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Report:Q3 2017/18 Performance Report 

1. Synopsis 

1.1. Each year the Council agrees a set of performance indicators and targets which, enables 

the monitoring of progress in delivering corporate priorities and working towards the goal 

of making Islington a fairer place to live and work.  

1.2. Progress is reported on a quarterly basis through the Council’s Scrutiny function to 

challenge performance where necessary and to ensure accountability to residents.  

1.3. This report provides an overview of progress at the end of quarter three 2017/18 (1 April 

2017 to 31 December 2017) against corporate performance indicators related to Health 

and Social Care.  

2. Recommendations  

2.1. To note progress at the end of quarter three against key performance indicators falling 

within the remit of the Health and Social Care Scrutiny Committee. 

3. Background 

3.1. The Council routinely monitors a wide range of performance measures to ensure that the 

services it delivers are effective, respond to the needs of residents and offer good quality 

and value for money. As part of this process, the Council reports regularly on a suite of key 

performance indicators which collectively provide an indication of progress against the 

priorities which contribute towards making Islington a fairer place.  
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4. Implications  

4.1 Financial implications 

There are no financial implications arising as a direct result of this report. 

 

Any plans or strategies derived or agreed in relation to this report should use existing 

available resources and therefore not create a budget pressure for the Council. 

 

4.2 Legal implications 

 

There are no legal implications arising from this report.  

 

4.3 Environment implications 

There are no significant environmental implications resulting from this report. 

 

4.4 Resident impact assessment 

The Council must, in the exercise of its functions, have due regard to the need to eliminate 

discrimination, harassment and victimisation, and to advance equality of opportunity, and 

foster good relations, between those who share a relevant protected characteristic and 

those who do not share it (section 149 Equality Act 2010). The Council has a duty to have 

due regard to the need to remove or minimise disadvantages, take steps to meet needs, in 

particular steps to take account of disabled persons' disabilities, and encourage people to 

participate in public life. The Council must have due regard to the need to tackle prejudice 

and promote understanding.   

A Resident Impact Assessment has not been completed because this is a report 

providing information about performance at the end of quarter three 2017/18.  
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5. Adult Social Care 

ADULT SOCIAL SERVICES 

Objective PI No. Indicator 

F
re

q
u

e
n

c
y 

Q3  
Actual 
Oct-

Dec’17 

Q3 
Target 
Oct-

Dec’17 

Target 
2017-

18 

On/Off 
target 

Same 
period 

last 
year 

Better than last 
year? 

Support older 
and disabled 
adults to live 
independently 

ASC1 

Delayed transfers of 
care (delayed days) from 
hospital per 100,000 
population aged 18+  

Q 

Available 
Feb’18 
(Q2 = 

942.83) 

N/A N/A  N/A 941.27 No 

ASC2 

Percentage of people 
who have been 
discharged from hospital 
into enablement services 
that are at home or in a 
community setting 91 
days after their 
discharge to these 
services 

Q 96.96% 95% 95% On 95.7% Yes 

ASC3 

Percentage of service 
users receiving services 
in the community 
through Direct Payments 

M 31.2% 35% 35% Off 30.9% Yes 

Support those 
who are no 
longer able to 
live 
independently 

ASC4 

Number of new 
permanent admissions 
to residential and 
nursing care 

M 92 98 130  On 137 Yes 

Reduce social 
isolation faced 
by vulnerable 
adults (E) 

ASC5 

The percentage of 
working age adults 
known to Adult Social 
Care feeling that they 
have adequate or better 
social contact. (E) 

A 74% 
 

73% 
 

 
73% 

 

On 70.8% Yes 

Frequency (of data reporting): M = monthly; Q = quarterly; T = termly; A = annual B=Biennial 

(E) = equalities target 

Supporting independent living 

5.1 Delayed transfers of care 

The data shown here covers the period April – September 2017 as November 2017 data 

has only recently been released by NHS England. However current analysis indicates that 

performance improved in November 2017 and Islington has been highlighted by ImPower 

as a beacon authority. Further update will be provided in the next Scrutiny report. 

