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DRAFT Regional Integrated Community Service Outcomes Framework –  
 

 
1.0 Rationale & Context  
 
There are three important factors that provide the basis for this work. 
 
Firstly, population ageing and the increased prevalence of long term limiting conditions 
(LLTC)/ multi morbidity and associated frailty has long been recognised as compromising the 
sustainability of our organisations. This is expected to increase further over the next 20 years. 
The prevalence of LLTC’s increases with age so the number of people with LLTC’s will increase 
as a direct consequence of population ageing.  
 
Secondly, we miss opportunities in all areas of care and support, regardless of who is 
providing it, to integrate to maintain and maximise the health, wellbeing, happiness and 
independence of people. The pathways related to the care and support of older people, 
particularly, those who are frail, are the ones most broken in our system. There is a growing 
knowledge that too many older people are admitted to hospital unnecessarily; evidence 
suggest 20-30% of unplanned admissions in those over 75 years old could be avoided for 
the want of an alternative to hospital being available. For older people, admission to an acute 
hospital can lead to loss of function that is irreversible as evidence demonstrates 
immobilisation is a common feature of acute care. From a systems perspective, not only are 
people’s lives damaged by losing life skills and independence, but the consequential cost to 
both the NHS and social care are significant.  
 
Thirdly, our current system has a heavy bias towards condition specific measurement, the 
measure of performance not outcomes and measurement of performance primarily focussing 
on secondary/ acute care, which constitutes a very small part of the system as a whole. 
There is little measurement of population outcomes and a lack of robust data outside if the 
hospital system and across organisational and service interfaces.  
 
 Social Services & Wellbeing (Wales) Act 2014 (SSWBA) 
 
The SSWBA provides for a regional mechanism to bring together health, social care, the third 
sector and other partners to take forward effective delivery of integrated services in Wales. 
The purpose is to improve outcomes and well-being of people with care and support needs, 
and their carers within West Wales. The Integrated Care Fund (ICF) is a mechanism to 
support delivery of the requirements of the Act and there is a duty placed upon organisations 
to ensure efficiency and effectiveness of service delivery both at population & organisational 
level.  
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2.0 Ambition & Aims 
 
This outcomes framework has been developed in response to the need to improve population 
health at individual and organisational level and specifically address the factors mentioned 
above. Whilst this particular framework is focussed around Older People & Frail Adults, it is 
intended that in time, a similar version is developed for Adults with Learning Disabilities & 
Children with Complex needs. 
 
The ambition is to produce a blended suite of outcomes, indicators, performance measures, 
care standards and an ‘offer’ across an integrated pathway for Older People and informed by 
the work happening at National level though the National Programme for Unscheduled Care. 
It is envisaged that this framework is a ‘live’ document and will be adapted and improved 
over time.  
 
The purpose of this Framework is to give a clear and concise guide to: 
 

 Our key objectives and priorities 
 Our priorities for delivering a good service 

 How we will use performance measures to continually improve and inform whole 
system impact on organisations objectives and population wellbeing 

 How we will evaluate the impact of Intermediate Care & ICF revenue funded projects 
 
 
We have developed our approach around population outcomes as this can only be delivered 
through a collaborative coalition of equal partners; no one service can be responsible for 
achieving the outcome for a whole population, but individual services can be held responsible 
for what they contribute to the individuals the serve. This approach will ensure we balance 
the relationship between service demands, prudent allocation of resources and outcomes for 
patients/service users across the whole system. We will use a blend of measures across the 
whole system and its interfaces to ensure we do the right thing and drive continuous 
improvement within the region. 
  

3.0 Principles 
 

 Measure only what is important. Too much data means that we “can’t see the wood 
for the trees”. Drill down for more data if performance is not acceptable.  

 Identify and measure against base-line data. 
 Use a number of different performance indicators to build up the overall picture and 

the narrative about a service. 
 Use that information to identify where the focus of service improvement should be. 
 Encourage behaviour that is driven by doing the right thing for the patient / service 

user. 
 Develop greater understanding of the reciprocal relationship between community and 

secondary care. Not just what community can do to support hospitals, but also by co-
producing solutions with the community, to achieve better outcomes for the 
population of the region 
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4.0 What does a good service look like for the region? 

An overarching outcome for the framework is proposed which recognises the outcome for 

Community Services emerging at National Level: 

 

  

 

and relevant Welsh Government National Outcomes:  

Citizens understand what care, support and opportunities are available and use these to help 

them achieve their well-being. 

Citizens access the right information, when it’s needed, in the way they want it and use this 

to manage and improve their well-being. 

Citizen’s voices are heard and listened to. 

Citizen’s individual circumstances are considered. 

Citizens speak for themselves and contribute to the decisions that affect their life, or have 

someone who can do it for them.        

Citizens get the right care and support, as early as possible.   

Citizens contribute towards their social life and can be with the people that they choose. 

Citizens engage and make a contribution to their community. 

Citizens get care and support through the Welsh language if they want it. 

Citizens live in a home that best supports them to achieve their well-being. 
 

