OPAC; Person Centred

Health and Care

Collaborative and dementia-

friendly environmental

standards.

Eight Dementia Champions

in N&W. Delirium bundle is

being tested in CGH (QE

ward); 4AT tool is being

rolled out; Getting To Know

Me documentation;

dementia friendly

environmental checklist.

6 Patient safety. SPSP, CQIs,

reducing waste, harm and

variation

Ongoing Lead Nurse/RGH Managers

(SPSP)

Capacity of core SPSP

team.

Clinical governance and

risk management;

complaints; CQIs; all the

above (TV, falls etc);

infection control

SPSP in RGHs established

and spread continues.

Mapping in community

hospitals complete and

priorities agreed.

7 Control and prevention of

infection; HEAT targets to

reduce C difficile, MRSA,

SABS

Continuous Lead Nurse Care homes and Care at

Home - current practice and

education requirements.

Capacity of ICNs given

additional care home

responsibility. C difficile

incidence N Area.

Patient safety (SPSP); HEI

inspections; domestic and

Estates monitoring

N&W Improvement Group

established. To include

care homes and Care at

Home. Care homes and

Care at Home are members

of N&W Infection Control

Improvement Group.
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8 Falls prevention: reduction of

falls admissions to hospital,

reduction in falls in care

homes

Ongoing Lead AHP/NHSH Falls

Leads/Community

Development Officers

Training materials for falls

prevention being

implemented for Health &

Social Care staff via

Physiotherapy Service and

Hi Life Highland.

Implementation of training to

health and care staff.

Links to national Falls

Pathway "Up and About and

Falling Short", "Up and

About in Care Homes"

(Care Inspectorate) and

AHP Delivery Plan. Work

with voluntary sector

providers and Hi Life

Highland.

Stage 4 Falls Pathway

underway including

infrastructure to support

people who fall and do not

require transfer. Plans to

test unscheduled care

pathway with support from

falls coordination project

secondee in two pathfinder

sites for H&SCC role (East

Sutherland and Skye &

Lochalsh). Essential to

build community capacity to

support falls prevention

(Community Falls

Prevention Programme).

Participation in national

workstream to reduce falls

and improve falls

management in care homes

involves 5 care homes in

N&W Unit (supported by

secondee OT from N&W

Unit on NHSH-wide basis).

9 Reablement - maximising

potential for independence

for all adults in Highland.

Reduce hospital admissions

and readmissions; reduce

length of stay, provide care

closer to home; develop ment

of robust pathway and

process required

2013-14 Lead AHP/Quality

Improvement Leads

Change Fund monies

secured for reablement

support work

Improvements to reablement

approach achieved not

sustainable without

reablement workers in post

to provide capacity for

service delivery

Master charter for

reablement on QUIST

website. Specific tests of

change addressing all

elements of streamlining

rehab and enabling people

to be as independent as

possible in their own

homes. H&SCC role

linkiing directly to support

pathway for reablement. All

learning shared with East

Sutherland.

10 National Maternity Services -

patient satisfaction survey'

local survey re R&R Services

Lead Midwives

11 Healthy Working Lives -

HPHS CELS including active

travel, physical activity (HAES

roll-out)

Area/District Managers Risk caused by

reorganisation of national

support for Healthy Working

Lives

Community Food Worker

appointed through

preventive spend in Wick

and Thurso

12 Embed health improvement

role in all staff remits -

learning and development

Area/District Managers Link to HPHS Ensure attendance at HI

L&D opportunities or

commission bespoke

training. Develop role of

Unit Health Improvement

Group (HIG) to ensure focus

on improving health and

tackling inequalities.

13 Staff are engaged with the

organisation and deliver

services which are person

centred

Area/District

Managers/Lead

Professionals

Staff Governance

Standards; Everyone

Matters; national staff

survey; I Matter

Staff experience is

embedded as part of person

centred programme.

14 Better Together - patient

experience

2013-14 Lead Nurse Person Centred Health and

Care National Programme;

Francis Report; complaints;

patient opinion

Annual results are

developed into local action

plans. Local "how did we

do" patient questionnaire

established.
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15 SPSP sustain and spread 2013-15 RGH Managers/Lead Nurse Improvement advisor

capacity to support

community hospital spread

Scoping roll-out of current

use of SPSP bundles across

community hospitals

16 Monitoring of Standards of

Care

2013/14 Lead Professionals Maintaining standards and

appropriate staffing levels in

light of financial position

OPAC; person centred

collaborative; patient

opinion; professional

regulation and standards of

practice

Overview of Francis

Report/Vale of

Leven/patient experience

surveys;complaints

monitoring and CIRs.

17 Food, fluid and nutritional

care

2013 Lead Nurse/Lead AHP Care home responsibility;

need to work jointly to

ensure nutritional care

standards are met as part of

care home design

Linking to NHSH work (led

by Alistair Wilson)

Ongoing work as part of

OPAC agenda. Monitored

as part of the Hotel Services

Monitoring Group led by

Lead Nurse. Nutritional

Care Adviser appointed for

Care Homes across North

Highland

18 Care pathways -

implementation for AHPs e.g.

MSK, DM, weight

management, foot care

2013/14 Lead AHP/Health

Promotion Lead

National pathways

guidance - foot care, MSK

etc

Permanent dietitian/public

health specialist posts

funded via government for

Health at Every Size (North

Caithness in N&W Unit) in

line with Keep Well areas of

activity.

19 Co-production 2013-15 Area/District Managers PPFs in place in SL & WR

and in process of being set

up in Lochaber.

20 Staff experience 2013-15 Area/District

Managers/Lead

Professionals

Included as part of person

centred health and care

programme. Staff

Governance Action Plan

2014/15. Implement

educational governance

Implementation and

monitoring of the Staff

Governance Standard.

Implementation of Everyone

Matters.

21 Leadership 2013-15 Senior Management Team As above Values based leadership

culture, person centred

values and behaviours are

evident, values and

behaviours form basis of

recruitment, development

and management of staff.

Leadership core to

development of Integrated

Team culture and ways of

working.

22 Community foot care provision Lead AHP/Podiatrists Working with

communities/voluntary

organisations and older

people's groups

2013 - linked to National

Personal Foot Care

Guidelines (2012) and AHP

Delivery Plan

23 Driving the expansion of self-

referral to services as the

primary route of access

By 2015 Lead AHP Access to administration

support

AHP Delivery Plan Unit will develop

implementation plans to

facilitate self-referral to

therapeutic AHP services.

Centralisation of referral

management being explored

via AHP leadership

structure. The latter

required for successful

management and admin of

self-referrals



Item
Operational Delivery

Requirements
Timescale Lead Finance Risks Links Comments Status RAG

Workforce and Learning

and Development

24 Vocational rehabilitation 2013 Lead AHP Pathways for physical

activity, nutrition and mental

wellbeing (health

improvement). AHPs will

develop a catch-all pathway

AHP staff in all Districts

have received access to

awareness training to

encourage vocational rehab

integral to ongoing practice

As core component of

consultations to support

individuals to remain at work

or return to work (NHSH

charter to be developed).

Development of pathway,

training materials for staff,

modification of electronic

systems to capture actvity.

Staff awareness training

provided early 2104 across

all N&W (Physio and OT).

25 Person-centred approach to

capacity building, behaviour

change and motivational

interviewing, L&D

L&D Advisor/HI Lead Identify staff for statutory or

mandatory HBC/MI training;

assessment of

competencies in practice.

26 Self management to be

embedded in operational

service delivery

2013/15 Lead AHP/Lead

Nurse/Quality Improvement

Leads

NHSH Strategy and Action

Plan; Person Centred;

"Let's Get On with It

Together" Alliance Project

Support being provided to

LGoWiT Self-management

event in Sep 2014 for staff

across Highland H&S Care

NHSH Strategy and Action

Plan agreed by SMT in

2013. Now needs to be

embedded in the

organisation. Lead

AHP/Nurse w/w LGoWiT

Lead

27 Supporting carers across the

Operational Unit so that they

are recognised and valued as

equal partners in care

2014-17 Business Manager, Lead

Nurse

Dependent upon 3rd Sector

organisation to deliver Carer

Strategy; competing

priorities around training for

Health & Social Care staff

Highland Carers Strategy

2014-17 Equal Partners in

Care (EPiC); N&W

Representation on Highland

Carer Strategy

Improvement Group

Carer Awareness Training;

Carer Support Plan

Training; Bespoke training

to suit needs of other teams

Work with Connecting

Carers/Hospital Charge

Nurses and Integrated

Team Leaders to agree and

deliver Carer Training to the

workforce

28 Tackling health inequalities.

Preventive Spend

District Managers
In addition to existing CDO

(Older People) posts in

Caithness and Lochaber.

Links to Section 7 below -

Public Engagement - and to

3.11.16 above - Co-

production

2 Community Health Co-

ordinators (Caithness,

Lochaber); 1 Community

Food & Health Practitioner

(Caithness).



Item
Operational Delivery

Requirements
Timescale Lead Finance Risks Links Comments Status RAG

Workforce and Learning

and Development

1 Legal compliance cost

reduction

Throughout 2013-14 Health and

Safety/Area/District

Managers

Allocation of resource to

support training, protocol

implementation and support

Non-compliance leading to

regulatory interest

All areas including

integration agenda

Increased risk will lead to

increased losses.

2 Implementation of the annual

Health & Safety Workplan

Throughout 2014-15 Health and

Safety/Area/District

Managers/Care Home

Managers/Care at Home

Managers

Time resource to support

programme

Inability to carry out

programme due to lack of

time and resource

All areas of the Operational

Unit and linked to NHSH

overarching plan

Implementation will reduce

risk and provide assurance

of legal and HEI

compliance.

HEALTH & SAFETY



Risk

Assessor

Date
Current

Oct 2012

Apr 2013
Date of
Review

Oct-13

Risk Control Risk Control

Existing Control

Measures

Likelihood

(L)

Severity

(S)

Risk

Rating

Action Plan Likelihood

(L)

Severity

(S)

Risk

Rating

ACAH (R&C)
Enhance Community Teams

Immediate care - Belhaven Ward

LTC Action Team COPD etc

Non medical prescribing

Anticipatory care planning

Case management

Management of Long Term

Conditions. Self management

support. Better use of enhanced

services

Development of Community

Hospitals

Devolution of operational

management to

CHPs/Localities

Unscheduled Care Action Plan to

be led by USC Steering Group

Clinical Practice Facilitators x2 to

support Unscheduled Practitioner

Role

Develop a model for USC

Practitioner Implement changing

model

On NMAHP CG work

plan

Staff being identified for

supervisor training

On NMAHP Education

Strategy

Scoping exercise being

undertaken to identify existing

control measures

Included in NMAHP

strategy

Supervise framework in place for

NMAHP

Remains optional

Audit of uptake across NHSH

Environmental Audits

being developed and

rolled out across NHSH

Capital planning business case

bid once audit identifies areas at

highest risk

Location/ Department NORTH AND WEST OPERATIONAL UNIT OPERATIONAL UNIT CLINICAL GOVERNANCE

& RISK MANAGEMENT GROUP

Risk Category CLINICAL RISK

Risk

Ref.
Description of Risk

Action

Owner

Risk Exposure Revised Risk Exposure Accept

Risk

C01NW Changing demographics of

population puts pressure on

services

Gill McVicar Almost Certain Major VERY

HIGH

Likely Major HIGH No

requires

considera

ble change

on an

ongoign

basis

C02NW Difficulty in providing a safe

service Out of Hours -

staffing, finance, lack of

clear leadership,

coordination, training,

palliative care.

T Ligema/ B.

silverwood

Likely Major HIGH Possible Moderate Medium

C03NW Lack of consistent clinical

supervision for clinical staff

leads to risks to patient care

Alison

Hudson

Likely Major HIGH Possible Moderate Medium

C04NW Infection control risk due to

ageing/unsuitable buildings -

poor

maintenance/replacement

SEE SEPARATE RISK

Alison

Hudson

Likely Moderate HIGH Likely Major HIGH



Escalate to Exec Lead for COI

Identification and prioritisation of

remedial action following

Environmental Audit

Risk Assessment

Review medicines ordering

process and ensure that

processes for the secure and

safe handling of medicines are in

place and ahdered to.

Review and revise stock lists in

community hospitals

Regular pharmacy input to

community hospitals

Transport dpepartment

pick up and deliver on

specifically agreed

routes to general

practices

Work ongoing across NHSH with

our transport department to

ensure standards are improved

where possible

Remote practices have

issues on time delays

with specimins

Practices post specimins

to labs routinely. They

have to prioritise their

clinics and patients to

coincide with the postal

serivce

On PICAG work plan Local measures being

implemented

Isolation room, Belford

Capital planning process to

prioritise

6 single en suite rooms in Portree

MMH double rooms used as

single with barrier nursing

implemented as required

Workforce planning Succession planning (including

rotational posts)

Identify numbers of specialist

practitioners across NMHAP to

establish the risk

Identify alternative models

SEE SEPARATE RISK

REGISTER SECTION ON

HAI

C05NW Risks that there is an

absence of, or lack of clarity

on medicines stock control

in community hospitals

Findlay

Hickey

Possible Major HIGH Possible Major HIGH

C06NW Inconsistency in area wide

laboratory service provision

including the transport of

specimens

Findlay

Hickey/Tom

Slavin/Clair

e Morriosn

Likely Moderate HIGH Possible Moderate Medium

C07NW Lack of appropriate number

of isolation rooms SEE

SEPARATE RISK

REGISTER SECTION ON

HAI

T Ligema/ B.

Silverwood

Likely Moderate HIGH Possible Moderate Medium

C08NW Reliance on single-

specialist practitioners (e.g.

Rheumatology Specialist

Nurse)

Alison

Hudson

Likely Moderate HIGH Likely Moderate HIGH



CHP Mental Health

advisory role

MHO (Highland Council) now

available

Mental Health leads

identified across

Highland

LIGs in each Locality leading

service development, formation

of LIG in RCWN is under

discussion

NHSH Radiology Group to

develop strategy and practices

Explore new career structure

developments within radiography

and opportunity for nurses and

other practitioners

GIRFEC Team

developing tiered training

package

All staff who work with children to

go through this training

Multi-agency training Access to child protection

advisors

Critical Incident Reviews

established

GIRFEC roll out will further

strengthen clinical decision

making

GP Child Protection

Lead role established

Regular Child Protection Unit

inspections (refer to recent audit

results)

CHP Lead Midwife Roll out of single duty R&R

service across the CHP is now

complete

Single duty service Review of home births and

develop models to ensure a safe

and sustainable service

Public awareness

National and local

strategy developed

Pandemic Plan reviewed Nov

2011 and will be reviewed on a bi-

annual basis.

CHP Workshop April

2008

CHP Health

Improvement Working

Group

Action Plan and prioritise

developed and updated every 6

weeks by CHP HI Working Group

C09NW Mental Health

management/ availability/

staffing/places of safety

Kate

Earnshaw/

Teresa

Green

Likely Moderate HIGH Possible Moderate Medium

C10NW Inability to provide

appropriate level of

radiology provision locally

Paul

Davidson

Likely Moderate HIGH

C11NW Child protection - difficulty in

ensuring all staff are

competent and alert to deal

with possible cases in their

daily work

Alison

Hudson

Possible Major HIGH Rare Minor LOW

C12NW Inability to provide safe

midwifery services which

meet mother's expectations -

e.g. home confinements

Alison

Hudson

Possible Moderate Medium

C13NW Inability to deal with a

pandemic flu outbreak
Paul

Davidson

Possible Major HIGH Possible Major HIGH

C14NW Inability to fully implement a

Health Improvement

Strategy

Public

Health

Possible Moderate Medium Unlikely Moderate Medium YES



NMAHP have QIS

standards and BPs on

work plan

Monitoring of implementation of

standards

Individual professions

and professional bodies

have standards

NMAHP Policy Group reviewing

all policies supporting standards

of practice

Programme of audit

BTS standards and

compliance in place

Equality and Diversity

Strategy

Joint agency Translation Service

in place and teams and practices

should access

Impact assessment of strategy

implementation

C19NW Risk of delays in accessing

Psychological Therapies
Teresa

Green

C20NW Risk that senior medical

staffing at CGH and Belford

will be unsustainalbe

Paul

Davidson

C21NW Risk that there will be no

cover when duty midwives

have to leave the area with

patients

Sarah

MacLeod/

Mary

Burnside

C15NW Lack of basic clinical

governance standards in

place leads to possibility of

lack of compliance with

national standards

Paul

Davidson

Possible Major HIGH Possible Major HIGH

C16NW Inability in complying with

new European BTS

Guidelines

Alison

Hudson

Possible Moderate Medium Unlikely Moderate LOW

C17NW Inability to meet the health

needs of Migrant Workers -

sexual health, housing,

general health

Public

Health

Possible Minor Medium Unlikely Minor

C18NW Risks to vaccine integrity

due to uncertainty of "cold

Chain " continuity and

integrity

Findlay

Hickey/Clair

e Morrison

LOW



Risk

Assessor

Date
Current

Oct 2012

Apr 2013
Date of
Review

Oct-13

Risk Control Risk Control

Existing Control

Measures

Likelihood

(L)

Severity

(S)

Risk

Rating

Action Plan Likelihood

(L)

Severity

(S)

Risk

Rating

Develop SLA

CHP Facilities Department

Prioritised action plan required

Increased staffing levels to be

implemented in 2008/09

Fire risk assessment programme

to be reinvigorated

To be updated

CHP premises strategy Broadford – TBA

Tain – TBA

Dingwall – TBA

Kyle – Sept 08

Asset sale strategy

See Clinical section

Prioritised action plan required

High

E08NW Risk to estates function due

to integration with HRC
Stewart

Brown/ Ivor

Campbell

Moderate HIGH Almost Certain

Action Taken

but the

Likelihood

Increases??

ModerateEO7NW Large number of premises -

inappropriate hospital stock

Links to 04M

Stewart

Brown/ Ivor

Campbell

Likely

Possible Moderate Medium

Moderate High

EO19N

W

Inadequate fire risk

management
Stewart

Brown/ Ivor

Campbell

??????? Possible Moderate MEDIUM

Revised Risk Exposure Accept

Risk

EO4NW Poor premises/working

environment due to lack of

upkeep

Stewart

Brown/

Ivor

Campbell

Planned programme of

replacement

Almost Certain Moderate HIGH Likely

Risk

Ref.
Description of Risk

Action

Owner

Risk Exposure

Location/ Department NORTH AND WEST OPERATIONAL UNIT OPERATIONAL UNITCLINICAL GOVERNANCE

& RISK MANAGEMENT GROUP

Risk Category ESTATES RISK



Risk

Assessor

Date
Current

Oct 2012

Apr 2013
Date of
Review

Oct-13

Risk Control Risk Control

Existing Control

Measures

Likelihood

(L)

Severity

(S)

Risk

Rating

Action Plan Likelihood

(L)

Severity

(S)

Risk

Rating

Deliver a breakeven

position

Engage with NHSH financial

planning committee to secure a

balanced budget that does not

rely on non-recurrent resource

Standing financial

instructions and controls

Performance management

through the monthly reporting

cycle to managers, through

management team and

eventually to the Mid CHP

Committee

Locality General

Managers and

accountants manage

budgets without creeping

developments

Locality General Managers and

their accountants produce plans

to ensure that no unfunded

developments creep into their

services

Standing financial

instructions and controls

Locality General

Managers and

accountants produce a

plan to take the CRS

target out of the budgets

Redesign services or staffing to

meet targets

Standing financial

instructions and controls

Medium Yes

controls are

in place to

minimise

the risk

Medium Yes

controls are

in place to

minimise

the risk

F03NW Risk of failure to achieve

CRS targets
Tom Slavin Likely Moderate HIGH Possible Moderate

Medium Yes

controls are

in place to

minimise

the risk

F02NW Limited new money

available for developments
Tom Slavin Likely Moderate HIGH Possible Moderate

Revised Risk Exposure Accept

Risk

F01NW Unacceptable budget

overspend
Tom Slavin Likely Major HIGH Possible Moderate

Risk

Ref.
Description of Risk

Action

Owner

Risk Exposure

Location/ Department NORTH AND WEST OPERATIONAL UNIT OPERATIONAL UNIT CLINICAL GOVERNANCE

& RISK MANAGEMENT GROUP

Risk Category FINANCIAL RISK





Risk

Assessor

Date
Current

Oct 2012
Apr 2013

Date of
Review

Oct-13

Risk Control Risk Control

Existing Control

Measures

Likelihood

(L)

Severity

(S)

Risk

Rating

Action Plan Likelihood

(L)

Severity

(S)

Risk

Rating

Alternative forms of

communication

Engagement from clinical leads

fro IT Projects

Implement eHealth

Strategy Action Plan

GP infrastructure improved by

migration to vision

Use of Track-it System

to monitor logs and calls

Community Bases Infrastructure

well progressed

Communication with

eHealth

Vast majority of staff have file

print, internet available

Better prioritisation of

support/service

Implement eHealth

Strategy Action Plan

Improved communication and

sharing between primary and

secondary care

Data Sharing partnership is

formally progressing

Further detail to be worked up

Use of Track-it System

to monitor logs and calls Planning/ eHealth & Knowledge

and Information requires better

joint working between the parties

eHealth able to prioritise

information requests

more efficiently Ongoing Information Project e.g

Waiting List Information

Workforce Information

available

Reports received from

Planning has improved

Incident Reports and

Complaints Reports

regularly received

FOI requests are dealt

with by the board

secretary

IG Committee has been

strengthened. Deputy Caldicot

Guardian is Chair

Medium

Medium

I05NW Risk that information

governance issues not clear

(Freedom of Information

and Data Protection)

Bill Reid Possible Major HIGH Possible Mioderate

HIGH

I04NW Inadequate CHP specific

data for staff governance,

referrals, complaints,

significant incidents

Bill Reid Unlikely Minor Medium Unlikely Minor

I03NW Difficulty sharing

appropriate clinical

information within and

between organisations -

There is an organisational

element to this

Bill Reid Likely Major HIGH Likely Major

Medium Yes with

constant

monitoring

Revised Risk Exposure Accept

Risk

I01NW Poor IT access - hardware,

network, telephone access -

GP's IT Infrastructure &

remote access by

Community based staff,

also staff with limited

access to hardware

Bill Reid/

Pat Maclean

Likely Moderate HIGH Unlikely Moderate

Risk

Ref.
Description of Risk

Action

Owner

Risk Exposure

Location/ Department MID HIGHLAND CHP CHP CLINICAL GOVERNANCE & RISK

MANAGEMENT GROUP

Risk Category INFORMATION RISK



Expanded membership of above

including CHP rep. Information

Commisioners Office and a

patient representative

MiDIS being evaluated in

Nairn and Aviemore

Further roll out of MiDIS before

March 2012

I07NW Risks to information sharing

in integration with HRC

Bill Reid Formally noted in the

workstream in planning

for integration

Almost Certain Moderate HIGH Group set up with HRC to resolve

such issues before integration

Possible Moderate Medium

IO8NW Risk that there is an

information disconnect

between the CHP and NHS

Highland e.g. Known

completed E-KSF not

replicated at corporate

level.

HIGHI06NW Community staff don't have

access to clinical system

Bill Reid Almost Certain Moderate HIGH Almost Certain Moderate

and Data Protection)



Risk

Assessor

Date
Current

Oct 2012

Apr 2013
Date of
Review

Oct-13

Risk Control Risk Control

Existing Control

Measures

Likelihood

(L)

Severity

(S)

Risk

Rating

Action Plan Likelihood

(L)

Severity

(S)

Risk

Rating

SPSP PVC and CVC

bundles rolled out in all

wards in Belford hospital.

For roll out to MMH

2011. Blood Culture

training in progress.

Root Cause Analysis and

subsequent actions

taken with each

SABCHP HAI Action

Plan agreed HAI

Governance structure in

place

Local action plans are now

owned by the clinical team.

Blood culture packs containing

the Standard Operating

Procedure for taking blood

cultures together with the

required equipment to ensure

good practice have been

assembled and distributed to the

wards within Belford.

A pilot project to improve aseptic

technique with regard to urinary

catheter insertion, cannulae

insertion and care of wounds is

ongoing.

Enhanced reporting in

place

Roll out of SPSP PVC and CVC

bundles in Beflord in first

instance. Then all hospitals

11/12

Currently SABS incidence in Mid

CHP is very low

Environmental Audits are

carried out by Lead

Nurses/AHPs/Domestic/

Estates/Infection Control

Staff across the CHP

A full audit and reaudit

programme of compliance of all

existing undertaken early 2011, to

be tabled at VCHP governance

Committee.

HIGH No

Medium No

HAI-02 Building stock does not

comply with HAI

requirements

GM/Head of

Facilities

Likely Major HIGH Likely Moderate

Revised Risk Exposure Accept

Risk

HAI-01 Risk that we are unable to

further reduce SAB

(Staphylococcus

Bacteraemias) incidence in

Mid Chp

Alison

Hudson

Likely Major HIGH Possible Moderate

Risk

Ref.
Description of Risk

Action

Owner

Risk Exposure

Location/ Department NORTH AND WEST OPERATIONAL UNIT OPERATIONAL UNIT CLINICAL GOVERNANCE

& RISK MANAGEMENT GROUP

Risk Category HEALTHCARE ASSOCIATED INFECTION

(HAI)



Review bed spacing in

MMH and RMH, project

teams established to

increase bed spacing

and increase toilet

facilities commenced mid

2010

Progress is monitored by the

CHP CG/RM Meeting Group.

Ward/unit Action plans are

completed and owned by

SCN/Team Leader. Systems in

place to escalate issues to Local

HEI Action teams and

prioritisiaiton process informs

CHP management team

Infection Control staff are

members of Project

Teams and consulted on

redevelopments

Established Environemtnal audits

agianst QIS HAI Standards

(March 2008). Ward/unit Action

plans are completed and owned

by SCN/Team Leader.

Systems now in place.

Ownership is taken by

CHP Raigmore.

Monitoring through ICIG

Reporting to COIC

Introduction of bed spacing risk

assessment process to inform

HEI prioritisation process.

Significant levels of

training in place led by

ICNs

Training to be equitable across all

areas

Policy for Staff Core

Competencies in the

prevention and control of

infection now in place.

Key performance indicators in

respect of infection prevention

education /training programmes

are being developed.

An e-learning package (Learnpro)

which will enable the delivery of

electronic based training across

Highland. This will improve

access for all staff and enable the

Infection Prevention & Control

Team to deliver more focused

training.

Progress slow due to

other HAI pressures

Progress to be monitored at the

COI Group

Hand Hygiene Sub

Group have developed a

training pack

All senior CN and deputies to

have undertaken the cleanliness

champions course

Medium NoHAI-03 Unable to ensure all

disciplines of staff receive

HAI Education across mid

CHP

Alison

Hudson/Clini

cal

Managers/S

CN

Possible Major HIGH Possible Moderate



Levels significantly

reduced in last year

across hospitals

Promotion of good hand hygiene

across all staff groups and

general public.

Attention to environmental

cleanliness

Antimicrobial Management Team

continues to monitor and promote

good practice

Regular reports to the

Management team and

Committee

Respond to local rises in rates

through enhanced monitoring

system

CDI hospital rates

continue to reduce and

exceeded the target for

2010/11

Roll out of prescribing policies C

Diff across the CHP

monitoring of

antimicrobial prescribing

by CHP Lead Pharmacist

Monitor progress at CHP control

and prevention of infection group

Audit of non compliant

snks undertaken across

Highland 2008 and 2010

compliant sinks installed in

priority areas as part of HEI

imrpovement programme in

Belford, MMH, RMH

Risk Assessment

process in place to

support priotirisation of

replacement programme

HAI06 Risk of non compliance
with theatre de-
contamination at MMH

Infection
Control
Manager

Highlandwide group
looking at alternative
arrangements e.g.
central service. Lack
of ventilation noted in
pre JAG report

Possible Major HIGH Ventilation risks to be
discussed at CHP CGHS
group. 3 options for de-
contamination have been
considered but not costs by
Anne Cosh. The endoscopy
sub group is looking at a
central de-contamination
service. No space in MMH for
requirmements. Option
appraisal to ge to SMT.

High No

Medium No

HAI 05 Non compliance with Hand

washing sinks across the

CHP

Head of

Facilities

Almost certain Moderate HIGH likely moderate

HAI-04 Risk of inability to maintain

Clostridium Difficile at low

rates in hospitals and

inability to reduce rates in

primary care

Alison

Hudson/

Lead

Pharmacist

Possible Major HIGH Possible Moderate



HAI07 Joint Stores risks -
Lochaber - risks related
to de-contamination of
equipment. Invergordon
- Limited resource to
meet standards for de-
contamination

Infection
Control
Nurse

Possible Major HIGH Training programme to be set
up to resolve issues. Policy to
be included in training



Risk

Assessor

Date
Current

OCT 2012

APR 2013
Date of
Review

Oct-13

Risk Control Risk Control

Existing Control

Measures

Likelihood

(L)

Severity

(S)

Risk

Rating

Action Plan Likelihood

(L)

Severity

(S)

Risk

Rating

Smaller locality based

teams

Development of communication

strategy for CHP

Integrated teams Implementation of eHealth

infrastructure project

CHP Headquarters

established

Further team development and

devolution of decision making

Review of management

structure

Work with communities on rights,

responsibilities and opportunity

costs.

Locality management teams

oversee workload

Regular review of OOH services

Action plan embedded Continuing training

Managers as primary

investigators

Electronic reporting

Over 300 staff trained Feedback to reporters

SMS

Locality Meetings Identify Lead Action Owner for

dentists and pharmacists

Annual review meetings GP Leadership through locality

clinical leads and CHP clinical

director

GP Networks/Forums Regular meetings with practices

by PCM

Regular Communications

between PCM & GP's

Regular communication with GP

sub committee/LMC

Vacancy control

measures and vacancy

monitoring group

Management of Fixed Term

Contracts

Employment services Utilisation of Redeployment

Processes

Creative workforce

planning

Risk and Impact assessment

process in place

Emergency Plans in

place

Hospitals, community and NHSH

BCPs being developed

Location/ Department NORTH AND WEST HIGHLAND

OPERATIONAL UNIT

UNIT CLINICAL GOVERNANCE & RISK

MANAGEMENT GROUP

Risk Category ORGANISATIONAL RISK

Moderate

Risk

Ref.
Description of Risk

Action

Owner

Risk Exposure

Moderate

Revised Risk Exposure Accept

Risk

O1NW Inability to provide the full

range of services over a

large geographical area, low

population density including

OOH

Gill McVicar Possible Major HIGH Possible

Moderate

Medium Yes. It is

regularly

reviewed

O2NW Risk that adverse incidents

are not being robustly

reported, investigated and

managed

Colin

Shields

Possible Moderate Medium Possible

Moderate

Medium NO

Continue

Ongoing

programme

of risk

reduction

O5NW Difficulties in influencing

provision of Healthcare

within Independent Health

Contractor Groups with

conflicting prioritise

between Healthcare and

business

Melanie

Meecham/

Fiona Duff

Likely Moderate HIGH Likely

Moderate

HIGH

O6NW Risk to service delivery due

to delays or non

replacement of staff

Gill McVicar Likely Moderate HIGH Likely HIGH

O8NW Risk that recovery from

disruption to services will

threaten organisation and

Colin

Shields/

Fiona

Likely Major HIGH Possible Medium NO

Continue to

develop



Tabletop exercises

undertaken

EP & BC Groups in each Locality

to be developed

Business continuity plans

developed
Core service plans to be
developed

Core Services have been

identified

Continue Tabletop and live

exercises

Key locality leads identified

B.

Silverwood

A detailed list of

equipment is kept by

community stores

Review of equipment and

facilities currently underway.

Revised risk rating not yet

appropriate.

T Ligema Local endowment funds

are supporting essential

equipment for patients at

home

Develop appropriate programme

of replacement and upgrade

Fund raising by the LOF

supporting purchasing

equipment for the

hospitals

Continued support for equipment

store

EQUIPMENT STORE

MANAGEMENT OF

CURRENT EQUIPMENT

TO PROLONG LIFE

AND ENSURE MOST
Manage the demands

this creates to ensure

that service delivery is

not compromised.

Develop and implement

modernising community health

care programme

RGH Review and service

improvement

Move to anticipatory care rather

than reactive

Workload assessment and

workforce planning

Inclusion of staff in review of

services

Learning and development to

support changing roles

Develop a definitive Action Plan

from the CHP Delivery Plan

which will be monitored and

project planned

Contingency plans in

place

Ensure implementation of

Adverse Weather Policy

Adverse Weather Policy

in place

Ensure Occupational Road Risk

Assessments are monitored &

actions implemented

Medium

threaten organisation and

patient care (organisation

and clinical staff)

Fiona

Matheson/P

auline Craw

develop

programme

s and test

plans

O9NW Lack of budget for replacing

equipment poses a risk to

service delivery - Links to

OR-01 in NHSH Risk

Register

Unlikely Major Medium Unlikely Moderate

Low

O10NW Risk that increasing

expectations, volume of

work, service development

and redesign will overwhelm

the capacity of clinical

services

Alison

Hudson/B

Silverwood/

T Ligema

Likely Moderate HIGH

O11NW Risk that bad weather

impacts on ability to deliver

services

Paul

Davidson

Unlikely Minor Medium Rare Minor



Use of Occupational

Road Risk Assessment

Staff education ref policy and

responsibilities in severe weather

Regular contact with

management team

Devolution in progress

Prioritisation of work

Health 2012 and Iceberg work

Continue to explore opportunities

to build capacity and capability.

The above will be reviewed in

light of the Plan for Integration.

Workforce planning Local scrutiny panels consider

each vacancy which are all re-

designed, risk and impact

assessed.

Fair Share & Shifting

Balance of Care

allocation would enable

further progress

Reconfiguration of services to

maximise efficient and effective

use of resource. Establishment

setting to identify safe staffing

levels.

Public engagement

ongoing

Training for team leaders and

managers

Will reinvigorate efforts

to involve public

NHS H has agreed a service re-

design process at a board

meeting in spring 2011 which

gives guidance through an

agreed process.

Honesty at public

meetings and with press

Better utilize com’s

support

Temporary short term

accommodation offered

e.g. hospital rooms

Joint approach with partner

organisations

Local reliance on

availability of

accommodation e.g.

rental, lodgings etc.

Affordable housing

Use of private sector where

approriate

Control of contractors

strategy

Use of approved contractors

List of approved

contractors

Monitor contractors on site

MEDIUM

MEDIUM

O12NW Risk that managerial and

leadership capacity

insufficient to deliver a

growing agenda

Gill McVicar Possible Moderate MEDIUM Possible Moderate

HIGH

Yes, due to

ongoing

review

O13NW Inappropriate staffing levels

may impact on service

delivery

B

Silverwood/

T Ligema

Possible Moderate MEDIUM Possible Minor

MEDIUM

O14NW Risks in managing public

expectations /perceptions/

adverse reaction

Gill

McVicar/ B

Silverwood/

T Ligema

Likely Moderate HIGH Likely Moderate

High

O15NW Lack of availability of

housing for staff being

recruited to area leads to

risks of non recruitment

Alison H/

T Ligema/ B

Silverwood

Possible Moderate MEDIUM Possible Minor

O16NW Inability to monitor and

manage external contracts

and contractors / common

users of the sites

Colin

Shields/

Stewart

Brown

Possible Major HIGH Possible Major NO

Continue to

develop

policy and

protocols



Managing Contractors

Policy in use

Training undertaken by estates

and H&S staff. Implementation

of Contractor Policy

Use of VC and

teleconferencing

Use of hands free phones whilst

driving is discouraged

Shared use of

cars/driving encouraged

Develop Telemedicine

Run ongoing programme of

practical driver training

Use of Occupational

Road Risk Form

Monitoring mileage and

timesheets

Management to lead by example

Action plan from spending review

to be implemented

Develop VC and

Teleconferencing

O19NW Risk that the operational

unit will be unable to meet

HEAT targets

Gill McVicar

HIGH

protocols

NO

Continue to

implement

programme

s and risk

assessment

s

O18NW Occupational road risk Colin

Shields

Possible Extreme HIGH Unlikely Extreme



Risk

Assessor

Date
Current

Oct 2012

Apr 2013
Date of
Review

Oct-13

Risk Control Risk Control

Existing Control

Measures

Likelihood

(L)

Severity

(S)

Risk

Rating

Action Plan Likelihood

(L)

Severity

(S)

Risk

Rating

Workload/workforce

planning

Locality workforce/workload

planning events

Identified capacity issues

within localities and CHP

Succession planning across all

areas of service delivery

Prioritisation of clinical

posts to support service

delivery

Portfolio leads have have been

identified to reduce duplication of

effort

Ongoing risk assessment

Learning and development,

develop generic roles

Standard methodology

across NHS Scotland

Basic exercise is more or less

complete. Appeals and

grievances still to be addressed

AfC Terms and

conditions

Ensure staff holiday scheduling is

managed effectively

Evidence being monitored shows

that this risk has diminished

Staff and unions involved

in all likely change

initiatives

Local Partnership Forum

functioning

Reinforce partnership with

leaders and managers

Annual event

Staff and reps. Involved in all

change initiatives

Ensure managers understand

how to apply the policy and

manage effectively

Location/ Department NORTH AND WEST OPERATIONAL UNIT OPERATIONAL UNIT CLINICAL GOVERNANCE

& RISK MANAGEMENT GROUP

Risk Category STAFF RISK

Risk

Ref.
Description of Risk

Action

Owner

Risk Exposure Revised Risk Exposure Accept

Risk

S01NW Over reliance on key

personnel resulting in

increased risk

Alison

Hudson

Likely Major HIGH Likely Major HIGH No

S02NW GMS, Agenda for Change -

financial costs, benefits

realisation

Tom Slavin Likely Moderate HIGH Possible Moderate Medium Yes

Funding

held at

NHSH level

S03NW Increased holiday

entitlement reducing staff

availability which causes a

risk

Mark Kerr Likely Moderate HIGH Possible Moderate Medium Yes.

Continuous

monitoring

S04NW Risk that failure of

partnership working will

cause unnecessary angst

and additional workload

Gill McVicar Likely Moderate HIGH Possible Moderate Medium Yes, with

regular

review

through LPF

S05NW Decreased clinical staff

availability due to PIN

Guidelines whereby carer

and/or parental leave may

cause detriment to the

service

Mark Kerr Likely Moderate HIGH Possible Moderate Medium Yes,.

Managers

monitoring

effectively



Audit challenging issues to clarify

areas of concern

Workforce planning recruitment

Recruitment and retention premia

to be considered

Predict future requirements and

establish re-training programmes

to meet changiong service needs

Standard methodology

across NHS Scotland

Basic exercise is more or less

complete. PDPs still to be

completed

UK Legislation NHSH Policy being developed

Once introduced consider the

implications for compensatory

rest periods

Assess OOHs working and

develop consistent working

arrangements throughout the

CHP

BD of N links at strategic

level

Health 2012 service improvement

planning

Locality management

team meetings and MD

clinical for a

RONC core standards to be

rolled out across CHP

CHP wide collaboration with lead

nurses/AHPs to ensure an

integrated approach e.g. DES

working closer together

Community health profiling

Anticipatory care action plan

Links with LTCs manager and

CHP action plan

Undertake audit of workforce

planning presently in place

Identify actions to address this for

Mid H CHP/ across NHSH

Monitor workforce planning

reports to identify salient issues

service

S06NW Recruitment and retention

difficulties cause risk to

service delivery

Mark Kerr Possible Major HIGH Possible Moderate Medium

S07NW Inadequate resources to

implement KSF
Tom Slavin Likely Moderate HIGH Possible Moderate Medium Yes

Resources

held at

NHSH level

S08NW Impact of fully implementing

European Working Time

Directive on service delivery

Mark Kerr Likely Moderate HIGH Possible Moderate Medium Yes.

Working

time

directive

implemente

d and

established

with

minimal

impact

S09NW GMS contract - forcing

change and nurses and

AHPs not ready to fill gaps

Alison

Hudson

Likely Moderate HIGH Possible Moderate Medium

S10NW Ageing workforce - no bank

staff, no possible

replacement causing risk to

service delivery

Mark Kerr Likely Moderate HIGH Possible Moderate Medium Yes. With

changing

legislation

regarding

retirement

this has

become

less of an

issue



Possible use of winter

tyres

Implement transport policy and

provide staff with appropriate

training and equipment

Advice to staff not to

drive in dangerous

conditions

Review the use of Winter tyres on

pool cars for "on call" staff.

Involve staff in all

aspects of decision

making

Fish

Organisational development

approach to change

Learning organisation

KSF Process CHP wide learning and

development plan has been

agreed

PDP & R process Increase capacity to support

clinical skills development in

conjunction with PDU Raigmore

Links with corporate L

and D team

L and D planning at team level to

be informed by community health

profiling and current policy drivers

Endowments for non

core learning

Lone working policy Implement protocols and

procedures throughout the CHP

Continuously monitor

implementation

Carry out annual compliance

audits

Assess electronic solutions

Workforce plans Regular review at team level

Workforce strategy Workforce data greatly improved

Explore supported training places

through endowments

CHP Workforce plan

Regular meetings with staff to

identify issues

Escalation of issues to

management

To meet with primary care teams

to identify support mechanisms

S11NW Dangerous road conditions

e.g. Winter driving is

dangerous for staff. This

could lead to loss, financial,

staffing etc.

Colin

Shields

Possible Moderate Medium Unlikely Moderate Medium No,

Requires

constant

review

S12NW Low morale in staff

impacting on performance
Gill McVicar Possible Moderate Medium Likely Moderate Medium Yes, with

vigilance

S13NW Difficulty in ensuring staff

are competent to take on

new roles - potential risk to

patient care

Alison

Hudson

Possible Moderate Medium Likely Moderate

S14NW Lone working risks Colin

Shields

Likely Moderate HIGH Unlikely Moderate Medium No Requires

more work

to reduce

the risk

S15NW Inadequate workforce

planning data support
Gill McVicar Likely Moderate HIGH Possible Moderate Medium Yes

S16NW The pressure of delivering

waiting times targets

resulting in staff stress

T Ligema/ B

Silverwood

Possible Moderate Medium



Some Lone Working

Procedures

Implement Lone Working

Procedures

Monitor implementation

LPF Reduce uncertainty through

regular briefing and reporting

back.

Staff involved in

decisions that affect

them

Provide individual support as

required

A communications

strategy is in place

S17NW Difficulty in ensuring staff

safety - OOH centres
Colin

Shields

Possible Moderate Medium Unlikely Moderate Medium Yes, as long

as Lone

Working

procedures

are followed

S18NW Risk that negative impact of

staff through managerial

organisational change will

lead to confidence and self

esteem issues and a

potential reduction in

performance

Gill

McVicar/

Bob

Silverwood/

T Ligema/

HR

Likely Major HIGH Likely Moderate HIGH No.

Requires

close

attention
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Ser Management System Theme Sub Ser Area / Topic for Improvement Specific Action Lead Year of Focus First Progress Report

to Committee

Status Progress to Date RAG

a Revise, Update & Communicate the Boards Health and Safety Policy Agree, Establish & Update Management Responsibilities & Org Arrangements for New

Op Structure (including ASC Units)

Bob Summers, Operational

Directors

2014-2015 May-14

Agree the Governance and Assurance framework for HS Management Anne Gent 2013-2014 Feb-14
b Safety Leadership Chairs of HS Committee to Attend Op HS Groups at least 2 meetings each year HS Committee Chairs, Anne Gent,

Bob Summers

2014-2015 Aug-14

Devise a topic/hazard based safety walkround system for senior managers, based on

the "visible and felt leadership" model, that focuses on action, people and systems.

Scope the possibility of integrating these with SPSP / HAI methodology

Bob Summers, Mark Middleton,

Rosie Brunton

2014-2015 Nov-14

c Integration Ensure Relevant ASC Management & HS Reps are integrated into existing HS

Governance Framework, Committees, Operational Groups etc

Bob Summers, Elspeth Caithness 2013-2014 Feb-14

2 Plans & Objectives Setting
a Working Groups Working Sub Groups to have Terms of Reference, Outcomes and Work Programme in

Place, progress to reported quarterly basis

HS Committee Chairs 2013-2014 Feb-14

3 Risk Assessment

a Explore, Identify and Create a more efficient solution for sharing

common task based Generic Risk Assessments for frontline units

Find a copst effective solution to improve, capture and create generic task based risk

assessments, to imporve consistency of approach & reduce duplication. Liaise with

eHealth for inhouse approach and review commercial solutions. This work should be

undertaken after the RA audits

Maria Carpenter 2014-2015 Nov-14

4 Risk Based Compliance

Fire risk assessments to be placed on 3i Fire Master system Eric Green 2013-2014 Feb-14
Complete & deliver local training plan Eric Green 2013-2014 Feb-14
Deliver on site Emergency Evacuation Exercises Eric Green 2013-2014 Feb-14
Finalise Procedure,Site Rules and Inform / Train relevant managers and Staff Fiona Miller, 2014-2015 Nov-14

NHSH to adopt THC Approved Contractors List Eric Green 2014-2015 Nov-14
ASC - Obtain a list of all existing THC maintenance & service contracts, undertake option

appraisal to manage them effectively e.g. transfer to NSHH, jointly manage, joint maint

contracts etc

Bruce Barr 2014-2015 Aug-14

Run Awareness Education Session for Non Estates Managers with Contract Authorising

Powers e.g. Med Physics, eHealth, Telecoms

Bob Summers, Eric Green 2014-2015 Nov-14

Non Estate Managers to Adopt & Use GemSoft Bruce Barr 2014-2015 Nov-14
Assess Higher Risk ASC Sites & Fit Restrictors Bruce Barr 2013-2014 Feb-14
Risk Assess & Establish a PPM Programme for Health & Social Care sites Bruce Barr 2014-2015 May-14
Establish Window Management procedure, which should include: roles &

responsibilities, risk assessment, planned preventative maintenance, restrictor

standards, a ward monitoring tool, fault reporting etc.