 

5.2 A key factor upon our DTOC rates will have been the establishment of D2A Pathway 3 (see 

below). In November/December 2017 three patients had been successfully discharged from 

hospital via Pathway 3 (at an estimated bed day saving of 28 bed days per patient), which 

will have had a positive impact upon DTOC figures as these patients will be awaiting CHC 

assessment in a dedicated intermediate care facility, supported by a CHC Nurse Assessor, 

instead of remaining in hospital. 
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5.3 Discharge to home or community setting 

Over winter 2017-18 we successfully established a Discharge to Assess (D2A) pilot 

between LBI Adult Social Care and our acute health partners UCH and Whittington Hospital, 

as part of the Wellbeing Partnership between Islington and Haringey. The D2A service 

supports earlier discharge for medically optimized patients from hospital, and is based upon 

the ‘Medway Model’ discharge pathways 1-4: 

 Pathway 0 – package restarts  

 Pathway 1 – patients returning home with a Reablement support plan 

 Pathway 2 – patients requiring ongoing rehabilitation within an intermediate care facility 

 Pathway 3 – patients who have triggered the CHC checklist and have ongoing nursing 

care needs 

This was achieved through the creation of the Single Point of Access (SPOA) service, a 

dedicated team of OTs and PTs who liaise closely with the hospitals and LBI Reablement 

service. The therapy-based model has supported ongoing improvements for service users 

within a community setting in regards to regaining mobility and independence, and 

anecdotally reduced readmissions to hospitals. 

 

5.4 We are working closely with NCL partners through the Simplified Discharge (NCL) and 

Intermediate Care (Wellbeing Partnership) working groups. As the SPOA was established 

as a fixed term project to support NHS winter resilience until March 2018, discussions are 

currently underway between the CCG and Islington ASC to establish the continued funding 

and management of the programme, and any potential to expand its capacity and functions. 

This could involve closer working with a wider range of partners, such as community care 

professionals (GPs, District Nurses) or VCS organisations (Age UK) or expanding the remit 

of the pilot to wider patient groups (individuals without reablement potential, or who have 

complex discharge requirements but do not trigger CHC). 

 

5.5 Direct Payments 

Ongoing work around increasing Direct Payments (DPs) now mean that around 30% of all 

Islington care and support is provided through DPs. Feedback from the 2017 service user 

survey showed that DP recipients felt that they had the most “choice and control over their 

care and support services” and had the highest percentage of those “extremely” or “very” 

satisfied with their service.  

 

Most people choose to use their DP to pay for a Personal Assistant (PA), which helps 

support better outcomes. In order to improve the choice and speed of PA recruitment, we 

have delivered staff training and launched a new online PA Finder to make this process 

easier. In addition, PA employment opportunities are being advertised to employment 

networks (via Adult Community Learning and iWork) in the borough as well as other major 

organisations such as City and Islington college.  
 

Admissions into residential or nursing care  

5.6 The Council provides residential or nursing care for those who are no longer able to live 

independently. The aim is to keep this number as low as possible, supporting more people 

to remain in the community. The target of 98 has been achieved as 92 people have been 

admitted to long-term nursing and residential care. 
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Reducing social isolation 

 

5.7 Social isolation refers to a lack of contact with family or friends, community involvement or 

access to services. The next update for this indicator will be available in July 2018. A 

number of initiatives in the borough are in place to reduce social isolation which were 

highlighted in the previous Health and Care Scrutiny Report of 14th December 2017.  

 

5.8 Reducing social isolation will be one of the key tenets of the upcoming Front Door project, 

which will re-envisage how residents first engage with adult social services and how we can 

support prevention and resilience through signposting or direct referrals to community 

settings, improving our advice and support services, and embedding a strengths-based 

approach at the core of all interactions with residents.  

 

5.9 As part of this work we will be seeking to better understand the borough’s assets in relation 

to reducing social isolation for the 18-64 population, especially around what we commission 

(e.g. day services, befriending services, supported employment services) and the extent to 

which they meet resident’s needs. This includes working with providers to make reasonable 

adjustments to universal services to improve access for particularly isolated groups, e.g. 

ASD.  

 
5.10 The Social Inclusion Service provided by Royal Mencap provides free and low cost activities 

for residents with a Learning Disability. These include day trips, sports activities and other 

group activities. The service also signposts to other services and provides travel training for 

participants aimed at reducing their social isolation.  
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6. Public Health 
 

                                                           
1
 Cumulative data is not available 

2
 Q3 and cumulative data not available 

3
 Q3 data is not yet available 

Objective 
PI 
No 

Indicator 

F
re

q
u
e
n
c
y
 

Actual 
April - 
Dec 

Expected 
profile  

2017/18 
annual 
target 

On/Off 
target 

Same 
period 

last 
year 

Better 
than last 

year? 