Three key themes have been identified to describe the aspirations for service delivery which 

seek to deliver on the overarching outcome: 

1. Staying Well & Independent in the Community  

 Promoting general health and wellbeing 

 Supporting people to live independently at home, or in care home settings 

2. ‘Step up my Care’, Preventing Admission to Hospital and Efficient 
Management of Acute Episodes 

 Rapid response to an acute illness; Assessing, treating and supporting people at home 
wherever possible, working closely with primary care. 

 Utilise resources prudently through provision of services (health and social care) that 
are proportionate to need and allow the individual to be as independent as they are 

able to be. 

 

Older people in West Wales will enjoy optimal health, well-

being and independence. 
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3. Efficient Discharge from hospital and longer term care 

 Efficient discharge planning processes that avoid unnecessary delays 

 Utilise resources prudently through provision of services (health and social care) that 
are proportionate to need.  

 Support people to make the transition from hospital to the community, maintaining or 
regaining their independence, especially after an illness or injury to help prevent 

readmissions.  

How do we know we are delivering against the overarching outcome? 
 

By agreeing a balanced and meaningful basket of measures and by adopting a population 
outcomes approach to measurement whereby focus is maintained on the population and their 
outcomes. This includes: 
 

 Measures of numbers such as how much and how many – this will help us understand 
demand and activity. 

 Measures of quality – how well we do something and the difference our services make. 
 Measures of controlling resources – how well we manage the relationship between the 

demand for our services and the impact of decisions on our resources. 
 

5.0 Draft Measures 

THEME 1: STAYING WELL AND INDEPENDENT IN THE 

COMMUNITY (IPOP COMPONENTS 1, 2 & 3) 
 

Services which support people to: 
 

 Live at home independently 
 Provision of Information, Advice and Assistance  
 Provision of ‘Self Care’ programmes  

 Provision of Care Closer to Home  
 Live in care homes or extra care settings  
 Manage or improve health and well-being 

 

Measures 
 Number/percentage of people participating in self-care programmes 
 Number/percentage of enquires per month per locality to IAA 

 Number/percentage of additional entries  or updates onto Dewis and Info Engine 
monthly per locality 

 Number/percentage of hits on Dewis website 
 Number/percentage of user led organisations, CICs and social enterprises supported 

per locality 

 Number/percentage of interventions by user led organisations, CICs and social 
enterprises 

 Number/percentage of carer enquiries received through carers information services 



 

5 | P a g e  

 

 
 

 

THEME 2: PROMOTING INDEPENDENCE – ‘STEP UP MY 
CARE’; PREVENTING ADMISSION TO HOSPITAL & 

DISCHARGE AT ‘FRONT DOOR’ (IPOP COMPONENTS 4&5) 
 

Services which: 
 

 Assess, treat and support people at home or in the community 
 Provide a rapid response to a crisis 
 Help to avoid an admission to hospital 

 
 

Measures 

 Number/percentage of people supported by Intermediate Care pathway / rapid access 
service 

 Number/percentage of people supported by a reablement service 

 Number/percentage of people referred to intermediate care beds 

 Median LOS in Intermediate Care beds 

 % bed occupancy in Intermediate Care beds  

 Number/percentage of admissions and re-admissions in and out of hours by GP 
practices by cluster  

 Number/percentage of stay well plans enacted 
 Number/percentage of supported discharges at the front door of acute hospitals 

(within 12 and 72 hours) 

 Number/percentage of interventions by user led organisations, CICs & social 

enterprises 

 Number/percentage of avoided conveyance rates by WAST faller pathway 
 Number/percentage of ED attendance converted to admission by age group (over 65, 

over 75, over 85) in hours and out of hours 

 Number of over 75’s presenting at ED between (08.00-17.00hrs) & (17.00 – 08.00hrs) 
 

THEME 3: PROMOTING INDEPENDENCE - EFFICIENT 
DISCHARGE FROM HOSPITAL & CONTINUING TO CARE FOR 

ME (IPOP COMPONENTS 6 & 7) 
 

Services which support people to: 
 

 Takes a frailty approach to preserve function and reduce length of stay  

 Make the transition from hospital to community 
 Prevent re-admission to hospital 
 Enable people to be discharged quickly and with the appropriate service 
 Ensure prudent use of resources on discharge 
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 Manage demand and capacity, recognising budget constraints (efficient use of finite 
long term social or nursing care resource; both domiciliary and residential) 
 

Measures 

 Number/percentage of bed days utilised for >75 year olds by Cluster and GP practice  
 Median length of stay in inpatient bed by cluster and hospital ward 
 Number/percentage referred from hospital straight to long term care, previously 

independent 
 Median length of stay in long term residential care 

 Number/percentage referred to IAA & community prevention services from hospital 
 Number/percentage of stranded patients per ward per locality 
 Number/percentage of In-patients days lost between Medically Optimised and MDT 

safe to Transfer (ready to leave) 

 Number/percentage of commissioned hours of domiciliary care 
 Number of times Care Home of Choice policy is enacted 
 Number of >75 as a % of >75 population in the County receiving domiciliary care at 

home 

 Number of >75 as a % of >75 population in the County permanently residing in a 
care home 

 Number of >75 as a % of >75 population in the County receiving domiciliary care in 
an extra care setting 

 Median length of stay in Community Hospital 
 % bed occupancy in Community Hospital 