Rick Page, Bruce Barr 2014-2015 Nov-14

For ASC Sites, review previous ECS report & confirm that remedial actions have been

carried out. Confirm by on site visit

Alistair McKenzie 2014-2015 Aug-14

For ASC Sites - Establish maintenance contract to undertake fixed and portable

electrical testing

Alistair McKenzie 2014-2015 Aug-14

For ASC Sites - Establish electrical maintenance programme Alistair McKenzie 2014-2015 Nov-14
e Working at Height Establish, Rollout & Commence Implementation of Estates based Working at Height

Plan

Fiona Miller 2014-2015 May-14

f Confined Spaces Establish, Rollout & Commence Implementation of Estates based Confined Spaces Plan Fiona Miller 2013-2014 Feb-14

Undertake NHS Highland Wide scoping exercise and identify key priorities,

opportunities and risks for action

Anne Gent 2013-2014 Feb-14

Establish Project Charter, PID & Project Plan Comm Equip SLWG 2013-2014 Feb-14
Identify & Fund Project Lead Anne Gent 2013-2014 Feb-14
ASC Only - Merge and Develop Equipment Schedules Alistair McKenzie 2014-2015 May-14
ASC Only - Set up LOLER Inspection & Timeframes Alistair McKenzie 2014-2015 May-14
ASC Only - Develop PAT testing Database and Contract Alistair McKenzie 2014-2015 May-14
Devise Appropriate Systems & Arrangements for Managing Bed Rails effectively and

safely in In Patient Settings, produce & implement procedures

OPAC Group - Heidi May 2013-2014 Feb-14

Community Bed Rail Mgt - Scope out existing management arrangements in the

community and ASC units; identify gaps, establish MD working group and improve

consistency of approach and safety standards to basic minimum

Jackie Hodges 2014-2015 May-14

Replacement & Upgrading Programme for Bed Rails - new British Safety standards in

Apr 2013

Bob Summers, Procurement 2013-2014 Feb-14

Establish Maintenance Programme for Electric Profiling Beds for NHSH Bruce Barr 2013-2014 Feb-14

Post evaluate 2 High Risk Community LW Pilots, Prepare Business Case, Seek Approval

to Proceed, Identify Funding & Resource, Prepare Project Charter

Diane Fraser 2013-2014 Feb-14

Develop LW improvement plan for high risk community areas - to include to audit,

awareness training and enhancement to local LW protocols

Diane Fraser, HS Managers 2013-2014 Feb-14

Review Care at Home Lone Working / Security risk Diane Fraser 2014-2015 May-14
Review Current Policy & Procedures and Update Sarah Crawshaw 2014-2015 Feb-15
Continue to deliver competency assessment to high risk areas Sarah Crawshaw 2014-2015 May-14
Undertake AB Baseline Audit and commence A&B keyworker system Sarah Crawshaw 2014-2015 Nov-14
Improve M&H induction process Sarah Crawshaw 2014-2015 May-14
Identify training needs, devise plan, identify resource and risks Care at Home & LD Units

MH input

Sarah Crawshaw 2013-2014 Feb-14

Corporate Work Programme Health and Safety Plan 2014-2016 V6

Fire Safetya

b Management of Contractors

Window Restrictorsc

d Electricity Safety

Community Equipment Projectg

Lifting Equipmenth

Electric Profile / Bed Rail Managementi

Lone Workingj

Moving & Handlingk

Governance & Policy

Safety4.1

1



Deliver MH plan outcomes for Care at Home & LD Units Sarah Crawshaw 2014-2015 Nov-14
l Medical Gases Continue to work through the Medical Gases Work Plan, key themes for 2013 include

development of corporate and operational documentation, identify training needs and

development clear arrangements for transportation of medical gases

Peter Mutton, Rosie Brunton 2014-2015 May-14

Undertake COSHH Audit for High - Medium Risk Departments Operational Health and Safety Managers2013-2014 Feb-14
High - medium departments to receive SYPOL Health Surveillance Reports and liaise

with OH to determine if a Health Surveillance programme is required in line with COSHH

assessments

Bob Summers 2014-2015 May-14

Review, Update & Make Accessible COSHH Arrangements for Ward Areas, Produce

Generic Assessments

Workplace Hazards Sub Group 2014-2015 Nov-14

Develop general COSHH Bio Assessments for Incidental Healthcare Work Workplace Hazards Sub Group 2014-2015 Nov-14
Develop a cost effective, safe and legal face-fit strategy for Staff Exposed to

Respiratory Infection Risks for ICIG to resource , plan and rollout

Bob Summers 2013-2014 Nov-13

b COSHH - Sharps Safety Devise Sharps Injury Reduction Action Plan - inform operational directors, clinical leads

etc of new regaulations and action required, including the need, on the basis of a risk

assessment, to replace conventional sharps with safety engineered devices

Workplace Hazards Sub Group 2013-2014 Feb-14

Legionella Risk Assessment, Management & Maintenance Arrangements to be verified

and Implemented for ASC Sites

Eric Green 2013-2014 Feb-14

Water Safety Written Schemes to be Established for Hospital Sites, Raigmore 1st Eric Green 2013-2014 Feb-14
Water Safety Written Scheme Implementation Programme to be devised Eric Green 2014-2015 May-14

d Asbestos Management Existing Healthcare Buildings to be added to THC Online Asbestos Register Maria Carpenter 2014-2015 Nov-14
e Health & Wellbeing Review Terms of Reference, Membership and Workplan for MH in the Workplace and

provide clearer guidance and support to the operational units to improve health

Anne Gent, Linda Rawlinson,

Cathy Steer

2013-2014 Feb-14

f First Aid at Work Facilitate ASC Units to Risk Assess their First Aid requirements and implement NHSH

FAW Polciy

Maria Carpenter,

ASC Unit Managers

2013-2014 Nov-13

g DSE Revise & update current DSE management arrangements, online training, risk

assessment resource & streamline DSE payments between ASC units & existing Health

Units

Bob Summers 2013-2014 Nov-13

Registered Premises Officer (RPO)Training as per Agreed Responsibilities Maria Carpenter 2014-2015 May-14

Mental Health in the Workplace Online Trg for Staff and Managers Linda Rawlinson 2014-2015 Nov-14
Sharps Safety for Non Clinical Staff Infection Control Rep TBC / Linda

Rawlinson

2014-2015 Aug-14

Identify Appropriate Manager Competencies and devise blended training & learning

material to support the newly revised / updated HS responsibilities

Bob Summers 2014-2015 Nov-14

Identify Estates Legionella Training Needs Fiona Miller 2014-2015 Aug-14
Contractor Induction Process Fiona Miller 2015-2016 Nov-15
Working at Height for Estates Fiona Miller 2014-2015 May-14
Violence & Aggression - identify training needs for ASC units Diane Fraser 2013-2014 Feb-14
Replacement Online DSE System Bob Summers 2013-2014 Nov-13

Explore & Implement First Aid at Work Options e.g. Single, Joint Contract, In House etc Bob Summers 2013-2014 Nov-13

IOSH Safety for Senior Executives Bob Summers 2014-2015 Aug-14
Board Development Day Anne Gent, Bob Summers 2014-2015 May-14
Additional COSHH Assessor & Awareness Training based on auidt outcomes Bob Summers, HS Managers 2014-2015 May-14

Rollout of Moving & Handling Competency Assessment Sarah Crawshaw 2014-2015 Aug-14

COSHH - Management Arrangementsa

COSHH - Water Safety Managementc

a Development

b Identifying Delivery Solutions

c Delivery

Health

Competence & Training

4.2

5



a Develop Quarterly Safety Bulletin Work with Media & Communications Team to develop NHSH Wide HS Bulletin, themes

and articles to be discussed, agreed at HS Team meetings

Julian Gascoigne 2014-2015 Nov-14

b Promote Worker Engagement Elspeth Caithness TBC TBC
c Redevelop Health and Safety Intranet Page Improve signposting & access to HS Polices and Procedures Bob Summers 2014-2015 Feb-15
d Health and Safety Handbook Devise HS Health / Social care Handbook for Staff Julian Gascoigne 2015-2016 May-15

7 Monitoring

HS Committee to Monitor Implementation of Operational HS Plans HS Committee Chairs Regular Activity No date
HS Committee to Monitor progress of exisitng Working Sub Group Plans (e.g. WHaG,

Sharps Group, HAI Education Group, Medical Gases, Lone Working Pilot, ASC)

Bob Summers Regular Activity No date

Strategy to include; System & Compliance Audits, Workplace Inspections, Annual

inspections etc

Bob Summers, Mark Middleton 2014-2015 May-14

Senior Mgt Walkrounds format and Question set to be devised Mark Middleton, Rosie Brunton 2014-2015 Feb-15
COSHH - audit management arrnagements in medium - higher risk areas Julian Gascoigne 2013-2014 Feb-14
COSHH - audit efficay of skin health surveiallance intervention for clinical areas Rosie McGee 2015-2016 May-15
COSHH - Sharps - LearnPro Clinical Module Reports to be Monitored and fed back to

Operational Units

Linda Rawlinson 2014-2015 May-14

Community Lone Working Procedural Audit Diane Fraser, HS Managers

supporitng

2014-2015 Nov-14

Risk Assessment - audit procedure and efficacy of training Maria Carpenter 2014-2015 May-14
Control of Contractors - Compliance with NHSH procedure, Site Rules and Gemsoft Fiona Miller 2015-2016 May-15

Moving & Handling - Review Generic and Specific Risk Assessments - Completion &

Implementation

Sarah Crawshaw 2015-2016 May-15

Violence & Aggression - Violence & Aggression - NHSH Review of Physical Restraint

Practice & Technique

Diane Fraser 2014-2015 Feb-15

Ensure ASC Units are reporting Incidents as per agreed interim procedures - Undertake

basic 1st year analysis and feedback into Committee and Op HS Groups

Maria Carpenter 2013-2014 Feb-14

Standardisation of ASC Incident Reporting Procedures through DATIX Louise McInnes 2014-2015 May-14

b RIDDOR Notifcation Review the possibility of having 1 NHSH Wide RIDDOR Reporting System Bob Summers 2015-2016 Nov-15

c DATIX Data Analysis Undertake Quarterly Thematic DATIX Incident Reviews & Analysis, feed into Op HS

Groups, & place on HS Committee Agenda for discussion & direction. Themes as

follwos:

Feb 14 - Sharps - Clinical & Non Clinical Incidents

May 14 - Violence & Aggression + Lone Working + Security

Aug 14 - Slips Trips Falls (Staff)

Nov 14 - Slips & Trips (Patients)

Feb 15 - Estates Incident Data

Bob Summers, ALL HS Managers 2014-2015 May-14

Undertake a Corporate Systems Review and feed into 2014 & 2015 Annual Report Bob Summers 2014-2015 May-14

Chairs of HS Committee Working Sub Groups & Operational HS Groups to Review

progress against planned outcomes and report to HS Committee Chairs for annual

report

Op HS Group Chairs, Working Sub

Group Chairs

Regular Activity No date

6

a

Active

Reactive7.2

Consultation &

Communication

c

b

7.1

Incident Reporting & Investigation

System Reviewa

Review8

a

Audit Delivery

Development of HS Monitoring Strategy

Monitoring of Plans



Last Updated 31 Oct13 Operational Health and Safety Plan 2014-2016

Ser Management System Theme

Sub Ser Area / Topic for Improvement

Specific Action Year of Focus

First Report / Update

to

HS Committee Op Unit Lead Status Progress to Date RAG

1 Op HS Groups to be Jointly Chaired as per Boards HS Policy 2014 Feb-14

Op HS Groups meeting dates to be confirmed and lodged with HS Committee Secretary and HS Administrator at John

Dewar by End Nov each Year 2013 Nov-13

Attend the Boards HS Committee (NOTE: HS Managers must NOT represent Op Unit Management) 2014 Feb-14

Op Units Work Programme to set and drive groups planning & quarterley agenda. Op Units to Standardise their Agenda

and Report Structure for HS Committee in line with Appendix 4 to the HS Policy 2014 Feb-14
Local ASC management and HS Reps to be represented on the Local Group (Excluding Argyll & Bute CHP) 2014 Feb-14

Directors of Ops to improve management attendance to Op Unit and Area HS Groups 2014 May-14

Op Units to combine key staff HS issues (e.g. Fire Safety, House Keeping, Skin Health, Moving & Handling practice etc)

with patient safety walkrounds.

2014 Nov-14

Trial topic / hazard based (senior-middle manager level )safety walkrounds, based on the "visible and felt leadership"

model, across a mix of selected RDH, RGH and ASC sites (ASC - Northern Highland only) integrating with other safety

related walkrounds where possible.

2015 Aug-15

c Annual HS Awareness Session Op Directors to support a HS Awareness Raising Session for Senior - Middle Managers 1 per year. Dates for 2014 sessions

to be planned and submitted to HS Committee Secretary by Nov 13 2013 Nov-13

2 Identify in partnership, manage Local Operational HS Risks & Issues and merge with this core plan 2014 Feb-14

Nominate Management leads to work through each of the major work strands in this plan - preferably risk owners 2014 May-14
Maintain, Implement, Monitor & Communicate Plan Regularly throughout Sites and Management Chain Regular Activity No date

3 Sites / departments / local managers undertake risk assessment and implement their findings - baseline audits required 2014 May-14
Monitor / audit the progress of risk assessment planning at a local level Regular Activity No date
Ensure, through audit, that each site has a local mechanism in place to undertake and implement risk assessments in line

with NHS Highlands PN03 Risk Assessment Procedure 2014 May-15

Identify, Nominate and release staff for risk assessment training 2014 Nov-14

3.1

c Violence and Aggression Promote VA Individual RA & Management Plan

2014 Nov-14

Complete RA for generic Moving & Handling Tasks, Monitor implementation of patient specific Moving & Handling Risk

Assessments / mobility charts 2014 Nov-14

Monitor implementation of patient specific Moving & Handling Risk Assessments / mobility charts 2014 Nov-14

HS Managers to work with VA Staff and local managers to identify high risk lone worker staff / teams, prepare contact list,

and audit performance (using VA community LW audit) against existing LW Policy
2014 May-14

Managers of high risk community teams to ensure that their lone worker risk assessments are complete and action plans

are being implemented 2015 Feb-15

Local Managers to update and revise LW local procedures and establish and test escalation routes. Staff to be briefed

accordingly and records maintained 2015 Feb-15

4 Risk Based Compliance

4.1 a Management of Contractors TBC TBC TBC
TBC TBC TBC

Establish Local / Site based Fire Safety Responsibilities as per NHSH Fire Safety Policy 2014 Feb-14
Ensure that each site has an up to date emergency fire action plan and the necessary management arrangements in place

to implement it 2014 May-14

Frontline managers to ensure that all relevant staff have received approriate fire safety training 2014 May-14

c Window Restrictor Maintenance
When NHSH procedure is ratified, cascade, ensure local managers have local systems in place to undertake routine

checks. 2014 Nov-14

d Ensure that the In Patient Bed Rail policy (produced by OPAC) is communicated widely and implemented across all

relevant sites TBC TBC

Implementation of NHSH Bed Rail policy to be monitored through OPAC Audits. Op HS Groups to assure itself through

Operational OPAC leads that audits are being conducted and bed rail use is being assessed and imporved.
Reassurance to be provided through OPAC Leads that individual bedrail risk assessments are completed with controls

implemented for all at-risk patients. Reassurance to be provided that completed assessments (and reviews) are held

within the patients care plan TBC TBC

4.2

a COSHH - Management Arrangements Ensure local managers / dept leads etc who manage medium - high risk hazardous substances are aware of NHSH PN08

COSHH Procedures and Guidance Note 1, which includes the use of SYPOL 2014 Feb-14

b COSHH - Sharp Injury Reduction Intervention
Implement Sharp Injury Reduction Plan - the key focus to be risk assessment, risk based approach to changing from

conventional needles to safety engineered devices, improved staff reporting of needlesticks, and investigation

(proportionate approach to be adopted) of all needlestick injuries, promotion of local education, information and training. 2014 May-14

Safety

d

Governance & Policy

Plans & Objectives Setting

Risk Assessment

Focus Risk Assessment Areas

Frontline Units & Managersb

HS Groups to ensure that:

Produce an 2 Yr Plan

HS Leadership Walkrounds - Leadership has to be felt

and visible on site. HS Walkrounds are a way of

ensuring that senior management are informed first

hand of HS concerns of frontline staff, as well as

demonstrating visible commitment when issues are

raised.

Op HS Groupsa

b

a

a

Fire Safety

Lone Working

Moving & Handling

In-Patient Bed Rail Management -

Between 2001 and 2009 there were 21 RIDDOR

reported bed rail related deaths in the UK, as well as

numerous injuries. HSE Analysis of accident data

continues to highlight the serious issue of injuries

involving bed rails - hence the inclusion in this plan.

e

b



c COSHH - Skin Health Local managers for clinical areas to ensure that the skin management arrangements are implemented and the responsible

persons surveillance system is working effectively Nov-15

d COSHH - Water Safety Management Pseudomonas flushing regime to be implemented 2014 Feb-14

e Mental Health in the Workplace Frontline Managers to identify in conjunction with their own Staff, Personnel, Staffside,Occ Health etc whether high risk

areas / "hot spots" for work related stress exist. If they do then risk assess those groups / teams using the HSE

management standards or any other suitable / simpler alternative e.g. Healthy Working Lives Online "Work Positive"

scheme . Go here: http://surveys.healthyworkinglives.com/_resources/files/WorkPositiveProcessChecklist2012.doc

2014 Aug-14

Local managers, Personnel & Staffside Representitives to engage and facilitate departments (in a prioritised risk based

manner) to run focus groups, discuss results and develop & implement action plans. This should be management led, NOT

Health and Safety and Occ Health led, however they should be contacted for support and guidance on current

approaches and standards. 2014 Aug-14

5

Local Managers to Identify Staff who are NOT currently "in date" with the Statutory Health and Safety training in line with

NSHH Statutory and Mandatory Training Prospectus and take a risk based approach to prioritise update those out of date

staff. 2015 Feb-15

Op HS Managers to Devise 2 year Training Programme for their Op Unit 2014 Nov-14

Local Frontline Managers to maintain robust on-site training records of all staff - baseline audit required 2015 May-15

Monitor the completion of LearnPro MH Modules using the LearnPro Reporting Tool and feed into local groups, sites,

departments and upwards to the HS Committee 2014 May-14
Ensure that Key Workers are being supported in the workplace Regular Activity No date

c Risk Assessment See Cell 18E above. RA Training Gaps to be identified (this includes ASC Units) as part of the baseline audit. Local

managers to identify, nominate and release staff for risk assessment training in line with NHS Highlands PN03 Risk

Assessment Procedure Regular Activity May-14

Undertake a baseline review of NES Needlestick Module Uptake for Clinical / Ward staff useing LearnPro Reports. Promote

this module locally and improve sucessful completion of Needlestick module, by at risk staff / departments (e.g. those that

undertake exposure prone procedures), by 40% in 2014. 2014 Nov-14

Further audit of NES Needlestick Module Uptake for Clinical / Ward staff using LearnPro Reports. Promote this module

locally and improve successful completion of Needlestick module, by at risk staff / departments (e.g. those that undertake

exposure prone procedures), by 80% in 2015 compared to the baseline taken in 2014. 2015 Nov-15

Ensure that staff using safety engineered sharp devices are competent to do so and have been trained approriately 2015 Nov-15

6
Consultation & Communication

a Effective Communication Operational Units to decide on best approach to ensure good communication on health and safety activities with local

managers, staff and staffside representtaives. Regular Activity No date

7 Monitoring

7.1
a RIDDOR

Monitor RIDDOR Reporting Performance Quarterley, act on lessons learnt and give direction where necessary Regular Activity No date

b COSHH - Audit & Closing the Loop
Feedback COSHH Audits into Op HS Groups, ensure local units act on findings and implement recommendations 2014 Feb-14

c COSHH-Skin Health Undertake Skin Management Reinforcement Audits, feedback results into Op HS Groups, ensure local units act on findings

and implement recommendations 2015 May-15

d Moving & Handling Moving & Handling - Review Generic and Specific Risk Assessments - Completion & Implementation 2015 Nov-15

e Risk Assessment
Risk Assessment - audit imporvements made in 2014 and efficacy of training (post intervention) 2015 Feb-15

7.2

Op HS Groups to review, analyse & draw conclusions & action plan findings from DATIX reports / dashboards and

feedback into Op HS Work Programme Regular Activity No date

Ensure ASC Units are reporting Incidents as per agreed interim procedures, encourage / support those recently trained on

DATIX to continue its use Regular Activity No date

8

Review

2015 Feb-15

Competence, Training &

Supervision

Active

Reactive

Review Performance & Progress against this plan and the 2 KPI's at the end of Year and report findings into:

Op Unit Management Team, Health and Safety Committee and Head of Health and Safety (to provide Highland Wide

review). TEMPLATE TO BE PREPARED FOR OP UNITS BY NOV 14

Annual HS Committee Review Reporta

b

d

Health

Sharps Safety

Moving & Handling

Training General

Aug-14

f

2015

Participate and provide data on the use and frequency of physical restraint

a

Violence & Aggression

a

Reviewing, Analysing & Acting on Data



Local Issues Risks Specific to the Operational Unit

Ser Area / Topic for Improvement Specific Action Op Unit Lead Progress to Date Deadline RAG R.A.G. Progress Status

1
RED Timescale /deadline missed, major

or resource encountered

2
AMBER Unexpected delay, issue arising or

on horizon

3
GREEN Activity running to plan, no

problem with timescale
4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24



Last Updated 31 Oct 13

2013
Sep Oct Nov Dec

2014
Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec

2015
Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec

Group Meeting Dates - Op HS Groups meeting dates to

be confirmed and lodged with HS Committee Secretary

and HS Administrator at John Dewar by End Nov each

Year

Annual HS Awareness Briefing - Op Directors to support

a HS Awareness Raising Session for Senior - Middle

Managers 1 per year. Dates for 2014 sessions to be

planned and submitted to HS Committee Secretary by

Nov 2013

Group Chairmanship- Op HS Groups to be Jointly Chaired

as per Boards HS Policy

Committee Attendance - Attend the Boards HS Committee

(NOTE: HS Managers must NOT represent Op Unit

Management)

Group Agenda & Reporting - Op Units Work Programme to

set and drive groups planning & quarterly agenda. Op Units

to Standardise their Agenda and Report Structure for HS

Committee in line with Appendix 4 to the HS Policy

Group Representation - Operational ASC management

(excluding Raigmore & AB CHP) and HS Reps to be

represented on the Local Group

Local Op Risks - Identify in partnership Local Operational

HS Risks & Issues and merge with this core plan

Fire - Establish Local / Site based Fire Safety Responsibilities

as per NHSH Fire Safety Policy

COSHH - Ensure local managers / dept leads etc who

manage medium - high risk hazardous substances are

aware of and are implementing NHSH PN08 COSHH

Procedures and Guidance Note 1, which includes the use of

SYPOL

Monitoring & Feedback - COSHH - Feedback COSHH Audits

into Op HS Groups, ensure local units act on findings and

implement recommendations

Water Safety - Pseudomonas flushing regime to be

implemented

Group Attendance - Directors of Ops to improve management

attendance to Op Unit and Area HS Groups. KPI No1

Set Responsibilities & Accountability - Nominate Management leads to

work through each of the major work strands in this plan - preferably

risk owners

Risk Assessment Arrangements -

Op HS Group to ensure that Sites / departments / local managers

undertake risk assessment and implement the necessary findings. An

initial local baseline audit will be necessary to identify gaps.

RA Training Gaps to be identified (this includes ASC Units) as part of the

baseline audit. Local managers to identify, nominate and release staff

for risk assessment training in line with NHS Highlands PN03 Risk

Assessment Procedure

Fire Safety Arrangements

Ensure that each site has an up to date emergency fire action plan and

the necessary management arrangements in place to implement it

Frontline managers to ensure that all relevant staff have received

appropriate fire safety training

Lone Working - HS Managers to work with VA Staff and local managers

to identify high risk lone worker staff / teams, prepare contact list, and

audit current performance (using VA community LW audit) against

existing LW Policy

Moving & Handling Monitoring- Monitor the completion of LearnPro

MH Modules using the LearnPro Reporting Tool and feed into local

group and HS Committee

Sharp Safety - Implement Sharp Injury Reduction Plan - the key focus to

be risk assessment, risk based approach to changing from conventional

needles to safety engineered devices, improved staff reporting of

needlesticks, and investigation (proportionate approach to be adopted)

of all needlestick injuries, promotion of local education, information and

Mental health in the Workplace

Hot Spot Risk Assessments - Frontline Managers to

identify, in conjunction with their own Staff, Personnel,

Staffside,Occ Health etc, whether high risk areas / "hot

spots" for work related stress exist. If they do then risk

assess those groups / teams using the HSE management

standards or any other suitable / simpler alternative e.g.

Healthy Working Lives Online "Work Positive" scheme . Go

here:

http://surveys.healthyworkinglives.com/_resources/files/W

orkPositiveProcessChecklist2012.doc

Focus Groups, Action Planning & Implementation - Local

managers, Personnel & Staffside Representatives to engage

and facilitate departments (in a prioritised risk based

manner) to run focus groups, discuss results and develop &

implement action plans. This should be management led,

NOT Health and Safety and Occ Health led, however they

should be contacted for support and guidance on current

approaches and standards.

Monitoring - Violence & Aggression - Undertake a review

of Physical Restraint use cross NHS Highland, and by

Operational Unit. VA Manager to guide and support Op

Units.

Safety Leadership Walkrounds - Op Units to combine key staff HS

issues (e.g. Fire Safety, House Keeping, Skin Health, Moving &

Handling practice etc) with patient safety walkrounds.

Risk Assessment - Violence & Aggression

Promote VA Individual RA & Mgt Plan

3. Risk Assessment - Moving & Handling

Complete RA for generic Moving & Handling Tasks,

Monitor implementation of patient specific Moving & Handling Risk

Assessments / mobility charts

4. Safe Use of Bedrails - Between 2001 and 2009 there were 21

RIDDOR reported bed rail related deaths in the UK, as well as

numerous injuries. HSE Analysis of accident data continues to

highlight the serious issue of injuries involving bed rails - hence the

inclusion in this plan. Action - Implementation of NHSH Bed Rail

policy to be moniotred through OPAC Audits. Op HS Groups to

assure itself through Operational OPAC leads that audits are being

conducted and bed rail use is being assessed and improved.

5. Training - Op HS Managers to Devise 2 year Training Programme

for their Op Unit

6. Training - Sharps Saftey - Undertake a baseline review of NES

Needlestick Module Uptake for Clinical / Ward staff using LearnPro

Reports. Promote this module locally and improve successful

completion of Needlestick module, by at risk staff / departments

(e.g. those that undertake exposure prone procedures), by 40%

against the baseline figure.

Lone Working

Managers of high risk community teams to ensure that their lone

worker risk assessments are complete and action plans are being

implemented

Local Managers to update and revise LW local procedures and

establish and test escalation routes. Staff to be briefed accordingly

and records maintained

Monitoring - Training. Local Managers to Identify Staff who are NOT

currently "in date" with the Statutory Health and Safety training in

line with NSHH Statutory and Mandatory Training Prospectus and

take a risk based approach to prioritise & update those out of date

staff. KPI No2 - details to be worked out by HS and Learning &

Development

Monitoring - Risk Assessment - audit improvements made in 2014

and efficacy of training (post intervention).

Review - Review Performance & Progress against this plan and the 2

KPI's at the end of Year and report findings into:

Op Unit Management Team,

Health and Safety Committee and

Head of Health and Safety (to provide Highland Wide review).

TEMPLATE TO BE PREPARED FOR OP UNITS BY NOV 14

Training Documentation & Record Keeping - Local Frontline

Managers to maintain robust on-site training records of all staff.

Baseline audit will be required

Monitoring Risk Assessment - Ensure, through audit, that each

site has a local mechanism in place to undertake and implement

risk assessments .

Monitoring - Skin Management - Undertake Skin Management

Reinforcement Audits, feedback results into Op HS Groups,

ensure local units act on findings and implement

recommendations

Senior Management Walkrounds - Trial topic / hazard

based (senior-middle manager level )safety walkrounds,

based on the "visible and felt leadership" model, across a

mix of selected RDH, RGH and ASC sites (ASC - Northern

Highland only) integrating with other safety related

walkrounds where possible.

Monitoring - Sharps.

Devices. Ensure that staff using safety engineered sharp

devices are competent to do so and have been trained

appropriately.

Training. Further audit of NES Needlestick Module Uptake

for Clinical / Ward staff using LearnPro Reports. Promote

this module locally and improve successful completion of

Needlestick module, by at risk staff / departments (e.g.

those that undertake exposure prone procedures), by

80% in 2015 compared to the baseline taken in 2014.

Monitoring - Moving & Handling. Moving & Handling -

Review Generic and Specific Risk Assessments -

Completion & Implementation

NOTE: There is less activity at the front end of the programme (Nov 13 – Feb 14) and at the end

of the programme (May 15 – Nov 15) to allow flexibility to plan and carry tasks forward if issues /

blockages arise. It also provides the Op Units with the necessary space to manage unit specific or

reactive risks & issues.

Planning, Setting Responsibilities, Implementing, Checking

Operational Unit Health and Safety Plan



OPERATIONAL UNIT AGENDA PLANNING & REPORTING TEMPLATE

1 Welcome & Apologies

2 Minutes of Previous Meeting

3 Matters Arising

4 Feedback / Discussion on Health and Safety Planning Progress. Use the Committee reporting dates to help set the Op HS Group agenda and HS Committee report.

Plan Before & Progress to Committee by Specific Action Status Progress to Date

Nov-13 Group Meeting Dates

Annual HS Awareness Briefing Dates

Feb-14 Group Chairmanship & Representation

Committee Attendance

Group Agenda & Reporting

Identify Local Op Risks

Fire

COSHH

Water Safety

May-14 Sharp Safety

Moving & Handling Monitoring-

Lone Working

Fire Safety Arrangements

Risk Assessment Arrangements

Set Responsibilities & Accountability

Group Attendance

Aug-14 Mental health in the Workplace

Monitoring - Violence & Aggression

Nov-14 Safety Leadership Walkrounds

Risk Assessment - Violence & Aggression

Risk Assessment - Moving & Handling

Safe Use of Bedrails

HS Training Programme

Training - Sharps Saftey

Feb-15 Risk Assessment - Lone Working

KPI - Monitoring - Training Staff NOT "in date" to be identified & Prioritised

Monitoring - Risk Assessment - Training Efficacy

Progress Review

May-15 Training Documentation & Record Keeping

Monitoring Risk Assessment - Local Mechanism to Conduct

Monitoring - Skin Management

Aug-15 Senior Management Walkrounds Trial - "Visible Felt Leadership" model.
Nov-15 Monitoring - Sharps

5 Results & Feeback by exception from Internal Audits, Workplace Feedback, Inspections undertaken in last Quarter

6 HSE Enforcement Activities / Visits to include RIDDOR notified incidents

7 Significant Operational events, incidents, issues

8 Update on Captial Projects with significant HS Implications

9 For NW & SM Only - Any significant Adult Social Care Integration Issues

10 Any other relevant business

Background

The membership, remit , and working arrangements of the Operational Health and Safety Groups are detailed at Page 71 of the Boards 2010 Health and Safety Policy. A suggested

reporting format is detailed at Page 74, in light of the updated and revised Imporvement Programme, the following should replace the format suggested at Page 74, and be used to drive,

shape and set the Operational Health and Safety Groups . The policy can be found here:

http://intranet.nhsh.scot.nhs.uk/PoliciesLibrary/Documents/Health%20and%20Safety%20Policy%20-%20PNO1.pdf

For Item 4 - Filter out by Month and report on this to the

committee on where you think the Op UNit is with this issue, what

the challenges are in terms of progressing it, and the actions taken

to date



Improvement Committee
28 April 2014

Item 3a(ii)

RAIGMORE RECOVERY PLAN
Report compiled by Linda Kirkland, Interim Director of Operations, Raigmore

1 CURRENT POSITION

1.1 Raigmore Hospital overspent by approximately £10m in 2013/14. Without significant
change, the forecast for 2014/15 will be similar if not worse.

1.2 The overspend is despite a rebasing of budget to match the spend and an additional
£1m increase in 2011/12.

1.3 Despite the overspend, HEAT targets have not been fully met including treatment
time guarantees, diagnostic waits and outpatient appointments

1.4 Much analysis has been undertaken into the cause of the overspend and it is mainly
due to locum costs, additional activity costs, overtime costs, drug costs and
laparoscopic procedure costs.

1.5 The greatest additional cost has been seen in Orthopaedics. This is due to a service
specific arrangement for the payment of any activity over and above that detailed in
the consultant job plans. This arrangement is no longer in place, but as a result the
staff have indicated that they are unwilling to undertake additional activity at the rate
of pay offered. This will mean that activity will have to be relocated to facilities outwith
NHS Highland.

1.6 Tables 5-7 show the emergency, elective and day case activity. All are showing a
relatively steady state with exception of day cases which has increased. The number
of procedures taking place in outpatients has also slightly increased.



2



3

1.7 The relatively minor increase in activity though has had a significant impact on cost
and it has also become clear that over the last two years at least there has been a
mismatch between the activity expected and that delivered. This is now being
actively managed.

1.8 However 1.4 and 1.5 above does not paint the full picture. The following are some
examples of service developments and practice changes which have had an impact
on activity within the hospital.

1.9 Figure 1 shows the reduction in available staffed beds over the last 6 years. There
has been a significant reduction and this has only been possible due to a number of
the service developments and changes mentioned in figures 2 and 3. The impact on
finance of closing beds is significant due to reduction in bank and agency costs and
eventually on established posts. However this cannot be done without significant
across the whole system effort i.e. social, community and secondary care.
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Figure 1

Figure 2

Medicine

Specialty Issue Impact on Length of

Stay (LOS)/Occupied

Bed Days (OBD)

Impact on patient

safety (Boarding)

Cardiology Cath lab

developments

↑    

Admissions ↑younger patients with 

co morbidity

↑    

Increase overall in

admissions

↑    

Subspecialisation Number of specialties ↑    

Repatriation Including Cardiology ↑    

Community

Hospital transfers

Lack of capacity in

care at home

↑  ↑  

Delayed

Discharges

Lack of capacity in

care at home

↑  ↑  

Anticipatory Care

Planning

Avoidance/delay of

admission

 ↓  ↓ 

Renal Treatment/Technology

improvements

 ↓   

Virtual wards Keeping patients at

home

 ↓  ↓ 

Drugs Polypharmacy

initiatives

 ↓   
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Figure 3

Surgery

Speciality Detail Impact on Length

of Stay

(LOS)/Occupied

Bed Days (OBD)

Impact on

Theatre time

Impact

on

Critical

Care

Orthopaedics Increase in

admissions

↑     

Orthopaedics Increase in trauma  ↑     

Subspecialisation Number of specialties ↑  ↑  ↑ 

Maxillofacial Increase in complexity ↑  ↑  ↑ 

Breast Reconstruction ↑  ↑  ↑ 

Urology/Surgery Recruitment

challenges in other

hospitals

↑  ↑   

Anaesthesia Changes in treatments

and procedures

  ↑   

 Technology ↑laparoscopic activity   ↓ ↑   

Vascular Vascular/interventional

lab

 ↓  ↓  

Orthopaedics/

Upper GI

Enhanced recovery  ↓    

Figure 4

Outpatients

Specialty Issue Impact on clinic Impact on

costs

Impact on

Clinical Risk

Not sufficient capacity

(many specialities)

Return patients ↑ ↑ ↑ 

Orthopaedics  Referrals ↑ ↑  

many Peripheral

Clinics

 ↑  

↑Referrals  New patients ↑ ↑  

ophthalmology Lack of clinic

space

↑   

↑Referrals  Lack of 

availability of

advice

↑ ↑  

1.10 Over the last 5 years there has been a change in admissions and referrals to
Raigmore. The following tables show the specific changes. Table 1 shows the
impact of medical emergency admissions over the last 5 years. Table 2 shows the
impact surgical emergencies. Medical emergencies are increasing mainly in over 65
but also in younger patients. Surgical emergencies are mainly static. All areas
though are showing a significant change in length of stay as a result of the work
mentioned above
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1.11 The desired occupancy for a ward is around 85%, the medical division regularly

surpasses that for emergency patients alone. With an additional 5,500 elective

admission bed days, (about 7% occupancy) this then pushes occupancy to over 95%,

which would be regarded as unsafe. Overall, surgical wards are within the 85%

desired occupancy but medical wards are in excess of 95%. This has resulted in

increased occurrences when the Emergency Department was ‘on take’ for Medical

admissions and a negative impact on 98% target

1.12 The number of delays to transfer or discharge has risen in 2013 to an average of 45

beds in Raigmore. The vast majority of these patients are in Medical beds and have

no doubt impacted on the occupancy levels. The issue is complex and range from a

lack of care at home, residential places, places being available in wrong location etc.

The community hospitals are similarly placed but unlike Raigmore, they can close to

admissions.

1.13 The impact of all of this results in patients being moved out of specialty and boarded,

transfers taken place after 8pm due to lack of beds, surgical procedures being

cancelled at short notice (re provided at a later date at additional cost).

All are matters of concern as they impact upon patient safety and therefore must be

addressed.

2 ACTION PLANS TO ADDRESS

2.1 Section 1 above describes the known challenges which are facing Raigmore in the

coming years. Tables 1, 2 and 3 above show the areas which hold the most

opportunity for enhancing value and reducing wasteful processes to be:

 Theatres (in surgery)
 Out Patients
 Patient Flow (in medicine mainly, emergency and elective)

2.2 These three areas together with an overall drive to improve efficiency and by cost

reduction form the Raigmore Recovery/Operational Plan for the next 3 years.

2.3 The redesign for these areas will not be minor but will be transformational. This will

require support from a number of corporate services, mainly Finance, e Health, the

Kaizen Promotion Office and Service Planning.

The action plans for each of the work streams are emerging but can be summarised as

follows:
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Theatres

Item Year 1

Work Plan

Impact Savings made Year 2 Work

Plan

Year 3

Work Plan

Theatre extended

days

2 days per

week

Through put through

theatre increased

TTG targets met

Waiting list

initiatives

Overtime payments

EPAs

3 days per

week

4 days per

week

Dedicated speciality

teams

25%

specialties

Through put through

theatre increased

TTG targets met

Waiting list

initiatives

Overtime Payments

EPAs

50%

specialties

100%

specialties

Booking by OPCS

code

100%

specialties

Theatre scheduling

improved

Through put through

theatre increased

TTG targets met

Waiting list

initiatives

Overtime Payments

EPAs

100%

specialties

100%

specialties

Enhanced Recovery 100% Length of stay in wards

reduced

Reduced readmission

rate

Bank and agency

staff

100% 100%

Enforce start and

finish times

100%

adherence

Theatre scheduling

improved

Through put through

theatre increased

No cancellations due to

overruns

TTG targets met

Waiting list

initiatives

Overtime Payments

EPAs

100%

adherence

100%

adherence

Dedicated set up

and clean up team

Established

fully

Theatre scheduling

improved

Through put through

theatre increased

No cancellations due to

overruns

TTG targets met

Waiting list

initiatives

Overtime Payments

EPAs

Bank and agency

payments

Established

fully

Established

fully

Anaesthetic change

in delivery

Investigate

and

implement

Minimise theatre delays

due to anaesthetic times

Through put through

theatre increased

No cancellations due to

overruns

TTG targets met

Waiting list

initiatives

Overtime Payments

EPAs

Bank and agency

payments

Implemented Implemented

Theatre coordinator

appointed

Appointed Theatre scheduling

improved

Through put through

theatre increased

No cancellations due to

overruns

TTG targets met

Waiting list

initiatives

Overtime Payments

EPAs

Bank and agency

payments

Appointed Appointed

Increase day of

surgery

By 10% Length of stay

Reduce theatre

cancellations due to lack

of beds

Boarding patients

Avoid ED receiving

Bank and agency By 10% By 10%
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Item Year 1

Work Plan

Impact Savings made Year 2 Work

Plan

Year 3

Work Plan

Increase day case

surgery

By 10% Length of stay

Reduce theatre

cancellations due to lack

of beds

Boarding patients

Avoid ED receiving

Bank and agency By 10% By 10%

Introduce day case

lists in theatre

1 list Length of stay

Reduce theatre

cancellations due to lack

of beds

Boarding patients

Avoid ED receiving

Bank and agency

Waiting list

initiatives

Overtime Payments

EPAs

2 list 3 list

Remove modular

theatre

Finance Leasing costs

Staffing costs

Remove Remove

Open 23 hour

surgery ward

Achieved Length of stay

Boarding patients

Avoid ED receiving

Bank and agency

costs

Achieved Achieved

Move some surgical

activity off Raigmore

site

List per

month

Theatre scheduling

improved

Through put through

theatre increased

No cancellations due to

overruns

TTG targets met

Waiting list

initiatives

Overtime Payments

EPAs

Bank and agency

payments

2 list per

month

3 list per

month

Stock control Implement Reduce space

requirement

Reduce staff time

Improve standard work

Costs Implemented Implement

Out Patients

Item Year 1 Work

Plan

Impact Savings made Year 2

Work Plan

Year 3

Work Plan

E triage 50%

specialties

Minimise wasteful process

of printing and mailing

Ensure all referrals seen

and not lost

Waiting list

initiatives

Overtime payments

Locum costs

EPAs

Stationery savings

75%

specialties

100%

specialties

Enforce start and

finish times

100%

adherence

Through put through clinic

increased

No cancellations due to

overruns

TTG targets met

Waiting list

initiatives

Overtime Payments

EPAs

100%

adherence

100%

adherence

Maximise clinic slot

utilisation

No under

booking

Remove need to re run

clinics or offer repeat

appts

Waiting list

initiatives

Overtime payments

Locum costs

EPAs

No under

booking

No under

booking

Reduce DNA By 20% Remove need to re run

clinics or offer repeat

appts

Waiting list

initiatives

Overtime payments

By 30% By 40%
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Locum costs

EPAs

Reduce CNA By 20% Remove need to re run

clinics or offer repeat

appts

Waiting list

initiatives

Overtime payments

Locum costs

EPAs

By 30% By 40%

Reduce New to

Return ratio

By 20% Remove need to re run

clinics or offer repeat

appts

Waiting list

initiatives

Overtime payments

Locum costs

EPAs

By 30% By 40%

Introduce self

booking

Plans

developed

Patient self managing

Maximise clinic utilisation

Smooth flow through

clinics

Waiting list

initiatives

Overtime payments

Locum costs

EPAs

Achieved Achieved

Review skill mix Achieved Career progression for

staffing

Reduce staffing

costs

Achieved Achieved

Electronic

advances: Self

check in

Achieved Patient self managing

Collect correct information

- safety

Stationery costs

Staff savings

Achieved Achieved

Advice only referral Achieved No need for appointments

at clinic

Waiting list

initiatives

Overtime payments

Locum costs

EPAs

Achieved Achieved

Off site letter

production – and

change delivery

method

Achieved Improve delivery time of

letters

Reduce DNA

Stationery costs

Postage

Achieved Achieved

Patient reminder

change package

50 %

Achieved

Reduce DNA/ CNA

Improve clinic utilisation

Waiting list

initiatives

Overtime payments

Locum costs

EPAs

100 %

Achieved

100 %

Achieved

Electronic Patient

record

Business case

developed

Improve patient safety Staffing costs

Offsite storage

costs

Start

implementati

on

Implementati

on

Coffee bar in Out

patients with

centralised

reception

Established Improve patient and staff

amenity

Improve information

gathering

Income

Bank and agency

Established Established

Change in Long

term conditions

management

Develop plans Self management

Reduction in patient

hospital attendance

Waiting list

initiatives

Overtime payments

Locum costs

EPAs

Implement Implemented

Patient Focussed

Booking roll out

Increase 20% Increase

20%

Increase

20%
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MSK triage Implemented More physio required

Reduce referrals to ortho

service

Waiting list

initiatives

Overtime payments

Locum costs

EPAs

Implemented Implemented

Introduce standard

work across all out

patients

Implemented Reduce rework

Improve safety and

efficiency and patient

experience

Bank and agency Implemented Implemented

VC suite in out

patients and VC

Clinics

Increase by

50%

Reduce travel time Waiting list

initiatives

Overtime payments

Locum costs

EPAs

Increase by

50%

Increase by

50%

Flow

Item Year 1 Work

Plan

Impact Savings made Year 2

Work Plan

Year 3

Work Plan

Enhance ward

receptionists

Complete IDL completion

Discharge

Patient experience

Release nursing time to

care

Patient safety

Bank and agency Complete Complete

Pharmacy time on

wards

All wards Reduce drug errors

Increase pre midday

discharge

Increase IDL completion

Reduce discharge delays

Bank and agency All wards All wards

Flowology Medicine

Surgery

Reduce length of stay

Patient safety

Bank and agency everywhere everywhere

MRI/CT Extended

days

2 days No one awaiting

diagnostic tests

Patient safety

Patient experience

Length of stay

Bank and agency 3 days 4 days

Cath Lab extended

days

2 days Patient safety

Decrease length of stay

Waiting list

initiatives

Overtime payments

Locum costs

EPAs

5 days 7 days

Implement pull

(community from

Raigmore, wing

wards from

receiving and

receiving from ED)

Huddle 5 days

week

community

input

Length of stay

Patient experience

Patient safety

Bank and agency Huddle 6

days week

community

input

Huddle 7

days week

community

input

Services available

7 days per week

Implement 7

day patient

flow

Length of Stay

Increase in weekend

discharge

Reduce readmission

Reduce cancellations

Bank and agency Implement 7

day patient

flow

Implement 7

day patient

flow
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due to lack of beds

Patient safety

Discharge before

midday as norm

80% Reduce length of stay

Reduce cancellations

due to lack of beds

Bank and agency 90% 95%

Discharge lounge 5 days Reduce length of stay

Reduce cancellations

due to lack of beds

Bank and agency 7 days close

Ambulatory care Implement 5

days

Prevent admission

Patient safety

Patient experience

Reduce length of stay

Bank and agency Implement 6

days

Implement 7

days

Raigmore Initiatives

Item Year 1 Work

Plan

Impact Savings made Year 2

Work Plan

Year 3

Work Plan

Private patients Revised

working

implemented

Clarity of what activity is

private

Set time for activity to

occur

Patient experience

Reduced cancellations

Income

Bank and agency

Complete Complete

Job Planning

monitoring

100% demand

and capacity

monitoring

Maximise capacity within

job plans

Reduce lost

Waiting list

initiatives

Overtime payments

Locum costs

EPAs

100%

demand and

capacity

monitoring

100%

demand and

capacity

monitoring

SCI Gateway

referrals

100% Minimise rework

Reduce lost referrals

Bank and agency everywhere everywhere

2.4 There are a number of RPIW and Kaizen improvement events contributing to the
continued improvement and elimination of waste in Raigmore’s services.