 
PH1 

 

Proportion of new births that 
received a health visit within 
14 days 

Q 
94% 

(Sep – 
Dec)

1
 

90% 90%  On  94% Same 

Promote 
wellbeing in 
early years 

PH2 

a) Proportion of children who 
have received the first dose 
of MMR vaccine by 2 years 
old 

Q 
85% 
(Jul - 
Sep)

2
 

95% 95% Off 92% Worse 

 

b) Proportion of children who 
have received two doses of 
MMR vaccine by 5 years old 

Q 
77% 
(Jul - 
Sep)

2
 

95% 95% Off 85% Worse 

Reduce 
prevalence 
of smoking 

PH3 

a) Number of four week 
smoking quitters 
 

Q 
256 

(Apr – 
Sep)

3
 

400 800 Off New measure  

b) Percentage of smokers 
using stop smoking 
services who stop smoking 
(measured at four weeks 
after quit date) 

Q 
46% 

(Apr – 
Sep)

3
 

50% 50% Off 45%      Same 

Effective 
detection of 
health risk  

PH4 

Percentage of eligible 
population (40-74) who 
receive an NHS Health Check 

Q 12% 10% 13.2% On  New measure 

 
 
 
 

Tackle 
mental 
health 
issues 

 
PH5 

a) Number of people entering 
treatment with the IAPT 
service (Improving Access to 
Psychological Therapies) for 
depression or anxiety 

Q 3,733 3,492 4,655 On  3,736 Same  

b) Percentage of those 
entering IAPT treatment who 
recover 

Q 
 

47%  
(Oct – 
Dec)

1
 

50% 50%  Off 49% Same  

 
 
 

Effective 
treatment 

programme
s to tackle 
substance 

misuse 

 
PH6 

Percentage of drug users in 
drug treatment during the 
year, who successfully 
complete treatment and do 
not re-present within 6 
months of treatment exit 

Q 
 

17.5% 
(Jul – 
Sep)

2
 

20% 20% Off 18% Same  

Percentage of alcohol users 
who successfully complete 
their treatment plan 

Q 
 

34% 
(Jul – 
Sep)

2
 

42% 42% Off  35% Same 

Improve 
sexual 
health  PH7 

Number of Long Acting 
Reversible Contraception 
(LARC) prescriptions in local 
integrated sexual health 
services 

Q 
 

291 
 (Jul - 
Sep)

3
 

260 780 On New measure 
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Promote wellbeing in early years 

6.1 Health Visiting continues to perform well on timely delivery of new birth visits within 14 days. 

The provider has made considerable improvements to data quality and reliability over the last 

year such that they are now able to report with confidence their performance on four of the five 

nationally reported mandated health checks. This improvement work is continuing. 

 

6.2 Engagement of the Health Visiting service with the wider agenda of early years transformation 

to fully integrate services has been limited over recent months. Gaps in management have 

impacted on the ability of the service to drive through the necessary organisational changes 

and these have slowed the progress of the transformation and fully integrated delivery of the 

new Bright Start service. Public Health commissioners continue to  work with the service 

provider to accelerate the pace of change, and have recently requested an improvement plan 

to help monitor progress towards these goals. 

6.2 Recorded rates of Measles, Mumps and Ruebella (MMR) immunisations among two and five 

year olds are below target in Q2 (the latest data available). This is likely to be associated with 

data recording, rather than an actual drop off in rates. As reported previously, there have been 

substantial changes to the data recording of immunisations, with a complete reconfiguration 

across London introduced in late 2016/17. There have been issues in the transfer of legacy 

data and some delays in signing of data sharing agreements to enable the transfer of data 

from GP records. We are working with NHS England, other local authorities and provider 

partners across North Central London to rectify outstanding Child Health Information System 

issues and implement action plans to increase childhood immunisation levels. 

Reduce prevalence of smoking 

6.3 Q3 data are not yet available. In Q2, performance was below target with 127 people who 

accessed the service successfully quitting, against a quarterly target of 200. The quit rate was 

just below the 50% target at 49%.  While the quit rate year to date (Q1 and Q2) is close to 

target (46%) the number of people quitting is further from target (256 against a mid year target 

of 400).    

6.4 A new three tiered smoking cessation model was introduced in April 2017, to provide a more 

flexible service offer which can be tailored to individual needs, and commissioners are working 

closely with the service provider to fully embed the new model. This has included a complete 

service rebrand, developed with local smokers, which successfully launched in September; 

and the launch of a new website which is receiving positive feedback from users. Islington’s 

innovative smoking cessation service model has generated interested from Public Health 

England and other local areas. 

6.5 Commissioners anticipate an increase in performance in subsequent quarters, following the 

rebrand and relaunch of the service and the extensive promotional activities that have 

followed.  This includes a targeted Facebook and mobile advertising campaign which 

generated on average 300 click throughs to the new website each day during the two week 

campaign (83% of which were new visitors) and which ran throughout the final weeks in 

September to accompany the launch of the newly branded service.  