Haematology – Clinic Chemotherapy –
Haematology

Cardiology Cath. Lab

Blood Sciences Stroke Pre-Op Assessment

Micro Biology Discharge Planning
(Ward 7c)

Colorectal Theatre

Theatres Procurement Ophthalmology Clinic Patient Booking Service

Endoscopy Radiotherapy Breast MRI capacity

Chest Pain Obstetric screening Breast theatre

2.5 Scottish Patient Safety Programme as set out below will be a key enabler of our drive

for improved patient safety and quality of care.
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Patient Safety Essentials 9+2 Patient Safety Priorities

1. Hand Hygiene 1. Deteriorating patients

2. Leadership Walkrounds 2. Sepsis

3. Communications: Surgical Brief and
Pause

3. Heart Failure

4. Communications: General Ward
Safety Brief

4. Pressure Ulcers

5. Intensive Care Unit (ICU) Daily
Goals

5. Surgical Site Infections

6. Ventilator Associated Pneumonia
Bundle

6. Venous Thromboembolism

7. Early Warning Scoring 7. Catheter Associated Urinary
Tract Infections

8. Central Venous Catheter Insertion
Bundle

8. Falls with Harm

9. Central Venous Catheter
Maintenance Bundle

9. Safer Medicines

10. Peripheral Venous Cannula 1. Infrastructure for Safety

2. Strategic Prioritisation of
Safety

The new High Level Objectives for the Acute Adult Programme are:

 20% Reduction in mortality (HSMR) by end 2015
 95% of people experiencing acute care will be free from harms as defined within the

Scottish Patient Safety Indicator by the end of 2015

3 EXPECTED IMPACT OF ACTIONS ON PERFORMANCE

The Recovery Actions are planned to deliver the savings outlined in the attached

spreadsheet

4 FORECAST OF RETURN TO PLANNED PERFORMANCE (i.e. Trajectory)

It is expected that a return to break even will take several years but the management team

are confident that the approach being taken is the right one to “steady” the hospital and the

financial situation





BUDGET SPEND FORECAST BUDGET SPEND FORECAST BUDGET SPEND FORECAST
£(000) £(000) £(000) £(000) £(000) £(000)

Opening Position (recurring) 135,409 130,294 127,794
Opening Position (non- recurring) 4,328
Opening Position (savings) (5,076)

134,661 144,215 9,554 130,294 135,940 5,646 127,794 130,986 3,192

Reverse 2013/14 Non-recurring (4,328) (4,328) 0 0 0 0
Remove 2012/13 carry forward unachieved savings 2,598
Fully funded drugs 736
2014/15 savings target (3,000) (2,500) (2,500)
Carry forward from 2013/14 (as at Mth 10) (374)

130,294 139,887 9,593 127,794 135,940 8,146 125,294 130,986 5,692

Identified Non-recurring in 2013/14 (met from Raigmore):
Hire of Vanguard Theatre (244)
Hire of MRI Scanner (46)

Underspends in 2013/14 given up for Savings 2014/15

Saving Proposals/Workstreams

1. Theatre Redesign - Lead: Carl Hope (1,500)
Job Planning - capacity meets demand: (800) (600)

Demand / Capacity review
Reduce WLI/Additional Activity (50%, 25%; 25%)
Review EPAs (est budget £1.8m)
Review APAs (est Budget £0.1M)
Enhance Job Plan Monitoring

Theatre Efficiency (600) (600) (600)
Remove delays created by waiting (for patients, consultants etc)
No cancellations due to overruns
Remove late starts and early finishes
Workforce Tool / skills mix
Dedicated set up/ cleaning team
Introduction of Theatre Co-ordinator Role
Review staffing rotas in Recovery Team
Increase DOSA (Day of Surgery Admission)
Increase Day Case procedures
Introduction of Daycase Lists
Increase Theatre List Throughput
Relocate minor surgical activity off Raigmore Site
Extend normal Theatre provision ie rostered weekend and evening lists, 3 session
days

Remove leased Modular Theatre (Nov 15) (150) (250)

2. OutPatients - Lead: Donna Smith (325) (394) (141)
No vacant slots in OutPatients
Outpatient DNA max 7%
Reduce New to Return ratio
Reprofile clinic reception cover
Review Skill mix and numbers (Workforce tool equivalent)
Daily Outpatients Huddle
Patient Self Management
Electronic advances: E-Triage; Patient Portal; Advice Only clinical dialogue
Electronic Patient Records incl Scan & Store
Long Term Conditions - change in delivery of care
Roll Out Patient Booking methodology to all clinics
Patient Reminder package
Direct Access to imaging for Orthopaedics, Radiology and GP/AHP redesign
Redevelopment of Outpatients Cafe

Reduce Peripheral Clinics - repatriate to Raigmore (100) (100) (100)
Increased use of VC etc clinics (100) (100) (100)

RAIGMORE PLAN: 2014/15 TO 2016/17
2014/15 2015/16 2016/17



BUDGET SPEND FORECAST BUDGET SPEND FORECAST BUDGET SPEND FORECAST
£(000) £(000) £(000) £(000) £(000) £(000)

RAIGMORE PLAN: 2014/15 TO 2016/17
2014/15 2015/16 2016/17

MSK Triage (250) (250) (250)

3. Patient Flow - Lead: Jo Veasey (500) (500) (500)
Cohort Delayed Discharges/Community Hospital Delays (reduced staff mix)
No Patients waiting Community Transfer
No Delayed Discharges
Discharge Planning
Discharge pre 12 noon
Introduction of Ambulatory Care
No theatre cancellations due to lack of beds

Weekend/Reduced Activity period Ward Closures



BUDGET SPEND FORECAST BUDGET SPEND FORECAST BUDGET SPEND FORECAST
£(000) £(000) £(000) £(000) £(000) £(000)

RAIGMORE PLAN: 2014/15 TO 2016/17
2014/15 2015/16 2016/17

4. Reduced Waste, increased efficiency
Locums/Agency/Bank Staff: reduce use by 25% (500) (400) (400)
Vacancy Factor (currently 2.2%) (100) (100) (100)
Reduce Sickness Rates (100) (100) (100)
Enhance application of Pay Protection policy re suitable job offers and staff rotas (100) (100) (100)
Raigmore Catering Review (80) (60)
Rent Review for Staff/Patient Accommodation
Reduced postage costs using 2nd class wherever appropraite
RPIW/Kaizen/Waste Events etc (200) (300) (296)

Procurement Savings (200) (300) (300)
Reduce stock holding (50) (100) (100)
Service Efficiencies: Full Year Effect of 2013/14 savings (76)
Service Efficiencies: Surgical (0.5%) (271) (300) (325)
Service Efficiencies: Medical & Diagostics (0.5%) (392) (400) (425)
Service Efficiencies: Patient Support & Hotel Services (0.75%) (74) (75) (80)
Service Efficiencies: Central (25) (25) (25)

Spend to Save Investments

Nurse Practitioner (Band 7) replaced FY1 Locum spend 31

Ophthalmology departmental administrator (Band 5) reduces Band 5 overtime, improves
efficinecy of clinic booking, reduces lost slots and therefore WLI

26

Receptionist Cover increase 156
6 month reception cover 9
Anesthetics Web-based rota system (net saving)
Ambulatory Care 123
Stock Holding/Control measures

New Spending Pressures 2014/15
Nurse Workforce Tool - phase 1 255
Nurse Workforce Tool - phase 2 Paeds 300
Nurse Workforce Tool - phase 2 Other 100
Restructure - Business Development Post (Band 6?) 35
Contingency Budget for Lead Nurse (Infection Control, HEI compliance) 20
Contingency budget for DOO (invest to save) 50
Increase Revenue Equipment replacement spend 50
Urology extra WLI due to Belford reduced capacity re D Sedgewick retiral 30

Year End 130,294 135,940 5,646 127,794 130,986 3,192 125,294 125,294 0

FOR INFORMATION ONLY Budget

Centralised Budget Pressure will consist of:
Non-Pay realignment (2013/14) 2,290
Non-Pay realignment (2014/15) 300
Budget for previously unfunded posts (central) 41
Budget for previously unfunded posts (surgical) 228
Budget for previously unfunded posts (medical) 12
Budget for previously unfunded posts (patient support) 400
Workforce Tool (phase 1 - Medical) 224
Workforce Tool (phase 1 - Surgical 292
Ophthalmology departmental administrator (Band 5?) 29
Receptionist Cover 156
RVS Shop Rental income budget reduction
75% Locum budgets 1,500
50% Additional Activity budgets 750

6,222

Other items to be added in due course:
Remaining unfunded posts (no budget provided as queries raised) 500
Nurse Workforce Tool - phase 2 Paeds 300
Restructure - Business Development Post (Band 6?) 35
Contingency Budget for Lead Nurse (Infection Control, HEI compliance) 20
Contingency budget for DOO (invest to save) 50
Increase Revenue Equipment replacement spend 50
Urology extra WLI due to Belford reduced capacity re D Sedgewick retiral 30

985



BUDGET SPEND FORECAST BUDGET SPEND FORECAST BUDGET SPEND FORECAST
£(000) £(000) £(000) £(000) £(000) £(000)

RAIGMORE PLAN: 2014/15 TO 2016/17
2014/15 2015/16 2016/17

7,207
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INTRODUCTION

- This is the Second Annual Operational Unit Delivery Plan for the South and Mid Operational Unit.

- The Delivery Plan has several purposes:

- To provide detailed information about the Unit which will hopefully be of benefit internally both for staff within
the Unit and wider NHS Highland as well as externally to patients, service users and the wider community.

- To function as an overarching workplan for the Operational Unit for 2014/15.

- To enable the Highland Health & Social Care Committee to oversee and monitor the work of the
Operational Unit and delivery of key objectives in 2014/15.

- The Delivery Plan is not an exhaustive list of all initiatives. Many will evolve and be delivered throughout the year.

- It is anticipated that the format and content of the Plan will continue to evolve over the next few years.
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SECTION 1

OVERVIEW OF THE SOUTH & MID HIGHLAND OPERATIONAL UNIT

1.1 KEY CHARACTERISTICS OF THE UNIT

 The Unit serves a population of approximately 144,000.
 It has an annual budget of £179 million
 There are 1921.08 wte staff employed within the Unit. The total headcount is 2432.
 The Unit has 28 GP Practices within the geographical area. This includes one directly employed Salaried Practice.
 The Unit has 12 Public Dental Service clinics plus 25 independent Dental Practices.
 The main services include:

o Acute Mental Health and Learning Disability Inpatient facility (New Craigs Hospital) managed on behalf of northern Highland
o Ross Memorial Hospital, Dingwall
o Highland Rheumatology Unit, Dingwall
o County Community Hospital, Invergordon
o Royal Northern Infirmary, Inverness
o Ian Charles Hospital, Grantown-on-Spey
o St Vincents Hospital, Kingussie
o Nairn Town and County Hospital, Nairn
o Adult Social Work Services
o Care at Home Services
o 3 Care Homes
o Dental Services
o Drug and Alcohol Services
o Prison Healthcare
o Custodial and Forensic Police Healthcare
o Community Mental Health Services
o Community Learning Disability Services
o Psychological Therapies
o Community Nursing Services
o Occupational Therapy
o Nutrition and Dietetics
o Speech and language Therapy
o Physiotherapy
o Podiatry
o Health Improvement and Smoking Cessation Services



1.3 SOUTH AND MID HIGHLAND OPERATIONAL UNIT MANAGEMENT AND PROFESSIONAL LEADERSHIP STRUCTURE (correct at
June 2014)

Clinical
Director

Dr Ian Scott
Tel: 01463

706956
Ian.Scott3@n

hs.net

Area
Manager

Mid

Georgia
Haire

Tel: 01349
855695

Georgia.Hair
e@nhs.net

Business &
Contracts
Manager

Ros Philip
Tel: 01463

706930
Ros.Philip@n

hs.net

Lead
Pharmacist

Thomas
Ross

Tel: 01463
706980

Thomas.Ros
s@nhs.net

Lead
AHP

Amanda
Trafford

Tel: 01463
706957

Amanda.traff
ord@nhs.net

Head of
Finance

Kenny
Rodgers

Tel: 01463
706712

Kenny.Rodge
rs@nhs.net

Interim
Service

Manager
Mental

Health &
Learning

Disabilities
Mhairi Will
Tel: 01463

704651
Mhairi

Will@nhs.net

Lead
Nurse

Kate
Patience-

Quate
Tel: 01463

706982
kate.patiencequ

ate@nhs.net

Substance
Misuse
Service

Manager

Suzy Calder
Tel: 01463

706758
Suzy.Calder

@nhs.net

Area
Manager

South

Jean Pierre
Sieczkarek
Tel: 01463

706962
Jeanpierre.Si
eczkarek@n
hs.net

Interim
District

Manager
Inverness

East

Gavin Sell
Tel: 01463

726989
Gavin.Sell@n

hs.net

District
Manager

Nairn,
Ardersier,

Badenoch &
Strathspey
Margaret
Walker

Tel: 01463
706949

Margaret.Wal
ker1@nhs.net

Director of Operations
Nigel Small

Tel: 01463 704622
Nigel.Small@nhs.net

Social Work
Team

Manager

Eilidh
MacMillan
Tel: 01463

706947
eilidh.macmill
an@nhs.net

District
Manager
Mid Ross

Rhiannon
Pitt

Tel: TBC
Rhiannon.Pitt

@nhs.net

Lead Midwife
South & Mid

Caroline Tait
Tel. 01479

813402
caroline.tait2

@nhs.net

District
Manager

Inverness
West

Donellen
Mackenzie
Tel: TBC

Donellen.Mac
kenzie@nhs.n

et

District
Manager

East Ross

Alison
Phimister
Tel: 01349

855698
Alison.Phimist
er@nhs.net

SPSP
Programme

Manager
Mental
Health

Jackie
Agnew

Tel. 01463
253628

Jackie.Agnew
@nhs.net

Mental Health
Project

Manager

Michael
Perera

Tel. 01463
706967

Michael.P
erera@nhs.net

Hotel Services
Manager

South & Mid

Nichola Murray
Tel: 01463

706941
Nichola.murray

@nhs.net

Dental Service
Development

Manager

Alex Fraser
Tel. 01463

704635
alex.fraser@nh

s.net

Improvement
Service

Manager

TBA

Scottish DRS
Collaborative
Co-ordinator

Mike Black
Tel. 01463

255958
Mike.black1@n

hs.net



1.4 WORKFORCE

1.4.1 CURRENT STAFF IN POST EXCLUDING BANK STAFF (as at 31 MARCH 2014) BY HEADCOUNT (HC) AND WHOLE TIME
EQUIVALENT (WTE)

Table 1: All Staff in Post

Note: some hotel services staff will be part of the
Districts

AREAS INCLUDING
HOSTED SERVICES HC WTE

Dental Service 344 269.97

East Ross District 238 167.40

Hotel Services (Mid & South) 125 66.39

Inverness District (East) 228 184.43

Inverness District (West) 274 223.78

MH and LD Services 470 412.26

Mid Area Other Services 83 63.62

Mid Ross District 190 140.28

NABS District 318 256.66

Substance Misuse 33 28.62

South Area Other Services 129 107.68

Grand Total 2432 1921.08

Table 2: Adult Social Care Staff in Post (Already included in Table 1 )

Locality Location HC WTE

East Ross District Adult Services - Social Work [East Ross] 95 65.03

Inverness District (East) Adult Services - Social Work [E Inv] 146 115.80

Inverness District (West) Adult Services - Social Work 134 106.28

Mid Ross District Adult Services - Social Work [Mid] 92 63.97

NABS District Adult Services - Social Work [B&S] 29 21.62

Adult Services - Social Work [NABS] 96 73.74

South Area Other Services Adult Services - Social Work 25 23.30

Grand Total 617 469.75

1.4.2 WORKFORCE CHANGES 2014/15

No significant workforce changes are expected in 2014/15. Any in year variations to the above staff in post details or workforce risks to service
delivery are highlighted and mitigated within the Quality and Service Plans contained in Section X and will collated overall in the NHS Highland
Board Workforce Plan and Rolling Action Plan and the Board Risk Assessment Framework.

The Unit Workforce Monitoring system and the Local Partnership Forum will continue during 2014/15.
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SECTION 2

SOUTH AND MID HIGHLAND OPERATIONAL UNIT FINANCE PLANS 2013/14

2014-15 Budget
The operational unit budget for 2014-15 can be broken down in to £120m for health services and £59m for Adult Social Care services. Both
health and social care budgets are integrated into Districts. The Unit also manages Highland-wide hosted services of Adult Mental Health,
Learning Disabilities and Dental Services. The budget by District/Service is outlined below:

Current

Annual

District/Service Budget

£000

South & Mid Unit

Easter Ross District 17,419

Mid Ross District 18,711

Inverness East District 28,133

Inverness West District 23,170

NABS District 25,232

S&M Unit Central Services (inc Mgt Tm) 4,203

Mid Area Other Services 4,454

South Area Other Services 2,036

Care at Home 10,366

Community Mental Health Teams 4,273

Total for South & Mid Unit 137,998

Adult Mental Health 18,608

Dental Services 19,444

Learning Disabilities 1,176

Substance Misuse 1,546

Total for Hosted Services 40,773

TOTAL UNIT 178,771
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Budget Setting 2014-15
Traditional budget setting involves rolling forward the previous years budget and uplifting for planned cost pressures such as pay inflation, drug
pressures, energy price increases and activity pressures.
It is important to note that budget setting for the health budget has followed this traditional route however budget setting for Adult Social Care has
been managed in a different way in order to achieve a balanced budget. Previous historic budgets in this area of service identified historic
underfunding in Independent Sector Care (ISC) that was the main component contributing to the operational unit’s 2013-14 overspend of £3.7m.
The budget has been rebased based on 2013-14 spend and is therefore now fully funded in terms of expenditure base. It is important to note that
the budget rebase is funded by three components; the new funding from Highland Council, internal savings targets and vacancy targets that
were based on the underspends within core budgets in 2013-14.
This means that the unit is required to identify £2.7m of savings and £350k of vacancy target in order to achieve the balanced budget.
Savings 2014-15
The savings target for NHS Highland in 2014-15 amounts to £21.9m. This target has been allocated to operational units based on a combination
of direct housekeeping targets and board-wide workstream matrix targets (eg out of hours, drugs, locum usage).
The targets devolved to the operational unit amount to £1.85m for ‘health’ and £2.7m for Adult Social Care (incl £267k for Care at Home).
£1m of each saving target has been allocated recurrently to districts to be identified against the unit’s local delivery plan. The balance has been
retained centrally within the unit against workstream plans that form part of the wider board delivery plan.
Some examples of savings plans against the unit housekeeping targets include skill mix reviews, redesign of interpretation service, reviewing
catering arrangements where care homes, day centres and hospital are in the same location, property reviews and increasing the scrutiny of
sickness absence.
Some examples of savings plans against the unit workstream targets include reviewing ISC care packages with a view to a reduction in cost,
reducing spend on drugs through efficient prescribing, procurement efficiencies and review of locum usage.
It is anticipated that ‘health’ savings of £1.85m will be achieved in year through recurrent and non recurrent means.
It is expected that achievement of ASC savings of £2.7m will be more challenging and £1.2m is anticipated to be achieved through recurrent

and non recurrent means leaving a balance of circa £1.5m.
The ISC/SDS budget totals circa £40m and accounts for broadly three quarters of the overall ASC budget. This leaves £10m for Care at Home
services and £10m for ‘in house’ services. Given that the Care at Home and ISC/SDS budgets remain under activity based pressure, it is proving
difficult to identify the balance of unallocated services specifically against ‘in house’ budgets when £1m of savings has already been allocated to
Districts.

Savings Delivery
The Unit savings plan outlines schemes that will be progressed to deliver the required savings outcomes but also assesses the timescales for
delivery including part year and full year values.
This means that schemes will deliver savings progressively throughout the year.
The graph below shows a trajectory of planned savings achievement throughout the year against actual achievement month on month. As at
month 2, savings achievement is ahead of plan.



10

Risks
The current financial forecast is underpinned by a number of assumptions; that the £2m of savings allocated to districts will be achieved in full,
that vacancy targets of £1.1m will be achieved, that prescribing will breakeven and cost pressures of circa £400k (Out of Hours, Interpretation)
will be managed
It is anticipated that all of these risks will be covered by non recurrent resource this year and therefore further non recurrent savings achievement
remains a challenge for the unit.
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SECTION 3

SOUTH AND MID OPERATIONAL UNIT : OPERATIONAL DELIVERY REQUIREMENTS 2014/15

The Unit Operational Delivery Requirements represent a summary of the main initiatives which will be delivered by the South & Mid
Unit in 2014/15. All Delivery Requirements comply with the NHS Highland Care Strategy (Improvement and Co-production Plan) and
the North Highland Integration Change and Improvement Plan.

All initiatives will focus on compliance with the Highland Quality Approach and utilisation where appropriate of service improvement
methodologies.

Item
Operational

Delivery
Requirements

Timescale Lead Risks Finance Comments

Targets
1  Contribute to the

achievement of relevant
Board targets included
within the HEAT and
Adult Community Care
balanced scorecards

By March
2015

DOO See appendix 1 and 2

Finance
2  Deliver a Unit financial

savings plan which
contributes to the
achievement of the
Boards Financial Target

By March
2015

DOO See Finance Section 2 of
Document

Integrated Teams
3  Continue their

development
 Further progress co-

location in all Districts
 ‘Test’ new ways of

working

Throughout
2014

District
Managers

Inverness Co-located
accommodation
availability is the biggest
risk

3 Districts have single point of access
by July 2014
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Care Homes
4  Progress the next level

of organisational
restructuring

 Increase ‘step up, step
down’ beds

 Complete building
refurbishment work

Throughout
2014/15

District Manager
(NABS)
And
District Manager
(East Inverness)

Requires robust
communication on
staffing, finance and
service delivery

Care Inspectorate Reports will impact
on work requirements

Care at Home

5  Take responsibility for
the service

 Embed the revised
organisational structure

 Implement Care
Inspectorate
requirements

 Develop and co-
ordinate the quality and
capacity of the in-house
and independent sector
services

Throughout
2014/15

Area Manager
(South)

Single biggest risk is the
lack of available
workforce.

Any requirement for
saving sfrom C@H
services could destabilise
the service

This is a major priority for the
South/Mid Unit

Badenoch and Strathspey Service Redesign
6  Complete the formal

Public Consultation
process

 Seek Board and
Scottish Government
approval

 Develop and submit
formal business cases

Complete by
mid July
2014

To Board by
December
2014

To SG by
Jan 2015

By April 2015

DOO Public Engagement

Lack of resource

Full Financial position to
be developed as part of
Outline Business Case

Major opportunity to redesign hospital
and community services and develop
model of helath/social care for future.

Tain HC
7  Complete building work

 Open the new
development and
commence service
delivery

July 2014 District Manager
(East Ross)

This is the first HubCo
development in Highland

Financial position as per
Board approved Business
Cases

Supports improved accessibility to
services for priority and vulnerable
groups
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Drumnadrochit HC Development
8  Complete planning

processes and
commence work on site

Planning by
July 2014

Building to
commence
late 2014

Area Manager
(South)

Planning Requirements
linked to other local
developments

£1.5m Capital Funding
agreed and available

Dingwall HC
9  Complete

building/refurbishment
work

 Open the development
and commence service
delivery

June 2014 District Manager
(Mid Ross)

£1.5m Capital Funding
agreed and committed

The new build provides a co located
base for the Mid Ross Health and
Social Care Team to facilitate
integrated working, realisation of
benefits of integration and single point
of access.

Rheumatology
10  Complete re-location of

service from Raigmore
to Ross Memorial
Hospital

Sept 2014 District Manager
(Mid Ross)

Failure to recruit
consultants
Remedial work on
Maywood may take longer
than anticipated.

Proposal to SG as part of
initial Greater Inverness
Masterplan proposal

Hospice
11  Complete formal

arrangements and
commence transfer of
service to Invergordon

2015-16 Area Manager
(Mid)

Decant does not happen
because of failure to raise
enough funds for
Inverness hospice
building works.
Inadequate space in
Fyrish to meet Hospice
needs.

Additional costs of
occupying Fyrish to be
met by Hospice.

3 monthly project meetings in
progress.
Expected move to Invergordon Spring
2015

Vasectomy Service, Nairn
12  Complete planning

arrangements for the
move of the service
from Raigmore to Nairn
and commence the
service

Development
work with
Raigmore
Hospital
underway.
Service to
commence
by
September
2014

COO/DOO/
District Medical
Lead

Withdrawal of service by
Raigmore Hospital

Minimal additional costs
to be supported via
Raigmore Hospital

Supports the objective of delivering
‘care closer to home’
Potential to lead to other related minor
surgery work
Frees up Raigmore theatre space
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Medical cover in Community Hospitals
13  Review, redesign and

implement a new model
of medical cover at
remaining Community
Hospital sites

By March
2015

DOO/
Clinical Director/
Area Manager

Redesign to be delivered
within budget

York Day Hospital /Mackenzie Centre
14  Develop, consult and

implement a revised
service model

Revised
model to be
implemented
by December
2014

District Manager
(Inverness
West)

Charging and access
issues to be addressed

Redesign to be delivered
within budget

Meets Adult Integration and HQA
requirements.
LEAN methodology being used across
Health and Social Care services

New Craigs Hospital
15  Complete bed

reconfiguration and
review of Day Services
provision

Complete
bed re-
configuration
by October
2014

Review of
Day service
provision

Service
Manager

Service
Manager

Delays due to need to re-
locate services on site

Potential lack of training
opportunity

Will be delivered within
existing resources

To be delivered within
existing budget

Meets MWC requirements and HQA

MH Strategy; psychological therapies;
HQA

Drug & Alcohol Services
16  Complete DCAQ to

assist in service
redesign

By
December
2014

Head of Service
– Substance
Misuse

Variation in capacity
across both units and
management structure

Within existing resource Meets HEAT A11 requirment HADP
Strategy
Builds on DCAQ commenced 2013-14

 Implement
recommendations from
national opiate
replacement therapy
review

March 2015 Financial resource No additional resource
identified by SG to date to
implement
recommendations

 Increase clinical space
through review of
Osprey House
accommodation

December
2014

Reliant upon other service
moves

Additional removal and
associated costs in
making area fit for
purpose

Meets HEAT A11 requirement.

Occupational Health currently occupy
a section in Osprey House and this
area has been identified for substance
misuse
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Review and re-organise ‘First Contact’ Mental Health
Services in Northern Highland

17 Implement
‘joined up’
First Contact
Mental
Health
access
service by
December
2014

Mental Health
Projects
Manager

Organisational change
delays associated with re-
configuration of existing
services

Any redesign would be
delivered within existing
resources

Links to HQA and Mental Health
Strategy

Community Mental Health Teams
18  Review management

arrangements across
whole Unit

Prepare
options
paper for
consultation
on future
CMHT
management
arrangement
by
September
2014

Mental Health
Projects
Manager

Performance
management may be
disrupted during any
change process.

Aim to reduce
management costs.

Psychological Therapies
19  Continue service

change and
development and aim to
achieve waiting time
target by December
2014

Aim to
achieve 18
week target
by December
2014

DOO When full capacity
reached within
Psychological Therapies

To be delivered within
existing budgets.

Meets HEAT requirement.
LEAN methodology being used for
service improvement

Police Healthcare
20  Develop and implement

redesign plans in
response to funding
reduction

Transfer to
NHS
Scotland 1

st

April 2014.
Plans to be
developed
and
implemented
by April 2015

District Manager Sustainability with small
number of doctors.

‘Bridging’ Funding
Identified for 2014/15

A reduced funding stream will force re-
design
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SPSP Programmes
21  Roll out next phase of

Mental Health and
Primary Care SPSP
requirements

As per NHS
Highland /
national
requirements
throughout
2014/15

MH Programme
Manager and
Primary Care
Manager

Potential lack of ‘buy-in’
(low risk)

Potential risk of capacity
issues (medium risk)

Initiatives to be delivered
within existing resources

Links to national SPSP roll-out and
other good practice priorities

Work plan for 2014/15 being
developed in the MH Programme

SPSP in Primary Care Long term
General
Practice
rollout
programme
in place.

Business &
Contracts
Manager

Lack of General Practice
engagement.

QoF funding in place.
Additional under
discussion.

Meets Patient Safety adn Quality
agenda

Designated Managers
22  Identify designated

managers from within
the Unit for each
Voluntary sector and
other SLAs and
implement agreed
monitoring and
negotiation process

SLA
monitoring to
commence
April 2014
and
throughout
the 2014/15
period

Allocated Unit
Management
Team reps.

251 SLAs allocated
across northern NHS
Highland Impact on
managerial workload

Opportunity to review
value for money and
activity associated with
each SLA

AHP National Plan
23  Commence and

complete work on MSK
service redesign

 Integration of OT
services

 Standardise practice
around community falls

 AHP input to care home
 Demand and capacity

analysis

As per
national /
NHS
Highland
requirements
in 2014/15

Lead AHP No major issues identified Requirements to be
delivered within existing
resources

National Strategy
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AHP Issues Demand and
capacity
analysis of
AHP services
across South
& Mid

Redesign of
Physiotherap
y and
Occupational
Therapy
within
Inverness
area

Standardisati
on of practice
around
community
falls.

Review of
AHP service
to care
homes

Establish
governance
structures
across AHP
groups

Integration of
Occupational
Therapy

MSK
physiotherap
y redesign

Lead AHP Training of AHP staff in
the process.
Potential lack of
engagement of AHP staff

Review of rehab services
delivered in Raigmore and
potential for move to
community.

Challenges in consistent
implementation of falls
pathway
Lack of clarity and
consistency at present

Need for quality
assurance framework
across AHP groups

Change management and
skills development
required

Need to meet 4 week RTT
target MSK physio

Review of existing
resources

AHP waiting times addressed
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Health Improvement
24  Review and redesign all

managed and related
health improvement
services to ensure
integrated, joined up
approach focussing on
delivery objectives

Complete by
Dec 2014

Unit
management
team/PHP/Head
of Health
Improvement

No major issues identified Delivered within existing
resources

 Supportsdelivery of health
improvement HEAT targets

 Needto link to developing work on
health inequalities

 Focus on District Health profiles
via District Partnership Forum
agendas

Equipment Stores
25  Further progress the

review redesign and
implementation of the
new systems within
equipment stores

A review and
management
support to be
provided to
all
community
equipment
stores within
Northern
Highland
throughout
2014/15.

Unit
Management
Team

No Major Issues identified Project to be delivered
within existing budgets
although the aim is for
equipment to be
purchased through
recurrent budget lines.

Delivering appropriate equipment in a
timely fashion will be crucial to
ensuring individuals can be cared for
within a community setting for as long
as possible. This will require a
continued focus on partnership
working between clinical and store
staff to ensure equipment is reviewed
and maintained throughout its life
cycle.

Catering
26  Review and redesign of

all kitchen production
sites within the Unit

A full review
of all kitchen
production
sites within
the unit
completed by
August 2014.
Recommend
ations to be
considered
Sept/Oct
2014.
Changes
implemented
by April 2015

Catering
Manager and
Professional
Lead for Soft
Services.
Overseen by
Area Manager
(Mid)

Cost needs to be aligned
with quality so that high
quality freshly cooked
food continues to meet
the nutritional and
therapeutic needs of
service users.

Project to be delivered
within existing budgets.

Redesign to be consistent with the
NHS Catering Strategy
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Inverness Master Plan
27  Contribute and take

actions in accordance
with agreements and
decisions arising for the
Inverness Master Plan
initiative

As per
Masterplan
Timescale

DOO Disruption caused by
service re-location and
redesign

Management On Call
28  Implement a revised

Unit management on
call rota to comply with
business continuity and
‘care for people’
requirements

By April 2014 DOO

Support the Work of Community Networkers/Community
Development Workers

29 Throughout
2014/15

District
Managers

Posts to be aligned with District
Integrated Teams

Self Directed Support [SDS]
30  Implement new systems

and ways of working
associated with the
SDS requirements

Commences
1 April 2014

Area Manager
(Mid)

Personal Outcome Plan
not fully used. Resource
Allocation System (RAS)
inaccurate. Transition
from Child to Adult using
different RASs.

Scottish Government
funding for SDS team and
additional posts in
Districts to support
implementation until 2015

Meets legal requirement

Unscheduled Care
31  Contribute to the

development and
actions required with
the NHS Highland Local
Unscheduled Care Plan

By July 2014 Area Manager
(South)

Requires ‘joined up’
action across Secondary,
Community and Primary
Care

In line with SF policy

Adult Support & Protection
32  Assess requirement for

learning and
development and roll
out required action

By March
2015

Lead Social
Worker

Within existing resources
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Transitions
33  Ensure robust transition

planning for children
moving into adult
services and take
necessary actions to
comply with the
NHS/THS protocol and
Transition Planning
Group

Ongoing Lead Social
Worker

Requires robust service
and Financial planning

With existing resources

MARAC
34 Support the local MARAC

groups
Ongoing
2014/15

Overseen by
Area Managers

Prescribing
35  Develop budget and

savings plan
 Standardise input to

community hospitals
 Roll out enhanced

support to care homes
via advice

 Reviewed and medicine
reconciliation and
review and standardise
input and support to GP
Practices

On-going.
Prescribing
budgets set
annually.
Op Unit
prescribing
savings plan
updated on a
quarterly
basis

Lead
Pharmacist

Dependent upon
engagement from all
prescribers across the Op
Unit to prescribe cost-
effectively.
Prescribing volume
continues to increase at a
rate of 2% per year.
Moving provision of care
and treatment out of
secondary care into
primary care requires
transfer of resource for
costs of medicines.

Specific detail contained within Op Unit
Prescribing Savings Plan

Standardise
pharmacy input to
community hospitals across
the Op Unit

Dec 2014 Lead
Pharmacist

Dependent upon ability to
recruit pharmacy
technicians

Change Fund bid
approved

Government. (April 2012) Community
Hospital Strategy Refresh. Available at
http://www.scotland.gov.uk/Resource/0
039/00391837.pdf
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Provision of pharmacy
support to all care homes
in Op Unit:

1. Extend provision of
medicines management
advice.

2. Roll out pharmacy
technician medication
reviews and medicines
reconciliation.

Mar 2015 Lead
Pharmacist

Dependent upon ability to
recruit pharmacy
technicians

Change Fund bid
approved

Review and standardise
level of prescribing support
to all GP Practices across
Op Unit and develop
service level specification
for prescribing support.

August 2014 Lead
Pharmacist

Within existing resources

Prison Healthcare
36  Implement any

requirements arising
from the National Prison
review report

 Further develop through
care services

Report
Awaited

Area Manager
(South)

Interpretation Services
37  Consult on a new model

of delivery across
primary care and other
services

Updated
plans in
place by
September
2014

Unite Business
and Contact
Manager

Dependent on other
service user changes

Aim to reduce
unbudgeted costs.

Links to Interpretation Guidance for
NHS Highland Staff.
Currently 85% of interpretation
continue to be undertaken on a face to
face basis

Programme Budgeting Marginal Analysis
38  Continue pilot work on

PBMA in Inverness and
seek to use the work to
influence and shape
front line service
delivery

By March
2015

Area Manager
(South)

Need to ensure
translation of PBMA
theory into operational
practice
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Review of Care Packages
39 Throughout

2014/15
District
Managers

Key part of Unit Social
Care Savings Plan

Review of NHSH Strategy for Primary Care Dental Services
40 June 2014 Associate Med

Director
Insufficient resource to
ensure services for
priority groups

Uncertainty around GDS
PDS budget allocation in
future years.

Integration of the Northern Highland PDS
and A&B CHP PDS.

41 December
2014

Clinical Dental
Director

SG guidance on the posts
that can be funded
through GDS PDS
allocation.

Require to deliver savings
on GDS PDS budget

Development of Minor Oral Surgery
Pathway within Public Dental Service
GDS

42 June 2014 Clinical Dental
Director

Uncertainty around the
GDS PDS allocation

Uncertainty around GDS
PDS budget allocation in
future years

Frees up capacity within Raigmore and
ensures patients are treated int he
right setting by the right person.
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SECTION 4

SOUTH AND MID OPERATIONAL UNIT :

QUALITY APPROACH TO ADULT SERVICES INTEGRATION AND SERVICE PROVISION 2014/15

4.1 The unit will focus on delivering the requirements outlined in the initial 5-year plan for the Integration of Adult Services. Actions include:

 Ongoing development of Integrated teams
 Single point of access and health and social care coordinator role tested/implemented
 Care at Home service redesigned to allow local management and deployment within Districts
 Care home management in place and developed
 Professional leadership for Care Homes defined
 Reablement rebadged and re-launched within District Teams
 Plans for co-located integrated teams complete and being implemented
 Commissioning approach agreed and consistently communicated
 Strategic Commissioning plan in place
 Integrated personal plan in place and operational across Highland
 Organisational development plans to address change, integration, culture in place at District level
 Performance data agreed and regular collection and reporting in place
 Area Social Care Practice Forum utilised and effective
 SDS systems and processes in place for all adults
 All teams have appropriate access to electronic information
 All integrated teams in place with clear leadership and management
 OD plans ongoing
 Care at Home services and capacity increased
 Care Homes integrated into operational management and providing flexible approach to meet demand
 District Partnerships established and contributing effectively to community planning
 Discharge planning effective in all hospitals with no more than 72 hour delay anywhere
 Reablement approach well established and evaluated
 Care Inspectorate relationship established and producing improved rating of all services
 Long term electronic solutions in place
 DALLAS project completed and delivering sustainable support to communities
 Integrated pathways across secondary and community care established
 Business support integrated into operational services
 Coproduction developed as a principle and developing in Districts
 Professional leadership for care at home fully operationalised
 Community resilience developed and evaluated
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SECTION 5

SOUTH AND MID OPERATIONAL UNIT : BALANCED SCORECARDS

5.1 The unit will contribute to and deliver the requirements set out in the NHS Highland LDP submission 2014/15.

5.2 The unit will seek and achieve the requirements set out in the South and Mid Operational Unit Balanced Scorecard 2014/15 attached at Appendix 1.

5.3 The Unit will seek to achieve the requirements set out in the Adult Services Balanced Scorecard 2014/15 attached at Appendix 2.
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SECTION 6

SOUTH AND MID OPERATIONAL UNIT : PUBLIC AND PATIENT ENGAGEMENT 2014/15

6.1 OPERATIONAL UNIT PUBLIC AND PATIENT ENGAGEMENT PRIORITIES 2014/15

The Operational Unit will continue to take a proactive approach to engagement in 2014/15. This includes:

 Professional and Management input to all five District Partnership Forum meetings.
 Attendance at Ward Forum meetings throughout the two geographical areas: South and Mid
 Public/patient involvement throughout the Operational Delivery Requirements. All relevant initiatives listed in Section 3 have

public/patient involvement and engagement.
 Further use of patient satisfaction and feedback surveys will be introduced across the Unit in order to monitor and improve service

performance and delivery.
 Regular contributions to local newspapers to promote local awareness of services.
 Responding directly and where appropriate in person to anyone offering feedback or complaints about services.
 Engagement with ‘Friends of’ local hospitals and specific local community groups.
 Drug & Alcohol services promote a 'patient satisfaction questionnaire' for all those at the point of assessment, results to be collated

and summarised at Highland wide level but can be broken down to team specific
 Consultation on elements of drug and alcohol service delivery occurs as part of DCAQ process
 Formal 3 month public consultation process will be implemented regarding the proposed service re-design in Badenoch and

Strathspey
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Appendix 1
NHS HIGHLAND BALANCED SCORECARD 2014/15

SOUTH AND MID HEAT TARGETS

APR MAY JUN JUL AUG SEP OCT NOV DEC JAN FEB MAR

Health Improvement

Financial Performance
Operate within agreed revenue resource and capital resource
limits, and meet cash requirement. -£

3
,6

6
9

Feb-14 Monthly

South & Mid Operational Unit is showing a forecasted year end
position of £3.9m overspend, with the overspend of £4.8m

attributed to ASC and Health underspending by £0.85m

Cash Efficiencies
Deliver a 3% efficiency saving to reinvest in frontline services 1

0
0
%

Mar-14 Monthly
The YTD as at month 5 shows S&M unit achieving the LDP

savings trajectory

Faster access to Specialist Child & Adolescent Mental
Health Services (CAMHS)
90% of patients will wait no longer18 weeks from referral to
treatment by December 2014 100% Feb-14 Monthly

Completed waits (the percentage of patients seen in month
who waited less than 18 weeks). Unable to report March 2014

figure awaiting data post PMS.Faster access to Psychological Therapies
90% of patients will wait no longer than 18 weeks from referral
to treatment for Psychological Therapies From December
2014 87% Feb-14 Monthly

Completed waits (the percentage of patients seen in month
who waited less than 18 weeks). Unable to report March 2014

figure awaiting data post PMS.

4hr A&E
Ensure 95% of patients wait no longer than 4 hours in A&E by
1st October 2014 100% Mar-14 Monthly

Reduction in Emergency Bed Days for Patients Aged 75+
Reduce emergency inpatient bed days to 4520 per 1,000
population for aged 75+ by Mar 2015 4576* Mar-13 Annual

* Includes a correction of up to 5% for under-reporting due to
current inpatients not being recorded. Trajectory at Mar-13 =

4,721.

14 Days Delayed Discharges
To have no clients waiting more than 14 days to be discharged
from hospital from April 2015 25 Mar-14 Monthly

Dementia Support
All people newly diagnosed with dementia will have a minimum
of a years worth of post diagnosis support. Co-ordinated by a
link worker including the building of a person centred support
plan.

Monthly

Comments

Efficiency

Access to Services

Treatment Appropriate for Patient

Indicator HEAT Measure & Detail Outturn
Date of
outturn

Latest Reported Period Reporting
Period
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NHS HIGHLAND BALANCED SCORECARD 2014/15

SOUTH AND MID LOCAL & NATIONAL STANDARDS SHEET

Comments

APR MAY JUN JUL AUG SEP OCT NOV DEC JAN FEB MAR

Health Improvement

NATIONAL STANDARD
(PREVIOUS KEY
MEASURE)

Alcohol Brief Interventions
Achieve 3802 brief interventions in line with SIGN 74
guidelines by March 2013 2983 Mar-14

Cumulative
Monthly Trajectory for March 2014 = 1778

Breast Feeding at 6-8 Weeks
New-born babies exclusively breastfed at 6-8 weeks review to
increase from 28.8% in 2006/07 to 36% in 2010/11

Preceding 4
Quarters Data published by ISD not available for operational unit level.

Immunisations - MMR1
Monitor MMR1 uptake rates (% at 5 years old). Target 95%
uptake nationally 95.1% Dec-13 Quarterly

Data for Qtr 4 will not be published by ISD until end of Jun
2014

NATIONAL STANDARD

Sickness Absence
Achieve a sickness absence rate of 4% from 31 March 2009

6.13%
4.79%

Mar-14
Monthly Actual
Annual Rolling

SMR Return Rate
Monitor % of SMR01 returns received (2 month lag averaging
over 3 month period). National target is 95% complete in 6
wks from end of discharge 98.4% Dec-13 Monthly

Completed Complaints
To be Advised by Clincal Governeance Committee Monthly

Efficiency Savings: New Outpatient Appointment DNA
rates Improved efficiencies by March 2011 to reduce 1st
outpatient attendance DNA rate to 6.9% 24.40% Dec-13 Monthly

Unable to report January to March 2014 figure awaiting data
post PMS.

KSF and Personal Development Plan
80% of staff to have had a KSF/PDP review, completed and
recorded on E-KSF by March 2015 4

2
.2

3
%

Apr-14 Monthly

NATIONAL STANDARD

New Outpatient Waiting Times: Maximum Wait 12 Weeks
The number of completed waits in the month over 12 weeks Monthly

New Outpatient Waiting Times: Maximum Wait 12 Weeks
The number of ongoing waits at the end of the month over 12
weeks 0 Mar-14 Monthly
New Outpatient Patient Advised Unavailability
The percentage of patients on the waiting lists with social
unavailability at the end of the month 0% Mar-14 Monthly

New Outpatient Medical Unavailability
The percentage of patients on the waiting lists with medical
unavailability at the end of the month 0% Mar-14 Monthly

12 week Treatment Time Guarantee
The number of completed waits in the month over 12 weeks 0 Mar-14 Monthly

Figures are from ISD based on New Ways methodology not
TTG. We are awaiting new reports to be developed as a

result of migration to PMS.

12 week Treatment Time Guarantee
The number of ongoing waits at the end of the month over 12
weeks 0 Mar-14 Monthly

Since March 2014 based on New Ways methodology not
TTG. We are awaiting new reports to be developed as a

result of migration to PMS.

Admissions Waiting List Patient Advised Unavailability
The percentage of patients on the waiting lists with social
unavailability at the end of the month 6.90% Mar-14 Monthly

Since March 2014 based on New Ways methodology not
TTG. We are awaiting new reports to be developed as a

result of migration to PMS.

Admissions Waiting List Medical Unavailability
The percentage of patients on the waiting lists with medical
unavailability at the end of the month 0.00% Mar-14 Monthly

Since March 2014 based on New Ways methodology not
TTG. We are awaiting new reports to be developed as a

result of migration to PMS.

Return Waiting Lists
The number of completed waits that did not meet agreed
tolerance levels Monthly

Return Waiting Lists
The number of ongoing waits at the end of the month that
haven't meet ageed tolerances Monthly

Faster access to Specialist Child & Adolescent Mental
Health Services (CAMHS)
90% of patients will wait no longer18 weeks from referral to
treatment by December 2014 100% Feb-14 Monthly

The percentage of patients not yet seen who waited less than
18 weeks. Unable to report March 2014 figure awaiting data

post PMS.

Faster access to Psychological Therapies
90% of patients will wait no longer than 18 weeks from referral
to treatment for Psychological Therapies From December
2014 77% Feb-14 Monthly

The percentage of patients not yet seen who waited less than
18 weeks. Unable to report March 2014 figure awaiting data

post PMS.

Reduction in Bed Days For Long term Conditions
Reduce admission rates (for COPD, Asthma, Diabetes, CHD)
to 9,130/100,000 population by Mar 2011. 7670* Mar-13 Annual

* Includes a correction of up to 3% for under-reporting due to
current inpatients not being recorded.

Reduce Average Length of Stay for Continuous Episode
of Care
Reduce the average length of stay for a continuous episode of
acre (linking Community Hospital Admissions with Acute
Hosiptal Admissions) Monthly

End of Life Care Measure - To be defined

NATIONAL STANDARD

Dementia
Increase nos of patients' with an early diagnosis &
management of dementia to 1240 by Mar 2011 1210 Mar-14 Preceding Year

Efficiency

Access to Services

Treatment Appropriate for Patient

Indicator HEAT Measure & Detail Outturn
Date of
outturn

Latest Reported Period
Reporting Period
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Appendix 2

THEME 1 HEALTHIER LIVING THEME 5 CARERS ARE SUPPORTED
THEME 2 SERVICES ARE SAFE THEME 6 ENGAGED WORKFORCE
THEME 3 INDEPENDENT LIVING THEME 7 EFFECTIVE USE OF RESOURCES
THEME 4 POSITIVE EXPERIENCES AND OUTCOMES

THEME 1 HEALTHIER LIVING
TH1.1 People are healthy and have a good quality of life - People's health needs are met at the earliest and most local level possible
TH1.2 People are healthy and have a good quality of life - People's health needs are anticipated and planned for
TH1.3 People are healthy and have a good quality of life - People are supported to recover from ongoing and enduring illness, mental illness and drug dependencies
THEME 2 SERVICES ARE SAFE
TH2.1 People are supported and protected to stay safe - People are supported to stay safe through the operation of our policies and procedures
TH2.2 People are supported and protected to stay safe - People with complex and challenging needs are supported to stay safe
THEME 3 INDEPENDENT LIVING
TH3.1 People are supported to maximise their independence - People have access to appropriate housing which maximises their independence and well-being
TH3.2 People are supported to maximise their independence - People remain at, or return, home with appropriate support
TH3.3 People are supported to maximise their independence - Carers feel able to continue in their caring role
TH3.4 People are supported to maximise their independence - People are active participants in meeting their own care needs
THEME 4 POSITIVE EXPERIENCES AND OUTCOMES
TH4.1 People retain dignity and are free from stigma and discrimination - Our services and those we commission actively promote equality
TH4.2 People retain dignity and are free from stigma and discrimination - People are supported to tackle stigma and discrimination
TH4.3 People are socially and geographically connected - People do not become socially isolated
THEME 5 CARERS ARE SUPPORTED
TH5.1 People and their carers are informed and in control of their care - People are in control of decisions that are made about their care and the care they receive
TH5.2 People and their carers are informed and in control of their care - People know how to stay as healthy and fit as possible
TH5.3 People and their carers are informed and in control of their care - People know about the services we provide and how to access them
THEME 6 ENGAGED WORKFORCE
TH6.1 People are supported to realise their potential - People have access to training, employment and volunteering opportunities
TH6.2 People are supported to realise their potential - People have access to a range of community based development opportunities
THEME 7 EFFECTIVE USE OF RESOURCES
TH7.1 We deliver Community Care services effectively, efficiently and jointly - care is delivered using joined-up core processes
TH7.2 We deliver Community Care services effectively, efficiently and jointly - resources are accessed quickly and equitably
TH7.3 We deliver Community Care services effectively, efficiently and jointly - decisions about the allocation of resources are made jointly

BALANCED SCORECARD
INDICATOR THEMES/SUB-THEMES
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Highland Health and Social Care Partnership 
 

The Highland Quality Approach to Adult Care –   Change 
and Improvement Plan 

 
BACKGROUND 
 
The Highland Partnership Agreement, signed in 2012, outlined the development of the Lead 
Agency model, the agreed Governance structures, an outcomes framework and 
Performance management framework for the development of integrated adult services in 
Highland.   
  
Within the Highland Health and Social Care Partnership the focus is shifting from responding 
to crisis towards promoting well-being – embracing a model of care that focuses on 
empowering people.   Anticipatory care, re-ablement and an emphasis on strengthening and 
building on capability and independence are the cornerstones of the approach of the 
Partnership.  Community groups, the voluntary and independent sectors and people and 
carers are considered valued partners.  There is a commitment to work together in ways that 
empower, enable and promote confidence and capability for supported self care and self 
management. 
 
There is a growing realisation that integration alone will not deliver the improvements in 
outcomes that we seek and only by pulling on the assets we find in our communities and 
neighbourhoods, focussing on outcomes, prevention and anticipatory care and  working 
more flexibly with our independent and third sector partners will we better serve the people of 
Highland. 
 
In summary, the agreement stated that NHS Highland will develop and deliver integrated 
adult care services which will:- 
 
• Achieve the outcomes as agreed by the Highland Partnership within the Partnership 

Agreement 
• Reflect need and demographic changes across the Highland area through the period of 

the commission. 
• Reflect the ambitions of NHS Highland and The Highland Council as outlined in the 

Single Outcome Agreement and the Partnership Agreement 
• Reflect clinical and practice evidence of effectiveness in Health and Social Care. 
• Demonstrate improvements in outcomes for individuals, families, carers and 

communities. 
• Demonstrate improvements in safety, quality and experience for individuals, families and 

carers 
 
 
HIGHLAND CONTEXT 
 
As Lead Agency for Adult Services, NHS Highland must now articulate how services will be 
developed, delivered and monitored in line with local and National expectations.  These 
include–  
 
• Scottish Government- Reshaping Care: a Programme for Change 2011-2021 
• Highland Council- Single Outcome Agreement 
• NHS Highland Strategic Framework-Better Health , Better Care, Better Value  
• The Highland Quality Approach  
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Reshaping care is a 10 year whole system transformation programme that seeks not only to 
shift the location of care (from institution to community) but also to transform the culture and 
philosophy of care from reactive services provided to people towards preventative, 
anticipatory and coordinated care and support at home delivered with people. 
 
The Single Outcome Agreement highlights how the wider community planning partnership 
contributes to health and wellbeing of people in a wide range of ways – from the provision of 
volunteering opportunities, community development support, leisure activities, community 
and lifelong learning and support for enjoying the outdoor environment, through to the 
provision of a wide range of voluntary sector services.  The focus remains on improving 
outcomes as detailed in the Partnership Agreement. 
 
The Highland Quality Approach captures the spirit of how NHS Highland is working to 
improve care and outcomes.  By focusing on quality and being person centred it will achieve 
better health, better care and better value for more people.  Through the HQA, NHS 
Highland will eliminate waste, reduce harm and manage variation.   
  
The key elements of the HQA include our Vision, Mission and Values.  The approach is 
founded on every person being at the top with our three strategies supporting this 
commitment:  
  
Quality – We relentlessly pursue the highest possible outcomes of care.  This means we 
invest in the most up to date technologies, treatments and medicines and we take all 
necessary steps to avoid harm.  It also means we take early steps to prevent ill heath and 
reduce inequalities. 
  
Care – We create a caring experience.  Whether someone is being cared for at home, in a 
care home or in hospital, looking after people in a caring way focussed on individual wishes 
is really important. 
  
People – We will strive to attract and develop the best teams.  To make this successful staff 
have to be supported to do their jobs and come up with ways to continually improve.  Key 
elements to support this include developing our leaders, having a culture of continuous 
improvement, keeping up with research, supporting innovation and being focussed on 
making measurable improvements 
 
OUTCOME AND PERFORMANCE FRAMEWORKS 
  
The Partnership Agreement confirms that the Lead Agency will adopt and pursue 
implementation of the aims that are detailed in the strategies and plans that underpin adult 
community care provision.   

The key document has been the Highland Joint Community Care Plan 2010/13.  This sets 
out the outcomes to be achieved across services for adults as:- 

Outcome 1 – people are healthy and have a good quality of life  
The outcomes are that people's health needs are met at the earliest and most local level 
possible, that people's health needs are anticipated and planned for and that people are 
supported to recover from illness, mental illness and drug dependencies.  
 
Outcome 2 – people are supported and protected to stay safe  
This theme’s outcomes are that people gain and retain the skills which keep them safe at 
home and in the community.  
 
Outcome 3 – people are supported to maximise their independence  
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The outcomes are that people remain at, or return, home with appropriate support, that 
Carers feel able to continue in their caring role, and that people are active participants in 
meeting their own care needs.  
 
Outcome 4 – people retain dignity and are free from stigma and discrimination  
This theme’s outcomes are that people are supported to tackle stigma and discrimination that 
our services and those we commission actively promote equality, that people's incomes are 
maximised.  
 
Outcome 5 – people and their carers are informed and in control of their care  
The outcomes are that people know how to stay as healthy and fit as possible, that people 
are in control of decisions that are made about their care and the care they receive and that 
people know about the services we provide and how to access them.  
 
Outcome 6 – people are supported to realise their potential  
This outcomes theme is that people have access to training, employment and volunteering 
opportunities and that people have access to a range of community based development 
opportunities.  
 
Outcome 7 – people are socially and geographically connected  
The themes for this outcome are that Voluntary and community effort contributes to more 
supportive communities that people have access to a range of transport to maintain their 
networks and that people do not become socially isolated.  
 
Outcome 8 – we deliver Community Care services effectively, efficiently and jointly  
The outcomes under this theme are care is delivered using joined-up core processes that 
resources are accessed quickly and equitably and that decisions about the allocation of 
resources are made jointly.  
 
It is also acknowledged that people need to be supported at the end of their lives by excellent 
multi-disciplinary palliative care that crosses professional boundaries and where appropriate 
involves the third sector.   
 
It is the combination of the wide range of approaches that will lead to sustainable 
improvements.  Many of these have been referred to above – 
 

• Strategic Commissioning 
• Co-production 
• Integrated service delivery 
• Community Development 
• Self care 
• Anticipatory care planning 
• Outcome-focussed approach 
• Self Directed Support 
• Personal  Outcome Plan 

 
The schematic below illustrates how the activities we outline in this Change and 
Improvement plan will deliver the outputs over the remaining three years of the Partnership 
Agreement and how this will then contribute to the improvement in outcomes for the people 
of Highland. 
 
This is not meant to be a definitive list but rather an illustration of the significant links to be 
made. 
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National Outcomes 
Healthier living:  Independent living :  Positive experience and outcomes :  Carers are supported : 

Services are safe: Engaged workforce : Effective use of resources 

Highland Joint Community Care Plan Outcomes 
People are- 

healthier and have a good quality of life; protected and supported to stay safe; supported to maximise their 
independence; able to retain dignity and are free from stigma and discrimination;  supported to realise their potential; 

socially and geographically connected 
 

People and their carers are informed and in control of their care 
 

Community care services are delivered effectively, efficiently and jointly 

Outputs 
 

By April 2013- Blueprint for Integrated teams agreed ;Long term model for AHPs and Property agreed; Single point 
of access and integrated coordinator role tested/under test; Care at Home service redesigned to allow local 
management and deployment; Professional leadership for Care at Home defined and appointments made  Care 
home management in place ready for devolution to Unit management; Professional leadership for Care Homes 
defined and appointments made; Reablement rebadged and re-launched; Plans for collocated integrated teams 
complete and ready for full implementation; Commissioning approach agreed and consistently communicated; 
Strategic Commissioning plan in place; Integrated personal plan in place and operational across Highland; 
Organisational development plans to address change, integration, culture in place at Unit level; Baseline date for 
evaluation complete; Performance data agreed and under regular collection and reporting; Area Social Care Practice 
Forum in place; Integrated model for Argyll and Bute agreed and project management approach approved; SDS 
systems and processes in place for all adults ;HQA Kaizens agreed and reporting; All teams have appropriate 
access to electronic information 
 
By April 2014- All integrated teams in place with clear leadership and management; OD plans ongoing; 
Care at Home services re- commissioned; Care Homes integrated into operational management and providing 
flexible approach to meet demand; District Partnerships established and contributing effectively to community 
planning; Discharge planning effective in all hospitals with no more than 72 hour delay anywhere; Reablement 
approach well established and evaluated; Care Inspectorate relationship established and producing improved rating 
of all services; Integrated services –day of celebration held 
Long term electronic solutions in place; DALLAS project completed and delivering sustainable support to 
communities; integrated pathways across secondary and community care established 
Integrated model for A&B implemented; Business support integrated into Corporate and operational services; 
Coproduction developed as a principle and developing in Districts; Professional leadership for care at home fully 
operationalised; Professional leadership for care homes fully operationalised. 
 
By April 2015- Interim evaluation of integrated services completed; OD plans ongoing; Community resilience 
developed and evaluated 
 
By April 2016 - OD plans ongoing; Evaluation work concluding; Revisions to Partnership Agreement being drafted 
 
By April 2017 - All evaluations in relation to Partnership Agreement completed and reported; Revised Partnership 
Agreement signed 

Inputs 
 Change Funds; Change management; redesign; commissioning approach; co-production; team building; leadership 
support; management planning; Care Standards; ASP Committee and subgroups; professional leadership; personal 
plans; revised procedures – charging, contract monitoring, performance management etc; assistive technology; care 
at home services; care homes; community services; volunteers; third sector providers; independent providers; 
communities; District Partnerships; Self directed support; information; performance metrics; community equipment; 
Training; …………………………….. 
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The following tables set out the anticipated activity over the next three years of the Partnership Agreement. 
Some of the anticipated impacts have also been captured and financial implications as agreed across the 
Partnership are included also.   

This plan will continue to be reviewed and developed as part of the overall approach to strategic planning 
and strategic commissioning.   

This will involve appropriate officers from each agency, 3rd and independent sector partners, and service 
users and carer representatives, reporting to the Strategic Commissioning Group. 

Monitoring will be through the Improvement Groups and Operational Units. There will also be a role for the 
Resource and Commissioning Group in reporting, managing and avoiding in year pressures and changes in 
demand. 
 
Assurance reporting will be through the established performance management routes in the Council and 
NHS Highland and as set out in the Partnership Agreement. This has been enhanced over the past year by 
Operational Unit reports and these in the future will reflect the expectations of this plan. 
 
 
Further detail in relation to activity and progress will be reported through the improvement groups which 
directly inform the Adult Services Commissioning Group.  
 
The Improvement Groups have responsibility for monitoring of and reviewing Key Performance Indicators 
relative to the subject matter and further evidence in relation to the high level strategic activities included in 
this plan should be worked up. For example, expected timescales for review of day care in each district or 
implementation of single point of access in each District. It is anticipated that this detail be included in the 
District integration plans. 
 
The Adult Services Commissioning Group will regularly review the Key Performance Indicators to ensure 
they are effective in demonstrating progress and make recommendations for any changes to the Strategic 
Commissioning Group.
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Output Timeline Impact 

 2014-2015 2015-2016 2016-2107  
Devolved Care at 
Home services – In 
House and 
Independent Sector 
contracts 
 

Establishment of two registered 
services. ‘Mid& South’ and North 
& West’ services now registered 

Continued integration of service 
into integrated teams 

Evaluation of service in context of 
integration  

In House service can develop as 
part of the integrated team 
approach and contribute to 
development of generic roles to 
maximise independence providing 
a flexible responsive service. 
Generic Health care assistant post 
established 
 
Work with Independent sector will 
enable growth of new models of 
service delivery to meet needs in 
different areas across Highland.  
Linked to Strategic Commissioning 
this will enable maximising of 
market place, shift in balance of 
decision making and perceived 
power balance. Close working with 
sector to include community based 
solutions to providing care at home 
linked to opportunities thrown up by 
SDS and community development 
work. community Agreed target of 
minimum of Grade 4s for in house 
and independent sector care at  
home by 2017. 
 
 
Devolution allows consolidation of 
shift from dependence to flexible 
services that can be varied 
according to changing needs. Use 
of SDS opportunities are providing 
more flexible and personalised care 
and support solutions. ‘Zoning’ in 
South delivering more efficient 
C@H services. Since April 2014, 

Complete recruitment to revised 
management and  professional 
leadership structure Done 

Continued revision of contracts 
and effectiveness of recruitment 
plans 

 

Devolution of in-house services to 
Operational Units Done 

  

Establishment of service 
improvement plan.Done 

Continuation of service 
improvement planning and 
priority setting 

Continuation of service 
improvement planning and priority 
setting, showing steady increase 
in provision 

Integration into District team 
structures in progress 

  

Small cycles of change to test 
new processes RPIW Oct 2014 

  

Support to Independent sector to 
grow service and develop new 
service models Implementing 
SDS Option 2 in South with 
effective outcomes 

Embedding of Strategic 
Commissioning approach in 
providing care at home 

Grow community based solutions 
to maximise independence 

Establish care at home relief staff 
bank integrated into NHS 
Highland bank Ongoing 

Review impact of staff bank Build voluntary sector support 

Financial 
Implications 

Planned investment in In-house 
and Independent sector provision 
£1,000m. Creation of new C@H 
Officer posts in N&W and 
additional staffing using funds  

Agreed savings to be achieved 
as part of integrated service 

Ongoing efficiencies and savings 
expected. 

Increase hourly rate paid to ISC 
providers £0.302m. ISC providers 
all paying Living Wage as 
opposed to Minimum Wage 

Investment returns reduction in 
hospital bed occupancy, length 
of hospital stay and age of 
admission to care home. 

Budgets lose identity and reflect 
improvements in outcomes for 
users. 

Reduce number of enhanced 
working hours saving £0.200m. to 
offset increased costs in 
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Independent sector there has been an increase in 
hours delivered through 
efficiencies.   
 
 
Solution focus across communities 
on how they can contribute to 
support their aging population. 

 
 
 

Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  
Redesigned Care 
Homes – in house 
and Independent 
Sector contracts 

Management structure 
consolidated to reflect Care 
Inspectorate recommendations 
and staffing rationalised to meet 
emerging models of care delivery. 
Ongoing. Two pathfinder care 
home sites progressing new 
structure 

Development of new models of 
service delivery focussed on 
increasing intermediate care and 
flexible use of resources 
including staff. 

Workforce models reflect 
recruitment and retention  
capability with staff readily 
deployed across a range of 
facilities and staff turnover 
reduced 

Estate used more effectively and 
repair and renewal of premises 
minimised. 
 
Staffing more stable and increased 
job satisfaction reflected in stability 
of workforce and reduction in 
sickness levels. 
 
Flexible service delivery better 
planned to meet needs and 
maximise independence at local 
level. 
 
Focus on quality proving beneficial 
across all sectors and evidenced 
for Board and Care Inspectorate 
with improved outcomes and quality 
grades. Agreed target of minimum 
of Grade 4s for in house and 
independent sector care homes by 
2017. Service Improvement Lead 
for Care Homes and Lead Advisor 
for Adult, Support & Protection 
providing more robust leadership 
and support to reduce harm. 

Service Improvement Lead 
focussed on driving quality grades 
upwards across all services and 
with support of local specialists. 

Improvement plans in place in 
all in house care homes. 

Improvement plans evaluated and 
revised. 

 Quality schedules incorporated 
into contracts with Independent 
and voluntary sector care homes 
and monitored though contracts 

Review of effectiveness of quality 
schedules 

Estate reviewed in context of all 
local facilities and plans 
progressed with all stakeholders. 

Estate reviewed in context of all 
local facilities and plans 
progressed with all 
stakeholders. 

Estate reviewed in context of all 
local facilities and plans 
progressed with all stakeholders. 

Working with Care Inspectorate 
on new models and impact on 
registration. Chief Exec and 
Director of Adult Care and Adult 
Social Care meeting regularly with 
Care Inspectorate  

 Decrease in average length of 
stay in a care home clearly 
evidenced. 
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Establishment of clinical forum to 
oversee care input to care homes 
in all sectors.  Care Homes 
Standard Steering Group 
established  

Review of clinical input to care 
homes across whole area. 

  
Fits with Community Planning 
Strategic Priority to tackle 
deprivation and inequalities 
including by improving access and 
connectedness for communities. 
 

 
 
 

Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  
Financial 
Implications 

£0.382m invested to provide 
additional staffing in line with Fire 
and Rescue requirements.  
 

Consolidation of estate allowing 
transfer of staff and service into 
communities. 
Reduced need to develop local 
institutional care to meet 
growing demographic. 

 More flexible and efficient use of 
estate and contracts with the 
Independent and Voluntary sectors 
anticipated. 
 
 
 Improved efficiency with reduced 

length of stay and increased age 
of admission as a result of 
improved care at home options 
and development of intermediate 
care to enable people to stay in 
their homes longer and ensure 
family carers are supported. 

  

Expected increase in National 
Care Homes and non-National 
Care Homes contract = £0.340m 

Expected increase in National 
Care Homes and non-National 
Care Homes contract =£0.839m 

Expected increase in National 
Care Homes and non-National 
Care Homes contract = £0.850m 

Reduce amount of overtime 
worked saving £0.050m through 
improved staff supervision and 
management and reduction in 
sickness levels. 

  

Partial transfer of Care Home 
services saving £0.440m 

Partial transfer of Care Home 
services saving £0.440m 

Partial transfer of Care Home 
services saving £0.440m 

Rationalisation of catering and 
domestic services saving 
£0.100m Ongoing 

Rationalisation of catering and 
domestic services saving 
£0.100m 

Rationalisation of catering and 
domestic services saving 
£0.100m 
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Output Timeline Impact 

 2014-2015 2015-2016 2016-2107  
Establishment of 
Integrated team 
model 

 

All integrated teams in place with 
clear leadership and management 

Interim evaluation of integrated 
services completed; 

Final evaluation of impact of  
integrated teams 

Improvements in assessment, 
communication and responsibilities 
noted. Improved access 
 
Improved allocation and 
deployment of resource minimising 
waiting times. 
 
Fits with Community Planning 
Strategic Priority to collaborate on 
workforce planning and skills 
development to meet Highland 
needs, in the context of the 
Highlands and Islands Skills 
Investment Plan and our roles as 
major employers. 
 
Fits with Community Planning 
Strategic Priority to Engage in 
dialogue with communities in order 
to empower them to participate in 
service planning and delivery. 
 
 

Co-location where possible 
completed. Plans in place across 
other areas  

Collocated teams supported by 
relevant business support and IT 
infrastructure 

 

OD plans ongoing with targeted 
team building and focus on 
changing roles and 
responsibilities Leadership 
programme developed by Head of 
Training and Development and 
undertaken by cohort of 
Integrated Team Leads and 
Advanced Practitioners. 2nd 
Cohort of training planned.  

OD plans ongoing OD plans ongoing 

Skill mix changing to meet local 
needs and build on benefits of the 
Lead Agency model.  

Ongoing review of skill mix of 
teams 

Evaluation of Integrated team 
model to inform revision of 
Partnership Agreement and Lead 
Agency model. 

 Function of reablement reviewed 
as part of the design of integrated 
teams. 
New models of reablement tested  

New models to deliver 
reablement approach spread 
across Operational Units 

 

 RPIW redesign work progressed 
to 365 report outs and 
subsequent work identified 

Continued focus on HQA and 
RPIW work 

 

Financial 
Implication 

Some economies of scale evident 
through improved integrated 
approach and flexibility of 
workforce, development of 
generic support worker role to 
provide greater flexibility, shared 
roles and responsibilities, lead 
professional role reducing 
duplication. 
 

Continued efficiencies expected Continued efficiencies expected. 
 
Increase in demographic met 
through efficiencies. 
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Reduction in use of locums saving 
£0.160m. 

Enabling of wider skill mix will 
provide efficiencies- i.e. where 
before 2/3 people would deliver 
services adding complexity for 
the user and carer; this can be 
streamlined with a more generic 
support workforce deployed 
across the team. 

Continued revision of skill mix and 
workforce to meet changing 
needs with budgets flexed to meet 
local objectives. 

 
 
 

Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  

Social Care 
Professional Forum 
 
 
Renamed Adult 
Social Care Practice 
Forum 

Social Care Forum scheduled 
across the year. Renamed to 
reflect organisation emphasis on 
leadership and improvement and 
established to coordinate and 
formulate advice from Adult Social 
Work and Social Care 
professionals to the NHS 
Highland Board.  

Role, Remit and Membership 
revised based on first year of 
operation. 

Review of the committee function 
ahead of the redrafting of the 
Partnership Agreement. 

Professional Support to Social Care 
staff consolidated and consistent. 
 
Health Board in receipt of 
professional Social Care advice as 
and when required. The Chair of 
the Forum attends Highland Health 
and Social Care Governance 
Committee and attends NHS 
Highland Board meetings. 
 
Implementation of policy and/or 
practice change for Social care 
appropriately supported and 
governed. 
 
 
Financial assessment accurate and 
consistent maximising income 
generation.  
 
Fits with Community Planning 
Strategic Priority to collaborate on 
workforce planning and skills 
development to meet Highland 
needs, in the context of the 

 Recommendations for any 
changes agreed by health and 
Social Care Committee 

Revised role and remit 
implemented if required. 

 Review of effectiveness of 
committee in advising the Board 

 

 Evaluation of  Forum and initial 
report to  Health and Social 
Care Committee 

 

Financial 
Implications 

As part of the advisory structure 
of the Health Board the committee 
will be run within existing 
resource. 

Efficiencies across Adult Social 
Care will be driven by the 
effective guidance from this 
committee particularly in the 
agreement of protocols that 
establish standard work and 
reduce waste. 
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Highlands and Islands Skills 
Investment Plan and our roles as 
major employers. 
 
Fits with Community Planning 
Strategic Priority to value and be 
positive about Highland life to 
attract people, jobs and investment. 
 
 

 
 
 

Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  

Establishment of 
Single point of 
access for adult 
health and social 
care 
 

Test sites identified and blueprint 
agreed. 

Test sites evaluated and 
learning captured 

Effectiveness of single point of 
access evaluated to inform 
Partnership Agreement   

As with the approach modelled in 
Torbay, efficiencies and 
improvements in access to services 
will become apparent. 
 
This development requires a 
considerable shift in ways of 
working for all. It is dependent on 
focussed team building and 
organisational development.  
 
Fits with Community Planning 
Strategic Priority to tackle 
deprivation and inequalities 
including by improving access and 
connectedness for communities. 
 

Timeline and recruitment agreed 
to enable 4 test sites to be 
established and evaluation to 
enable rollout in year Health and 
Social Care Coordinator posts 
now established in each District. 
 

Model for role out agreed and 
implemented. 
 

 

IT solutions sought and sharing of 
information prioritised in relation 
to access to Care First 
 

Single point of access 
developed across all operational 
units 
Redesign of services and 
development of integrated 
teams defines location and 
application of single point of 
access across Districts. 

Model(s) evaluated 
acknowledging different 
operational units. 

Financial  
Implications 

MD team approach with Lead 
Professional and sharing of 
expertise will drive efficiencies 
Investment in Health and Social 
Care Coordinators recognised 
and agreed to allow model to be 

Rationalisation of approach and 
estate required for delivery. 
 
Recurring investment to be 
secured based on effectiveness 
of model. £0.165m 

 
 
 
Recurring investment to be 
secured based on effectiveness of 
model. £0.055m 
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developed across Highland. 
Clarification of funding for 
2015/16 will be given by Scottish 
Government by January 2015 

 
 
 

Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  

Efficient and 
effective care 
delivery through 
packages of Care 

Review of all care packages 
initiated following SDS approach 

Ongoing review of all care 
packages 

Ongoing review of all care 
packages 

Improved efficiency of delivery and 
pooling of resources should enable 
reduction in package costs. 
 
All packages to be reviewed with 
the intention of reducing 
dependency, enabling more flexible 
support and reflecting person 
centred approaches. This may not 
be perceived positively by families 
and users of the services. Ongoing 
using an Asset Based Approach 
and Personalised Outcome 
Framework recognising individuals 
strengths and abilities  
 
Expected reduction in package 
costs will be dependent on 
allocation of appropriate level of 
reviewing expertise to deploy to the 
reviewing work. This is ongoing and 
delivering efficiencies freeing up 
resources required supporting the 
increase in demand as a result of 
the ageing population.  
 
Regular review of packages will 
ensure person-centred approach, 
utilisation of local resource outwith 
traditional sources and an enabling 

New packages following SDS 
approach with reviews as 
standard Implementation of 2014 
Self Direct Support legislation 
promoting better opportunities for 
personalised care and support 
solutions.  

  

Review team capacity enhanced 
to conclude work as quickly as 
possible. 

  

Financial  
Implications 

Projected increase in demand of 
£1.480m per year. 
 

Projected increase in demand of 
£1.500m. 
 

Projected increase in demand of 
£1.500m. 
 

10% reduction in costs anticipated 
saving £2.400m. 

10% reduction in costs 
anticipated saving £2.000m. 

10% reduction in costs anticipated 
saving £2.350m. 

Increase in charges by 2%  Increase in charges by 2%  Increase in charges by 2%  
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ethos that maximises 
independence and achievement of 
potential. 

 
 
 

Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  

Implementation of  
Personal outcome 
Plan 

Evaluated as result of trialling in 
single point of access  test sites 

  Improved efficiency of process 
releasing staff time. 
Personal Outcome Plan tested in 
pathfinders sites with positive 
impact for service users and carers. 
From 1 April 2015, all new service 
users will be assessed using a 
Personal Outcome Plan. All existing 
service users will be reassessed 
using the outcome focussed 
Personal Outcome Plan by 31 
March 2016. These plans will be 
fully accessible electronically on 
Carefirst reducing duplication and 
promoting safety and well being of 
service users as Out of Hours will 
have access.   
 
 
Person centred approach and 
outcome focus established. 
 
Reduces need for multiple 
assessments. 
 
Carers better supported in line with 
expectations in carers strategy. 
 
 

Revisions agreed ahead of role 
out across Highland 

  

Personal Outcome plan  
implemented across Highland 

Full implementation assured Evaluation ahead of revision of 
Partnership Agreement 

Financial  
Implications 

To be implemented within existing 
resource 
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Output Timeline Impact 

 2014-2015 2015-2016 2016-2107  
Improved 
Admission and 
discharge planning 

Guidance revision complete 
including testing 

 Guidance reviewed ahead of 
drafting of the Partnership 
Agreement 

Reduction in emergency 
admissions and length of stays to 
improve bed management and 
better support patients in 
communities. 
Use of SDS option 2 e.g. Boleskin 
community initiative encouraging 
innovative care and support options 
to enable earlier hospital discharge.  
 
Increased community involvement 
in supporting patients at discharge. 
 
Relies on developing sustainable 
community support to prevent 
admission and enable safe hospital 
discharge. These models of support 
must be innovative and delivered 
locally. Early indications in South 
using Why not home? philosophy 
by new ‘Community Pull’ team is 
reducing Delayed Hospital 
Discharges in Raigmore.  
 
Improved quality of individual 
experience. 
 
Improved communications across 
all sectors ensuring reduction in 
delays and duplication of 
information gathering. 
 

Focussed work on patient flow in 
Raigmore and across other 
hospitals. Why not home? Being 
tested as a philosophy delivering 
a more asset based approach to 
prevention of admissions and 
facilitation of discharges  

Focussed work on flow in 
Raigmore and rolled out to other 
hospitals. 

Review and evaluation of 
unscheduled care work  

Agreed timelines and 
expectations as to the flow and 
use of estimated Dates of 
Discharge 

Revised metrics to evidence 
improvements beyond delayed 
discharges 

 

Financial  
Implications 

Reduction in pressures on 
hospital beds with more efficient 
use of all hospital facilities, 
ensuring beds available when 
needed and reduction in length of 
stay as patients are discharged 
when planned. This will allow the 
hospitals to cope with increased 
demand brought about by 
demographic change and 
improvements in clinical 
interventions without additional 
resource. 
 
 

Continued investment in 
communities will support 
efficient and effective use of 
institutional facilities. 
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Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  

Implemented Self 
Directed Support 
approach 

Five year plan agreed by Health 
and Social Care Committee 

Metrics in place to measure 
impact 

Review of approach ahead of 
redrafting Partnership Agreement 

Impact of this approach on 
sustainability of services across the 
Public, Independent and Voluntary 
sectors will have to be monitored. 
 
Take up of resource and models of 
delivery must be captured and 
shared to ensure all options can be 
explored for users and carers. 
 
Possible economies of scale in 
remote areas i.e. users and carers 
pooling resources, should be 
considered to ensure the widest 
choice for users and carers. 
 
Resource Allocation System has 
been developed and is being tested 
through the Personal Outcome Plan 
Pathfinder sites. Adult Services is 
learning from Children’s Services 
who already use a Resource 
Allocation System.   
 

Resource allocation system 
developed and desktop tested for 
all client groups. 

SDS approach adopted for all 
new and review cases 
 

RAS reviewed and refined with 
continuous improvement 
embedded 

Staff training and awareness 
raising delivered 

Continued Staff training and 
awareness raising targeted and 
delivered 

Evaluation of staff training and 
revision of plan and format as 
required 

Communication plan and 
dedicated website developed and 
implemented NHS Highland social 
media used to regularly update on 
local and national SDS 
developments and initiatives 

Spot audit of process across 
Social care files to ensure 
compliance 

 

Enhanced data collection to 
monitor growth and impact 

Data reporting through Health 
and Social Care committee 

 

  SDS support and team reviewed  
   

 
 

Financial  
Implications 

No dedicated budget identified as 
costs need to be met from 
existing resources through 
redesign of traditional services. 
Service users and carers now 
routinely offered the four SDS 
options on how they wish their 
care and support needs to be 
met.  

Financial implications assessed. 
 
Budget positions need to show 
shift in funding  from traditional 
services to personalised 
solutions 
 

Financial implications identified 
and considered for re-draft of 
Partnership Agreement 

Increase in charges by 2% which 
may impact on decision making 
and choice 

Increase in charges by 2% 
which may impact on decision 
making and choice 

Increase in charges by 2% which 
may impact on decision making 
and choice 
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Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  

Enhanced 
Community 
development and 
establishment of a 
co-production 
approach 

Integration of community 
connectors and community 
development officers into District 
plans Partnership approach with 
Health and Happiness workers in 
respect of SDS. 

Impact of investment reported 
through AS commissioning 
Group 

Evaluation of investment across 
sectors.  

Key plank in achieving outcomes. 
 
Needs considerable input from all 
sectors and can be demanding on 
time commitment. 
 
Must be in response to 
communities and reflect community 
planning priorities. 
 
In West there are several examples 
of inclusive approaches to the 
planning and development of 
services. This includes new 
approaches to day care services  
 
Considerable return on investment 
if supported appropriately. 
 
Transport proposals and solutions 
need to reflect changing service 
models to ensure lack of transport 
is not a barrier to access. 
Integrated Transport in Lochaber 
providing evidence of opportunities 
through partnership working. 
Badenoch and Strathspey 
developing community capacity 
around the new hospital and 
transport.   
 
Fits with Community Planning 
Strategic Priority to maximise the 
use of collective resources to 
achieve best outcomes, 
demonstrating a shift to prevention 
and the re-allocation of resources 
between CPP members where this 

Support events scheduled to 
share ideas and encourage 
innovation 

Continued sharing of effective 
approaches. 

Evaluation of co-production 
approach. 

Collation of established activity 
through Living it Up 

Evaluation of sustainability of 
project and development work 

 

Building of local relationships 
across the sectors. 

  

Financial  
Implications 

All levels of investment must be 
evaluated in relation to return on 
investment 
Change fund used to create 
community networkers attached 
to integrated teams within 
Districts 

Effective involvement of the 
Third sector opens up 
alternative funding streams not 
available to the Public sector 
and must be fully utilised. 
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represents best value. 
 
Fits with Community Planning 
Strategic Priority to collaborate on 
workforce planning and skills 
development to meet Highland 
needs, in the context of the 
Highlands and Islands Skills 
Investment Plan and our roles as 
major employers. 
 
Fits with Community Planning 
Strategic Priority to Engage in 
dialogue with communities in order 
to empower them to participate in 
service planning and delivery. 
 
Fits with Community Planning 
Strategic Priority to tackle 
deprivation and inequalities 
including by improving access and 
connectedness for communities. 
 
Fits with Community Planning 
Strategic Priority to value and be 
positive about Highland life to 
attract people, jobs and investment. 
 
 
 

 Sustainability may depend on 
disinvestment in traditional 
approaches which must be 
supported at strategic, partnership 
and political levels. 
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Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  

Improvement 
Groups 

Improvement groups agree 
priorities.. 

  Opportunity to bring together 
developments across operational 
units building on learning and 
sharing issues.  
 
Opportunity to build strategic 
commissioning approach with 
independent and third sectors from 
planning through to procuring 
stage. 
 
Direct involvement of users with 
sharing of any data required, to 
drive improvements and sharing the 
role in monitoring and making those 
improvements. A Carer chairs the 
Autism Improvement Group and 
Independent Sector co-chairs the 
Adult Services Commissioning 
Group.   
 
Fits with Community Planning 
Strategic Priority to value and be 
positive about Highland life to 
attract people, jobs and investment. 
 

Groups allocated KPIs as defined 
in Balanced scorecard 

KPIs refined to be more SMART 
as recommended by Internal 
Audit 

Continued refinement of KPIs 

New groups established as 
recommended e.g. sensory These 
meet regularly for Older People, 
Learning Disability, Mental Health, 
Care at Home, Autism, Sensory 
Impairment with service users and 
carers key members 
 

  

 In line with Strategic 
Commissioning Plan  and  
incorporating the new approach to 
Statutory Performance Indicators 
agreed by CoSLA and SOLACE 
(Society of Local Authority Chief 
Executives), KPIs to be reviewed 
and amended with endorsements 
from SCG  
 

  

Financial  
Implications 

To be implemented within existing 
resource 

  

 
 
 

Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  

Sensory Strategy - 
See Hear 
implemented 

Establish Improvement Group to 
oversee progress against the 10 
year strategy Done 

Ongoing progress through 
Improvement group and 
reporting to Health Board 

Review of progress to inform 
revised Partnership Agreement 

Strategic objectives will be 
progressed and improvements 
monitored. Improvement Day in 
October 2014 involving Scottish 
Government and reps across 
Highland agreed local priorities.  

Review SLAs with Voluntary 
Organisations to make shift to 
sensory approach 

Establish SLAs with clear 
Sensory objectives and 
outcomes linked to the SEE 
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Hear strategy  
SLAs will be developed based on 
outcomes and look for evidence of 
an integrated approach. 
 
Staff and the public will be more 
aware of the impact of a sensory 
impairments and where support can 
be accessed. 
 
it’s with Community Planning 
Strategic Priority to collaborate on 
workforce planning and skills 
development to meet Highland 
needs, in the context of the 
Highlands and Islands Skills 
Investment Plan and our roles as 
major employers. 
 
Fits with Community Planning 
Strategic Priority to Engage in 
dialogue with communities in order 
to empower them to participate in 
service planning and delivery. 
 
Fits with Community Planning 
Strategic Priority to tackle 
deprivation and inequalities 
including by improving access and 
connectedness for communities. 
 
Fits with Community Planning 
Strategic Priority to value and be 
positive about Highland life to 
attract people, jobs and investment. 
 
 
 
 

Agree performance indicators 
against recommendations in  See 
Hear 

Report on KPIs and review 
effectiveness 

 

Financial  
Implications 

Secured funding required  for 
Deaf Communication project of 
£0.058m  to build on training and 
awareness raising 

Economies of this approach 
should enable better and more 
efficient support of older people 
who develop impairments in 
hearing and/or vision, closer to 
their communities. 

 

Output Timeline Impact 



HQA TO ADULT SERVICES – CHANGE and IMPROVEMENT PLAN 2014-2017  
 

20 
 

 2014-2015 2015-2016 2016-2107  
LD Strategy – Keys 
to Life 
implementation 

Agree implementation and 
priorities through Improvement 
Group and report to Health Board 
Service users and service user 
representative groups play an 
active role in the LD, Autism 
Improvement Groups and SDS 
Delivery Group. 

Progress monitored through 
improvement group and 
reporting to Health Board 

Review of progress to inform 
revised Partnership Agreement 

Renewed focus on priorities for 
those with a Learning Disability. 
Self Directed Support Manager now 
undertaking Learning Disability 
Lead for Social Work working 
closely with third sector partners   
 
Opportunity to progress some 
significant issues in Highland 
around employment and training. 
 
Transport proposals and solutions 
need to reflect changing service 
models to ensure lack of transport 
is not a barrier to access. 
 
Fits with Community Planning 
Strategic Priority to collaborate on 
workforce planning and skills 
development to meet Highland 
needs, in the context of the 
Highlands and Islands Skills 
Investment Plan and our roles as 
major employers. 
 
Fits with Community Planning 
Strategic Priority to Engage in 
dialogue with communities in order 
to empower them to participate in 
service planning and delivery. 
 
Fits with Community Planning 
Strategic Priority to tackle 
deprivation and inequalities 
including by improving access and 
connectedness for communities. 
 
Fits with Community Planning 
Strategic Priority to value and be 

Relevant performance indicators 
assigned to improvement group to 
measure ongoing progress 

Evaluation of implementation 
initiated with service users 

 

Further integration of services in 
line with integrated team model 

  

Financial  
Implications 

To be implemented within existing 
resource 

Significant link to roll out of SDS 
approach and may be impacted 
by revision of finance of care 
packages. 
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positive about Highland life to 
attract people, jobs and investment. 
 
 
 

 
 
 

Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  

Redesigned Day 
Care 

Review of services delivered 
within in-house care homes for 
older people.  

  Traditional models of care are 
reviewed with more enabling 
approach and less dependence on 
day care facilities. 
 
Community support grows offering 
a wider choice for people and their 
carers and providing a more 
inclusive support.  
Culture of day care changes 
amongst staff.  
 
More effective and responsive use 
of day care allowing flexible 
packages as and when required. 
 
In West there are several examples 
of inclusive approaches to the 
planning and development of 
services. This includes new 
approaches to day care services  
 
 
Transport proposals and solutions 
need to reflect changing service 
models to ensure lack of transport 
is not a barrier to access. 
 
Fits with Community Planning 

Planned changes tested – small 
tests of change  
Shift from buildings based 
services to supporting individuals 
to access a range of educational 
and employment opportunities 
 

Roll out of new models of day 
care following a more enabling 
approach as part of the 
integrated service model 

Review of progress to inform 
revised Partnership Agreement 

Review of assets at local level 
and agree forward plans. 

  

Specific work with teams and staff 
to shift the existing culture and 
provision of day care from longer 
term to episodic A reablement 
approach to day services is being 
developed in some care homes.  

  

Review of effectiveness of Day 
care – all clients, as part of overall 
review of packages. Ongoing. 
Review of all existing attendees 
using Personal Outcome Plan by 
31 March 2016 

Build community involvement 
through development work to 
offer wider range of more 
flexible approaches 

 

Financial  
Implications 

Efficiency savings anticipated as 
new community models evolve 
saving £0.250m. 

Efficiency savings anticipated as 
new community models evolve 
£0.100m. 

 

Reduce amount of overtime 
worked saving £0.050m. 
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Rationalisation of catering and 
domestic services saving 
£0.050m. 

  Strategic Priority to collaborate on 
workforce planning and skills 
development to meet Highland 
needs, in the context of the 
Highlands and Islands Skills 
Investment Plan and our roles as 
major employers. 
 

Increase in charges by 2% in line 
with policy agreed by the 
Highland Council 

Increase in charges by 2% Increase in charges by 2% 
 

 
 
 

Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  

Strategic 
Commissioning 
Plan for Adult Care- 
corporate and local 
plans 

Plan produced by April 2014 with 
focus on Older People 
 
Plan describes vision, priorities 
and high level shifts in cost and 
activity 

Plan Reviewed and expanded to 
comprehensively cover all 
adults. 

Plan reviewed with real possibility 
of shifts in quantum of resource 
allocated across care groups 

The development of strategic 
commissioning plans and skills will 
enable resource to move from less 
effective investments to more 
effective investments. Embracing 
the SDS Legislation and an asset 
based approach has impacted on 
commissioning with greater 
involvement of Third sector and 
wider community. The Strategic 
Commissioning Group is co-chaired 
by an Independent Sector provider 
ensuring Third Sector are equal 
partners in driving future 
commissioning strategy    
 
Fits with Community Planning 
Strategic Priority to maximise the 
use of collective resources to 
achieve best outcomes, 
demonstrating a shift to prevention 
and the re-allocation of resources 
between CPP members where this 
represents best value. 
 
Fits with Community Planning 

Local plans produced under 
umbrella strategic direction of 
SCP 

Local plans describe shifts in 
activity and method of capture 
for resource release; allowing 
reinvestment 

 

Financial 
Implications 

Development of costing 
methodologies with some 
resource shift 

Established methods for 
resource shift. 
Resource shifts will be 
quantified via local improvement 
plans 

Fluid movement of resource 
related to activity 
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Strategic Priority to Engage in 
dialogue with communities in order 
to empower them to participate in 
service planning and delivery. 
 
Fits with Community Planning 
Strategic Priority to value and be 
positive about Highland life to 
attract people, jobs and investment. 
 

 
 
 

Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  

Strategic 
Commissioning 
Capability and 
Capacity 
Development 

Introduction of training and 
development to establish 
commissioning skills and 
capabilities. Introduction of new 
methodologies such as PBMA 

Commissioning plans 
underpinned by understanding 
of clearly evidenced weighting of 
criteria for investment; 
reinvestment and disinvestment 

NHS Highland HQA Strategic 
Commissioning informs a 
planning approach which 
cascades through all levels of 
activity evidencing a real 
understanding of criteria for 
resourcing, criteria for disinvesting 
and attention to opportunity costs 

The development of strategic 
commissioning plans and skills will 
enable resource to move from less 
effective investments to more 
effective investments 
 
Fits with Community Planning 
Strategic Priority to Engage in 
dialogue with communities in order 
to empower them to participate in 
service planning and delivery. 
 
Fits with Community Planning 
Strategic Priority to value and be 
positive about Highland life to 
attract people, jobs and investment. 
 
 

Financial 
Implications 
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Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  

Partnership 
Agreement 

Continue to monitor and report 
through Strategic Partnership 
Group 

Continue to monitor and report 
through Strategic Partnership 
Group 

Review of progress to inform 
revised Partnership Agreement 

PA evolves in relation to the 
delivery and outcomes over the 
term of the Agreement. 
 
Changes are considered and tested 
and can be incorporated into the 
next version. 
 
Fits with Community Planning 
Strategic Priority to value and be 
positive about Highland life to 
attract people, jobs and investment. 
 
 

Review and amend Performance 
indicators 

Review and amend 
Performance indicators 

 

Agree detail of further 
commissions e.g. legal services, 
MHO service 

Amend PA to reflect new 
legislation and develop 
Integration Scheme 

 

Financial  
Implications 

Finance and Commissioning 
group will monitor service demand  
and efficiencies 
 

  

 
 
 

Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  

Carers supported Development of new strategy with 
Connecting Carers based on aims 
of EPIC  ( Equal Partners in Care) 
presented to Health Board 
Ongoing. NHS Highland Carers 
lead working in partnership with 
Carers networks progressing 
carers support including use of 
carers support plans. Each district 
has established a carer linked 
with the Carers Centre Service 
promoting localised support. 

Evidence gathering from carers 
and Connecting Carers 

Final revision of strategy due to 
expire in 2017.  

Sustainability of models of 
community delivery depends on 
good support of informal carers and 
recognition of the contribution they 
make. 
 
Response to the strategy will build 
trust and engagement from carers 
and carer groups. 
 
Fits with Community Planning 
Strategic Priority to Engage in 
dialogue with communities in order 
to empower them to participate in 
service planning and delivery. 
 
Fits with Community Planning 
Strategic Priority to value and be 

Implementation plan agreed and 
initiated 

Implementation Plan 
implemented 

Impact captured to inform 
development of new strategic and 
Partnership Agreement. 

Ongoing involvement of carers 
through Connecting Carers 
agreed Contract in place for 
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independent carers’ advocacy 
service.  

positive about Highland life to 
attract people, jobs and investment. 
 
 

Financial 
Implications 

Expected to be delivered within 
existing resource 

Full utilisation of voluntary sector 
resource. 

 

 
 
 

Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  

Good health and 
wellbeing 
maintained and 
where possible 
deteriorations 
avoided or slowed. 

Continuation of falls prevention 
support across all sectors 
Training delivered across NHS 
and Independent Care Homes.  

Ongoing evaluation  of falls work Incorporation of prevention 
strategies and approaches into 
the new Partnership Agreement 
based on evaluation work. 

Increased longevity includes good 
health and independence. 
 
Positive “heel toe, heel toe” 
promotion of activity in Care Homes 
across Highland 
Demand for services reduced or 
managed due to improved health 
and well being for longer. 
 
One key initiative is a dementia 
friendly community programme in 
Sutherland being taken forward by 
a collaborative comprising of 
service users, carers, and adult 
social care and health colleagues.  
 
Fits with Community Planning 
Strategic Priority to maximise the 
use of collective resources to 
achieve best outcomes, 
demonstrating a shift to prevention 
and the re-allocation of resources 
between CPP members where this 
represents best value. 
 
Fits with Community Planning 
Strategic Priority to Engage in 
dialogue with communities in order 
to empower them to participate in 

Establish Living it Up as forum for 
support, encouragement, self 
management and opportunity in 
communities. 

Develop understanding and 
awareness of LiU across all staff 
groups in all sectors. 
 
Continue to register users and 
carers from target groups. 

 

Build Dementia support through 
link workers and the roll-out of 
dementia friendly communities 
 

Evaluate rollout of dementia 
friendly communities and 
continue to build. 

 

Develop community expertise and 
opportunities through investment 
inc community workers across the 
sectors  

Evaluate work of all community 
support and build on learning. 

 

Financial 
Implications 

Continued focus on the 
preventative outcomes defined in 
the Partnership Agreement. 

Continued focus on the 
preventative outcomes defined 
in the Partnership Agreement. 
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service planning and delivery. 
 
Fits with Community Planning 
Strategic Priority to value and be 
positive about Highland life to 
attract people, jobs and investment. 
 
 

 
 
 

Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  

Integration with 
Housing 

Establish Local and strategic links Delivery groups input to revised 
Housing Strategy 

 More effective management of 
services. 
 
More appropriate link to skills 
required to fit, review and repair. 
Consolidation of funding and 
reduced duplication should enable 
improved efficiency. 
 