 

https://www.breathestopsmoking.org/
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Effective detection of health risk 

6.5  Islington’s NHS Health Check programme is on track to meet its annual target. In the first 

three quarters of the year over 6,000 people had an NHS Health Check and received  tailored 

lifestyle advice and referral into services to reduce their risk of cardiovascular disease (CVD). 

As well as delivery through GP practices, the programme includes community outreach to 

increase uptake among key at risk groups, working with local voluntary and community sector 

organisations to deliver at events and community centres across the borough. In Q2 (the latest 

national data available), Islington was ranked eighth best out of all 152 Local Authorities for the 

proportion of eligible people invited for an NHS Health Check, and tenth highest for the 

proportion of eligible residents receiving an NHS Health Check.   

6.6 In October 2017 Islington and Haringey were successful in a joint bid to the LGA’s “Prevention 

at Scale” programme. Under the programme, Haringey and Islington will receive 20 days of 

external support over 12 months to focus on CVD prevention. The project has three strands:  

 Building resident engagement: Developing methods and tools of engagement around 

primary prevention of CVD, with a focus on increasing resident knowledge and motivation 

to change. 

 Engaging healthcare staff in CVD prevention: Developing training materials and devising 

support to healthcare staff around prevention and early detection and management of 

hypertension (high blood pressure) and atrial fibrillation (irregular heart beat increasing 

risk of stroke).  

 Strengthening health and care pathways for secondary prevention: looking at developing 

leadership, motivation, incentives and digital capability to improve early detection and 

treatment of CVD conditions to improve outcomes.  

 

Tackle mental health issues 

6.6 In the first three quarters of 2017/18, over 3,700 people entered the Improving Access to 

Psychological Therapy (IAPT) programme, with performance on track to meet the annual 

target. In Q3, the percentage of those entering IAPT treatment who recover is just short of the 

nationally set target (50%), at 47%.  

6.7 Islington Council commissions three mental health promotion projects. To date this year (Q1 – 

Q3), 442 staff, volunteers and residents in Islington have completed Mental Health First Aid or 

mental health awareness training; 19 creative workshops have been held with 346 young 

people, parents and carers through the Direct Action Project; and 25 new Mental Health 

Champions have been recruited through the Wellbeing Service with the aim of raising 

awareness of mental health, tackling stigma and signposting people into relevant services. A 

new suicide prevention training package for frontline staff working in the borough has been 

launched which is being delivered by Samaritans, and a suicide prevention stakeholder 

workshop is being held on 28th February.    

 

Effective treatment programmes to tackle substance abuse 

6.9 Q3 data are not yet available. In Q2, the percentage of drug users in drug treatment during the 

year who successfully completed treatment and who did not re-present within six months of 
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treatment exit is just below the quarterly target (20%) at 17.5%.  The proportion of non-opiate 

clients completing treatment has increased, however among this group there has been an 

increase in the proportion re-presenting to services within 6 months of treatment exit. Despite 

this, Islington remains in the top quartile nationally among non-opiate service users 

successfully completing treatment and not re-presenting within six months. There has been a 

continued increase in the number of opiate clients who successfully complete and do not 

represent to treatment services.  

 

6.10 The proportion of alcohol users successfully completing treatment is below target (42%) at 

34%. Alcohol services have seen an increase in the number of people starting treatment, 

however, there has also been an increase in the number of people staying in treatment for 

longer.   

 

6.11 Drug and alcohol services are currently in the process of cleansing their data systems, in 

readiness for the new integrated substance misuse service, which begins in April 2018.  This 

exercise is likely to have a negative impact on performance data. Commissioners are working 

closely with providers and National Drug Treatment Monitoring System leads to oversee the 

data cleansing process.  

 

Improve sexual health 

 

6.12 Complete Q3 data are not yet available. Data from October and November indicate that 

performance is on track to meet the quarterly and year to date target for the number of women 

prescribed long acting reversible contraception. Long-acting reversible contraception, such as 

the contraceptive implant, is more effective than user dependent methods (such as the pill or 

condoms) in reducing unplanned pregnancies. New Integrated Sexual Health Services were 

commissioned across North Central London and launched in July 2017 and bring together 

services for testing and treatment of sexually transmitted infections and contraception under 

one roof. Commissioners have been working closely with the service provider to fully mobilise 

the new service model, including implementation of a pan-London e-service for people who 

are asymptomatic, which was widely supported during service user engagement and which is 

being launched in North Central London in February 2018. 
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