Challenge will be to meet growing 
demand 
 
Fits with Community Planning 
Strategic Priority to maximise the 
use of collective resources to 
achieve best outcomes, 
demonstrating a shift to prevention 
and the re-allocation of resources 
between CPP members where this 
represents best value. 
 

Plan and test new models of care 
delivery  Service Improvement 
Lead for Care Homes liaising with 
Housing to explore opportunities 
for more innovative housing 
options for older adults  

Model, test and evaluate 
different housing models 

 

Consider  devolution of 
management of Telecare to 
Housing  
Housing representation on 
Strategic Commissioning Group 
and Older Peoples Improvement 
Group. 

Establish longer term 
management of Telecare based 
on interim solution and risk 
share. 

 

Establish links with Handy 
Persons schemes 

  

Financial 
Implications 

Test of new arrangements within 
existing resource pulled and 
allocated to Housing £0.120m 

Review of funding streams with 
economies of scale expected to 
enable growth within existing 
resource 
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Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  

Full utilisation of 
Assistive 
Technology 
supported by 
Living it Up and 
eHealth 
  

Continued awareness raising of 
Living it Up and recruitment 
across staff and community 
groups 

 Evaluation of Living it Up Staff and public perceptions need 
to be supported to ensure this 
remains assistive technology and 
valued for the contribution to care 
that it will make. 
 
Staff and public awareness needs 
to be ongoing to keep up with 
technological advances. 
 
Fits with Community Planning 
Strategic Priority to Engage in 
dialogue with communities in order 
to empower them to participate in 
service planning and delivery. 
 
Fits with Community Planning 
Strategic Priority to value and be 
positive about Highland life to 
attract people, jobs and investment. 
 
 
 

Promotion of assistive technology 
across community and hospital 
services 

Continued promotion of assistive 
technology and technological 
solutions to support care and 
well being. 

Evaluation of impact of assistive 
technology 

Prioritisation of technological 
development to support all care 
delivery 

  

Financial 
Implications 

Initial investment required but 
efficiencies anticipated  

  

 
 
 

Output Timeline Impact 
 2014-2015 2015-2016 2016-2107  

Effective 
transitioning of 
young people into 
Adult Services 

Development of Transitions 
Steering Group headed up by 
Chief Executives 

Ongoing monitoring of 
effectiveness. 

Review of current responsibility as 
set out in the Partnership 
Agreement 

Increasing demand and expectation 
amongst families and young people 
will put pressure on budgets and 
will need to encourage innovation 
and community support. 
 
SDS Delivery Group chaired by 
Director of Adult Social Care 
enables Children’s and Adult 

Review of current process and 
protocols 

Review of KPIs to evidence 
effectiveness 

 

Monitoring of SDS in relation to 
choice and control 

  

Financial 
Implications 

£0.634m Projected increase in 
demand based on YP coming 

£0.830m Projected increase in 
demand based on YP coming 

£0.834m Projected increase in 
demand based on YP coming 
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through Children’s services through Children’s services through Children’s services services to explore use of SDS care 
and support solutions for young 
people going through Transition.   
 
Example of good practice in 
Lochaber “Nimble Fingers” being 
adopted in two other sites across 
Highland with view to further role 
out in the future. This is promoting 
employability and volunteering 
opportunities working with children 
going through transition, promoting 
opportunities for socialising and 
intergenerational working. Service 
users are saying they feel more 
confident and part of their 
communities through this asset 
based approach  
 
 
Calculation of packages needs to 
consider sustainability in the longer 
term and the probable changing 
family support. Roll out of Resource 
Allocation System in Adult Services 
will support more equitable use of 
resources. 
 
Fits with Community Planning 
Strategic Priority to collaborate on 
workforce planning and skills 
development to meet Highland 
needs, in the context of the 
Highlands and Islands Skills 
Investment Plan and our roles as 
major employers. 
 
Fits with Community Planning 
Strategic Priority to tackle 
deprivation and inequalities 
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including by improving access and 
connectedness for communities. 
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FHC4 overview 
The plan 

For Highlands Children 4 (FHC4) is the Children’s Service Plan for the Care and 
Learning Service, and incorporates, as far as possible, the contribution of children’s 
services delivered by NHS Highland. 

The plan identifies outcomes for children and their families and improvement 
priorities for the next five years. 

The plan incorporates and builds upon outcomes identified within existing policy 
commitments of Highland Council, and on the Performance Management Framework 
developed as part of the partnership agreement which established Highland Council 
as the Lead Agency for delivering services to children in April 2012. 

For Highlands Children 4 maintains and develops the themes articulated within For 
Highlands Children 3.  

The Scottish Government passed the Children and Young People (Scotland) Bill on 
19 February 2014. The Bill places duties on public bodies to coordinate the planning, 
design and delivery of services for children and young people with a focus on 
improving wellbeing outcomes, and report collectively on how they are improving 
those outcomes. 

 

The planning and operational structure 

FHC4 uses a service improvement model to determine outcomes, identify priorities 
and quality assure the plan.  

A leadership group overviews the on-going work of the plan. This group has broad 
membership, including lead officers from Highland Council and NHS Highland, 
SCRA and Northern Constabulary. In addition there are staff representatives from 
NHS Highland and Highland Council, third sector partners and elected members, 
including the Children’s Champion. 

To support the improvement model, a number of improvement groups have been 
established to take ownership of the improvement agenda. The groups are:  

 Schools 
 Early Years 
 Child Protection 
 LAC 
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 Youth Action 
 Mental Health 
 Additional Learning Needs 
 Young Carers 
 Play 
 Transitions 
 Public Health 
 Supporting Parents 
 Practice model 

The membership of these groups gives consideration to wider engagement with 
stakeholders including children and families. 

In forming both groups a clear articulation of the work and relationship between them 
has been developed. This enables the strategic thinking to be determined by the 
leadership group and places an emphasis on improvement planning within the 
improvement groups. To facilitate this, the chairs of each improvement group are 
members of the leadership group. 

Within NHS Highland, the Children and Young People’s improvement groups 
(Highland Health and Social Care Partnership) will focus on improving the design 
and delivery of health services and improving outcomes for children and young 
people .There will be clear and explicit links to the Health and Social Care Children’s 
Services (Highland Council) to support improved outcomes for children and young 
people as part of an on-going scrutiny and service improvement ethos between NHS 
Highland and the Highland Council. The working practice of the Group will be 
informed by a self-evaluation and an assets based methodology. 

The Children and Young People’s improvement groups will report to the Health and 
Social Care Management Committee and the NHS Highland Directors of Operations 
with an annual Report to the NHS Board. 
 

Equalities 

Groups and teams will continue our partnership approach to provide access to good 
quality services and improve outcomes for all children and young people, and in 
particular we will: 

• Identify and address inequalities and disadvantage 
• Tackle discrimination and stigma 
• Seek to improve access to services for underrepresented, vulnerable and 

excluded groups and increase their involvement in employment and 
community life. 

Partners will make positive contributions towards Highland being a fair and inclusive 
place for children and young people. Throughout the implementation of FHC4, we 
shall demonstrate a commitment to equality of opportunity across each of the 
themes. This will also ensure that we meet our legal requirement as public 
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authorities under the Equality Act 2010 to: give due regard to the need to eliminate 
discrimination; advance equality of opportunity and; foster good relations to promote 
equality of opportunity. 

 

Self-evaluation 

Improvement groups and operational teams use a self-evaluative approach to 
identifying outcomes for children and young people, their families and the 
communities in which they live. This approach considers three key questions: How 
are we doing?  How do we know? and what can we do differently / better to improve 
outcomes for children and young people? The process also describes how children 
and young people, their parents and carers and other stakeholders are consulted 
with.  

 

The Programme of the Highland Council 2014 – 2017 

The Programme for The Highland Council 2012 – 2017, entitled “Working together 
for the Highlands” identifies a number of priorities for delivery over the next five 
years. The Programme sets out 128 actions across seven main themes.  
 
Children’s Services have an important role to play in making this happen. The 
outcomes and Priorities identified in this document encapsulate the aspirations of 
The Highland Council and seek to demonstrate improvement specifically in the 
following areas; 
 
Working together for the economy  
Across Children’s Services we will prioritise and protect frontline staff to maintain 
standards of service delivery. We will prioritise and support the creation of quality 
jobs in the Highlands. We will encourage local enterprise initiatives, invest locally, 
and support key industries.  
 
Working together for children and young people  
We will work to ‘Get it Right for Every Child’ in the Highlands and to tackle inequality 
early. In doing so, we will develop our pioneering integration work of children’s 
services with NHS Highland. We will ensure that every child aged 3-4, and every 
looked after child aged 2 in the Highlands will have access to 600 flexible learning 
and childcare hours, in line with the Scottish Government’s coming Children’s 
Services Bill. In addition we will implement the Scottish Government’s Early Years 
Framework, and continue support for wraparound childcare across the Highlands 
and identify innovative and affordable solutions to nursery provision. Services will 
support opportunities for those with a learning or physical disability, or those who are 
at a social disadvantage, working to ensure that every child is offered an educational 
experience best suited to their needs. 
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Through our priorities for action we will ensure the very best standards as corporate 
parents for all children in our care, helping them reach their full potential and play an 
active part in Highland life, beyond care. We will implement the Highland Play 
Strategy and maximise the opportunities for children to learn, develop and enjoy 
though active play. To achieve this we will develop the partnership between The 
Highland Council and NHS Highland to achieve public health targets for breast 
feeding, immunisations and healthy weight, and to address smoking and substance 
misuse.  
 
Working together for caring communities  
The priorities outlined in this document will continue to deliver the pioneering 
integration of health and social care services, improve the quality of life for young 
people and those struggling with deprivation. We will support the appointment of a 
Carers’ Champion, responsible for representing the interests of carers at a council 
level and with other appropriate public bodies, and engaging with carers across the 
Highlands and encourage people to consider and make use of the opportunities 
provided by self-directed support.  
 
 
Working together for empowering communities  
For Highlands Children 4 sets out a number of priorities to ensure we engage with 
and support the work of the Highland Youth Convener, Highland Youth Voice and 
local members of the Scottish Youth Parliament and engage meaningfully with the 
third sector across a range of policy areas and in service provision.  
Services will actively promote multi-culturalism, support the implementation of the 
Fairer Highland Plan, including the duties of the Equalities Act 2010, ensuring that 
staff and services users are treated fairly and with respect. We will continue to 
provide information to the public in clear language, to the ‘Crystal Mark’ plain English 
standard.  
In addition we will measure our progress openly, report on it publicly and listen to 
communities, to ensure we are delivering services that provide best value for Council 
Taxpayers. The plan details a number of ways in which we will improve public 
engagement and consultation. 
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Section 1 

The improvement framework 
The Vision 

All Highlands Children have the best possible start in life; enjoy being 
young; and are supported to develop as confident, capable and resilient, 
to fully maximise their potential. 

 

The themes 

An improvement framework has been developed which details how 
services in Highland will be maintained, strengthened and developed to 
ensure that all of Highland’s children are: 

 Safe 
 Healthy 
 Achieving 
 Nurtured 
 Active 

 Respected and responsible 
 Included 

 

Key Outcomes 

The achievement of better outcomes for Highlands’s children, their families and the 
communities in which they live is the overarching objective for children’s services. 

The fourteen outcomes detailed in FHC4 are centred the wellbeing indicators. 
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Improvement Planning 

Each improvement Group and operational team has an Improvement plan with a 
common format. The plans show all current improvement priorities centred on the 
Key outcomes. The plans are dynamic and monitored and updated regularly. Each 
plan is formally evaluated on an annual basis. Current Improvement plans for each 
Improvement group are maintained on the For Highlands Children Website 

 

Performance management 

The plan provides a performance framework for planning. The framework articulates 
the mechanism agreed for evaluating and measuring outcomes, responsibilities and 
timescales. 
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Section 2 

Key Outcomes 

The achievement of better outcomes for Highlands’s children, their families and the 
communities in which they live is the overarching objective for children’s services. 

The outcomes 

The outcomes are designed to consider the ways in which;  

 Children and young people receive the help and support they need to optimise their 
well-being at every stage.  

 Children and young people get the best start in life and enjoy positive, rewarding 
experiences growing up.  

 Children and young people benefit from clear protocols, procedures and effective 
systems for recording observations and concerns which take account of best practice 
in information-sharing.  

 

The outcomes relate to the impact of services on the well-being of children and young 
people using the SHANARRI indicators. It focuses on their experiences and the extent to 
which their lives and life opportunities will be enhanced to ensure they are; 

 Safe 
 Healthy 
 Achieving 
 Nurtured 
 Active 
 Respected and Responsible 
 Included 

 
 
Safe 

1. Children are protected from abuse, neglect or harm at home, at school and in the 
community.  

2. Children are well-equipped with the knowledge and skills they need to keep 
themselves safe. 

3. Young people and families live in increasingly safer communities where anti-social 
and harmful behaviour is reducing.  
 

Healthy 

4. Children and young people experience healthy growth and development. 
5. Children and young people make well-informed choices about healthy and safe 

lifestyles. 

Achieving 
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6. Children and young people are equipped with the skills, confidence and self-esteem 
to progress successfully in their learning and development. 

7. Children and young people are supported to achieve their potential in all areas of 
development. 

Nurtured 

8. Children and young people thrive as a result of nurturing relationships and stable 
environments. 

9. Families receive support, advice and guidance which is well-matched to their needs 
and available in ways which helps them to prepare for the various developmental 
stages. 
 

Active 

10. Children and young people are physically active.  

Respected and Responsible 

11. Children and young people know their rights and are confident in exercising these. 
They are able to express their views and be involved meaningfully in decisions which 
affect them. 

12. Families are valued as important contributors and work as equal partners to ensure 
positive outcomes for their children and young people. 
 

Included 

13. Children, young people and their families are supported well to develop the strengths 
and resilience needed to overcome any inequalities they experience. 

14. Children, young people and families are enabled to tell us what they think about 
services and the community in which they live, and improvement is determined with 
their involvement and by understanding their views, wishes, and expectations  

 
 

 



Section 3 

Performance Framework 
The plan details a Performance Management framework for monitoring and scrutinising progress in meeting the outcomes. The 
performance measures in this framework are high level. 

More detailed performance measures against outcomes in Improvement group plans are contained within individual improvement 
group plans. 
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FHC 4 Outcome 
SAFE 

Measure Data Source Frequency Improvement 
Group 

1. Children are protected 
from abuse, neglect or harm 
at home, at school and in 
the community. 

The number of young people in unplanned 
emergency accommodation will reduce. 

CCC Annually Child protection 

The number of children on the child protection 
register who have been registered previously will 
reduce. 

Each data point 
covers 12 
months.  

Monthly Child Protection 

The gap between formal agency recording and 
self reporting rates from children and young 
people affected by domestic abuse decreases. 

Child concern 
forms, Woman’s 
aid, Police 
Scotland and 
SCRA self-
reporting 
through the 
lifestyle survey 

Every 2 
Years 

Public Health and 
Wellbeing 

The percentage of children who report they feel 
safe and cared for in school is maintained 

HMI  Annually Schools 

The gap between reporting of bullying through 
formal mechanisms and self reported experiences 
of bullying from children and young people 
decreases. 

School bullying 
recording and 
Lifestyle survey 

Every 2 
Years 

Equalities 
working group 

The number of children and young people who 
say that they know where to get help from if they 
are being bullied  increases 

Lifestyle Survey Every 2 
Years 

Equalities 
Working Group 

The number of children and young people who 
say that they would tell someone if they were 
being bullied increases 

Lifestyle Survey Every 2 
Years 

Equalities 
Working Group 
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FHC 4 Outcome 
SAFE 

Measure Data Source Frequency Improvement 
Group 

2. Children are well-
equipped with the 
knowledge and skills they 
need to keep themselves 
safe. 
 

Self reported incidence of alcohol misuse will 
reduce. 
 

Lifestyle Survey Every two 
years 

Public Health and 
Wellbeing 

Self reported incidence of drugs misuse will 
reduce. 
 

Lifestyle Survey Every two 
years 

Public Health and 
Wellbeing 

The number of children and Young people 
displaying sexually harmful behaviour receiving 
support through the AIM 1 and 2 assessment and 
Good Lives programme will increase 

Youth Action 
Data Collection 

Annually Youth Justice 

Reduce the number of Road Traffic Accidents 
resulting in avoidable injures to children and 
young people under 17 years   

Road Safety unit 
data 

Annually Road Safety Unit 

Hospital admissions for drug related reasons will 
reduce 

SMRO1 Annually Public Health and 
Wellbeing 

 Hospital admissions for  Alcohol related reasons 
will reduce 

SMRO1 Annually Public Health and 
Wellbeing 
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FHC 4 Outcome 
Safe 

Measure Data Source Frequency Improvement 
Group 

3. Young people and 
families live in increasingly 
safer communities where 
antisocial and harmful 
behaviour is reducing 

The number of children reporting that they feel 
safe in their community increases 

Lifestyle Survey Every 2 
years 

Public Health and 
Wellbeing 

The percentage of school staff who have up to 
date child protection training increases. 

SEEMis Every 2 
years 

Schools 

The number of children and Young people 
reported to SCRA on anti social behaviour 
grounds reduces year on year 

SCRA Data Annually Youth Justice 

The number of restorative justice warnings used 
for Young people who offend increases 
 

Child concern 
forms – Youth 
Coordinators 

6 monthly Youth Justice 

Increase the use of diversionary interventions for 
young people who are at risk of becoming serious 
and/or repeat offenders. 

Youth Action 
Data collection 

Annually Youth Justice 

The number of young people referred to youth 
action who have an asset assessment completed 
increases. 

Youth Action 
Data collection 

6 monthly Youth Justice 

The number of offence based referrals to SCRA 
reduces 
 
 

SCRA Data Quarterly Youth Justice 

The percentage of 16 to 18 year olds entering the 
criminal justice service decreases 
 
 

Youth Action 
Data Collection 

Annually Youth Justice 
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FHC 4 Outcome 
Healthy 

Measure Data Source Frequency Improvement 
Group 

4. Children and young 
people experience healthy 
growth and development 

The percentage of children who reach their 
developmental milestones at their 27 – 30 month 
health review will increase year on year 
 

Baseline to be 
established in 
December 2014 

Annually Early Years 

The percentage of children who achieve their key 
developmental milestones by the time they enter 
school will increase year on year 

Annual audit of 
the Preschool 
Overview 
Returns 

Annually ASN 

The percentage of children who reach their 
developmental milestones at entry to Primary four 
will increase year on year 

Baseline to be 
established in 
June 2016 

Annually Early Years 

There will be a reduction in the  percentage gap 
between the most and least affluent parts of 
Highland for low birth weight babies   

ISD Annually Early Years 

Improve the  uptake of 27-30 month surveillance 
contact from the baseline of 52% to 95% by 
march 2016 

Child Health 
surveillance 
system 

Twice 
Yearly 

Early Years 

95% uptake  of 6-8 week Child Health 
Surveillance contact  

 

Child Health 
surveillance 
system 

Quarterly Early years 

95% uptake of 6-8 week Child Health Surveillance 
contact showing no difference in the uptake 
between the general population and the least 
affluent parts of Highland. 

 

Child Health 
surveillance 
system 

Annually Early years 
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95% uptake of 6-8 week Child Health Surveillance 
contact showing no difference in the uptake 
between  the general population and LAC 

 

Child Health 
surveillance 
system 

Annually Early years 

Achieve 36% of new born babies exclusively 
breastfed at 6-8 week review by March 2017  

 

ISD Validated 
data 
 

Quarterly  Maternal infant 
nutrition IG  

There will be a reduction in the percentage gap 
between the most and least affluent parts of 
Highland in the number of children exclusively 
breastfed at the 6 -8 week review.  

ISD Validated 
data 
 

Quarterly  Maternal infant 
nutrition IG  

Maintain the 95% Allocation of Health Plan 
indicator at 6-8 week from birth for the general 
population  

Child Health 
surveillance  

Quarterly  Early Years 
Improvement 
Group  

Maintain the 95% uptake of primary 
immunisations by 12 months 

CHSS SIRS Annually Public Health and 
wellbeing 

Maintain 95% uptake rate of MMR1 (% of 5 year 
olds) 

CHSS SIRS Quarterly Early Years 

Sustain the completion rate of  P1 Child health 
assessment to 95% 

CHSS Schools Annually Early Years 

The percentage of children with significant ASN 
having their learning planned for through a child’s 
plan will increase 
 

Annual Audit of 
child’s plans for 
pupils with level 
3 and 4 needs 
SEEMis 

Annually ASN 
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The number of 2 year olds registered at 24 
months with a dentist will increase year on year 

Child Health 
Surveillance –  
27 to 30 month 
review 

Annually Public Health and 
Wellbeing 

The number of 2 years olds who have seen a   
dentist in the preceding 12 months will increase 
year on year. 

Child Health 
Surveillance –  
27 to 30 month 
review 

Annually Public Health and 
Wellbeing 

The percentage of 5 year olds will have no 
obvious dental decay will increase to 80%   
 

ISD from 
National Dental 
Inspection 
Programme 

By 
December 
2020 

Public Health and 
Wellbeing 

Child Fluoride Varnish Applications                          
Achieve at least 60% of 3 and 4 year old children 
in each SIMD quintile to receive at least 2 
applications of fluoride varnish per year by March 
2014 

ISD (3 and 4 
year olds – 
HEAT target) 

Annually Public Health and 
Wellbeing 

All nurseries will participate in the Childsmile 
toothbrushing Programme with 80% of the roll 
brushing daily 
 

Childsmile 
Integrated 
Monitoring 
Reports (July – 
June) 

Annually Public Health and 
Wellbeing 

90% of children and young people referred for 
specialist CAMHS (primary mental health 
workers) are seen within 18 weeks by December 
2014.   
 

Service 
Planning 

Quarterly Mental Health 

95% of looked after children and young people 
referred for specialist CAMHS are seen within 18 
weeks by December 2014  
 

Service 
Planning 

Annually Mental Health 

The percentage of statutory health assessments 
completed within 4 weeks of becoming looked 

Monthly 
collation by 

Monthly Looked after 
Children 
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after will increase to 95% Lead Nurse LAC
The percentage of Initial LAC health assessments 
to be included in Childs Plans within 6 weeks will 
increase to 95% 

Monthly 
collation by 
Lead Nurse LAC

Monthly Looked after 
Children 

Waiting times for AHP services to be within 18 
weeks from referral to treatment by December 
2014 
 

Monthly returns 
made by AHPs 

Monthly ASN 

95% of children will have  their P1 Body Mass 
index measured every year  

 

CHSS Schools Annually Public Health and 
Wellbeing 

Increase the number of S2 young women who 
receive HPV immunisation to 90% by March 2017 

 

CHSS SIRS Annually Public Health and 
Wellbeing 

The percentage of S2 young woman who receive 
HPV immunisation will be no different between 
the most and least affluent areas. 

CHSS SIRS Annually Public Health and 
Wellbeing 

The percentage of S2 young woman who receive 
HPV immunisation will be no different between 
the general population and the LAC population. 

CHSS SIRS Annually Public Health and 
Wellbeing 

Number of staff trained to deliver approved input 
on sexual health, relationships and parenting 
increases 

Developed by 
the public health 
and wellbeing 
IG 

Annually Public Health and 
Wellbeing 
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FHC 4 Outcome 
Healthy 

Measure Data Source Frequency Improvement 
Group 

5.  Children and young 
people make well-informed 
choices about healthy and 
safe lifestyles. 
 

The number of hits on pages relating  to children 
and young people on the Substance Misuse 
Website increases 

Substance 
misuse website 

Annually Health, Wellbeing 
& Public Health 

The number of children’s services staff trained in 
Brief Interventions and Motivational Interviewing 
increases. 

 Youth action 
data collection 

Annually Youth Justice 

The number of early years providers who offer 
children  healthy snack choices will increase 

Feedback from 
Early Years 
Census 
information 

Annually Early Years 

The number of pre school aged children who 
have access to energetic physical play increases 

Feedback from 
Early Years 
Census 
information 

Annually Early Years 

The volume of oily fish, vegetables, fruit and salad 
used in school meals per pupil increases 
 

Catering 
Services 

Annually Public Health and 
Wellbeing 

School meal uptake increases beyond primary 3 Catering 
Services 

Annually Public Health and 
Wellbeing 

Self reported incidence of smoking will decrease 
 
 

Lifestyle Survey Every two 
years 

Public Health and 
Wellbeing 
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FHC 4 Outcome 
Achieving 

Measure Data Source Frequency Improvement 
Group 

6.  Children and young 
people are equipped with 
the skills, confidence and 
self-esteem to progress 
successfully in their 
learning and development. 

The number of LAC who attain qualification in any 
subject at level 3 or above will increase 

SEEMis Annually Schools 

The number of LAC who attain qualifications in 
English/maths at level 3 or above will increase 

SEEMis Annually Schools 

The percentage of schools who have a curriculum 
model and rationale based on the 7 principals of 
design and 4 contexts of learning increases 

QIT Annually Schools 

The percentage of pupils who report “that staff 
talk to them regularly about their learning 
“increases 

HMI Annually Schools 

The high levels of positive destinations for pupils 
in Highland against  National averages and 
comparator schools and authorities is maintained 

SEEMis Annually Schools 

The number of children who have access to 
learning a second language from P1 and to a third 
language from P6 by 2020 increases 

To be added to 
SEEMis 

Every two 
years 2016 

Schools 

The percentage of young people reporting their 
learning environment as positive will increase 
 

Lifestyle survey Every two 
Years 

Public Health and 
Wellbeing 

The number of Gypsy and Traveller children and 
young people attending nursery, primary and 
secondary school, whilst in Highland, will 
increase. 

Interrupted 
Learning 
development 
officers 
database 

Annually ASN 

The number of Gypsy and Traveller children and 
young people, and others who experience 
interrupted learning, attending school for longer, 
sustained periods of time will increase. 

Interrupted 
Learning 
development 
officers 
database 

Annually ASN 



 

11 
 

  



 

12 
 

FHC 4 Outcome 
Achieving 

Measure Data Source Frequency Improvement 
Group 

7.  Children and young 
people are supported to 
achieve their potential in all 
areas of development. 
 
 

The percentage of children and young people 
sustaining full time attendance at school will 
increase 

6 monthly audit 
of part time 
attendance in 
school and 
nursery / 
SEEMis 

6 monthly ASN 

The number of young people who are engaged in 
positive economic destinations will increase. 

16+ destination 
data 

Every six 
months 

Transitions 

The percentage of schools who have a system to 
monitor achievement increases. 

QIT Annually Schools 

The percentage of schools awarded an evaluation 
of good or better for self -evaluation in HMI 
inspections increases 
 

HMI Annually Schools 

The percentage of schools awarded an evaluation 
of good or better for curriculum in HMI inspections 
increases 
 

HMI Annually Schools 

The number of children achieving level 3 in 
literacy and numeracy increases 

INSIGHT Annually Schools 

The high levels of overall performance  against  
National averages and comparator schools and 
authorities is maintained 

INSIGHT Annually Schools 

The percentage of children who respond 
positively to the question “my school is a good 
place to learn” increases. 

HMI Annually Schools 

The percentage of schools awarded an evaluation 
of good or better for Meeting learners Needs in 
HMI inspections increases 
 

HMI Annually Schools 

The number of Looked After Children in 
placements supported through the FF scheme 

16+ and 
throughcare and 

Annually LAC 
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(Highland Council) increases. aftercare 
destination data 

The number of Looked After Children in 
placements supported through the FF scheme 
(NHS Highland) increases. 

16+ and 
throughcare and 
aftercare 
destination data 

Annually LAC 

The number of young people with complex 
disability tracked post school for 3 years annually 
increases 

Annual update 
of post school 
destinations 

Annually ASN 

The percentage of children and young people in 
schools accessing support from substance 
misuse workers increases  

Youth Action 
Data collection 

Annually Youth Justice 

The percentage of schools that have developed a 
positive relationships framework, supported by 
curricular materials based on rights, respect and 
wellbeing will increase. 

Audit of school 
policy 
frameworks 

Every two 
years 

ASN  

The gap between the number of Young Carers 
identified by services and those who self identify 
will decrease 

Connecting 
carers and YC 
databases 
Lifestyle Survey 

Every 2 
years 

Young Carers 
Improvement 
Group 

The number of self identified young carers who 
report they are supported will increase 

Lifestyle survey Every 2 
years 

Young Carers 
Improvement 
Group 

The reduction in multiple exclusions is maintained PMU Annually Schools 
The exclusion rate for Looked After Children will 
decrease 

SCOT EX ED 
census and 
SEEMis 

Annually Looked after 
Children 
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FHC 4 Outcome 
Nurtured 

Measure Data Source Frequency Improvement 
Group 

8.  Children and young 
people thrive as a result of 
nurturing relationships and 
stable environments. 

The number of children entering P1 who 
demonstrate an ability to develop positive 
relationships through nurturing and stable 
environments increases 

Pre school 
Overviews 

annually ASN 

The drift and delay in the time taken between a 
child being accommodated and a permanency 
decision will reduce to 9 months 

Exception 
reporting by  
Resource 
Manager 
Fostering and 
adoption 

Quarterly Looked after 
Children 

The number of respite nights provided is 
sustained 

Report on the 
use of Respite 

Monthly ASN 

The number of respite day hours provided is 
sustained 

Report on the 
use of Respite 

Monthly ASN 

The number of LAC accommodated outwith 
Highland will decrease 

Care First Quarterly LAC 

The number of children who need to live away 
from the family home, but can be supported in 
kinship care increases 

Care First Quarterly LAC 

The number of children where permanence is 
achieved via a Residence order increases 
 
 

Care First Quarterly LAC 

The number of audits carried out for any LAC who 
experience three or more unplanned placement 
moves in a three month period increases. 
 

Reports to LAC 
IG 

Quarterly LAC 
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FHC 4 Outcome 
Nurtured 

Measure Data Source Frequency Improvement 
Group 

9.  Families receive support, 
advice and guidance which 
are well-matched to their 
needs and available in ways 
which helps them to prepare 
for the various 
developmental stages. 

The number of pregnant women screened for 
substance misuse who are offered support 
increases. 

SMR4 Annually Early Years 

The number of pregnant women who are at risk of 
poor mental health who are offered support 
increases. 

NHS 
Intelligence 

Annually Early Years 

An increase in uptake of Healthy Start scheme to 
85% of eligible beneficiaries by 2016  

 

NHS 
Intelligence 

Annually Maternal infant 
nutrition IG 

The number of eligible children supported to take 
up their early learning & childcare entitlement 
increases 

Childcare 
database 

Annually Early Years 

The number of staff trained in the use of approved 
parenting programmes increases 
 

Supporting 
Parents 
database 

6 monthly Supporting 
Parents 

The number of areas producing an annual plan 
for delivering universal and targeted support to 
parents increases 

Area 
Management 
teams 

annually Supporting 
Parents 

The number of parents attending validated 
parenting programmes increases 
 

Reports to Area 
Management 
Teams on local 
delivery and 
evaluation 
reports  

Quarterly Supporting 
Parents 

Increase the number of parents participating in a 
validated parenting course who have 3-4 year 
olds with severely disruptive behaviour 
 

 6 monthly Supporting 
parents 



 

16 
 

 

  

The number of schools offering sessions and/or 
written information to parents about child 
development at transition to P1 increases 

Reports to Area 
Management 
teams 

 
Annually 

Supporting 
Parents 

The proportion of families with children under 8 
receiving income maximisation advice increases 
 

To be 
determined 

Annually Public Health and 
wellbeing 
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FHC 4 Outcome 
Active 

Measure Data Source Frequency Improvement 
Group 

10.  Children and young 
people are physically active. 

The number of children walking to school 
increases 

Schools hands 
up survey data. 
 
Walk to school 
week May/Oct. 

Annually 
 
 
6 Monthly 

Road Safety Unit 

The number of schools who offer 2 hours (or two 
50 minute periods of high quality PE) increases 
 

Health living 
survey 

Annually Schools 

The number of children cycling to school 
increases 
 
 

Schools hands 
up survey data. 
 
Bikeability data. 

Annually Road Safety Unit 

The number of provisions who report that children 
have daily access to the outdoors increases 

Play IG annual 
survey 

Annually Play 

The number of provisions that are able to provide 
free access to the outdoor increases. 

Play IG annual 
survey 

Annually Play 

The number of children achieving the 
recommendation of one hour or more moderate 
activity on most days of the week (five or 
more)increases 

Lifestyle survey Every 2 
years 

Public Health and 
wellbeing 
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FHC 4 Outcome 
Respected and responsible 

Measure Data Source Frequency Improvement 
Group 

11.  Children and young 
people know their rights and 
are confident in exercising 
these. They are able to 
express their views and be 
involved meaningfully in 
decisions which affect them. 

The percentage of views and comments of 
children and young people with ASN included in a 
child’s plan increases. 

Annual Audit of 
child’s plans for 
pupils with level 
3 and 4 needs 

Annually ASN 

The percentage of children responding positively 
to the question “Staff and children treat me fairly 
and with respect” is maintained 
 

HMI Annually Schools 

The percentage views and comments of children 
and young people receiving a youth action service 
included in a child’s plan increases. 
 
 

Youth Action 
Data collection 

6 monthly Youth Justice 

The percentage of schools with a model for 
personal support in place increases 

QIT 
questionnaire 

Annually Schools 
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FHC 4 Outcome 
Respected and responsible 

Measure Data Source Frequency Improvement 
Group 

12.  Families are valued as 
important contributors and 
work as equal partners to 
ensure positive outcomes 
for their children and young 
people. 

The number of parents accessing the handling 
teenage behaviour programme increases. 

Action for 
children and 
Youth action 
team 

Annually Supporting 
Parents 

The percentage of parents and carers who 
respond positively to the question, “the school 
takes my views into account” increases 

HMI Annually Schools 

The percentage of parents who report that the 
school keeps them well informed of their child’s 
progress increases 
 

HMI Annually Schools 

Family Nurse Partnership fidelity goals will be 
achieved 

FNP returns Annually FNP project 
board 

The number of hits on pages relating to  parents 
and carers on the Highland Substance Misuse 
Website increases 

Substance 
misuse website 

Annually Health & 
Wellbeing 
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FHC 4 Outcome 
Included 

Measure Data Source Frequency Improvement 
Group 

13.   Children, young people 
and their families are 
supported well to develop 
the strengths and resilience 
needed to overcome any 
inequalities they experience. 

The number of schools with the new equal 
opportunities policy in place increases 

Through Master 
school list 

Annually ECS Equalities 
Working Group 

The percentage of parent and carer responses to 
the question, “my child is treated fairly at school” 
is maintained. 

HMI Annually Schools 

The percentage of children who report they have 
a say in making the way they learn in school 
better increases. 

HMI Annually Schools 

The number of parents/carers who participate in 
the parent/carer food and health in schools 
participation programme increases. 

Catering service Annually Public Health and 
Wellbeing 

The number of families of children with Additional 
Support needs supported by Chip+ through the 
service level agreement is maintained or 
increases 

Chip+ annual 
report 

Annually ASN 

The number of schools participating in the 
delivery of Resilient Kids training increases 

Training audit 
from 
Psychological 
Services 

6 monthly ASN 

The number of adult and children’s services staff 
accessing the getting our priorities right training 
increases 
 

Dawn Grant / 
Donna Munro 

Annually CAPSM 

The number of school staff participation in 
equality and diversity training increases. 
 
 

SEEMis Annually ECS Equalities 
Working Group 
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FHC 4 Outcome 
Included 

Measure Data Source Frequency Improvement 
Group 

14.   Improvement in service 
provision is determined by 
the participation of children, 
young people and families 
and by understanding their 
views, wishes, and 
expectations. 
 

The number of children participating in the 
Highland Lifestyle Survey increases 

Lifestyle survey Every 2 
years 

Public Health and 
Wellbeing 

Evidence of involvement and engagement of 
Children and Young People and families in 
Improvement Group activity will be demonstrated 
year on year 

IG leads annual 
reporting 

Annually All 

The number of consultations with children around 
their experiences of preschool education and 
childcare increases 
 

Early Years 
audit 

Annually Early Years 

The number of children and Young People 
completing the youth action service evaluation 
form increases. 
 
 

Youth Action 
Data collection 

6 monthly Youth Justice 



 

Section 4 

Improvement priorities 
Within FHC4 the improvement priorities have been identified through a process of 
self-evaluation and utilises an assets based methodology. The improvement 
priorities identified are shaped around the fourteen Key outcomes detailed in the 
previous section. 
 
Self-evaluation is central to continuous improvement. It is a reflective process 
through which improvement groups for services for children and young people get to 
know how well they are doing and identify the best way to improve their services. 
This model: 

 Encourages reflection upon practice and identify strengths and areas for 
improvement 

 Recognises the work which has a positive effect on the lives of children and 
their families 

 Identifies where quality needs to be maintained, where improvement is 
needed. 

 Allows services to inform stakeholders about the quality of services for 
children, young people and families 
 

Self-evaluation is based on professional reflection, challenge and support and 
involves taking informed decisions about actions which result in clear benefits for 
children, young people and families. It is a dynamic and continuous process. It 
establishes a baseline from which to plan to improve outcomes for children and 
promotes a collective commitment to set priorities for improvement.  
 

Each improvement Group works to a dynamic improvement plan with priorities 
identified through self-evaluation. Each plan uses a common format detailing 
outcomes for children, specific actions, the timescale for each action and the ways in 
which the priorities are evaluated. The priorities in each plan show all current 
improvement priorities centred on the Key outcomes. The plans are monitored and 
updated regularly. Each plan is formally evaluated on an annual basis. Detailed 
improvement plans for each Improvement group are maintained on the For 
Highlands Children Website. 

The current improvement plan from each of the improvement groups is included in 
this section to provide an illustration of current improvement priorities. 

 

 



 

 

Additional Support Needs Improvement Plan 

Date of Plan – May 2014 

   

FHC4 Outcome  
Children and young people are supported to achieve their potential in all areas of development. (7)       
 
Improvement priority:  
1. Reducing the number of children/young people with ASN, not in school or preschool full time. 

Actions Measures / evaluation Timescale Lead 
Monitor the attendance of those children/young people with ASN on 
part time timetables, through Area Managers and ASNOs. This 
monitoring to be rigorous and include part time timetables, with details 
of what steps have been put in place to meet needs of the pupil. From 
March 2014, data from the early years, from both nurseries and 
partner centres, will be included. (Rec 9 ASN Review) 
 

Data will be gathered twice a 
year from schools and preschool 
centres. (Baseline established in 
Committee reports March 2012 
and January 2013.) Target 95% 
 

On-going ASNOs 
 

Provide access to a more flexible and elaborated curriculum, to meet 
needs. 

Information on the use of 
additional supports, provisions 
and resources for pupils with 
part time attendance will be 
collated and monitored, showing 
a wide range of supports used 
to elaborate curricular access. 
 

On-going ASNOs 
 

Identify specialist staff in schools who can be ASN ‘champions’ in 
schools and ASGs, using identified strengths of staff. 
 

Each ASG will have an identified 
‘champion’ for ASD, SEBN/PPR 
and Dyslexia. 
 
 

By June 2015 ASNOs 
 



 

 

Provide a range of training, information and advice to ensure a 
knowledgeable and motivated staff group. This training to be targeted 
at centres so that a highland wide development of knowledge and 
skills is throughout Highland 
Outcomes of training to be monitored by the central ASN Team to 
ensure links are being made to practice 
 

Each Area will have undertaken 
a training audit and have an 
ASN training plan 
All PSAs will have a CPD plan 
CPD Calendar will have annual 
training events in key topics 
Survey of  participants to check 
for application and outcome 
 

By June 2015 ASNOs 
 

Work towards ensuring that any ‘alternative provision’ model will be 
matched to the needs of the individual and will sit within mainstream 
environments where possible and appropriate. (Rec 8 ASN Review) 
 

The number of children 
accessing nurture support or 
additional SEBN provision rather 
than being on PT timetables, will 
increase. 
 

On-going ASNOs 
 

Provide early intervention – nursery/preschool provider and primary 
support rather than secondary. Look at new models of making 
provision in the Early Years for children with ASN, including the 
preschool HVT service. 
 

Increased establishment of 
PSTs 
Increased number of Nurture 
Rooms 

PST posts filled 
by June 2014 
Nurture provision 
monitored 
annually 

ASNOs 
 

Raise the profile of the ASN Manual as the process through which 
HTs and others can access information. 
 
 

Information on the number of 
hits to record the use of the ASN 
Manual 
 

On-going tracking 
of use 

ASNOs 
 

Final evaluation and future priorities 
 

 

  



 

 

 

FHC4 Outcome  
Children and young people are supported to achieve their potential in all areas of development (7). 
 
Improvement priority:  
2.       Ensuring children/young people with ASN have good quality child’s plans that support positive outcomes 

Actions Measures / evaluation Timescale Lead 
Increase confidence in communication / skills / knowledge, in pursuit 
of high quality plans. Ensure that the child’s plan is explained to 
parents before the first Professionals meeting. Create a culture where 
there is trust and confidence between and among professionals and 
with parents.  
 
 
 

Monitor training availability and 
uptake from staff. 
 
Moderation across Areas will 
show progress in the use of 
child’s plans and a clear link to 
the level of need as per the ASN 
matrix. 
 

 Head of ASN 

Increase skills in Solution Focused meetings and skills in gathering 
views. Provide specific training on this and refer to Solution Focused 
Approaches during other training whenever suitable. 
 
 

Training provided to all ASGs in 
2013-14 and then a variety of 
training opportunities, delivered 
through a variety of media on 
CPD calendar. 
 

By June 2014 EP Service 

PPR team to develop strategic approach to training with strong links 
to all agencies, to ensure consistency of message and approach. 
Basic training to be made widely available to all and multi-agency 
training to be encouraged. All training to be followed up to assess use 
in practice. Use of Positive Pyramid and training in Emotional Literacy 
and Brain Development to form the core of all training relation to 
building positive relationships, SEBN and Attachment. 
 

Number of staff trained and 
reporting that training has 
positively influenced and 
changed their practice 
increasing annually. 
Number of staff participating in 
the 6 day and 10 day EL course 
and completing action learning 
review increasing annually. 
 

On-going PPR Team 



 

 

Training to be developed along similar lines to parents and Foster 
Parents and made available through Early Years Centre ASG groups 
at suitable times. 
 

Number of parents involved in 
developing, delivering and 
receiving training increases 
annually 
 

On-going ASN Team 

Build in evaluative questions / statements and consultation with 
children and families, within and across services on an annual basis 
to track improvement. 
 

Evidence of self-evaluation 
across ASN services reported 
centrally and informing changes 
in practice. 
Evidence of feedback to children 
and parents and their 
involvement in service change. 
Annual ASN Report 
 

On-going 
Establish an 
annual report 
system by June 
2015 

ASN Team 
HoASS 
 

Provide guidance on Child’s Plans and an audit tool to support the 
development of good quality plans and self-evaluation. (Rec 26 ASN 
Review) 
 

Track the number of children 
with ASN who have plans, 
through SEEMIS on an annual 
basis, to ensure an increase. 
(target 95%) 
The annual audit of child’s plans 
will ensure they are of good 
quality – with 95% being scored 
at least 8/10 using the audit tool.
 

By September 
2015 

HoASS 
 

Continue to use ASN Moderation exercise to provide a measure of 
quality and progress over time. 
 

Annual moderation exercise 
demonstrates consistency of 
practice and equity of resource 
across all Areas 
 

On-going HoASS 
 

Final evaluation and future priorities 
 

 

 



 

 

 

FHC4 Outcome  
Children and young people are supported to achieve their potential in all areas of development (7). 
 
Improvement priority:  
3. Implement a system for equitable allocation of resources to meet the identified needs of children and young 

people with ASN 
Actions Measures / evaluation Timescale Lead 

Embed the resource allocation model, updated annually with ASN 
Audit figures to allocate resource to identified need. Use figures 
directly from schools until SEEMIS is accurate. 
 

ASN Allocation model and year 
end out turn for Area ASN 
budgets and central ASN 
budgets. 
 

Annually HoASS 
 

SEEMIS will be maintained accurately by schools to enable it to be 
used as a stand alone data source. It can then be used to provide 
information on pupils with Additional Support Needs and monitoring 
reports can be run as required. 
 

Target 90% accuracy of 
information on ASN within 
SEEMIS (2012 baseline from e1 
is less than 20%) 

By June 2016 Schools with support 
from ASNOs 

The SEEMIS team, ASNOs and the central ASN Team will provide 
guidance and training to support clerical staff and support staff about 
how to input data and the significant fields required to be updated and 
maintained. (Rec ASN Review) 
 

Training rolled out during 2013-
14 and 2014-15 to all clerical, 
SMT and ASN staff to support 
the introduction of SEEMIS 
 

By June 2015 The SEEMIS team 

Small group of ASN Staff to review and refine the ASN matrix and 
provide training/guidance for staff on assessing need and identifying 
levels of need. 
 

Matrix reviewed. 
Training for ASN teams 
completed.  
Training/guidance provided as 
required 
 

2012-13 and then 
on-going 
 

ASN Team 

Moderate and check that levels of need identified by schools are 
accurate. Randomly sample schools (2 from each area) to check 
appropriate allocation of ‘level’ attributed to each pupil with ASN on 

Reports from moderation 
exercise to check the accuracy 
of assessment of level of need 

Nov-Dec 2012 
and annually 
thereafter 

ASN Team 



 

 

the school roll to assess accuracy and error rate across the Council. 
 

in a random sample of schools, 
annually in December. (Target 
90%) 
(Baseline December 2012 – 
41% accuracy. December 2013 
– 68% accuracy). 
 

 

Provide explanation of the Budget Allocation model to HTs, ASN 
Teams etc. 
 

Attendance at Team Meetings to 
facilitate this 
 

Nov-Dec 2012 
 

HoASS 
 

Monitor the movement towards the full implementation of the budget 
allocation model incrementally over 3 years and feedback to SMT. 
 

Annual run through of model 
with report to SMT. 
 

Annually in March 
2013, 2014 and 
2015 
 

HoASS 
 

Establish a central budget that Area ECS Managers can ‘bid’ for to 
provide a resource to support pupils with high needs moving in to the 
Area mid-session to limit disruption to the staff allocation in schools 
 

 Full 
implementation 
by August 2015 

HoASS 
 

Final evaluation and future priorities 
 
 

 

  



 

 

 

FHC4 Outcome  
Children and young people thrive as a result of nurturing relationships and stable environments (7). 
 
Improvement priority:  
4.       Ensuring children and young people get the best start in life, supported by adults who have an understanding of 

attachment, resilience and child development. 
Actions Measures / evaluation Timescale Lead 

Strategic approach to training in promoting positive relationships, with 
spread and depth of training being monitored. Three levels of training 
provided within the CPD calendar, with all staff expected to attend 
basic, core competency training. A rolling programme with an 
overview of which schools/centres have received training to be 
recorded and monitored. Rec 1,2,11 and 13 ASN Review) 
 

Attendance at training tracked.  
 
Increase in number of nurture 
rooms in schools, with staff fully 
trained and supported. 
 

By October 2014 Development Officer 
PPR 

Agree the core competencies required by ‘the team’ and a Highland 
approach to developing positive relationships and  produce a targeted 
training programme with explicit expectations – Quality rather than 
Quantity – appropriate information for parents and staff. 
 

Baseline of knowledge to be 
established. 
 
Effectiveness of training 
measured through post-training 
evaluation 
 

By October 2013 ASN Team 

Train all Early Years staff in the core competencies required for 
promoting positive relationships and early brain development and the 
use of the 4 year nursery development overviews. 
 

Numbers of staff trained (target 
= 95% of staff in post in session 
2013-14, then all new staff 
captured in annual training 
events) 
 

By May 2014 ASN, CALA and Early 
Years Teams 

Use of 3 and 4 year old overviews to begin to identify those children 
requiring support on developing milestones including relationship 
development. Follow up (Longitudinal) to check progress in this area. 
Base line assessment to be conducted in one ASG prior to work on 

There will be an increase in the 
number of children/young 
people entering school at age 5, 
assessed as having positive, 

Baseline July 
2014 then 
annually 
thereafter 

Nurseries, partner 
centres and PT Early 
Years 



 

 

EL in P1, this to be followed up to assess progress. 
 

secure and attuned 
relationships. (Baseline to be 
established  2013) 
 

Assessment with follow up conducted to assess effectiveness and 
impact on pupils’ experience and learning in mainstream. 
 

Results of Action Learning from 
EL training will indicate 
improvements for 
children/young people and 
increased knowledge of staff. 
 
Rate of exclusion and part time 
attendance to be monitored 
annually through SEEMIS and 
compared against levels of 
support and training. 
 
Review of the developmental 
milestones at P3/4 (baseline to 
be established) 
 

By June 2015 Development Officer 
PPR 
 
 
 
Quality Improvement 
Manager 

Final evaluation and future priorities 
 
 

 

  



 

 

 

FHC4 Outcome  
Children and young people are supported to achieve their potential in all areas of development (7). 
 
Improvement priority:  
5. Working with others to ensure effective transitions for pupils with ASN at all levels and particularly in the school-

post school phase 
Actions Measures / evaluation Timescale Lead 

Revisit the guidance for supporting effective transitions at all stages, 
including school –post school transition. 
 
 
 
 

Guidance revised and updated  
 
Consultation with children, 
young people and their families 
will report the transitions at all 
levels to be well planned and 
successful. 
 

By December 
2014 

Development Officer 
Disability and 
Transitions 
Coordinator 

Revisit the guidance for supporting enhanced transitions Primary-
Secondary and consider the link with placing requests at this stage to 
find a resolution to the conflict between ASL and Placing Request 
legislation. 
 

Guidance revised and updated  
 

By December 
2014 

Development Officer 
Disability 

Implement the requirements for SDS in line with recent legislation. 
 

More young people with 
complex needs will be 
appropriately supported into 
further and higher education as 
reported by SDS monitoring 
statistics. 
 

Implementation 
within SG 
timeframes 
 
 
 

Development Officer 
Disability 

Provide a range of training opportunities for staff and parents on SDS.
 

Training opportunities and 
attendance lists will demonstrate 
a growing knowledge base. 
 

On-going 
Training now well 
established 

SDS Team and 
Transitions 
Coordinator 



 

 

Monitor the post school destinations for young people with ASN. 
Ensure effective handover between children’s to adult services. Shift 
the focus to life-long skills. Consider how we use the learning from the 
DIGIT programme to inform this. (Rec 17 ASN Review) 
 
 

There will be fewer Out Of 
Authority post 16 and college 
placements. 
 
An annual audit will show that 
more young people with 
complex needs will have adult 
services actively involved to 
support the transition from 
school to post school. 
 

Baseline to be 
established June 
2014 

Development Officer 
Disability 

Discussions with Inverness College/UHI to consider supports for 
pupils with high level needs within the new campus and in particular 
the process of providing intimate care etc to those young people with 
complex needs where needed? 
 

Meetings will take place, with 
on-going discussions re ASN 
support on the new UHI 
Campus 
 

On-going during 
UHI building 

Development Officer 
Disability 

Create process for reviewing and evaluating the requests for spend 
from the LAC education budget, to support LAC in placement 
transitions. (Rec 18 ASN Review) 
 

Spend on the LAC education 
budget to be monitored in 
Autumn term 2013, 2014 and 
2015. 
 

On-going HoASS 
 

Work towards embedding the development of National 1, 2 and 3 
qualifications along -side others, including the SQA. 
 

There will be an increase in the 
number of national 1, 2 and 3 
qualifications offered in 
secondary schools across 
Highland 

Annual audit 
(baseline to be 
established 
September 2014) 

Development Officer 
ASL 

Final evaluation and future priorities 
 
 

 

  



 

 

 

FHC4 Outcome  
Children and young people experience healthy growth and development (4). 
 
Improvement priority:  

6. Ensuring better integrated working for children with complex health needs, especially those with exceptional 
health needs 

Actions Measures / Evaluation Timescale Lead 
Child’s plan process consistent across highland with parents as equal 
partners.  
Effective protocols will be drawn up jointly by the professionals 
involved, the young people and their families. 
 
 
 
 
 
 
 

Children with complex health 
needs will have child’s plans 
that are fit for purpose. The 
numbers being evidenced 
through SEEMIS and the quality 
being considered through the 
audit process. 
 

On-going HoASS 
Development Officer 
ASL 

Evidence of protocols to support 
the needs of children with 
complex needs, additional to 
their Child’s Plan 

On-going Development Officer 
ASL 

Children and young people with complex needs will access services 
within agreed timescales 
 

The waiting time for intervention 
from a PMHW will be within the 
CAMHS HEAT target of 18 
weeks from Dec 2014. 

26 week target 
being met at 
present. 18 week 
target by Dec 
2014 
 

PMHWs 
 

The waiting time for intervention 
from an AHP will reduce. HEAT 
target of 18 weeks from Dec 
2014. (baseline to be 
established by April 2013) 
 

Process to be 
agreed for the 
collation of AHP 

AHPs 



 

 

Encouraging medical professionals to take on the Lead Professional 
role and enhance their confidence in this role. 
 
 

The number of plans with LP in 
health will be monitored through 
the audit process. 

On-going ASN Team 

Ensure time is given and allocated / protected for staff training.   
Ensure assessment is carried out by appropriate professionals. 
Working together will increase the confidence of all staff. 
A range of Condition based Pathways to be monitored/audited.  
Training on these pathways and on specific conditions will be 
provided for staff at all levels. 
A range of information to be provided to schools on the effects of 
complex needs on the wider family – affecting other siblings and 
parental resilience etc. 
 

Range of CPD offered to 
support this area of work. 
 
Attendance records for CPD 
offered 

On-going Development Officer 
ASL 

Families with children who have complex needs will be supported 
through the provision of respite, to maintain their energy levels, to 
give time to spend with other children and to enhance their resilience 
in supporting the whole family. 

Respite hours/days accessed by 
children and young people will 
be increased (method for 
confident data collection will be 
established by April 2013). 
 
Parents report that respite 
meets their needs. 
 

On-going Development Officer 
Disability 

Review equipment budgets and store/access to equipment, to ensure 
they are fit for purpose and equipment accessed when required. A 
single process for ordering, purchase, storing, cleaning and delivery 
will make this process more streamlined. 
 

A single equipment process will 
be established 

By September 
2016 

PO AHPs 

Children and young people will be educated and supported within 
their own community where this most effectively meets their needs. 
 

There will be an increase in the 
number of specialist facilities 
and resourced provision out-with 
special school provision within 
Highland. 

On-going 
 
 
 
 

HoASS 
 



 

 

Information from Accessibility 
Audit every three years 

Update required 
by June 2014 

HoASS 
 

Final evaluation and future priorities 
 
 

 

  



 

 

 

FHC4 Outcome  
Improvement in service provision is determined by the participation of children, young people and families and      by 
understanding their views, wishes, and expectations (14).  
 
Improvement priority:  

7. Ensure ASN supports, provisions and structures are effective in meeting the needs of children and young people 
in schools. 

Actions Measures / Evaluation Timescale Lead 
Undertake a review of ASN provision, with a focus on schools, 
including a wide ranging consultation with a variety of stakeholders, 
including young people and their parents/carers. Use this information 
to provide recommendations on future ASN provisions and structures 
to better support children and young people. 
 
 

ASN Consultation and Review 
completed and reported to 
Committee  
 

by June 2014 Head of Education 
HOASS  

Feedback provided to the 
stakeholders who contributed to 
the review process  
 

by August 2014 HOASS 
Children’s Champion 

Final evaluation and future priorities 
 
 

 

  



 

 

 

FHC4 Outcome  
Children and young people thrive as a result of nurturing relationships and stable environments (8). 

 
Improvement priority:  

8. Supporting parents to understand the importance of creating and maintaining positive relationships with their 
children 

Actions Measures / Evaluation Timescale Lead 
Ensure staff in all sectors have a better understanding of attunement, 
attachment, attachment behaviours and interventions, that promote 
positive relationships.  
Training programmes on positive relationships and parenting will link 
with parenting strategy. 
 
 

Reduction in challenging 
behaviour as identified through 
exclusion/PT attendance 
figures. 

By June 2015 
 

HoASS 

SDS statistics will show 
sustained positive destinations 
for more young people. 

By June 2016 
 

Transitions 
Coordinator 

There will be an increase in the 
number of workshops and 
training opportunities for 
parents/carers on early and 
teenage brain development etc 
 

On-going Development Officer 
PPR 
EY Ed Psych 
HoASS 
PEP 

Staff developing training and appropriate interventions will be working 
with children and parents to develop training on parenting and 
positive relationships, from an early age. 
 
 

Training delivered for all early 
years staff on early brain 
development and promoting 
positive relationships 

By May 2014 HoASS 
EY Ed Psych 

Conference for parents and 
professionals re challenging 
behaviour/support/emotional 
literacy, to be delivered  

By October 2014 Development Officer 
PPR 
 

Final evaluation and future priorities 
 
 



 

 

 

 

FHC4 Outcome  
Improvement in service provision is determined by the participation of children, young people and families and      by 
understanding their views, wishes, and expectations (14). 
Improvement priority:  

9. Ensuring that parents, children and young people are consulted with and participate in the creation, review and 
delivery of services.  

Actions Measures / evaluation Timescale Lead 
There will be evidence of regular consultation at all levels with 
children, young people with additional support needs and disabilities 
and their parents/carers, in respect of policy development, strategic 
planning, self-evaluation and review. This will be embedded in the 
process so that it is routine to consult with parents, children, young 
people in the creation, review and delivery of services. (Rec 5 ASN 
Review) 
 
Opportunities will be taken to gather views and organisations like 
Highland Youth voice, HCF, focus groups etc. will be used to 
represent views. 
 
Training to be delivered in effective ways of observing/gathering the 
views of children/young people, especially where these are hard to 
gather. 
 
Use the VOICE system as a framework to record consultations with 
parents & children where appropriate.  
 

Evidence of consultation 
/engagement will be gathered 
termly by the ASN/Disability 
Improvement Group. 
 

On-going ASN Team 

The child’s view will be included 
in all aspects of assessment and 
support within the child’s plan. 

On-going HoASS 

Final evaluation and future priorities 
 
 



 

 

 

 

 

FHC4 Outcome  
Families receive support, advice and guidance which is well-matched to their needs and available in ways which helps 
them to prepare for the various developmental stages (8). 
Improvement priority:  

10. Create an Autism Strategy for Highland including both Children’s Services and Adult Services. 
Actions Measures / evaluation Timescale Lead 

Development of a training plan and access to training and 
development to ensure skilled staff. 

- Use of IT for on-line training 
- Training led by SFL staff so that it can be instant 
- Use parents/pupils 
- Make core, basic training compulsory for everyone 
- Include ASD training within equality and diversity training 

across the wider community. 

Qualitative review of Training 
Plan, including the range of 
formats and access; numbers of 
participants and individual 
evaluations/changes reported as 
a result of training. 
 
 
 

By April 2014 
 

Coordinator AOES  
ASNO Mid  
APEP Mid  
 

 
Improved communication with and for service users and professional 
colleagues and easy access to practical and useful information. 

- Offer a variety of ways to communicate – from first contact – 
use of letters, phone, text, email etc.  Take away face to face 
contact 

- Accessible information formats – easy read/visual Post 
diagnostic information  

- Access to Minutes of Meetings so carers can be aware of 
decisions etc. 

- Library, Chip+ etc. to have better on-line information to link with 
existing generic information 

Levels of participation in Drop-In 
groups. 
 
Review of information leaflets 
and packs and the numbers 
printed and distributed. 
 
Creation of on-line resources 
and number of hits to access 
this information. 
 

By April 2014 
 

Specialist LD Nurse  
Dev. Officer 



 

 

- Access local drop-ins for parents /family support 
- On-line copies of talks etc. available to all to form ‘drop-ins’ – 

filming some sessions 
 

 
Effective data collection to inform service planning. 

- Robust information regularly updated, providing information on:
# Numbers of children diagnosed  with ASD 

       # Where children are within the process of diagnosis 
# Training Database for parents, pupils and staff training, 
Including the level of training received and the way this was 
received etc. 

- Build in a moderation process re data – check accuracy on a 
regular basis 

- Mention in training the importance of ensuring the accuracy of 
the data provided on the central systems e.g. E1 

- Have a single system with basic information and a separate 
system for the detail.  Consider: 

 What information needs to be held 
 Where is it held 
 Who can access it 

 

Databases with termly collation 
of statistics to be reviewed by 
the Autism Management Team. 
 
Results of moderation exercises 
undertaken annually on the 
statistics available. 
 

By April 2014 
 

ASNO, South 
Coordinator AOES  
HoASS 
 

Multi-agency care pathway for assessment, diagnosis and 
intervention. 

- Consistently use the staged approach.  Provide training for 
staff in its use 

- New pathways developed 
- Information gathering/assessment In schools and pre-school 

centres 
- C/YP seen in a timely fashion and not waiting too long to be 

seen (baseline to be established) 
- Draft effective interventions to use with children who have ASD 

 

Wait times from referral to 
intervention and diagnosis for 
children/young people. 
 
Increased numbers of skilled 
practitioners to undertake 
assessment and diagnosis. 
 
Audit by Clinical Psychology 
assistants to get a clearer 
picture of the prevalence/spread 
in ASGs. Mapping of 

By April 2014 
 

Specialist SALT  
Clinical 
Psychologist,  
 



 

 

resources/gaps to inform any 
required re-design 
 

Process of self-evaluation and stakeholder engagement. 
- Look at all the ASD sub-groups supporting the ASN strategy 

and consider whether the actions/outcomes have been met 
- Look at 3 or 4 groups of stakeholders each year and consider 

their views to continue to inform the strategy 
 

Stakeholder consultations, 
evaluations and feedback. 
 

By April 2014 
 

Dev Officer Disability  
 

Clear multi-agency plans to support individuals through major 
transitions. 

- Schools/others will be encouraged to append additional 
information to Child’s Plans to give more detailed information 

- Audit a selection of plans to consider quality, whether 
arrangements were followed through in transitions plans etc. 

 

Annual audit of the quality of 
child’s plans using the Highland 
Audit Tool, with an additional 
ASD focus. 
 

By April 2014 
 

ASNO South  
ASNO South  
HOASS  
 

Ensure Links between the planning in Adult Services and Children’s 
Service to create one strategic plan across Highland 
Establish regular links between the Adult Services Groups and the 
Children’s Services Group (AMT) to make the joins across both 
strategic plans. 

Attendance at both Adult ASD 
meetings and Children’s 
services AT meetings by key 
practitioners. 
 
Evidence of shared processes, 
consultations and planning 
 

By Oct 2013 Development Officer 
Disability  
Specialist LD Nurse  
 

Final evaluation and future priorities 
 

 

  



 

 

 

FHC4 Outcome  
Children and young people are supported to achieve their potential in all areas of  development (7) 
 
Improvement priority:  

11. Ensuring any interventions and strategies used to support children and young people are evidence based 
and that staff employ the most up to date methodologies in their practice  

Actions Measures / evaluation Timescale Lead 
Strategies and programmes that are developed as interventions to 
support children and young people will have a sound evidence base. 
 

All initiatives and Council-Wide 
interventions to support children 
and young people with ASN 
(and without), will be supported 
by an evidence base. 
 

On-going Principal Educational 
Psychologist 
 

Link good practice and share good practice on line and via 
training/workshops etc. 
Use Glow to access and record good practice by, from and for 
groups. 

A Glow site and/or Sharepoint 
site will be created to share 
good practice 

By Dec 2014 Development Officer 
ASN 
 

Develop methods for staff to record what works and what does not, 
throughout a process, including the comments of young people. 
Include various tools, videos etc.   
Children and young people will feel more included. (Research 
indicates that this achieves better outcomes.) 
 

Children and Young People will 
be included in research and 
evaluative studies creating an 
evidence base in Highland 

On-going ASN IG Members 
 

Children and young people will have more appropriate learning 
experiences as reported by the children/young people themselves 

Data gathered annually from 
children and young people. 
Ed Scotland Inspection  reports 
will report positive experiences 
for children and young people 

On-going ASNOs 
HoASS 
 

There will be regular action learning and research in children’s 
services within Highland. Research/development work undertaken 
within Highland will be disseminated widely through training, 

Action Learning Projects and 
small tests of change will be 
reported and shared with ASN 

On-going ASN IG Members 
 



 

 

workshops and through the EPS, SfL and forhighlandschildren 
websites. 
 

teams. 

Open out CPD calendar to all children services staff, integrated 
training across agencies.  
 

Training will be accessed by a 
wide range of professionals as 
evidenced through attendance 
and CPD registers. 
 

On-going Development Officer 
ASN 
 

Final evaluation and future priorities 
 

 

FHC4 Outcome  
Children and young people are supported to achieve their potential in all areas of development (7). 
 
Improvement priority:  

12. Implement the recommendations from the ASN Review  
Actions Measures / evaluation Timescale Lead 

Implement the revised ASN structures as recommended within the 
ASN Review (Rec 10, 14, 15, 19, 20, 21, 22, and 23 ASN Review) 
 
 
 

Specialist networks will be 
created across Highland, 
supported by the strategic leads 
within the Central ASN Team. 
 

By October 2015 HoASS 

SEBN provision will be 
established in each Area with a 
network supported by the 
Development Officer PPR 

By October 2015 HoASS 
Dev Officer PPR 

ASN Managers will be 
appointed, with ASNOs in post 
to support this work in each 
Area 

By October 2014 HoASS 

ASN Budgets will be realigned By August 2014 HoASS 



 

 

to match the allocation model. 
 

Finance Officer 

A single sensory service will be 
created 
 

By October 2014 HoASS 
ASL Coordinator 

The roles and responsibilities of 
the Strategic ASN team will be 
reviewed, with new roles 
agreed. 
 

By August 2014 
 

HoASS  
Strategic ASN Team 

AHP Teams will be agreed and 
established 

By October 2014 PO AHPs 

Final evaluation and future priorities 
 

 

  



 

 

 

 

Child Protection Improvement Group Plan 

Date of Plan – Revised 1st July 2014 

FHC4 Outcome – SAFE:  

Children are protected from abuse, neglect or harm at home, at school and in the community (1). 

Improvement priority: a) Risks to children with disability are recognised and responded to. 

Actions Measures / evaluation Timescale Lead 

(i) Consider and progress as appropriate, national guidance on child 
protection and children with disabilities 

 

Nos. trained. 
Follow up evaluation of 
confidence and competence. 
Confirmation of any changes to 
guidance and practice 
 

 Resource Manager 
(CP) and Development 
Officer (Disability) 

 

(ii) Review the accessibility of public awareness materials to children 
with disabilities. 

  CPDO with 
Development Officer 
(Disability) 

(iii) Review the support available for children with non-conventional 
communication or other complex vulnerability. 

   

iv) Ensure that the ongoing protection needs of young people with   Resource Manager 



 

 

disability are adequately provided for when planning transition to adult 
services. 

 

(CP) and Development 
Officer (Disability) 

Final evaluation and future priorities 

 

Improvement priority: b) Risks to children affected by parental substance misuse are recognised and responded to. 

Actions Measures / evaluation Timescale Lead 

i) Respond to recommendations from the CAPSM Improvement 
Group, as appropriate. 

Nos. of referrals of CAPSM, 
including referrals for FGC and 
family focussed solutions. 

 Chair of CAPSM IG 

Final evaluation and future priorities 

 

Improvement priority: c) Risks to children affected by domestic abuse are recognised and responded to. 

Actions Measures / evaluation Timescale Lead 

i) Ensure that training and awareness raising includes the impact of 
domestic abuse on children and young people. 

 

ii) Ensure that HPM is adhered to in relation to children affected 
by domestic abuse 

Nos. trained. 
Follow up evaluation of 
confidence and competence. 
 
Analysis of child concerns forms 
Audit of case files 

 CPTO with VAW and 
Training Group. 

Area Childrens 
Managers 



 

 

Final evaluation and future priorities 

 

 

Improvement priority: d) Risks to children affected by parental mental ill-health are recognised and responded to. 

Actions Measures / evaluation Timescale Lead 

i) Ensure that training and awareness includes the impact of 
parental mental health and unstable family environments on 
children and young people. 

ii) Ensure that HPM is adhered to in relation to children 
affected by parental mental health. 

 

Nos. trained. 
Follow up evaluation of 
confidence and competence. 
. 
Analysis of child concerns forms 
Audit of case files 

 CPTO with Training 
Group. 

Area Childrens 
Managers 

Final evaluation and future priorities 

 

Improvement priority: e) Signs of child sexual abuse and exploitation are recognised and responded to. 

Actions Measures / evaluation Timescale Lead 

i) Review the impact of child sexual abuse and exploitation on 
children in Highland, and the requirement for any enhancement to 
guidance and practice 

. 

 

 CPTO with Resource 
Manager (CP) 

ii) Review the outcomes and recommendations of Police Scotland 
Operation ‘Dash’ and establish local systems for the identification of 

  Police Scotland with 



 

 

children at risk of organised CSE. CPDO with VAW 

Final evaluation and future priorities 

 

Improvement priority: f) Best practice is supported by appropriate policies, procedures and systems. 

Actions Measures / evaluation Timescale Lead 

i) Review and update policy, procedures, information sharing 
protocols and practice guidance in light of further local integration, 
national developments and case reviews. 

 

Updated Policy. 

Case audit demonstrates 
adherence. 

 Head of Children’s 
Services (with SLWG 
as and when required) 

ii) Each agency to review and refresh its staff training on the 
practice model and child protection guidance, including the 
timescales by which staff should have undertaken the training, 
frequency of the training.  Each agency should know who has 
participated in Practice Model training, and should audit training to 
ensure that the appropriate staff are attending the appropriate 
training, and that they have benefitted from the training in terms of 
their practice. 

  Practice Model 
Improvement Group 

iii) Work should take place with GPs and adult mental health services  
to ensure they have robust systems in place for identifying children 
at risk and communicating any concerns appropriately to the 
named person 

   

iv) Implement integrated Family Teams, ensuring joined up approach    



 

 

across practitioners and professional disciplines to meet needs of 
children and families around ASG communities. 

v) Support best practice through introduction of Care and Protection 
function within Family Teams 

  Head of Childrens 
Services 

vi) Continue to promote the adherence of partner agencies to the 
Highland Practice model. 

  KCS and TCI with 
Head of Childrens 
Services 

vii) The role of the Child Protection Advisor should be jointly reviewed, 
including with regard to their interagency role and the role of the team 
lead and in terms of responsibilities in ensuring that information is 
shared appropriately 

  Director of Health & 
Social Care 

Director of Public 
Health and Lead 
Doctor for Child 
Protection 

viii) Local practice is benchmarked against national best practice. 

 

 Ongoing CPC Standing Group 

ix) Ongoing review of audit and self-evaluation to underpin the 
effectiveness of Child Protection in Highland, and that learning from 
best practice is disseminated. 

Report to CPC. January 2015 CPDO with QA Group 

x) Continue to pursue electronic sharing of the Child’s Plan, including 
electronic management information systems for the lead agencies. 

  Director of Care & 
Learning 

xi) The Child Protection Committee Annual Report sets out trends and 
performance in child protection practice, and evidences the impact of 
the work of the Committee and Highland agencies. 

   



 

 

xii) The Child Protection Committee should identify, monitor and 
support agency management of risks in child protection activity and 
services. 

   

Final evaluation and future priorities 

 

 

   



 

 

 

FHC4 Outcome – SAFE:  

Children are well-equipped with the knowledge and skills they need to keep themselves safe (2). 

Improvement priority: a) Children and young people understand what is meant by ‘harm’ in the context of child 
protection and are enabled to refer themselves or others. 

Actions Measures / evaluation Timescale Lead 

i) Review and update communication strategy   CPDO with HYV Exec. 

ii) Consider how to best use media including social media to promote 
self-protective behaviour, encourage disclosure and explain child 
protection processes, including to empower young people to keep 
themselves safe  

  CPDO with e-safety 
leads 

Final evaluation and future priorities 
                                         
                                                                                                                                                                                                                                          

Improvement priority: b) Children and young people are supported to deliver quality witness testimony. 

 

Actions Measures / evaluation Timescale Lead 

i) Establish quality assurance of VRi and other special measures.   PPU/PO Social Care. 

Final evaluation and future priorities 



 

 

Improvement priority: c) Reduce the use of CPOs for new-borns. 

Actions Measures / evaluation Timescale Lead 

i) Review and take account of the use of CPOs for new-borns   PO CP&TCAC with 
Reporter. 

ii) Ensure the appropriate use of CPOs for new-borns   PO CP&TCAC with 
Reporter. 

Final evaluation and future priorities 

   



 

 

FHC4 Outcome – INCLUDED:  

Children, young people and their families are supported well to develop the strengths and resilience needed to 
overcome any inequalities they experience (13). 

Improvement priority: a) Cultural differences and child protection issues arising in new contexts are responded to 
appropriately, enabling full participation by families. 

Actions Measures / evaluation Timescale Lead 

i) Training needs are assessed and cultural issues reflected in the 
design of training. 

 

Referral trends reflect the 
cultural make-up of Highland 
and the levels indicated by 
research for specific groups. 

 CPTO with Training 
Group 

ii) Resources should be identified and sign-posted together with a 
central point of contact. 

  As appropriate 

iii) Availability of generic CP awareness material in languages 
relevant to Highland demographics (including Forces) is reviewed and 
updated. 

   

Final evaluation and future priorities 
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FHC4 Outcome  
Children and young people are supported to achieve their potential in all areas of development (7) 
Improvement priority 2  
Improve HV compliance with protocols / guidelines and best practice following allocation of HPI  

Actions Measures / evaluation Timescale Lead 
Revise Health Visiting  Best Practice guidance in line with national 
recommendations for Health Visiting practice, including stakeholder 
consultation 

Guidance revised and ratified by 
NMAHP policies group 

March 2015 Principal Officer 
(Nursing) 

Launch revised guidance in Highland Council (& Argyll & Bute) All teams have received 
awareness raising sessions 
regarding the revised guidance 

June 2015 Principal Officer 
(Nursing) 

Monitor compliance during regular supervision sessions with Practice 
Lead 

Recorded in supervision 
documentation 

September 2015 Principal Officer 
(Nursing) 

Final evaluation and future priorities 
 
 

 

  



 

 

FHC4 Outcomes  
Families receive support, advice and guidance which is well-matched to their needs and available in ways which helps them to 
prepare for the various developmental stages(9) 
Improvement priority 3 
Increase the number of children who receive their 27-30 review  

Actions Measures / evaluation Timescale Lead 
Develop revised universal 27-30 month assessment tool & guidance Tool  & guidance agreed September  2014 Principal Officer 

(Nursing) 
Roll out revised 27-30 month assessment tool All Family Teams using revised  

assessment tool 
November 2014 Principal Officer 

(Nursing) 
Agree secondary assessment tools and staged interventions Agreed intervention pathways November 2014 Principal Officer 

(Nursing) 
Obtain baseline figure for % uptake per team Baseline agreed September 2014 Principal Officer 

(Nursing) 
Undertake tests of change within each team to increase uptake where 
this is currently below 95%, including consultation with parents 

Review % uptake March 2015 Principal Officer 
(Nursing) 

Final evaluation and future priorities 
 
 

 

 

 

  



 

 

 

 

 

 

FHC4 Outcomes 
Families receive support, advice and guidance which is well-matched to their needs and available in ways which helps them to 
prepare for the various developmental stages (9) 
Improvement priority 4 
Improve the support offered to families  

Actions Measures / evaluation Timescale Lead 
Undertake mapping of resources available Mapping to be undertaken 

through Childcare & family 
Resource partnerships 

August onwards Resource Manager 
(Early Years)District 
Manager/AW 

Ensure all looked after 2 year olds have access to 600 hours early 
learning & childcare 

Evidence of take up via Care 
first 

April onwards Resource Manager 
(Early Years)District 
Manager/AW 

Implementation of early learning & childcare to workless households 
with 2 year olds 

Dissemination of information 
from Scottish Government, 
Recruitment of Childminders, 
Commissioning of Partner 
providers. 
 

August to 
October  

Resource Manager 
(Early Years)District 
Manager/AW 

Final evaluation and future priorities 
 
 

  



 

 

 

 

FHC4 Outcome  
Children and young people thrive as a result of nurturing relationships and stable environments(8) 
Improvement priority 5 
Ensure that new early learning and childcare arrangements meet the needs of children and families  

Actions Measures / evaluation Timescale Lead 
On-going administration related to recruitment and appointment of 
new local authority staff 

Full complement of staff July/August 2014 Resource Manager 
(Early Years)  
Education Officer 
(South) 

Review of arrangements to meet parental need Consultation with parents 
regarding the changes 
implemented from August and 
future of provision required 

From Sept 2014 Resource Manager 
(Early Years)  
Education Officer 
(South) 

Develop new Senior EYP post Convene short life working 
group 

Sept to Dec 2014 Resource Manager 
(Early Years)  
Education Officer 
(South) 

On-going review of other aspects of early learning & childcare 
provision 

Early years review group Sept to June 
2014 

Resource Manager 
(Early Years)  
Education Officer 
(South) 

Final evaluation and future priorities 
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FHC4 Outcome  
Children, young people and their families are supported well to develop the strengths and resilience needed to 
overcome any inequalities they experience.(13) 
Improvement priority 2:  
More of Highland’s Children will be able to stay in Highland Region Placement  

Actions Measures / evaluation Timescale Lead 
Explore in-Highland options and agree proposals for alternative 
provision with Adult, Children & Education Committee  
 
 

The number of children and 
young people returned / avoided 
placements out with Highland 

April 2015 Programme Manager-
Alternatives to Out of 
Area Placements 

Final evaluation and future priorities 
 
 

 

  



 

 

FHC4 Outcomes  
Children and young people experience healthy growth and development.(4) 
Children and young people are supported to achieve their potential in all areas of development. (7) 
 
 
Improvement priority3:  
Improve health outcomes for Children & Young People  

Actions Measures / evaluation Timescale Lead 
Ensure health assessments are completed within 4 weeks and in the 
child’s plan within 6 weeks 

Measure time taken  Monthly PMF Lead Nurse LAC 
 

Ensure health assessments meet the core health standard  Assessment of health 
assessments  
 

Monthly PMF Lead Nurse LAC 
 

Training, supervision and governance arrangements in place for all 
health staff who have Lac as part of their caseload. 

Audit and User evaluations to 
training sessions report to LAC 
IG 
 
Annual governance and 
supervision report to LAC IG 

April 2015 Lead Nurse LAC 
 

Identify and implement mental health screening tool for LAC for use in 
the initial health assessment. 
 

Screening tool agreed and 
implemented 

September 2014 Lead Nurse LAC 
 

Improve access to sexual health services  
 

Achievement of actions noted 
on LAC SH driver diagram 

 
Jan 2015 

 
Lead Nurse LAC 
 

Final evaluation and future priorities 
 

1. Annual Report to Director of Public Health on Health and Looked After Children 
2. Implement the “National Guidance for Health Assessment and Looked After Children” (May 2014) 

   



 

 

FHC4 Outcomes 
Children and young people are supported to achieve their potential in all areas of development. (7) 
Improvement priority 4:  
Improve educational outcomes for Children & Young People  

Actions Measures / evaluation Timescale Lead 
Mechanisms in place to prevent interrupted learning  
 
 

Attendance at school for LAC  - 
exclusion rates for LAC 

Sep 2014 Head of Health 

Final evaluation and future priorities 
 

1. Develop a pathway to ensure that children within Residential Child Care have support to continue learning throughout placement moves  
  



 

 

 

 

FHC4 Outcome  
Children and young people thrive as a result of nurturing relationships and stable environments (8). 
Improvement priority 5:  
Improve the outcomes for LAC in foster care 
 

Actions Measures / evaluation Timescale Lead 
Reduce delay / drift in Permanency Planning processes. 
Record and review the timescales within the permanency process 
and implement a robust process to ensure children are progressed 
through the planning process within swift timescales. 

Continual audit will be 
established to review the LAC in 
foster care who experience 
three or more unplanned 
placement moves in a 3 month 
period.  Improvement will be 
generated from the outcome of 
this continual review process. 
Report to the LAC IG each 
quarter 

Dec 14 Resource Manager 
Fostering & Adoption 

Reduce the number of LAC in foster care who experience multiple 
placement moves 

 Findings to be included in annual report to committee for 
Fostering and Adoption service 

 Roll out the review of placement moves to children in 
residential child care. 

 

Continual audit will be 
established to review the LAC in 
foster care who experience 
three or more unplanned 
placement moves in a 3 month 
period.  Improvement will be 
generated from the outcome of 
this continual review process. 

quarterly Resource Manager 
Fostering & Adoption 

Increase the resilience and confidence of adopters and permanent 
foster carers in their parenting abilities. 

Preparation, training and 
support is available to adopters 
and foster carers and these 
identify the skills required to do 
the job 

Dec  2014 
 
 
 

Resource Manager 
Fostering & Adoption 



 

 

Final evaluation and future priorities 
 
 

  



 

 

 

FHC4 Outcome  
  
Improvement priority 6:  
Improve the transition for LAC in throughcare and aftercare into adulthood. 

Actions Measures / evaluation Timescale Lead 
“Who Cares” and the Barnardo’s Young People’s advisory board will 
take forward the actions agreed from the young people’s views on 
communication and service delivery  
 
 

The Advisory Board will 
evidence the implementation of 
agreed actions through a report 
to the LAC IG 

Dec 2014 Programme Manager 
Barnardo's Highlands 
& Islands 
 

Young people to complete annual evaluation forms regarding their 
views on services provided  

 
 

Young people are engaged in 
the evaluation process 
 
Annual Report to the LAC IG  

Dec 2014 Programme Manager 
Barnardo's Highlands 
& Islands 
 

Ensure there is a designated health professional identified to support 
the plan for through-care 
 

Report and recommendations to 
next LAC IG  

Sep 2014 Head of Health 

Develop a skills academy and one stop shop to offer opportunities to 
build skills and confidence 
 

Report to the LAC IG with 
positive development 

Dec 2014 Resource Manager 
Looked After Children 
& Child Protection 
 

Final evaluation and future priorities 
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FHC4 Outcome  
Children and young people are equipped with the skills, confidence and self-esteem to progress successfully in their learning 
and development (4). 
Improvement priority:  

2. Enable and support positive and reflective relationships across the life course: pregnancy, infancy, early years, 
school years/adolescence/transition to adulthood 

Actions Measures / evaluation Timescale Lead 
Determine likely need and demand for interventions/services to 
support positive relationships 

Completed Needs Assessment June 2014 CHC 

Key stakeholder self evaluation of service issues to date Completed self assessment August 2014 CHC 
Determine likely need and demand for interventions/services to 
support positive relationships  

Completed Needs Assessment  June 2014 CHC 

Key stakeholder self evaluation of service issues to date  Completed self assessment  August 2014 CHC 
Development of  process maps to determine current journeys of 
care/assessment and access to services  

Completion of process maps December 2014 CHC 

Development of  pathway/journey (and related audit points) to identify 
and asses need/vulnerability to determine best interventions to 
support positive/reflective   relationships at key transitions  

Completion of Family Friendly 
Commissioning Templates  
Audit use of pathway from 
sample child plan audits 

March 2015 
 
March 2016 

CHC+Additional 
Support Needs C+L 

Identify validated assessment tools and interventions  to inform 
assessment of need and related appropriate interventions  

Determination of tools 
Evidence of use of 
assessments/tools in sample of 
practice records  

March 2015 CHC+ Additional 
Support Needs C+L 

Development of competent skilled workforce across services for 
children and young people to identify, assess and intervene as 
appropriate to support positive relationships  
 

Delivery of training to key staff 
groups  
Monitor/uptake across 
Integrated teams  

March 2016  Additional Support 
Needs Service 
Managers C+L 

Support implementation of pathway/journey in Integrated Children’s Evidence of improvement March 2016 CHC Additional 



 

 

teams with necessary interfaces with HHSCP clinicians and 
managers  
 

methodologies to support 
change  
Evidence of use of 
assessments/tools in sample of 
practice records 

Support Needs Service 
Managers C+L 

Final evaluation and future priorities 
Completion of Needs Assessment  
Completion of pathway journey   
Established system of child plan audit in Integrated Teams (5/year for each age/stage) 
Feedback of experience from practitioners and service users 
Identifying performance measures to demonstrate  improvement  
 
 

 

  



 

 

 

FHC4 Outcome  
Children and young people thrive as a result of nurturing relationships and stable environments (8). 
 
Improvement priority 3:  
Support mental health and wellbeing for Looked After Children and Young People across a continuum of promotion, 
prevention and care 

Actions Measures / evaluation Timescale Lead 
Determine likely need and demand for interventions/services to 
support mental health and well being for Looked After Children and 
Young People  

Completed Needs Assessment  June 2015 CHC 

Key stakeholder self evaluation of service issues to date Completed self assessment  August 2015 CHC 
Development of  process map to determine current journeys of 
care/assessment and access to services 

Completed process maps December 2015 CHC 

Development of  pathway journey to identify and asses 
need/vulnerability and processes and practice to intervene to promote 
well being and intervene in a timely manner when required with 
identification of key audit points 
 
 

Completion of Family Friendly 
Commissioning Templates  
Audit use of pathway from 
sample child plan audits 

May 2016 CHC +Phoenix Service  
+ LAC C+L 

Identify validated assessment tools and interventions  to inform 
assessment of need and related appropriate interventions  

Determination of tools 
Evidence of use of 
assessments/tools in sample of 
practice records 

May 2016 CHC Phoenix Service 
+ LAC C+L 

Development of competent skilled workforce across services for 
children and young people to identify, assess and intervene as 
appropriate to support mental health and well being in Looked After 
settings  
 
 

Delivery of training to key staff 
groups  
Monitor/uptake across 
Integrated teams 

  

Support implementation of pathway/journey in Integrated Children’s Evidence of improvement   



 

 

teams with necessary interfaces with HHSCP clinicians and 
managers  
 

methodologies to support 
change  
Evidence of use of 
assessments/tools in sample of 
practice records 

Final evaluation and future priorities 
Completion of Needs Assessment  
Completion of pathway journey   
Established system of child plan audit in Integrated Teams (5/year for each age/stage) 
Feedback of experience from practitioners and service users 
Identifying performance measures to demonstrate  improvement  
Identifying performance measures to demonstrate  improvement  
 
 

 

  



 

 

 

FHC4 Outcome  
Young people and families live in increasingly safer communities where anti-social and harmful behaviour is reducing(1). 
Improvement priority 4:  
Support mental health and wellbeing for children and young people who are affected by conflict across a continuum of 
promotion, prevention and care 

Actions Measures / evaluation Timescale Lead 
 
Determine likely need and demand for interventions/services to 
support mental health and well being for children and young people 
affected by conflict (family, school, community) 

Completed Needs Assessment   

 
Key stakeholder self evaluation of service issues to date 

Completed self assessment   

Development of  process maps to determine current journeys of 
care/assessment and access to services where conflict is 
experienced in different settings 
 

Completed process maps   

Development of  pathway journey to identify and asses 
need/vulnerability and processes and practice to intervene in key 
settings with identification of key audit points 
 

Completion of Family Friendly 
Commissioning Templates  
Audit use of pathway from 
sample child plan audits 

  

Identify validated assessment tools and interventions  to inform 
assessment of need and related appropriate interventions 

Determination of tools 
Evidence of use of 
assessments/tools in sample of 
practice records 

  

Development of competent skilled workforce across services for 
children and young people to identify, assess and intervene as 
appropriate to different settings and contexts 

Delivery of training to key staff 
groups  
Monitor/uptake across 
Integrated teams 

  

Support implementation of pathway/journey in Integrated Children’s 
teams with necessary interfaces with HHSCP clinicians and 
managers  

Evidence of improvement 
methodologies to support 
change  

  



 

 

 Evidence of use of 
assessments/tools in sample of 
practice records 

Final evaluation and future priorities 
Completion of Needs Assessment  
Completion of pathway journey   
Established system of child plan audit in Integrated Teams (5/year for each age/stage) 
Feedback of experience from practitioners and service users 
Identifying performance measures to demonstrate  improvement  
 

 

  



 

 

 

FHC4 Outcome  
Children and young people experience healthy growth and development (4). 

 
Improvement priority (5):  
Ensure timely access to specialist mental health services when required across Tiers 1- 4 
 

Actions Measures / evaluation Timescale Lead 
Determine likely need and demand for interventions/services to 
support mental health and well being for children and young people 
from Tiers 1-4 

CAMHS HEAT Target 18 weeks 
to treatment  

December 2014 CHC 

Key stakeholder self evaluation of service issues to date 
 

Completed self assessment  December 2014 CHC Service 
Managers  

Development of  process map to determine current journeys of 
care/assessment and access to services across Tiers 
 
 

Completed process maps December 2014 Service Managers 

Development of  pathway journey to identify and asses 
need/vulnerability and processes and practice to intervene across 
Tiers with identification of key audit points 
 

Completion of Family Friendly 
Commissioning Templates  
Audit use of pathway from 
sample child plan audits 

March 2015 CHC Service 
Managers 

Identify validated assessment tools and interventions  to inform 
assessment of need and related appropriate interventions 

Determination of tools 
Evidence of use of 
assessments/tools in sample of 
practice records 

March 2015 Clinical Leads 

Development of competent skilled workforce across services for 
children and young people to identify, assess and intervene as 
appropriate to meet mental health need across Tiers 

Delivery of training to key staff 
groups  
Monitor/uptake across 
Integrated teams  
 

March 2016 Service Managers 



 

 

Support implementation of pathway/journey in Integrated Children’s 
teams with necessary interfaces with HHSCP clinicians and 
managers  
 

Evidence of improvement 
methodologies to support 
change  
Evidence of use of 
assessments/tools in sample of 
practice records 

March 2016 CHC Service 
Managers 

Final evaluation and future priorities 
Completion of Needs Assessment  
Completion of pathway journey   
Established system of child plan audit in Integrated Teams (5/year for each age/stage) 
Feedback of experience from practitioners and service users 
Identifying performance measures to demonstrate  improvement  
 
 

 

  



 

 

 

FHC4 Outcome  
 Children, young people and families are enabled to tell us what they think about services and the community in which they live, 
and improvement is determined with their involvement and by understanding their views, wishes, and expectations 
Improvement priority 6:  
To work with children and young people to ensure their views and experiences  inform service design and delivery 

Actions Measures / evaluation Timescale Lead 
Develop a collaborative/participative  relationship with SPEAK 
(Stigma Prevention (through) Experience)  to inform 
promotion/preventive programmes across settings in Highland  

Establish engagement process 
Evidence of engagement  

August 2014 
March 2015 

CHC/HUG 

Develop a collaborative/participative  relationship with SPEAK 
(Stigma Prevention (through) Experience)  to inform service design 
and delivery of CAMHS services 
 

Establish engagement process 
Evidence of engagement 

August 2014 CHC/HUG 

Work with Highland Youth Convenor and Highland Youth Voice 
Executive to develop a programme of work to promote mental health 
and well being across Highland 
 

Input into Youth Voice Spring 
and Autumn conferences with 
audit of actions agreed and 
progress made 

June 2014 
November 2014 

CHC/Youth Convenor 

Develop a collaborative/participative relationship with Who Cares? To 
ensure experiences and perspectives of Looked After Children and 
Youth People on mental health and well being and access to services  

Establish engagement process 
Evidence of engagement 

September 2014 CHC/Who Cares? 

Develop a collaborative/participative relationship with Young Carers 
to ensure experiences and perspectives of Young Carers on mental 
health and well being and access to services   
Identifying performance measures to demonstrate  improvement  
 

Establish engagement process 
Evidence of engagement 

December 2015 CHC Head of Health  

Final evaluation and future priorities 
Evidence of consultation and engagement with children, young people and families  
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FHC4 Outcome  
3,4,5,6,7,10 
Improvement priority:  

2. Improve Access and quality of existing and new spaces for play and increase the number of quality spaces for play 

Actions Measures / evaluation Timescale Lead 
Work with Community Services, Education and partners to develop 
an improved corporate approach which includes an agreed standard 
for all play areas in schools grounds: identify school grounds to test 
how this needs to be developed, including the implications of 
community access. 
 

Agreed standard in place Scoping meeting 
Sept 2014 

Head of Education 

Increase the number provisions who are: 
 able to provide free access to the outdoors; and 
 report that children have daily access to the outdoors 

 

Play IG Survey Annually – April 
2015 

Resource Manager 
Early Years 

Develop partnership with SNH/Forestry Commission  and map their 
provision of spaces for play 
 

Play space provision will be 
mapped 

August 2015 HI Policy Manager 

Seek out and promote ways in which we can improve multifunctional 
intergenerational leisure space 
 

Increase in the number of 
intergenerational play spaces 

To be agreed To be agreed 

Final evaluation and future priorities 
 
 

  



 

 

FHC4 Outcome  
12 
Improvement priority:  

3. Involve children, young people, parents and professionals meaningfully in decision making and planning. 
Actions Measures / evaluation Timescale Lead 

Disseminate relevant national and international research and good 
practice to staff and community groups 
 

Number relevant items on Play 
Highland Website 

Ongoing Social Media and 
Website CALA 

Youth Voice participation at Community Councils (specific project). 
 

To be developed To be agreed Youth Convener 

Review the needs of children and young people with additional 
support needs in relation to access to stimulating, active play 
 

To be developed To be agreed  To be agreed 

Develop a mechanism to support / enable community groups to 
develop spaces for play locally using an asset based approach. 
 

To be developed To be agreed To be agreed 

Final evaluation and future priorities 
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FHC4 Outcome  
Children, young people and families are enabled to tell us what they think about services and the community in which they live, 
and improvement is determined with their involvement and by understanding their views, wishes, and expectations 
Improvement priority 2:  
Develop  consultation & engagement with young carers 
 

Actions Measures / evaluation Timescale Lead 
Plan and host a Highland Young Carers event to support meaningful 
engagement to understand their views wishes and aspirations 

The event takes place. 
A clear summary of views 
wishes and aspirations exists to 
prioritise future planning 

Spring 2015 Head of Health 

Develop a draft consultation and engagement plan  
 

The draft plan will be agreed at 
the annual Highland Young 
Carers event. 

Spring 2015 Connecting Carers 

Develop a mechanism to involve young carers in contributing to their 
own child’s plan and test with a group of Young Carers 
 

Evidence through evaluation of 
child’s plans which show that 
the views of young carers have 
been sought and acted upon 

  

Youth ambassador programme  
 

   

Develop questions aimed at Young Carers to be included within the 
revised Lifestyle survey 
 

New questions included within 
the lifestyle survey 

December 2014 Cath King 

Promote the involvement and participation of young carers in youth 
voice 

Young Carers representation in 
youth voice 

 Children’s planning 
manager 

Final evaluation and future priorities 
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FHC4 Outcome  
Families receive support, advice and guidance which is well-matched to their needs and available in ways which helps them to 
prepare for the various developmental stages (9). 
 
Improvement priority 1:  
Develop a mechanism to describe the services that are currently delivered which provides an overview for all stakeholders. 
 

Actions Measures / evaluation Timescale Lead 
 Describe how we currently work towards improving outcomes 

for children accessing our services 
Paper complete May 2014 IG Chair 

 
 Scope all our current services to describe the range of activity 

that supports children and young people within existing Youth 
Justice provision.  

Scoping complete May 2014 IG Chair 
 

 Describe services which have a specific focus on  young 
people in transition to adult services and those coming into 
criminal justice services for the first time 

Paper complete May 2014 IG Chair 
 

 Describe how we currently participate in community safety 
projects 

Paper complete May 2014 IG Chair 
 

 Describe the range of diversionary activities we deliver for 
children and Young People who are at risk of becoming 
serious and / or repeat offenders 

Paper complete May 2014 IG Chair 
 

Final evaluation and future priorities 
Utilise papers and scoping above to determine priorities below 
 

 

  



 

 

 

FHC4 Outcome  
Families receive support, advice and guidance which is well-matched to their needs and available in ways which helps them to 
prepare for the various developmental stages (9). 
 
Improvement priority 2:  
Evaluate the range of services described in the overview to determine strengths, weaknesses and inconsistencies in service delivery. 

Actions Measures / evaluation Timescale Lead 
 Identify the ways in which we can improve the outcomes for 

Children and young people who access the services we deliver 
 Service Agreement 

regarding ISS to be 
circulated to all 
services/personnel 
concerned. 

 YAT aware of 
diversionary 
policy/procedures and 
how to follow them. 

 Management supports 
diversionary activities and 
acknowledge their worth.  

 

December 2014 IG Chair 
 

 Improve the outcomes particularly for in those in transition to 
adult services and those coming into criminal justice services 
for the first time 

December 2014 IG Chair 
 

 Improve effective intervention by ensuring that the pathway 
into YAS is clear and used appropriately across Highland. 

December 2014 IG Chair 
 

 Define how links to victims supports our work with Children and 
Young people 

December 2014 IG Chair 
 

Review and evaluate the intensive support service to consider 
its future. 

December 2014 IG Chair 
 

 Describe how we can more effectively participate in community 
safety projects 

December 2014 IG Chair 
 

Improve the range of diversionary activities we deliver for 
children and Young People who are at risk of becoming 
serious and / or repeat offenders. 

December 2014 IG Chair 
 

Final evaluation and future priorities 
 
 

 

  



 

 

FHC4 Outcome  
Children and young people are supported to achieve their potential in all areas of development(7). 
 
Improvement priority 3:  
Improve the service to 16-18 years of age, whether in transition between children’s and adult’s services or coming into contact with criminal justice 
services for the first time. 
 

Actions Measures / evaluation Timescale Lead 
 Helping develop independence skills Young people will recognise 

they have increased skills 
December 2014 IG Chair 

 
 Offering group work exploring future work opportunities. Group work opportunities in 

place for young people 
December 2014 IG Chair 

 
 Obtain appropriate referrals from adult services of individuals 

that may benefit highland wide. 
Referrals increase December 2014 IG Chair 

 
 Improved communication between Health & Social 

Care/SCRA/Court/Police/NHS/Housing/Job Centre. 
Clarification of all agencies roles 
& responsibilities outlined in 
each case. 

December 2014 IG Chair 
 

 Explore the possibility of secure care being an alternative to 
prison. 

Increased use of secure care as 
appropriate 

December 2014 IG Chair 
 

 Develop Virtual Guidance Procedures available to the YAT. Guidance in place and 
accessible 

December 2014 IG Chair 
 

 Use volunteers as peer mentoring Volunteers in place December 2014 IG Chair 
 

Final evaluation and future priorities 
 
 

 

  



 

 

FHC4 Outcome  
Children and young people are supported to achieve their potential in all areas of development (7). 
Improvement priority4:  
Develop a plan to improve the effectiveness and efficiency of the workforce in response to the service delivery evaluation 

Actions Measures / evaluation Timescale Lead 
 Develop an induction programme and materials for new Youth 

Action Team staff 
Induction programme in place October 2014 IG Chair 

 
 Ensure there is an effective mechanism to bring consistency to 

the way we use ASSET scores to track progress of all young 
people in our service 

ASSET scores used consistently 
across the service 

October 2014 IG Chair 
 

 Improve the use of the Mental Health Screening tool within 
Asset. 

Screening tool used consistently October 2014 IG Chair 
 

Final evaluation and future priorities 
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There will be evidence of the impact of interventions linked with need, 
noted within the child’s plan 

Audit returns will indicate 
progress. Aim for a score of at 
least 8/10 for 95% of plans. 

On-going HoASS 

Examples of good quality plans will be available to provide models for 
practitioners. 

Examples available By Jan 2014 HoASS 

Team leaders and managers will monitor the quality of plans through 
supervision sessions. Staff will be encouraged to use peer support to 
share and improve practice in the use of the child’s plan. 

Self-report from Team Leaders On-going Team Leaders 

An aide memoire will be available for practitioners with information  
that may be included in a child’s plan to ensure more of the specific 
information required is included in the initial plan when additional 
services are being requested. 
 

Information available On-going HoASS 
PO AHPs 

A parent/child questionnaire or focus group will be used to gather 
information about the plans being ‘fit for purpose’ and user friendly. 
 

Evaluation report Bu Dec 2014 Policy Officer 

Final evaluation and future priorities 
 

 

  



 

 

 

FHC4 Outcome  
Children are protected from abuse, neglect or harm at home, at school and in the community (1).  
 
 
Improvement priority:  
     2.       Ensure the national rollout of a process for completing and processing Child Concern Forms, leads to positive    
benefits for children/young people, in the transfer of information 
 

Actions Measures / evaluation Timescale Lead 
Research the effectiveness of the use of child concern forms and the 
process around their use in effecting better outcomes for children and 
young people. 
 
The national roll out of a uniform system of using Child Concern 
Forms within Police Scotland will be tracked in Highland and the 
opportunity will be taken to review how forms are completed, what 
information is included on them and how this could be improved. 
 

Statistical and performance data 
from the roll out and relevant 
evaluations and research 
findings using the improvement 
science methodology. 

By Jan 2015 
 
 

BF to lead a multi-
agency group  

Final evaluation and future priorities 
 
 

 

  



 

 

 

FHC4 Outcome  
Improvement in service provision is determined by the participation of children, young people and families and by 
understanding their views, wishes, and expectations (14).  
 
Improvement priority:  

3. Ensure high quality engagement with and inclusion of children and young people across service and policy 
development 
 

Actions Measures / evaluation Timescale Lead 
Children and young people will be empowered and directly involved in 
their personal planning.  
 
Practitioners will be asked to ensure that all plans include comments 
from children and young people and that where this is not possible, 
observations are made and interpreted as to the feelings and 
emotional states of the children/young people. 
 
There will be evidence in plans of creative and innovative ways of 
gaining the views of children and young people who may find it hard 
to communicate verbally eg through the use of signers, talking mats, 
observations etc. 
 

Audits of child’s plans will show 
evidence of children’s views in 
98% of plans. 
 
 
 
 
 
 

On-going HoASS 

Opportunities for engagement with children and young people at all 
levels will be created and taken. Initially engagement with children 
through the Highland Children’s Forum will be organised, as part of 
the formal evaluation of the Highland Practice Model.   

Evaluation report By December 
2014 

HCF and Policy 
Officer 

Children and young people will be involved in consultations and 
engagement with service providers, to help develop and shape policy 
and practice.  
Opportunities for engagement with children and young people at all 

Evidence of engagement with 
children, young people and their 
parents/carers, will be reported 
to the Leadership group termly. 

On-going HPM Group 



 

 

levels will be created and taken. Initially engagement with children 
through the Highland Children’s Forum will be organised  as part of 
the formal evaluation of the Highland Practice Model.  In addition, 
Practitioner Engagement will also inform children’s views 
 

 

Re-launch the HPM guidance, once this has been updated to take 
account of changes in structures and emphasise the need to include 
the child/young person at every stage. This will be emphasised with 
team leaders and managers. 
 

Guidance updated By October 2014 PO Social Care 

Progress since last plan 

 Evaluation of HPM – Child’s Plans ongoing, led by Policy Officer and Highland Children’s Forum 
 

Final evaluation and future priorities 
 
 

 

  



 

 

 

FHC4 Outcome  
Families are valued as important contributors and work as equal partners to ensure positive outcomes for        their 
children and young people (12). 
 
Improvement priority:  
      4.       Ensure the forms of engaging parents and families in the assessment, planning and review processes for their children,  make 

them feel listened to and empowered to find effective ways forward.
Actions Measures / evaluation Timescale Lead 

Solution focused meetings will be used in finding ways forward and in 
goal setting with families. 
 
Training in solution focused meetings and solution focused 
approaches will be offered in various areas of Highland on a regular 
basis to support the continued professional development of staff in 
these skills. 
 

There will be a rolling training 
programme providing an 
increase in the opportunities for 
practitioners  to engage in SF 
training. 

On-going Ed Psych Service 

An audit of parental views will be undertaken to ascertain their views 
of the process of assessment, planning and review. 
 
 

Audit of parental views. 
Parents will report that the 
processes of engaging with 
them are positive and help 
empower them to better support 
their children. 
 

By December 
2014 

HCF and Policy 
Officer 

Several children will be followed through from initial concern, through 
the process of assessment, planning and review, to gain more in-
depth knowledge of the experiences of parents over a period of time. 
 

Longitudinal case study and 
review 
 
 

Case identified by 
August 2014 

Team Leaders 

Progress since last plan
 Evaluation of HPM ongoing, led by Policy Officer and Highland Children’s Forum 
 Training completed by EPS in all Areas re SF training 

Final evaluation and future priorities 



 

 

 

FHC4 Outcome  
Families receive support, advice and guidance which is well-matched to their needs and available in ways which helps 
them to prepare for the various developmental stages (9). 
 
Improvement priority:  
13. Ensure clarity and appropriate actions taken in respect of the roles and responsibilities of the Named Person and 

Lead Professional 
Actions Measures / evaluation Timescale Lead 

A self-evaluative approach will be taken to examine the impact of the 
role of named person and lead professional. 
 
 

The role of Named Person and 
Lead Professional will be 
understood and appropriate 
responsibilities and actions 
taken within these roles. 
 
There will be evidence of 
effective multi-disciplinary 
working to support 
children/young people and their 
families/carers. 

On-going HPM Group 

With the re-launch of the HPM Guidance, provide training for those 
staff who will be NP and/or LP initially before rolling out to other staff 
who may be partners to the plan. 
 
 

Guidance will be updated and 
re-launched and will support 
training. 
 

By January 2014 PO Social Care 
PO Nursing 
ASL Coordinator 

Partners to the plan are readily identified and work jointly and 
collaboratively to support children and young people effectively. 
 

Identified through CP audits 
 

On-going 
 
 

HPM Group 

Progress since last plan
 
Final evaluation and future priorities 



 

 

 

FHC4 Outcome  
Families receive support, advice and guidance which is well-matched to their needs and available in ways which helps 
them to prepare for the various developmental stages (9). 
Improvement priority:  

14. Ensure a confident and knowledgeable staff who understand child development and emotional needs 
Actions Measures / evaluation Timescale Lead 

Develop staff training around attachment, resilience and child 
development.  
Link additional training into work already on-going around the 
development of emotional literacy, promoting positive relationships, 
parenting and the early years’ framework. Consider the gaps in CPD 
available for staff and create a programme of training at different 
levels to support this development for staff in children’s services. 
 

Training programme will be 
developed and delivered as an 
on-going part of CPD within 
children’s services. 

By August 2014 
and On-going 

HoASS to coordinate  

Trial training with a group of practitioners and evaluate this to inform 
the required changes, before including these changes and rolling out 
training across Highland. Use various training media to provide a 
range of options for staff, including face to face training, long and 
shorter courses, video links, written material etc. 
 

Training trialled with Early Years 
staff initially 

By September 
2014 

HoASS to coordinate 

Progress since last plan
 Initial training provided to early years staff in nurseries and partner centres during Oct 13 and Feb 14 inset days. 

Final evaluation and future priorities 
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Ensure schools in areas of deprivation are targeted where appropriate 
with health improvement input. 
 

Reduced inequalities in health Annual review HIPM, QIO H&WB 

Develop a training programme for staff in children’s services 
Involving staff in developing  materials 
 

To be agreed  TBA TBA 

Food and Health 
Increase uptake of school meals Targets set at individual school 

level (SMSG); 
Volume of oily fish, veg, fruit and 
salad in SMs per child increases 
(Catering Service); 
 

Review April 
2015 

HI Policy Manager 

Implementation of High 5 Programme - 641 interventions (including 
A&B) 
 

Increase the number of children 
of school age achieving and 
maintaining a healthy weight  
 

March 2014 HI Policy Mangager 

Continue to roll out High 5 Programme beyond the period of the CHW  
HEAT Target 

Increase the number of children 
of school age achieving and 
maintaining a healthy weight  
 

June 2015 HI Policy Manager 

Dental Health 
All infants will have a Childsmile oral health assessment  and the 
outcome recorded as part of their 6-8 week health assessment  
 
 

Increased dental registration of 
0-2 year olds 
By December 2016  - 75% of 
children aged <3 years are 
registered with a dentist 
 

Review annually 
– December 
2014 

Senior Dental Officer 
NHS 

All nurseries will participate in the Childsmile toothbrushing 
Programme with 80% of the roll brushing daily 
All children will receive at least two fluoride varnish applications 
annually from 2 years of age (HEAT target)  

Increased % of 5 year olds with 
no obvious decay experience By 
December 2020 80% of 5 year 
olds will have no obvious dental 

Review annually 
– December 
2014 

Senior Dental Officer 
NHS 



 

 

 
 

decay experience   
 

Healthy Environments 
Smoke Free Homes Project 
 

To be agreed with NHSH TBA TBA 

Immunisations  
Improve immunisation rated to ensure that children  are fully 
protected against common childhood infectious diseases and Cervical 
Cancer   
 

MMR1 uptake to be at 95% 
HPV to be offered to all girls in 
second year at secondary 
school 
Flu vaccine – to be added 

Annual review PO Nursing 

Final evaluation and future priorities 
 
 

 

   



 

 

 

FHC4 Outcome  
10. Children and young people are physically active. 
Improvement priority:  

4. Physical Activity 
Actions Measures / evaluation Timescale Lead 

Increase the number of children walking and cycling to school Increase the number of children of 
school age achieving and 
maintaining a healthy weight  
 

Review June 
2015 

Road Safety Unit 

All schools to have 2 hours/sessions of PE per week Increase the number of children of 
school age achieving and 
maintaining a healthy weight  
 

 PE Support 
Programme 
Development Manager 

Link to High 5 above under food and health 
 

   

Final evaluation and future priorities 
 
 

 

  



 

 

 

FHC4 Outcome  
5. Children and young people make well-informed choices about healthy and safe lifestyles. 
Improvement priority:  

5. Sexual Health and substance misuse 

Actions Measures / evaluation Timescale Lead 
Review SHARE content and staff training. 
 

Increase in uptake of training 
2013 – 16 
2014 -  46 

March 2014 HI Policy Manager and 
NHS HP Specialist 

Review primary SRE content, targeting, delivery and other input such 
as the Brook BiteSize project and Waverly Care HIV resource. 

Improved content of teaching 
materials 

December 2014 HI Policy Manager and 
NHS HP Specialist 

Map current drop in facilities, services provided and by whom – 
recommend  areas for development 

Report with recommendations  December 2014  

Develop electronic substance misuse Toolkit for teachers, other 
professionals parents and young people  

Toolkit developed October 2014 HI Policy Manager 
 

Develop substance misuse marketing for 15+ age group Most appropriate 
communication mechanism 
identified and in place 

March 2015 Co-ordinator HADP 

Deliver staff training on substance misuse Numbers attending training  
Number of training events 
 

March 2015 ACSM North lead 

Final evaluation and future priorities 
 
 

 

   



 

 

 

 

FHC4 Outcome  
14. Children, young people and families are enabled to tell us what they think about services and the community in which they 
live, and improvement is determined with their involvement and by understanding their views, wishes, and expectations 
Improvement priority:  

6. Children, young people and their families views impact upon service developments 
Actions Measures / evaluation Timescale Lead 

HYV consultation and additional LAC focus group to inform DPH 
Annual Report 2013 
 

Views included in DPH report December 2013 Children’s Commissioner 

Gather views of children and young people through the Highland 
Lifestyle survey every two years (Survey redesign for 2015) 

Increase in number of young 
people participating: 2009 3,871 
(47%);  
2011, 5117 (66.4%); and  
2013, 5161 (66.2%).   
Survey results inform 
improvements in FHC4 
 

Spring 2015 HI Policy Manager 

Increase in parent participation in relation to school food. 

 

Increased participation in parent 
/carer food and health in schools 
participation programme. 
 

Review June 
2015 

Facilities Services 
Manager 

Final evaluation and future priorities 
 
 

 

  



 

 

FHC4 Outcome  
Children and young people are supported to achieve their potential in all areas of development (7). 
Improvement priority 7:  
Improved staff  Health 

Actions Measures / evaluation Timescale Lead 

Improve staff  Health 

Staff Stress Awareness Day 
promotion of materials 
 

November 2014 IG Lead 

Children’s Services Managers 
attendance at Managing Stress 
at Work training 
 

To be agreed 
with Education 
and HSC 
Management  

IG Lead 

Final evaluation and future priorities 
 
 

 

 

  



 

 

 

 

Supporting Parents Improvement Group 

Date of Plan – August 2014 

 

 

FHC4 Outcome  
Families are valued as important contributors and work as equal partners to ensure positive outcomes for their 
children and young people. 
Improvement priority1:  
Parents are aware of the developmental stages of their child’s life and informed about how to support these by offering 
them relevant information at key stages. 

Actions Measures / evaluation Timescale Lead 
Written information and/or a group session will be offered at entry to P1 The number of parents accessing 

the handling teenage behaviour 
programme increases. 

  
Link with EY collaborative work stream 3 to explore how improvement 
methodology can be applied. 

  

Draft the material to be piloted and devise the formats  
(key messages) 

  

Trial material with parents and staff.   
Refine materials and implementation method.   
Offer leaflets/groups to a sample of parents on entry to P1   
    

    

Final evaluation and future priorities 
 
 

 



 

 

 

 

FHC4 Outcome  
Families receive support, advice and guidance which are well-matched to their needs and available in ways which helps 
them to prepare for the various developmental stages. 
Improvement priority 2:  
Through the parent support framework ensure universal support to parents of children pre-birth-16yrs+ and additional support where 
required.  

 
Actions Measures / evaluation Timescale Lead 

The Highland Parent Support Framework is taken to Adult and Children’s 
Committee for approval. This is communicated to all stakeholders and 
partners. 
 

Report October 13 SPIG 

 
Each Area has a plan using the Mapping and Planning Template. This plan 
evidences universal and targeted support to parents and gaps in support. 

 
Area Plans increase. 

November 13 North/CCEE 

Managers are clear about the budget and resources available for parent 
support work in their area. 

Area Plan  Business Support Team 
Area Management 

Support is developed as a result of local need established through monitoring 
and evaluation of the needs and outcomes for families. 

Health Development Officer post 
and relevant administrative support. 

  

Weaning practices need to be standardised and evidence based to ensure 
parents, carers and providers are receiving the correct advice. 

Karen Mackay and Jayne Watt are 
leading a working group to develop 
a package for use across Highland. 

June 14 Infant Feeding Advisor 

‘Cooking on a budget’ and nutritional advice is available.  Report June 14 Karen Mackay and Jayne 
Watt 

Central Co-ordination post.  Parent Support Health DO December 13 SM 
The number of staff trained in the use of the Scottish Antenatal Parent 
Education Increases. 

   

Final evaluation and future priorities 
 



 

 

 

FHC4 Outcome  
Families receive support, advice and guidance which are well-matched to their needs and available in ways which helps 
them to prepare for the various developmental stages. 
Improvement priority 3:  
Improve the information available to all parents and carers to support them in their role of providing a safe, loving and 
nurturing environment that benefits their child. Parental confidence is strengthened through being well informed about 
children’s development and having the opportunities, according to need, to develop relevant skills.  

Actions Measures / evaluation Timescale Lead 
Accessible information for new parents is universally available. Expectant 
parents, carers, practitioners and other stakeholders have available relevant 
information so they can be aware of the types of support parents can expect. 

The Scottish Woman Held Maternity 
Record (SWHMR) and Pathway for 
Maternity Care detail information 
that should be given to parents 
through pregnancy and early post 
natal period. The Highland 
Information Trail is reviewed 
annually and gives information to 
support this. 

Ongoing  

Implementation of Healthcare Improvement Scotland Scottish Antenatal 
Parent Education Pack and Compassionate Connections  

Data from local champions in 
maternity services 

June 2014 Head of Midwifery, lead 
midwives, H&SC teams 
and third sector. 

Training of midwives, health visitors and other staff in motivational 
interviewing to facilitate delivery of health improvement messages and 
promotion. This will include education pack and Compassionate Connections. 

Feedback from National Practice 
Education Facilitator 

 Maria Anderson to report. 
SH to link to Lead 
midwives. 

Develop use of parent information slips in Red Book via Early Years 
Collaborative and improvement methodology. 

EY Collaborative approach  Care and Learning 
Alliance PTGF Team. EY 
Health DO 

Distribute Play @ Home and promote use alongside Book Bug Bags in the 
home and the community. 

Evidence of distribution and 
promotion activities. Practitioner 
training record. CALA 

 EY Health DO. Play at 
Home advisory group. 
H&SC Teams, Highlife 
Highland Libraries team 
and third sector partners. 

Devise method of using Before Words, Buck Bug and Play at home antenatal 
and postnatal setting. 

AHP lead. Karen Murray/Toni Barker   

Extend the use of PEEP (Parents Early Education Partnership) materials in 
groups and 1:1 following pilots. 

EY Health DO, Area Management, 
H&SC staff and third sector 

 EY Health DO 
Area Management. H&SC 



 

 

 
Gillian Forbes undertakes PEEP for Practitioners training 
Further training in Highland. 

partners.  and Third Sector 
 

Written information and group presentation on entry to P1 – link to EYC work 
stream 3 to explore how improvement methodology can be applied. 
Draft, Trial, Refine, Implement, material. Offer materials to parents on entry of 
child to P1 
 
 
 

  EY Health DO. Head 
Teachers 

Consult parents on where to access information and implement access to 
information. 

Ruth Cairns   

Explore how access to information and advice can develop nuclei of best 
practice; inform the discussion on Family Centres and Parent Networks. 

   

Develop material on internet platform – Highland Family Information Service.    
The number of schools offering sessions and or written information to 
parents about child development at transition to P1 increases 
 

   

Final evaluation and future priorities 
 
 

 

  



 

 

 

FHC4 Outcome  
Families receive support, advice and guidance which are well-matched to their needs and available in ways which helps 
them to prepare for the various developmental stages. 
Improvement priority 4:  
Parents are able to access a suit of supports as appropriate to their need in each area.  

Actions Measures / evaluation Timescale Lead 
Identification of appropriate multi cross agency assessment tools that gauge 
parent confidence and indicate impact of intervention and supports. 
Group sessions and 1:1

Evidenced in child plans and audit  EY Health DO, PHN Team 
leads, principle ed psych, 
relevant specialists 

 
Increase the accredited group sessions and, as necessary, 1:1 available in 
each area to meet additional need determined by local priorities. The number 
of parents attending accredited group interventions increases.  

Evidence of interventions delivered, 
details of attendance, record of 
impact on parent is of benefit to the 
child. Implementation depends on 
local management teams taking 
responsibility for priorities once 
Family Teams are in place. 

 EY Health DO, Area 
Management. 

On Line Solihul Approach. Sample Log In ordered. PDSA Test MG to trial with a parent and 
feedback 

 MG 

Incredible Years and Tripple P programmes made available to parents of 3 
and 4 year olds. If Highland meets requirements via the Psychology of Parent 
Program. (POPP) Bid to be submitted in next available period. 

POPP reporting data.  EY Health DO 

Develop communication with adult services to inform service improvement 
for parents with additional needs – learning disability, offenders/ex 
offender/housing service, maternity service.  
 

Evidence of appropriate contact.  EY Health DO, SPIG, NHS 
Highland, SPS, Criminal 
Justice. 

A core of suitably trained staff equipped to coordinate, administer, and deliver 
specific programmes. Posts in each area with remit and time to coordinate, 
facilitate and administer interventions. 

Details of roles developed are on 
record for each area relating to 
Family Team Configuration. 

 Area Management 

Staffs develop and maintain and evidence through measuring the impact of 
training on skill development. There is a training plan. 

Personal Development Plans  EY Health DO H&SC 
Leads, EY QIO, CEE Staff 

Impact of training on practice is evaluated.   EY Health DO 
Supervisory structure is implemented.   Area Management, third 

sector partners. 
CPD opportunities are available and access facilitated by managers. Record of provision and take up. 

Activity detailed in PDP. 
 EY Health DO, H&SC and 

Education leads 



 

 

Final evaluation and future priorities 
 
 

 

  



 

 

 

 
Improvement priority 5:  
Address inequalities in outcomes for children by ensuring universal support to parents of children pre-birth-16yrs+ and additional support 
where required, through establishing a parent support framework

Actions Measures / evaluation Timescale Lead 
Group sessions and or 1:1 are available in each area to meet additional 
needs. 

Local Family Team  Management 
Teams. 

 EY Health DO. Area. 

Online Solihull Approach Parent Course MG  to trial    
Psychology of Parent Program selection criteria evaluation and action as 
appropriate. 

Local Areas  EY Heatlh DO Areas 

Links to adult services to develop and inform services     

Final evaluation and future priorities 
 
 

 

  



 

 

 

 

Highland Council  3 year strategic plan for Education starting year 2014.15                                                           Date completed: May 2014 
 

 

Authority Priorities
 
Please cut and paste improvement priorities 
from  your  Standards  and  Quality  Report 
into this section. 

 
OUR IMPROVEMENT PROJECTS 

I = Implemented    C = continued  E=evaluated 

What difference will we make?

 
FHC4 measures Data Source

Year 1  Year 2 Year 3    

How well does the authority improve the quality of its work?     
5.9 (Self Evaluation) 

 
Continue to develop and 
ensure  impact of self‐
evaluation systems 
 
 

GTC 
professional 
update rolled 
out across 
authority 
 

    All staff are fully 
compliant with the new 
GTCS registration 
requirements by 18/19 
 
 

   

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Support schools 
to take forward 
SISE agenda: 
(QIM)  
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 

All schools use a range of 
self‐evaluation activities 
to bring about 
improvements in learning 
and teaching  
 
 
 
 
 
 
 
 
 
 

The percentage of 
schools awarded 
an evaluation of 
good or better for 
self ‐evaluation in 
HMI inspections 
increases 
 
 The percentage of 
children who 
report they have a 
say in making the 
way they learn in 
school better 
increases. 

 
HMI 
inspections 3 
year average 
 
 
 
 
Collation of 
HMI inspection 
questionnaires 
 
 
 
 



 

 

 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 

 
 
 
 
 
 
 
 

 
 
 
 
 
 
 

 
The percentage of 
parents and carers 
who respond 
positively to the 
question “the 
school takes my 
views into account 
increases 

 
Collation of 
HMI inspection 
questionnaires 

Develop leadership 
capacity and provide a 
strategy for supporting 
Head teachers 
 
 
 

Revise training 
framework for 
new and current 
Head Teachers 
 

Develop PT 
programme for 
primary PTs 

  Improved management 
capacity and expertise 
within staff.   
 

   

How well do young people in Highland learn and achieve?     
1.11 
1.1 (Imp in performance) and 2.1 (Learners’ 
experiences) 
 

Improve the quality of 
assessment for 
learning 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 

 
 Pupils, staff and 

parents are clearer 
about what is to be 
learned and what 
success looks like 

 Pupils and staff are 
given more timely 
and clearer 
feedback about the 
quality of their 
work and how to 
make it better 

 Pupils and staff are 
more fully involved 
in deciding next 
steps in their 
learning and 

   

 
The percentage of 
children who 
respond positively 
to the question 
“my school is a 
good place to 
learn” increases. 
 
 
 
 
 
 
 
 

 
Lifestyle 
survey 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 

identifying who can 
help 

 Assessment for 
learning practice 
involves better 
quality interactions, 
based on 
thoughtful 
questions, careful 
listening and 
reflective 
responses. 

 
 

 

 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 

Improve the quality of 
assessment of learning 
 
 

Provide guidance 
on effective 
tracking of pupil 
progress  
 

     Staff use a range of 
evidence from 
standardised 
attesting and day‐
to‐day activities to 
track pupils’ 
progress 

 Staff talk and work 
together to share 
standards in and 
across schools 

 Staff use 
assessment 
information to 
monitor their 
establishment’s 
provision and 
progress, to plan 
for improvement 
and to report to 

The percentage of 
parents who 
report that the 
school keeps them 
well informed of 
their child’s 
progress increases 
 
****** pupils 
about learning? 
 
 
The percentage of 
schools who have 
a system to 
monitor and track 
attainment 
increases. 

HMI 
questionnaires 
 
 
 
 
 
 
 
 
 
 
PMU and QIT 



 

 

parents. 

 
 
The percentage of 
schools who have 
a system to 
monitor  
achievement 
increases. 

How well does the Authority support young people to develop and learn?     
5.1 (Curriculum) and 5.3 (Meeting Learners 
needs) 
 
 

Ensure pupils receive a 
coherent and progressive 
curriculum from 3‐18 
 

Provide 
guidance on 
planning 
curriculum and 
curriculum 
rationales 
(QIM with QIT)  

    All schools will have a 
Curriculum Model and 
rationale built on the 7 
principles of design and 
the 4 contexts of learning 
Senior phase Curriculum 
Structures that meet 
national and local 
guidelines are fully in 
place for all secondary 
schools 
 
 
 

The percentage of 
schools who have 
a curriculum 
model and 
rationale based on 
the 7 principles of 
design and 4 
contexts of 
learning increases 

PMU and QIT 

Support the development 
of new Qualifications and 
ensure learner pathways 
lead to positive 
destinations 
 
 

Support with 
curriculum 
content and 
progressions 
through BGE 
(including 
transitions) 
(QIM – with 
CADOS)  
 

    Frameworks to support 
“progression in learning 
and skills” are in place for 
all curricular areas for the 
BGE 
 

The percentage of 
schools awarded 
an evaluation of 
good or better for 
curriculum in HMI 
inspections 
increases 
 

 
HMI 
inspections 
 



 

 

 
 
 

  Development 
officers 
continue to 
support new 
qualifications 
(Donald 
Paterson with 
CADOs)  
 

    Maintain high levels of 
overall performance 
against comparator 
schools and authorities 
 

The high levels of 
overall 
performance  
against  National 
averages and 
comparator 
schools and 
authorities is 
maintained 
 

PMU and 
Insights 
 

  The 16 Plus 
team continue 
to support 
pathways to 
positive 
destinations and 
implement 
Opportunities 
for all 
 

    Maintain high levels of 
positive destinations for 
pupils in Highland 
 

The high levels of 
positive 
destinations for 
pupils in Highland 
against  National 
averages and 
comparator 
schools and 
authorities is 
maintained 
 

PMU and SDS 
 

Supporting schools to 
meet the needs of all 
learners through 
universal and targeted 
support 
 

Developing the 
entitlement to 
universal 
personal 
support for 
every child 
including the 
use of profiling 

    Increase the amount of 
pupils who feel staff talk 
to them regularly about 
how to improve their 
learning 
 

The percentage of 
pupils who report 
“that staff talk to 
them regularly 
about their 
learning “increases
 
The percentage of 

HMI 
questionnaires 
 
 
 
 
 
QIT PMU 



 

 

and the 
allocation of a 
key adult 
 

schools with a 
model for personal 
support in place 
increases 
 
The percentage of 
children who 
report they feel 
safe and cared for 
in school is 
maintained 

 
 
 
 
 
HMI 
questionnaires 
 
 

  Support the role 
of the named 
person and lead 
professional to 
meet the needs 
of pupils who 
require targeted 
support 
 

    All pupils needs are met 
through effective planning 
procedures 
 
Close our attainment gap by 
raising the attainment of 
pupils not achieving level 3 
in literacy and numeracy 

 

The percentage of 
schools awarded 
an evaluation of 
good or better for 
Meeting learners 
Needs in HMI 
inspections 
increases 
 
 
 
The reduction in 
multiple 
exclusions is 
maintained 
 
 
The number of 
children achieving 
level 3 in literacy 
and numeracy 

HMI 
inspections 
 
 
 
 
 
 
 
 
 
PMU 
 
 
 
 
 
PMU and 
Insight 
 



 

 

increases 
 

  Provide support 
for equalities 
training  in 
school 

    All schools have had 
training in equalities 
legislation and have an 
active equalities policy in 
place by 16/17 

The percentage of 
children 
responding 
positively to the 
question “Staff 
and children treat 
me fairly and with 
respect is 
maintained” 
 
The percentage of 
parent and carer 
responses to the 
question, “my 
child is treated 
fairly at school” is 
maintained. 
 

HMI 
questionnaires 
 

Additional Priorities
 

Government 
initiatives  
1+2 languages 
 
 
 
 
 
 
 
 
 

 
 
Working group 
and 
development 
officers to 
define strategy 
and create 
resources 
 
 
 

 
 
Training strategy 
for schools to be in 
place.  ASGs to 
agree 
implementation 
plan and decide 
language 2. 

   
Pupils will have access to 
learning a second 
language from P1 and to 
a third language from P6 
by 2020 
 
 
 
 
 
 

 
The number of 
children who have 
access to learning 
a second language 
from P1 and to a 
third language 
from P6 by 2020 
increases 
(GAELIC to be 
considered) 
 

 
PMU 
 
 
 
 
 
 
 
 
 
Healthy Living 



 

 

 
PE target 
 
 
 
 
 
 
 
 
 
 
Early Years Collaborative 
 
 
 
 
 
 
 
 
 
 
 
 

Using systems and 
processes  
 
GLOW and MIS training 

Continue to 
support schools 
with quality of 
PE and achieving 
2 hours target 
 
 
Identify 
implications for 
schools and set 
up workstream  
 
 
 
 
Training roll out 
for all schools to 
use SEEMIS 
(Yvonne Cairns)  

 
Pupils receive 2 hours (or 
two 50 minute periods of 
high quality PE) 
 
 
 
 
 
 
90% of all children in 
each Community 
Planning Partnership area 
have reached all of the 
expected developmental 
milestones and learning 
outcomes by the end of 
Primary 4, by end‐2021 
 
 
Staff confident with using 
SEEMIS system 
 
 
 
 

 
The number of 
schools who offer 
2 hours (or two 50 
minute periods of 
high quality PE) 
increases 
 

Survey 

 
 



 

 

Section 5 

Current Evaluation 
 
Improving the wellbeing of children and young people 
 
 
In Highland we are committed to improving services and outcomes for children and their 
families. To achieve this, we know that everyone involved with children and young people 
needs to be supported to excel in their professional discipline, and also needs to work 
effectively with other colleagues who support children and families. 
 
The Getting it right for every child Practice Model unifies our practice.  Every child has a 
Named Person.  Those children who have additional needs have a Child’s Plan, which 
identifies and addresses those needs.  Where that plan requires co-ordination across more 
than one professional discipline, this is undertaken by a Lead Professional.  
 
There is a lead agency for the delivery of community based children’s services, within 
Highland Council.  This brings together the management of children’s health services, 
social care and specialist additional support for learning, with single governance and a 
single budget.   
 
All agencies that support children collaborate to achieve our vision that: “All of Highland’s 
children have the best possible start in life; enjoy being young; and are supported to 
develop as confident, capable and resilient, to fully maximise their potential.” 
 
Performance against the framework is monitored at the For Highland’s Children Leadership 
Group.  It is reported to every meeting of the Highland Council Adult & Children’s Services 
Committee, and the NHS Highland Improvement Committee.  It is presented on a quarterly 
basis to the Highland Council Chief Executive. 
 
All teams, units and schools across services for children are engaged in self-evaluation, 
and either have or are developing, local improvement plans. 
 
 
Capacity for Improvement 
 
The achievement of better outcomes for Highlands’s children, their families and the 
communities in which they live is the overarching objective for children’s services. 
 
There has been a particular focus across services on supporting health improvement, as 
identified in the Director of Public Health’s Annual Report. 
 
Multi-agency and multi-disciplinary improvement groups have been established to develop 
and drive forward the improvement model. 
 



 

 

The Leadership Group and improvement groups use a self-evaluative approach to 
identifying outcomes for children and young people, their families and the communities in 
which they live. The engagement of children and young people in designing and delivering 
services is central to the work of each of the improvement groups. 
 
Each improvement group uses an improvement plan which has a common format. The 
plans show all current improvement priorities centred on the key outcomes. The plans are 
dynamic and monitored, and evaluated and updated regularly.   
 
The work of the groups is overviewed by the For Highland’s Children Leadership Group. 
This has broad membership including: senior officers from Highland Council and NHS 
Highland, SCRA and Northern Constabulary. In addition there are staff representatives from 
NHS Highland and Highland Council, Youth Convener, third sector partners (including the 
Highland Children’s Forum) and the elected member who is the Children’s Champion. 
 
Within NHS Highland, the Children and Young People’s commissioning group reports to the 
Health and Social Care Committee and the NHS Highland Directors of Operations with an 
annual Report to the NHS Board. There is a single CAMHS and child protection group 
within the NHSH structure and both operate within the improvement framework. This 
ensures effective collaboration and engagement and consistency in reporting and 
leadership.  
 
External scrutiny by the care inspectorate in their Joint inspection of children and young 
people across the Community Planning Partnership concluded in February 2014 that there 
were a number of particular strengths that are making a difference to children, young 
people and families, namely; 
 
“Services in Highland perform strongly in a number of important areas. This strong 
performance is founded upon the strength and clarity of vision for services for children and 
young people which is underpinned by a culture of creativity and innovation. 
 
• Successful implementation of ‘Getting it right for every child’ in Highland has resulted in 
effective and improving early intervention for vulnerable children and young people. It has 
also been instrumental in bringing together a highly committed group of staff, guided by the 
values and principles of the Highland 
practice model. 
 
• The commitment to joint self-evaluation and performance management across the 
children’s services partnership is making a strong contribution to service improvement and 
achieving better outcomes for children. This is reinforced by the highly effective involvement 
of children and young people in policy and service planning”. 
 
  



 

 

 
 
Implementation of Getting it right for every child and integrated services 
 
Highland was a national pathfinder for the implementation of Getting it right for every child 
(GIRFEC) from 2006. There was a period of around 2 years of developmental activity to 
confirm the key components and practice tools, and a further 18 month programme of 
implementation.   
 
The programme of implementation in Highland required a change management plan across 
all local agencies, as new processes were introduced and old processes phased out.  This 
was supported by a communications strategy and extensive staff training programme.  
Implementation was completed in early 2010. 
 
There was an evaluation of the process and initial outcomes of implementation by the 
University of Edinburgh, and evaluation has continued through internal systems. 
 
The principles of GIRFEC underpin the ‘Highland Practice Model’ for identifying, assessing, 
planning and meeting the needs of children and young people and their families. Having a 
shared model for the implementation of GIRFEC has supported the development of a 
common language and shared practice that is now understood and embedded across all 
agencies. 
 
Integration has built on the foundations of the Practice Model and has enabled a more 
formal and structured approach to the delivery of services, delivering further improvement in 
effective partnership working. The integration of front line health and social care with 
specialist support for learning will be completed in early 2014, and the integration of the 
management of schools, health and social care by September 2014.  
 
The Highland Practice Model has been in place across the authority since April 2010.  It is 
grounded on the national GIRFEC and Child Protection guidance.  It sets out the expected 
practice to support children and young people with the full spectrum of need, from low level 
needs requiring preventative measures at an early stage, to those children and young 
people with complex needs and those at significant risk of harm.  
 
The Highland Practice Model describes a single assessment approach that develops a 
single plan used by all agencies and partners delivering services for children and young 
people. This plan provides the same format for both single and multi-agency processes.  Its 
effectiveness is monitored by all ‘partners to the plan’, including the child and family. 
 
 
The implementation of the Practice Model has reduced bureaucracy, achieved earlier and 
more effective interventions, and improved outcomes for children and families.  This means 
that: 
 Children are more likely to get the help they need when they need it.  
 Practitioners spend more time with children and families. 
 Assessment defines responses - that are more likely to be appropriate, proportionate 
and timely. 
 There are explicit thresholds for compulsory measures. 



 

 

 There is greater support to enhance the capacity of families and communities to 
meet the needs of children. 
 Those working with children and young people use a more consistent and equitable 
approach, and are clear about their responsibility to do the right thing for each child and 
how they contribute to the collective responsibility to achieve this. 
 
Needs and risks for children are likely to be responded to more quickly and are less likely to 
escalate.   
 
Evidence from The Scottish Children’s Reporters Administration confirms that the Children’s 
Hearing System is less likely to determine that compulsory measures are necessary to 
achieve positive outcomes, as plans and collaborative action with families are in place at an 
early stage.   
 
The number of children who are referred to the Reporter continues to reduce and the 
number of reported offences by young people is falling very significantly.  Thus, fewer 
children are coming into ‘the system’. 
 
Child protection registrations fell at the time of implementation, as practitioners and 
agencies became more confident that children would receive necessary support, without 
them having to escalate concerns up the system.  
 
  



 

 

 
 
Improving the help and support to keep children and communities safe 
 
The Safer Highland Leadership Group, brings together the senior officers of the Community 
Planning Partnership, to oversee the governance of public protection.   
 
The Leadership Group scrutinises the outcomes models and plans of each public protection 
committee, overseeing risk, encouraging the sharing of best practice, and promoting 
maximum collaboration to reduce duplication.   
 
The Highland Child Protection Committee and Delivery Group bring local agencies together 
to ensure an effective partnership in the delivery of child protection services.  The 
improvement plan is reviewed annually, managed by the Delivery Group, and monitored by 
the Committee. 
 
The Practice Model ensures close linkage across strategic planning and operational 
delivery in relation to child protection, youth justice and drugs and alcohol services.  This 
includes youth crime and substance misuse services for young people are aligned within 
the Youth Action Service and joint Child Protection and Drugs & Alcohol Partnership sub-
group, addressing issues for children affected by parental substance misuse. 
 
Named Persons and Lead Professionals in health and education find the receipt of child 
concern forms extremely helpful.  They take account of this information and respond quickly 
to a child and their needs, where necessary.   
 
The Highland Child Protection Policy Guidelines are the reference point for Child Protection 
services.  These are regularly updated to take account of practice and procedural 
developments. 

 
Practitioners across all disciplines report that children are more likely to get the help they 
need when they need it. There is greater awareness of the needs of the whole child, and 
the identification of concerns and need is occurring earlier. Resources are in place to 
support more flexible interventions to address the needs of the child quickly and prevent 
situations escalating.   Early Years Workers and Children’s Service Workers are critical to 
the success of this approach. 

Targeted services report working with and receiving more appropriate cases and referrals. 
Social workers report reduced and more manageable caseloads, with the cases held now 
more appropriate to their role. The cases held by Social Workers are still complex but the 
actions to address them are more timely, with children spending less time within the 
system.   
 
The Reporter’s service is receiving more appropriate referrals.  There has been a significant 
reduction in inappropriate single-agency referrals, where the role for compulsory measures 
is poorly evidenced.  The comprehensive nature of the Child’s Plan has reduced 
bureaucracy, reduced the degree to which Reporters have had to request additional 
reports, and resulted in a better focus on the cases where compulsory measures may well 
be required, resulting in more timely responses. 



 

 

 
The Youth Action Service is a multi-agency service to young people who are offending, at 
risk of offending and/or have substance misuse issues. The youth crime figures for 
Highland continue to decrease substantially.   
 
Multi-Agency Risk Assessment Conferences are being rolled out across Highland to ensure 
that information about high risk domestic abuse victims is shared between agencies. By 
bringing all agencies together, and ensuring that whenever possible the voice of the victim 
is represented by an independent advocacy service, a risk focused, co-ordinated safety 
plan is developed to support the victim.  
 
Where a young person has been charged and convicted of a sexual offence or shows 
significant current concern, including sexual or violent behaviour, there is a responsibility 
placed on the responsible authorities to manage and minimise any risk to the public through 
an effective Risk Management Plan which has been developed on a multi-agency basis. 
This Plan is monitored and co-ordinated through regular meetings which reflect defensible 
decision making.  
 
There is on-going self-evaluation and audit of case files, looking at the risk factors in 
relation to children and families and decision making processes.  
 
The Youth Justice improvement plan seeks to maintain the low levels of youth crime, further 
improve services, and reduce the fear of crime through positive community interaction with 
young people.  There is a focus on family support, substance misuse services and meeting 
the needs of 16-18 year olds who are being referred to the Courts – where possible, 
diverting young people from the Criminal Justice System and providing interventions within 
the Youth Action Service.        
 
  



 

 

 
Ensuring that we are good Corporate Parents 
 
 
Looked after Children have some of the poorest life outcomes of the child population.  ‘It’s 
Everyone’s Job to Make Sure I’m Alright’ (2002) outlined the corporate sense of 
responsibility organisations should have for vulnerable children.  This was consolidated for 
Looked after Children through the publication of ‘These are our Bairns’ (2008).   
 
Within Highland, it is recognised that corporate parenting is not only a responsibility, but it is 
a real opportunity to improve the lives and futures of Looked after children and young 
people. The community planning partnership is fully signed up to delivering on its 
responsibilities as a corporate parent, and agencies seek to ensure this through the 
consistent and continual improvement in services.  The partnership understands that a 
range of practitioners and all parts of the children’s services system have a contribution to 
make, and that this is critical to the improvement of life chances and the success of young 
people in the Highlands.  
 
 
The community planning partnership and Highland Council’s approach to corporate 
parenting operates at a strategic, operational and individual level. There is strong overall 
strategic planning, a focus on Looked after Children across Services, and close attention to 
the quality of Child’s Plans and individual reviewing processes. 
 
Training and Seminars have been delivered to elected members, staff and partner agencies 
to ensure they understand child development, corporate parenting responsibilities and the 
particular issues for looked after children.   
 
Through a process of self-evaluation across services and within disciplines, priorities have 
been identified to support the improvement of outcomes for Looked after Children.  These 
priorities are captured within the Looked after children improvement plan.   
 
The improvement priorities set out within the improvement plan have currently been divided 
into three discrete sub-plans, addressing residential child care, foster care and through 
care.   
 
Fostering services are being enhanced by the development of a new intensive scheme, 
costing an additional £0.5m, and intended to support children remain within Highland. 
 
A best value review has been taking place regarding the Council’s residential care facilities, 
including the supports provided to children living in residential care.   
 
Who Cares? Scotland, The Highland Council’s Children’s Champion and the Youth 
Convenor are all actively involved in the planning and review of services, ensuring Looked 
after Children issues and corporate parenting responsibilities remain high on the agenda for 
improvement and development.   
 
Review processes are prioritised in organisational arrangements, and supported by a team 
of Quality Assurance & Review Officers, with dedicated administrative support. 
 



 

 

Social Workers will normally be the Lead Professionals for Looked after Children. 
Barnardos provide the service to young people in throughcare & aftercare.  
 
The views of Looked after Children have been integral to the development of the 
improvement plans.  A number of key pieces of work include: the establishment of a Looked 
after Children’s forum, supported by Who Cares? Scotland, influencing decision making 
through consultation Looked after Children being part of the self-evaluation process within 
residential child care  
 
Permanent and stable placements are a high priority.  Placement moves and permanency 
planning are monitored carefully, seeking to reduce the number of moves and prevent drift 
in planning. 
 
Fostering and Adoption Services continue to recruit and train carers with a particular 
emphasis on specialist placements for children with disability and more complex needs.    
  
New residential services have been developed across Highland in partnership with the 
private and voluntary sector, to ensure children can remain in Highland or return with 
appropriate support. 
  
Who Cares? Scotland funding has been increased, to include advocacy services to Looked 
after Children and children involved in child protection processes.   
    
The Family Firm Scheme is providing positive placements and employability for looked after 
young people across the Highlands.  
 
Funding from dedicated preventative spend is employing a full time coordinator and 
mentoring to support looked after children into employment, including to enhance the 
Family Firm scheme. 
 
Barnardos and other partners have developed an intensive employability programme to 
support Looked after children and children involved in the Criminal Justice System to be 
better prepared and supported in employment or training. 
 
Highland Council has ensured employability for looked after children is included as part of 
the contracts for new capital developments. 
 
Highland Council has extended its responsibilities to care leavers, so that they can seek 
financial support for college or university up to the age of 25 years.  
   
Children accommodated in Highland are encouraged to remain longer in residential units 
and can remain in foster placements beyond their 18th birthday.  They are supported to 
return to their foster placement for holidays, or visit and have contact with former residential 
units.  
   
Accommodation and move on options for care leavers are a priority for the Housing Service 
and local providers, and the Housing Protocol has led to new, positive permanent housing 
for young people when they are ready to live independently.   

 



 

 

 

Improving the involvement and participation of children, young people, their families 
and stakeholders 
 
 
The views of children, young people and their families are central to the planning and 
delivery of all services to children. 
 
The outcomes in For Highland’s Children 3 and 4) developed from engagement with 
children, young people and their families and the evaluation of service improvement 
involves on-going engagement.   
 
The Highland Practice Model describes a single assessment approach for all children, and 
a Child’s Plan for children who require additional support.  The contribution of the child and 
family is critical to the plan, and they should be involved in monitoring and review 
processes.   
 
The Community Planning Partnership values the engagement of children, young people, 
their families and stakeholders in service planning and service delivery.   
 
There are a range of mechanisms for formal engagement with children and young people in 
matters that affect them. These  include: 
 
 Pupil Councils – in Secondary Schools, considering aspects of how the school is run 
and how it engages with its community, and with a number of similar forums and 
consultation processes in Primary Schools. 
 
 Youth Forums – bringing children and young people together at a community level, 
sometimes organising Youth Café’s or similar activities. 
 
 Who Cares? Scotland – representing looked after children 
 
 Highland Children’s Forum – advocating for children with additional needs. 
 
 Highland Youth Voice - the Highland Youth Parliament with 100+ elected members, 
bringing together each of these groups twice a year at 3-day residential conferences, and 
with an Executive Committee that meets every 6 weeks. 
 
 Highland Youth Convener – a paid appointment, who helps to feed back the issues 
raised by young people to relevant senior officers and elected members. 
 
The Highland Youth Convener is a member of the Adult and Children’s Services 
Committee, and attends the Highland Council and Service management teams and FHC4 
improvement groups.  
 
Highland Council has an elected member in a funded role as Children’s Champion, who 
liaises with the Youth Convener, Youth Voice, Youth Forums and Pupil Councils to ensure 
their work is supported, and that their concerns, views and opinions are taken account of in 
strategic, governance and decision-making processes.  The Children’s Champion 



 

 

represents the Council at partnership and national forums that consider children’s issues 
and liaises with Scotland’s Children’s Commissioner. 
 
The Director of Care and Learning meets with the various children’s organisations, prior to 
the determination of the agenda for each Adult and Children’s Services Committee.  This 
ensures that the views of these groups are taken account of and addressed in any service 
and policy proposals that are presented to the Committee. 
 
The Highland Children’s Forum has one of four 3rd sector places at the Committee, advising 
elected members regarding matters that affect children and families with additional needs.  
 
Every parent with a child at school is a member of the Parent Forum. The Parent Forum 
can have its views represented through a Parent Council.  
 
The Parent Council can represent parents’ views to the school, local authority and 
Education Scotland.  They are welcomed as active participants in the life of each school, 
and encouraged to express their views on matters relating to education provision. 
 
Each FHC4 improvement group uses a self-evaluative approach to determining priorities for 
improvement. Each group values the engagement and participation of children and young 
people within this process and formally seeks to engage with them as part of their planning.   
 
The Highland Practice Model aims to ensure a network of support for children and young 
people, so that they get the right help at the right time. This network will always include 
family and/or carers. Only when voluntary measures no longer effectively address the 
needs or risks will compulsory measures be considered. 
 
The Practice Model makes clear that children have the right to be involved, and that they 
have the capacity to be competent commentators on their lives.   
 
Without children and families’ perspectives on their children’s or personal difficulties, 
practitioners’ information is incomplete and they cannot reach a full understanding of 
children’s circumstances and needs.  This part of the guidance provides advice about how 
to include children, young people and their parents in making sense of what is happening to 
them and creating a plan for help and action.  
 
The Practice Model guidance sets out the means and mechanisms for participation by 
children and families.  Quality Assurance audits and case reviews provide safeguards and 
checks to ensure that practice meets the required standard.  
 
  



 

 

Improving the help and support provided in the earliest years  
 
 
As reflected in the Single Outcome Agreement, Highland Community Planning Partners are 
committed to helping achieve the best possible start in life for all  children, to ensure that 
they thrive and develop to their full potential. We recognise that this can only be achieved in 
the earliest years by working in partnership with children and families, service providers and 
through an integrated approach. 
 
The Highland Early Years Collaborative operates within the improvement group structure.  It 
is directed by an Executive Group that involves: both Chief Executives; the Directors of 
Health & Social Care and Education, Culture & Sport; Heads of Health and Education; Child 
Health Commissioner; Children’s Planning Manager; Workstream Leads; and the 
Programme Manager.   
 
The Executive Group has responsibility for the Leadership workstream, and scrutinising the 
developing Project Plan.  
 
There are three workstream groups Each workstream group has co-leaders, and involves 
broad membership from health, social care and education practitioners, and key 
stakeholders and partners.  Links are made to practice through direct relationships and the 
involvement of operational managers and front line staff. 
 
Local consideration of the planning and delivery of children’s services, takes place at 
District Partnerships.   
 
The Childcare & Family Resource Partnerships reflect the priorities, issues and good 
practice within the Early Years Sector. They review existing early year’s services; identify 
gaps in services and assess demand for new or additional services; enhance and improve 
the quality of childcare services; and provide parents, service providers and planners with 
accurate information about childcare and family support provision. The Partnerships are 
supported by the Childcare & Early Education team through local officers. 
 
We are working to ensure that the 10 overlapping elements of transformational change 
within the Early Years Framework (2008) are fully addressed, recognising that the support 
we give to children must commence in the earliest moments, from conception.  
 
The compelling evidence of the prebirth experience that a baby has in terms of its future 
health and wellbeing has enabled us to build on the work that we have undertaken on how 
we support vulnerable women in pregnancy and best Practice Guidelines are in place to 
support staff . 
 
Working closely with midwives and maternity services to undertake prebirth planning and 
intervention through adapting the Highland Practice Model as a tool to be used in 
pregnancy, has resulted in early intervention and additional support provided through a 
multiagency approach to service delivery, for those with additional identified needs in 
pregnancy.   
 
The strength of universal services can also be demonstrated in the progressive 
universalism approach to support the emotional and social wellbeing of children at the 



 

 

earliest stages.  Assessment of risks and needs that are in line with  the Highland Practice 
Model form the basis of this process of building in additional support through proportionate 
and timely interventions.  
 
In these early years, Health Visiting teams provide a universal service to all families with 
preschool children. This universal programme has been developed in line with national Hall 
4 recommendations. Using a SHANARI-based assessment framework at 5 core contact 
points, a child’s health and well-being can be assessed and a health plan indicator can be 
allocated.  
 
Where additional needs are identified a plan for early intervention can be agreed with the 
family and, where required, the services of other professionals or support services can be 
co-ordinated in line with the Highland Practice model and child planning process.   
 
Allied Health Professional’s provide a range of specialist services to support children with 
additional support needs. Service improvement approaches are currently being undertaken 
to maximise the identification of children with possible additional support needs, and to 
ensure a timely response from the relevant AHP services, in order to support children and 
families as early as possible.  
 
The Highland Community Planning Partnership has committed to enhanced prevention and 
preventative spend through Early Years Services.  
 
The Family Nurse Partnership pilot to support teenage first time mothers and their child up 
to the age of 2 years has been introduced to the Moray Firth area.  It is envisaged that the 
key strengths of the programme will subsequently be rolled out across Highland 
 
Planning is well advanced for the implementation of 600 hours early learning and childcare. 
 
The Named Person role is embedded in early years practice. In the antenatal period the 
community midwife takes this role, co-ordinating care to ensure a healthy pregnancy and 
birth. At around 10 days after a child is born, the role transfers to the family’s health visitor 
through an agreed handover process between the two professionals.  
 
There is well-established partnership working with the 3rd sector, helping deliver family 
support and enhancing strategic planning. 

 
Educational Psychologists and Primary Mental Health Workers provide support to parents 
and professionals working in the early years and to early years staff. Direct intervention with 
parents includes parenting support and advice and the use of evidence based therapeutic 
approaches. 
 
  
 
 
  



 

 

 
Improving the help and support provided to school-age children through early 
intervention 
 
 
The Highland Practice Model seeks to ensure early intervention for children in order that 
that they get the right help at the right time to address their particular needs. Help should be 
appropriate, proportionate and timely to the individual circumstances.   
 
Some children need additional or targeted help from the universal service.  Others need 
coordinated help from more than one professional discipline.   Practitioners know how to 
respond when a child needs help and know what to do if the situation is deteriorating. 
 
Children and their families should feel able to talk to practitioners in order to make sense of 
their worries and do something about them.  Each child has a Named Person, and for 
school aged children this is their Headteacher, Depute Headteacher or Guidance Teacher.   
 
The Named Person is the first point of contact for children and families, and can be called 
upon when there is a concern about a child’s wellbeing. The Named Person will consider 
issues or concerns, in light of what is already known about the child and family, and will ask 
herself five questions:. 
1. What is getting in the way of this child’s well-being? 
2. Do I have all the information I need to help this child? 
3. What can I do now to help this child? 
4. What can my agency do to help this child? 
5. What additional help, if any, may be needed from other agencies? 
 
The Named Person will determine whether any actions are required, such as completing a 
My World Triangle assessment, and will seek the views of the child and parents to consider 
what help might be necessary, involving them in drawing up a Child’s Plan where 
appropriate. 
 
Historically, Highland Council has adopted an inclusive approach in schools As a result, 
there is a high proportion of children educated in mainstream provision.  This means that 
most schools have a wide range of additional support needs which require to be met.  
Supporting Learning is a collaborative process in which a wide range of professionals make 
key contributions in partnerships with the learner and parents or carers 
 
At all levels, partnership working is a feature of meeting need in Highland.  Area Education 
Managers work in collaboration with Head Teachers, and colleagues in Health and Social 
Care and NHS Highland.  At school level, Head Teachers work within a multi-disciplinary 
framework through these multi-agency links to ensure effective joint working with 
colleagues in other services and agencies.   
 
The Integrated Services Officer co-ordinates early intervention resources from other 
agencies, and ensures that these are made available when required.  This includes 
supporting a range of local practitioners in group work and associated activities, which 
support significant numbers of children at key stages in their lives, or to cope with issues of 
challenge at critical points. 
 



 

 

Throughout early intervention, there is an emphasis on solution focused approaches. These 
can be very effective in bringing about change, both for individual children and families, and 
on a systemic level.  Solution focused approaches promote the involvement of young 
people and families, and ensure that a positive cycle of assessment, intervention and 
review is embedded in practice 
 
The Practice Model has helped to improve working relationships between professionals. 
New relationships between staff have been developed as a result of processes now in 
place, in particular between the police and the Named Person as a result of the Child 
Concern Form process. 
 
There is an explicit formal process in place to ensure that information about the child is 
passed to the right person and that consent to share information is built into the planning 
process. The Child’s Plan has become the focus for sharing information between schools 
and senior managers in needs based support allocations to schools on an annual basis.  
Where required, the Child’s Plan meeting provides practitioners with the opportunity to meet 
and plan together and helps professionals to understand each other’s professional roles 
and build relationships. 
 
The focus on positive behaviour in schools through a whole school ethos and values, has 
been considered helpful in supporting effective early intervention.  Staff indicate that there is 
now more recognition of the potential underlying reasons for challenging behaviour and that 
pupils’ needs should be looked at holistically and in the context of their home and family life.  
 
The recent introduction of CSWs into disability services has emphasised the value of this 
role for this group of children, supporting extending time-tables, offering autism and 
disability friendly support when children have been distressed, and sustaining school 
placements with additional help. 

 

 



 

 

Section 6 

Highland Trends 
Population 

Total Population 

The total land area of Highland, incorporating all islands, is 26,484 square 

kilometres, which represents almost a third of the landmass of Scotland.  

In December 2012, National Records of Scotland (NRS) announced the results from the 
Census held in Scotland on 27th March 2011. The results show that: 

 The population of Scotland was 5,295,000, an increase of 233,000, 5%, from the 
2001 figure of 5,062,011. 

 The population of Highland was 232,000, an increase around 23,000, 11%, from 
the2001 figure of 208,914. 
 

Percentage of the Total Population in each Age Band 2011 
 
Age Band Highland Scotland 

 
0 - 4 5.5 5.5 
5- 9 5.3 5.1 
10-14 5.8 5.5 
15-19 5.7 6.2 

 



 

 

 



 

 

Population trends for each Associated School Group 

 

  Alness Academy ASG Highland 
% 

Scotland
% Description Percentage Number 

          
Population Density         

Area (square kilometres) n/a 474 n/a n/a 

Number of people per square kilometre n/a 17.7 n/a n/a 
          
Age         

All people 100.0% 8,365 100.0% 100.0% 
      0 to 4 years old 6.5% 544 5.5% 5.5% 
      5 to 15 years old 13.8% 1,154 12.4% 11.8% 
      16 to 29 years old 16.0% 1,335 15.0% 18.5% 
          

      Under 16 20.3% 1,698 17.8% 17.3% 
      16 to 64 64.2% 5,368 63.6% 65.9% 
      65 and over 15.5% 1,299 18.5% 16.8% 
          
Gender         

      Males 49.0% 4,101 48.9% 48.5% 
      Females 51.0% 4,264 51.1% 51.5% 
 

  

  Highland  Highland 
% 

Scotland 
%  Percentage Number 

          

Population Density         

Area (square kilometres) n/a 26,073 n/a n/a 

Number of people per square kilometre n/a 8.9 n/a n/a 

          

Age         

All people 100.0% 232,132 100.0% 100.0% 

      0 to 4 years old 5.5% 12,705 5.5% 5.5% 

      5 to 15 years old 12.4% 28,693 12.4% 11.8% 

      16 to 29 years old 15.0% 34,805 15.0% 18.5% 

          

      Under 16 17.8% 41,398 17.8% 17.3% 

      16 to 64 63.6% 147,694 63.6% 65.9% 

      65 and over 18.5% 43,040 18.5% 16.8% 

          

Gender         

      Males 48.9% 113,471 48.9% 48.5% 

      Females 51.1% 118,661 51.1% 51.5% 



 

 

  Ardnamurchan High ASG Highland 
% 

Scotland
% 

Description Percentage Number 

          
Population Density         

Area (square kilometres) n/a 1,261 n/a n/a 
Number of people per square kilometre n/a 1.6 n/a n/a 
          
Age         

All people 100.0% 1,998 100.0% 100.0% 
      0 to 4 years old 4.8% 95 5.5% 5.5% 
      5 to 15 years old 12.9% 257 12.4% 11.8% 
      16 to 29 years old 9.9% 198 15.0% 18.5% 
          

      Under 16 17.6% 352 17.8% 17.3% 
      16 to 64 60.3% 1,205 63.6% 65.9% 
      65 and over 22.1% 441 18.5% 16.8% 
          
Gender         

      Males 49.0% 980 48.9% 48.5% 
      Females 51.0% 1,018 51.1% 51.5% 
 

  



 

 

  Charleston Academy ASG Highland 
% 

Scotland
% Description Percentage Number 

          
Population Density         

Area (square kilometres) n/a 515 n/a n/a 
Number of people per square kilometre n/a 24.0 n/a n/a 
          
Age         

All people 100.0% 12,338 100.0% 100.0% 
      0 to 4 years old 4.6% 565 5.5% 5.5% 
      5 to 15 years old 10.9% 1,346 12.4% 11.8% 
      16 to 29 years old 15.0% 1,851 15.0% 18.5% 
          

      Under 16 15.5% 1,911 17.8% 17.3% 
      16 to 64 66.7% 8,226 63.6% 65.9% 
      65 and over 17.8% 2,201 18.5% 16.8% 
          
Gender         

      Males 49.3% 6,081 48.9% 48.5% 
      Females 50.7% 6,257 51.1% 51.5% 
 

  



 

 

  Culloden Academy ASG Highland 
% 

Scotland
% Description Percentage Number 

          
Population Density         

Area (square kilometres) n/a 136 n/a n/a 
Number of people per square kilometre n/a 127.0 n/a n/a 
          
Age         

All people 100.0% 17,229 100.0% 100.0% 
      0 to 4 years old 6.4% 1,101 5.5% 5.5% 
      5 to 15 years old 13.0% 2,232 12.4% 11.8% 
      16 to 29 years old 16.4% 2,829 15.0% 18.5% 
          

      Under 16 19.3% 3,333 17.8% 17.3% 
      16 to 64 67.5% 11,633 63.6% 65.9% 
      65 and over 13.1% 2,263 18.5% 16.8% 
          
Gender         

      Males 49.0% 8,436 48.9% 48.5% 
      Females 51.0% 8,793 51.1% 51.5% 
          
Resident type         

      People living in a household 99.0% 17,050 98.4% 98.1% 
      People living in a communal establishment 1.0% 179 1.6% 1.9% 
 

  



 

 

  Dingwall Academy ASG Highland 
% 

Scotland
% Description Percentage Number 

          
Population Density         

Area (square kilometres) n/a 898 n/a n/a 
Number of people per square kilometre n/a 18.4 n/a n/a 
          
Age         

All people 100.0% 16,553 100.0% 100.0% 
      0 to 4 years old 5.2% 868 5.5% 5.5% 
      5 to 15 years old 12.8% 2,122 12.4% 11.8% 
      16 to 29 years old 15.3% 2,525 15.0% 18.5% 
          

      Under 16 18.1% 2,990 17.8% 17.3% 
      16 to 64 63.1% 10,440 63.6% 65.9% 
      65 and over 18.9% 3,123 18.5% 16.8% 
          
Gender         

      Males 48.8% 8,070 48.9% 48.5% 
      Females 51.2% 8,483 51.1% 51.5% 
          
Resident type         

      People living in a household 98.6% 16,315 98.4% 98.1% 
      People living in a communal establishment 1.4% 238 1.6% 1.9% 
 

  



 

 

  Dornoch Academy ASG Highland 
% 

Scotland
% Description Percentage Number 

          
Population Density         

Area (square kilometres) n/a 259 n/a n/a 
Number of people per square kilometre n/a 12.5 n/a n/a 
          
Age         

All people 100.0% 3,250 100.0% 100.0% 
      0 to 4 years old 4.0% 131 5.5% 5.5% 
      5 to 15 years old 11.9% 387 12.4% 11.8% 
      16 to 29 years old 12.9% 420 15.0% 18.5% 
          

      Under 16 15.9% 517 17.8% 17.3% 
      16 to 64 57.6% 1,873 63.6% 65.9% 
      65 and over 26.4% 859 18.5% 16.8% 
          
Gender         

      Males 48.2% 1,568 48.9% 48.5% 
      Females 51.8% 1,682 51.1% 51.5% 
          
Resident type         

      People living in a household 97.5% 3,169 98.4% 98.1% 
      People living in a communal establishment 2.5% 81 1.6% 1.9% 
 

  



 

 

  Farr High ASG Highland 
% 

Scotland
% Description Percentage Number 

          
Population Density         

Area (square kilometres) n/a 1,561 n/a n/a 
Number of people per square kilometre n/a 1.0 n/a n/a 
          
Age         

All people 100.0% 1,517 100.0% 100.0% 
      0 to 4 years old 3.3% 50 5.5% 5.5% 
      5 to 15 years old 9.6% 146 12.4% 11.8% 
      16 to 29 years old 12.3% 187 15.0% 18.5% 
          

      Under 16 12.9% 195 17.8% 17.3% 
      16 to 64 61.7% 937 63.6% 65.9% 
      65 and over 25.4% 385 18.5% 16.8% 
          
Gender         

      Males 50.5% 766 48.9% 48.5% 
      Females 49.5% 751 51.1% 51.5% 
 

  



 

 

  Fortrose Academy ASG Highland 
% 

Scotland
% Description Percentage Number 

          
Population Density         

Area (square kilometres) n/a 230 n/a n/a 
Number of people per square kilometre n/a 40.9 n/a n/a 
          
Age         

All people 100.0% 9,421 100.0% 100.0% 
      0 to 4 years old 4.2% 395 5.5% 5.5% 
      5 to 15 years old 13.2% 1,241 12.4% 11.8% 
      16 to 29 years old 11.8% 1,115 15.0% 18.5% 
          

      Under 16 17.4% 1,636 17.8% 17.3% 
      16 to 64 62.0% 5,838 63.6% 65.9% 
      65 and over 20.7% 1,947 18.5% 16.8% 
          
Gender         

      Males 47.8% 4,505 48.9% 48.5% 
      Females 52.2% 4,916 51.1% 51.5% 
 

  



 

 

  Gairloch High ASG Highland 
% 

Scotland
% Description Percentage Number 

          
Population Density         

Area (square kilometres) n/a 1,204 n/a n/a 
Number of people per square kilometre n/a 2.3 n/a n/a 
          
Age         

All people 100.0% 2,719 100.0% 100.0% 
      0 to 4 years old 3.1% 84 5.5% 5.5% 
      5 to 15 years old 10.6% 287 12.4% 11.8% 
      16 to 29 years old 10.2% 279 15.0% 18.5% 
          

      Under 16 13.7% 371 17.8% 17.3% 
      16 to 64 61.0% 1,660 63.6% 65.9% 
      65 and over 25.3% 688 18.5% 16.8% 
          
Gender         

      Males 50.5% 1,374 48.9% 48.5% 
      Females 49.5% 1,345 51.1% 51.5% 
 

  



 

 

  Glenurquhart High ASG Highland 
% 

Scotland
% Description Percentage Number 

          
Population Density         

Area (square kilometres) n/a 933 n/a n/a 
Number of people per square kilometre n/a 3.1 n/a n/a 
          
Age         

All people 100.0% 2,875 100.0% 100.0% 
      0 to 4 years old 4.4% 127 5.5% 5.5% 
      5 to 15 years old 12.8% 368 12.4% 11.8% 
      16 to 29 years old 10.9% 313 15.0% 18.5% 
          

      Under 16 17.2% 495 17.8% 17.3% 
      16 to 64 62.7% 1,804 63.6% 65.9% 
      65 and over 20.0% 576 18.5% 16.8% 
          
Gender         

      Males 49.5% 1,423 48.9% 48.5% 
      Females 50.5% 1,452 51.1% 51.5% 
 

  



 

 

  Golspie High ASG Highland 
% 

Scotland
% Description Percentage Number 

          
Population Density         

Area (square kilometres) n/a 2,209 n/a n/a 
Number of people per square kilometre n/a 2.7 n/a n/a 
          
Age         

All people 100.0% 6,073 100.0% 100.0% 
      0 to 4 years old 4.7% 286 5.5% 5.5% 
      5 to 15 years old 10.6% 646 12.4% 11.8% 
      16 to 29 years old 11.9% 725 15.0% 18.5% 
          

      Under 16 15.3% 932 17.8% 17.3% 
      16 to 64 58.7% 3,564 63.6% 65.9% 
      65 and over 26.0% 1,577 18.5% 16.8% 
          
Gender         

      Males 48.2% 2,926 48.9% 48.5% 
      Females 51.8% 3,147 51.1% 51.5% 
 

  



 

 

  Grantown Grammar ASG Highland 
% 

Scotland
% Description Percentage Number 

          
Population Density         

Area (square kilometres) n/a 697 n/a n/a 
Number of people per square kilometre n/a 8.9 n/a n/a 
          
Age         

All people 100.0% 6,178 100.0% 100.0% 
      0 to 4 years old 4.8% 294 5.5% 5.5% 
      5 to 15 years old 12.2% 753 12.4% 11.8% 
      16 to 29 years old 12.8% 792 15.0% 18.5% 
          

      Under 16 16.9% 1,047 17.8% 17.3% 
      16 to 64 61.5% 3,800 63.6% 65.9% 
      65 and over 21.5% 1,330 18.5% 16.8% 
          
Gender         

      Males 48.6% 3,002 48.9% 48.5% 
      Females 51.4% 3,176 51.1% 51.5% 
 

  



 

 

  Invergordon Academy ASG Highland 
% 

Scotland
% Description Percentage Number 

          
Population Density         

Area (square kilometres) n/a 72 n/a n/a 
Number of people per square kilometre n/a 82.0 n/a n/a 
          
Age         

All people 100.0% 5,920 100.0% 100.0% 
      0 to 4 years old 6.1% 363 5.5% 5.5% 
      5 to 15 years old 12.8% 760 12.4% 11.8% 
      16 to 29 years old 15.4% 912 15.0% 18.5% 
          

      Under 16 19.0% 1,123 17.8% 17.3% 
      16 to 64 61.4% 3,632 63.6% 65.9% 
      65 and over 19.7% 1,165 18.5% 16.8% 
          
Gender         

      Males 49.1% 2,908 48.9% 48.5% 
      Females 50.9% 3,012 51.1% 51.5% 
 

  



 

 

  Inverness High ASG Highland 
% 

Scotland
% Description Percentage Number 

          
Population Density         

Area (square kilometres) n/a 4 n/a n/a 
Number of people per square kilometre n/a 2963.6 n/a n/a 
          
Age         

All people 100.0% 12,211 100.0% 100.0% 
      0 to 4 years old 6.6% 809 5.5% 5.5% 
      5 to 15 years old 11.4% 1,393 12.4% 11.8% 
      16 to 29 years old 20.0% 2,443 15.0% 18.5% 
          

      Under 16 18.0% 2,202 17.8% 17.3% 
      16 to 64 65.1% 7,946 63.6% 65.9% 
      65 and over 16.9% 2,063 18.5% 16.8% 
          
Gender         

      Males 48.3% 5,902 48.9% 48.5% 
      Females 51.7% 6,309 51.1% 51.5% 
 

  



 

 

  Inverness Royal Academy 
ASG 

Highland 
% 

Scotland
% 

Description Percentage Number 

          
Population Density         

Area (square kilometres) n/a 508 n/a n/a 
Number of people per square kilometre n/a 31.9 n/a n/a 
          
Age         

All people 100.0% 16,184 100.0% 100.0% 
      0 to 4 years old 6.2% 1,010 5.5% 5.5% 
      5 to 15 years old 12.3% 1,994 12.4% 11.8% 
      16 to 29 years old 16.4% 2,651 15.0% 18.5% 
          

      Under 16 18.6% 3,004 17.8% 17.3% 
      16 to 64 64.3% 10,410 63.6% 65.9% 
      65 and over 17.1% 2,770 18.5% 16.8% 
          
Gender         

      Males 48.5% 7,844 48.9% 48.5% 
      Females 51.5% 8,340 51.1% 51.5% 
 

  



 

 

  Kilchuimen Academy ASG Highland 
% 

Scotland
% Description Percentage Number 

          
Population Density         

Area (square kilometres) n/a 324 n/a n/a 
Number of people per square kilometre n/a 2.5 n/a n/a 
          
Age         

All people 100.0% 822 100.0% 100.0% 
      0 to 4 years old 5.1% 42 5.5% 5.5% 
      5 to 15 years old 11.1% 91 12.4% 11.8% 
      16 to 29 years old 15.2% 125 15.0% 18.5% 
          

      Under 16 16.2% 134 17.8% 17.3% 
      16 to 64 62.1% 510 63.6% 65.9% 
      65 and over 21.7% 178 18.5% 16.8% 
          
Gender         

      Males 47.7% 392 48.9% 48.5% 
      Females 52.3% 430 51.1% 51.5% 
 

  



 

 

  Kingussie High ASG Highland 
% 

Scotland
% Description Percentage Number 

          
Population Density         

Area (square kilometres) n/a 1,658 n/a n/a 
Number of people per square kilometre n/a 4.5 n/a n/a 
          
Age         

All people 100.0% 7,492 100.0% 100.0% 
      0 to 4 years old 5.0% 374 5.5% 5.5% 
      5 to 15 years old 12.6% 941 12.4% 11.8% 
      16 to 29 years old 16.4% 1,227 15.0% 18.5% 
          

      Under 16 17.5% 1,314 17.8% 17.3% 
      16 to 64 65.2% 4,883 63.6% 65.9% 
      65 and over 17.3% 1,295 18.5% 16.8% 
          
Gender         

      Males 49.4% 3,698 48.9% 48.5% 
      Females 50.6% 3,793 51.1% 51.5% 
 

  



 

 

  Kinlochbervie High ASG Highland 
% 

Scotland
% Description Percentage Number 

          
Population Density         

Area (square kilometres) n/a 967 n/a n/a 
Number of people per square kilometre n/a 1.1 n/a n/a 
          
Age         

All people 100.0% 1,052 100.0% 100.0% 
      0 to 4 years old 3.8% 39 5.5% 5.5% 
      5 to 15 years old 12.9% 135 12.4% 11.8% 
      16 to 29 years old 11.1% 117 15.0% 18.5% 
          

      Under 16 16.6% 175 17.8% 17.3% 
      16 to 64 65.2% 686 63.6% 65.9% 
      65 and over 18.1% 191 18.5% 16.8% 
          
Gender         

      Males 53.5% 562 48.9% 48.5% 
      Females 46.5% 489 51.1% 51.5% 
 

  



 

 

  Kinlochleven High ASG Highland 
% 

Scotland
% Description Percentage Number 

          
Population Density         

Area (square kilometres) n/a 675 n/a n/a 
Number of people per square kilometre n/a 4.3 n/a n/a 
          
Age         

All people 100.0% 2,877 100.0% 100.0% 
      0 to 4 years old 5.1% 146 5.5% 5.5% 
      5 to 15 years old 11.1% 318 12.4% 11.8% 
      16 to 29 years old 12.0% 347 15.0% 18.5% 
          

      Under 16 16.1% 464 17.8% 17.3% 
      16 to 64 62.4% 1,795 63.6% 65.9% 
      65 and over 21.5% 618 18.5% 16.8% 
          
Gender         

      Males 47.8% 1,375 48.9% 48.5% 
      Females 52.2% 1,502 51.1% 51.5% 
 

  



 

 

  Lochaber High ASG Highland 
% 

Scotland
% Description Percentage Number 

          
Population Density         

Area (square kilometres) n/a 2,041 n/a n/a 
Number of people per square kilometre n/a 6.5 n/a n/a 
          
Age         

All people 100.0% 13,175 100.0% 100.0% 
      0 to 4 years old 6.3% 829 5.5% 5.5% 
      5 to 15 years old 13.2% 1,733 12.4% 11.8% 
      16 to 29 years old 14.9% 1,958 15.0% 18.5% 
          

      Under 16 19.5% 2,563 17.8% 17.3% 
      16 to 64 63.5% 8,369 63.6% 65.9% 
      65 and over 17.0% 2,244 18.5% 16.8% 
          
Gender         

      Males 48.7% 6,416 48.9% 48.5% 
      Females 51.3% 6,759 51.1% 51.5% 
 

  



 

 

  Mallaig High ASG Highland 
% 

Scotland
% Description Percentage Number 

          
Population Density         

Area (square kilometres) n/a 735 n/a n/a 
Number of people per square kilometre n/a 2.5 n/a n/a 
          
Age         

All people 100.0% 1,858 100.0% 100.0% 
      0 to 4 years old 5.3% 99 5.5% 5.5% 
      5 to 15 years old 13.4% 249 12.4% 11.8% 
      16 to 29 years old 12.7% 235 15.0% 18.5% 
          

      Under 16 18.7% 347 17.8% 17.3% 
      16 to 64 64.6% 1,199 63.6% 65.9% 
      65 and over 16.8% 311 18.5% 16.8% 
          
Gender         

      Males 47.6% 885 48.9% 48.5% 
      Females 52.4% 973 51.1% 51.5% 
 

  



 

 

  Millburn Academy ASG Highland 
% 

Scotland
% Description Percentage Number 

          
Population Density         

Area (square kilometres) n/a 496 n/a n/a 
Number of people per square kilometre n/a 33.7 n/a n/a 
          
Age         

All people 100.0% 16,694 100.0% 100.0% 
      0 to 4 years old 6.7% 1,114 5.5% 5.5% 
      5 to 15 years old 12.6% 2,110 12.4% 11.8% 
      16 to 29 years old 18.8% 3,140 15.0% 18.5% 
          

      Under 16 19.3% 3,223 17.8% 17.3% 
      16 to 64 66.1% 11,034 63.6% 65.9% 
      65 and over 14.6% 2,436 18.5% 16.8% 
          
Gender         

      Males 49.1% 8,188 48.9% 48.5% 
      Females 50.9% 8,505 51.1% 51.5% 
 

  



 

 

  Nairn Academy ASG Highland 
% 

Scotland
% Description Percentage Number 

          
Population Density         

Area (square kilometres) n/a 411 n/a n/a 
Number of people per square kilometre n/a 31.2 n/a n/a 
          
Age         

All people 100.0% 12,837 100.0% 100.0% 
      0 to 4 years old 5.1% 661 5.5% 5.5% 
      5 to 15 years old 13.0% 1,667 12.4% 11.8% 
      16 to 29 years old 13.1% 1,685 15.0% 18.5% 
          

      Under 16 18.1% 2,328 17.8% 17.3% 
      16 to 64 60.8% 7,807 63.6% 65.9% 
      65 and over 21.1% 2,703 18.5% 16.8% 
          
Gender         

      Males 48.4% 6,214 48.9% 48.5% 
      Females 51.6% 6,624 51.1% 51.5% 
 

  



 

 

  Plockton High ASG Highland 
% 

Scotland
% Description Percentage Number 

          
Population Density         

Area (square kilometres) n/a 1,596 n/a n/a 
Number of people per square kilometre n/a 2.6 n/a n/a 
          
Age         

All people 100.0% 4,136 100.0% 100.0% 
      0 to 4 years old 4.1% 170 5.5% 5.5% 
      5 to 15 years old 12.7% 524 12.4% 11.8% 
      16 to 29 years old 11.1% 460 15.0% 18.5% 
          

      Under 16 16.8% 694 17.8% 17.3% 
      16 to 64 62.0% 2,563 63.6% 65.9% 
      65 and over 21.3% 879 18.5% 16.8% 
          
Gender         

      Males 50.0% 2,069 48.9% 48.5% 
      Females 50.0% 2,067 51.1% 51.5% 
 

  



 

 

  Portree High ASG Highland 
% 

Scotland
% Description Percentage Number 

          
Population Density         

Area (square kilometres) n/a 1,700 n/a n/a 
Number of people per square kilometre n/a 5.8 n/a n/a 
          
Age         

All people 100.0% 9,825 100.0% 100.0% 
      0 to 4 years old 4.9% 483 5.5% 5.5% 
      5 to 15 years old 11.6% 1,141 12.4% 11.8% 
      16 to 29 years old 12.3% 1,211 15.0% 18.5% 
          

      Under 16 16.5% 1,624 17.8% 17.3% 
      16 to 64 63.7% 6,257 63.6% 65.9% 
      65 and over 19.8% 1,945 18.5% 16.8% 
          
Gender         

      Males 49.1% 4,820 48.9% 48.5% 
      Females 50.9% 5,005 51.1% 51.5% 
 

  



 

 

  Tain Royal Academy ASG Highland 
% 

Scotland
% Description Percentage Number 

          
Population Density         

Area (square kilometres) n/a 685 n/a n/a 
Number of people per square kilometre n/a 12.5 n/a n/a 
          
Age         

All people 100.0% 8,570 100.0% 100.0% 
      0 to 4 years old 5.8% 498 5.5% 5.5% 
      5 to 15 years old 12.5% 1,072 12.4% 11.8% 
      16 to 29 years old 14.2% 1,217 15.0% 18.5% 
          

      Under 16 18.3% 1,570 17.8% 17.3% 
      16 to 64 62.0% 5,315 63.6% 65.9% 
      65 and over 19.7% 1,685 18.5% 16.8% 
          
Gender         

      Males 48.3% 4,137 48.9% 48.5% 
      Females 51.7% 4,433 51.1% 51.5% 
 

  



 

 

  Thurso High ASG Highland 
% 

Scotland
% Description Percentage Number 

          
Population Density         

Area (square kilometres) n/a 771 n/a n/a 
Number of people per square kilometre n/a 17.7 n/a n/a 
          
Age         

All people 100.0% 13,624 100.0% 100.0% 
      0 to 4 years old 4.9% 674 5.5% 5.5% 
      5 to 15 years old 11.9% 1,623 12.4% 11.8% 
      16 to 29 years old 15.2% 2,069 15.0% 18.5% 
          

      Under 16 16.9% 2,297 17.8% 17.3% 
      16 to 64 62.8% 8,551 63.6% 65.9% 
      65 and over 20.4% 2,776 18.5% 16.8% 
          
Gender         

      Males 49.2% 6,707 48.9% 48.5% 
      Females 50.8% 6,917 51.1% 51.5% 
 

  



 

 

  Ullapool High ASG Highland 
% 

Scotland
% Description Percentage Number 

          
Population Density         

Area (square kilometres) n/a 2,002 n/a n/a 
Number of people per square kilometre n/a 1.7 n/a n/a 
          
Age         

All people 100.0% 3,480 100.0% 100.0% 
      0 to 4 years old 4.3% 150 5.5% 5.5% 
      5 to 15 years old 12.9% 449 12.4% 11.8% 
      16 to 29 years old 11.8% 411 15.0% 18.5% 
          

      Under 16 17.2% 599 17.8% 17.3% 
      16 to 64 62.7% 2,183 63.6% 65.9% 
      65 and over 20.0% 697 18.5% 16.8% 
          
Gender         

      Males 49.6% 1,725 48.9% 48.5% 
      Females 50.4% 1,755 51.1% 51.5% 
 

  



 

 

  Wick High ASG Highland 
Percentage 

Scotland
Percentage 

Description Percentage Number 

          
Population Density         

Area (square kilometres) n/a 1,050 n/a n/a 
Number of people per square kilometre n/a 12.2 n/a n/a 
          
Age         

All people 100.0% 12,862 100.0% 100.0% 
      0 to 4 years old 5.5% 706 5.5% 5.5% 
      5 to 15 years old 12.1% 1,554 12.4% 11.8% 
      16 to 29 years old 15.8% 2,027 15.0% 18.5% 
          

      Under 16 17.6% 2,260 17.8% 17.3% 
      16 to 64 63.8% 8,207 63.6% 65.9% 
      65 and over 18.6% 2,395 18.5% 16.8% 
          
Gender         

      Males 49.7% 6,396 48.9% 48.5% 
      Females 50.3% 6,466 51.1% 51.5% 
 

  



 

 

 

Poverty and deprivation 

The Scottish Index of Multiple Deprivation sets out to identify the most deprived areas 

of Scotland in terms of data zones. 

Primary and Secondary Pupils  

Percentage of pupils by deprivation decile based on location of home address 

September 2012 Pupil List 

1 = most deprived, 10 = least deprived 

ASG 1 2 3 4 5 6 7 8 9 10 Total P + S 
Pupils 
(100%) 

Alness Academy 0 33 14 19 5 9 20 0 0 0 1,269 
Ardnamurchan 
High 

0 0 0 0 30 13 53 0 0 0 250 

Charleston 
Academy 

0 0 0 22 4 22 18 23 8 0 1,488 

Culloden Academy 0 1 6 17 7 4 33 7 15 11 2,514 
Dingwall Academy 0 4 5 14 16 7 32 17 3 0 2,340 
Dornoch Academy 0 0 0 0 3 59 37 0 0 0 391 
Farr High 0 0 0 0 100 0 0 0 0 0 151 
Fortrose Academy 0 0 0 0 0 10 44 41 4 0 1,343 
Gairloch High 0 0 0 0 32 66 0 0 0 0 316 
Glenurquhart High 0 0 0 0 0 16 84 0 0 0 392 
Golspie High 0 0 0 26 52 14 8 0 0 0 680 
Grantown Grammar 0 0 0 0 0 25 50 23 0 0 767 
Invergordon 
Academy 

9 16 27 0 29 0 18 0 0 0 807 

Inverness High 39 19 24 8 0 4 5 0 0 0 1,569 
Inverness Royal 
Academy 

0 9 0 10 12 3 32 15 13 4 2,214 

Kilchuimen 
Academy 

0 0 0 0 0 0 99 0 0 0 116 

Kingussie High 0 0 0 0 1 56 35 0 7 0 951 
Kinlochbervie High 0 0 0 0 74 24 0 0 0 0 120 
Kinlochleven High 0 0 0 38 0 61 0 0 0 0 306 
Lochaber High 0 7 12 25 19 7 16 8 6 0 1,973 
Mallaig High 0 0 0 0 2 10 86 0 0 0 269 
Millburn Academy 4 3 0 3 3 5 44 7 10 19 2,316 
Nairn Academy 0 0 12 0 22 5 18 21 6 15 1,643 
out of highland 0 0 0 0 0 0 0 0 0 0 27 
Plockton High 0 0 0 0 39 40 16 0 0 0 506 
Portree High 0 0 0 54 6 39 0 0 0 0 1,285 
Tain Royal 
Academy 

0 12 17 14 21 19 8 0 8 0 1,114 

Thurso High 0 0 13 19 0 44 14 10 0 0 1,680 



 

 

Ullapool High 0 0 0 0 0 57 18 24 0 0 469 
Wick High 18 13 7 10 24 11 18 0 0 0 1,655 
Highland 3 6 7 13 12 16 25 10 5 3 30,921 
Scotland 11.0 10.2 9.5 9.6 9.6 9.8 10.2 10.2 10.2 9.8 913,317 

 

 

Free School Meals taken from the Pupil Census extracted in September 2013. 

School  Free Meals Eligibility  Free Meals Uptake  
Highland Primary  16.4%  87.9%  
Scotland Primary  22.0%  88.4%  

 

 

School  Free Meals Eligibility  Free Meals Uptake  
Highland Secondary  11.4% 78.8% 
Scotland Secondary  15.5% 74.7% 
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at 31st 
July 2013 

care) placements) residential 
schools 
and secure 

462 126 86 151 23 20 56 

 

Table 2 

 
Total 

looked 
after 

children 
in 

Highland 
at 31st 

July 2014 

In the community Residential 
accommodation 

At home 
with parents 
(home 
supervision 

With 
friends / 
relatives 

(kinship 
care) 

With 
foster 
carers 

In other 
community 

(prospective 
adoptive 
placements) 

In local 
authority 
home/ 

In other 
residential 
care (incl. 
out of 
region 
residential 
schools 
and secure 

458 138 70 144 15 26 65 
 

Table 3 

Total 
looked 
after 
children in 
Highland 
at 31st July 
2013 

Gender 
Age Minority group Additional 

Support Needs 

Male Female 

Children 
under 5 
yrs. 

Children 
16 yrs. 
and over 

Children known 
to be from 
minority ethnic 
groups 

Children known 
to have 
additional 
support needs( 

462 263 199 109 53 18 63 

 

  



 

 

 

 

School attendance, absence and exclusions 

 

Attendance/Absence/Exclusion Profile 2012/13 

SCHOOL  % Actual 
Attendances  

% 
Authorised 
Absences  

% 
Unauthorised 
Absences  

No of 
Exclusions 
and Rates 
per 1000 
Pupils  

No 
Pupils 
Excluded 
and Rate 
per 1000 
Pupils  

Highland Primary 
(2012-13)  

94.8%  4.3%  0.9%  8/1000  5/1000  

Scotland Primary 
(2012-13)  

94.9%  3.8%  1.3%  10/1000  6/1000  

 

 

      

 

SCHOOL  % Actual 
Attendances  

% 
Authorised 
Absences  

% 
Unauthorised 
Absences  

No Of 
Exclusions 
and Rates 
per 1000 
Pupils  

No Pupils 
Excluded 
and Rate 
per 1000 
Pupils  

Highland 
Secondary 
(2012-13)  

90.9%  6.4%  2.6%  39/1000  28/1000  

Scotland 
Secondary 
(2012-13)  

91.9%  5.4%  2.5%  58/1000  33/1000  

 

 

   



 

 

Educational attainment 

Table 1 shows the three Year Average Percentage based on S4 Roll for passes achieved 
by the end of S6 

Table 1 

 

 

 

   



 

 

 

 

 

 

Table 2 display percentages, based on the corresponding S4 roll, calculated on an Annual 
or Cumulative basis for whole school measures. Percentages are based on S4 Roll for 
passes achieved by the end of S4 

Table 2 

  
Eng Lev 

3 
Maths 
Lev 3 

Eng & 
Maths 

5+ Level 
3 

5+ Level 
4 

5+ Level 
5 

1+ Level 
6 

3+ Level 
6 

5+ Level 
6 

1+ Level 
7 

  % % % % % % % % % % 

2013 97 95 94 94 85 42 1 0 0 0 

2012 95 94 92 92 81 38 1 0 0 0 

2011 95 95 93 92 83 38 1 0 0 0 

2010 95 95 93 92 82 40 1 0 0 0 

2009 95 94 92 92 82 38 1 0 0 0 

 

  
Eng & 
Maths 

5+ Level 3 5+ Level 4 5+ Level 5 1+ Level 6 3+ Level 6 5+ Level 6 

  % % % % % % % 

2011-13 95 93 86 59 3 3 3 

2010-12 95 93 85 58 3 3 4 

2009-11 95 93 84 56 2 3 4 

2008-10 94 93 84 55 3 3 4 

2007-09 94 93 84 53 3 4 4 
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