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ά9ǾƛŘŜƴŎŜ ώΧϐ ŘŜƳƻƴǎǘǊŀǘŜǎ 
that some new approaches ς
characterised by collaboration 
between organisations and 
partnerships with people and 
communities ςare making a real 
difference and can provide 
positive models for the futureΦέ
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Dr. Campbell Christie, Commission on the 
future delivery of public services, 2011 
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community 

What have we observed?Person-centred 
design

Resource 
Efficiency

Preventing negative 
outcomesIncreased Access

Empowerment

Many approaches enabled 
effective prevention of disease 
or ill health in communities. 

Different approaches 
highlight person-centred 
care through increased 
flexibility for support, 
personal goal-setting, and 
improved care-
coordination. 

People are empowered individually 
through greater control over their 
care and collectively via increased 
involvement of community groups

Access to services was 
increased in many sites 
through decreased waiting 
times and low-barrier entry 
points for care (including 
community hubs)

Examples of cost savings were 
observed, including through 
reductions in unscheduled 
care and statutory services, 
and by preventing negative 
outcomes
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Purpose

Methods:
Learning shared in this report was drawn from informal interviews 
with local leaders and available publications, including both pre-
COVID-19 and current perspectives.  The purpose of this report is 
not to evaluate different approaches, however we do provide 
examples of reported impact to showcase key findings.

Purpose of this report:
This report shares learning from innovative approaches to 
community-led health and social care provision with a focus on the 
Scottish experience. Examples are highlighted at the level of Health 
and Social Care Partnerships (HSCPs), local councils, and third 
sector organisations. Scottish Government commissioned this 
report which will be useful for those aiming to work differently in 
their own locality or to learn about possibilities for integrating 
community alongside health and social care.  The report is 
structured according to the following sections:

²Ƙŀǘ Řƻ ǿŜ ƳŜŀƴ ōȅ άŎƻƳƳǳƴƛǘȅ-ƭŜŘέΚ
²Ŝ ǊŜŦŜǊ ǘƻ άŎƻƳƳǳƴƛǘȅ-ƭŜŘέ ŀǇǇǊƻŀŎƘŜǎ ŀǎ ǘƘƻǎŜ ǘƘŀǘ ƭŜǾŜǊŀƎŜ 
community assets (such as community groups) within health and 
social care provision, and those that work differently to empower 
people to improve community wellbeing.  The approaches outlined 
here are diverse but reflect common elements of service design, 
and common enablers and barriers (see pages 19-20). These ways 
of working are not mutually exclusive (see right). Community-

Led Support

Neighbour-
hood Care

Lorn and Oban 
Healthy Options

Living Well 
Falkirk

Vibrant 
Communities

Three 
Conversations

Community-led approaches in Scotland. Examples described here do 
not reflect every locality offering community-led health and social care.  

ÅContext ςwhy now?
ÅOverview of approaches
ÅΧмΦ Community-Led Support
ÅΧнΦ Neighbourhood Care
ÅΧоΦ Vibrant Communities
ÅΧпΦ Lorn and Oban Healthy

ÅΧрΦ Living Well Falkirk
ÅΧсΦ Three Conversations
ÅΧтΦ Wigan Deal
ÅConsidering these 

approaches together
ÅSummary

Options



Background and context

Why act now?
Important advances have been made since the 2011 Christie 
Commission on the Future of Public Services, but challenges 
remain in providing sustainable, person-centred health and 
social care amidst increasing demand. COVID-19 has 
dramatically changed practices in service provision and will 
continue to place immense pressure on services in the future. 
During this same period, community action has provided 
crucial and diverse means of support for people in need.

In light of this context and existing policy that mandates more 
involvement of community groups, more choice for those 
receiving social care, and more flexibility in primary care 
delivery, there is an opportunity to build back better with 
these principles in mind.  

This commission, which 
outlined a need for  
radical change in the 
design of public services, 
highlighted collaboration 
between organisations 
and with communities as 
an opportunity for 
improved outcomes. 

Christie 
Commission on 
the Future of 
Public Services

The Social Care 
(Self-directed 
Support) 
(Scotland) Act

Community 
Empowerment 
(Scotland) Act

Scottish General 
Medical Services 
Contract (2018)

Independent 
Review of Adult 
Social Care
This review highlighted 
shortcomings in 
implementing SDS and 
emphasised a renewed focus 
on rights-based, people-
powered ways of working in 
adult social care.

This contract increased 
responsibility for multi-
disciplinary teams, and the 
increased involvement of 
physiotherapy services, 
community mental health 
services, community link 
workers, and others in 
primary care. 

Self-directed support 
(SDS) aligns with 
community-led health 
and social care as it 
enables alternative 
support options and 
reflects a change in 
power dynamics with 
individuals receiving care. 

This act enabled 
community groups to 
take greater 
responsibility in 
management of local 
resources, an approach 
also modelled in many 
approaches outlined 
here. 

The Public 
Bodies (Joint 
Working) 
(Scotland) Act
This act, which resulted 
in the formation of 
integration authorities, 
represented a push for 
collaboration in health 
and social care, which is 
further embodied in 
approaches outlined 
here. 

2013 20142011 2015 2018 2021

Ongoing research and evaluation
A recent systematic review(Haldane et al., 2019) examined studies of community 
participation in health service development, implementation, and evaluation. The authors 
found that community involvement has a positive impact on health, particularly when 
supported by strong organisational and community processes. The Institute for Research 
and Innovation in Social Services (IRISS) also carried out an evidence reviewin 2018 to 
investigate the contribution of community-led approaches in social care and support to 
human rights and equalities outcomes. Findings indicated a lack of practice-based evidence 
and a need for more measurement of the impact resulting from these interventions. 
However, the authors noted that an absence of evidence does not necessarily indicate an 
ŀōǎŜƴŎŜ ƻŦ ƛƳǇŀŎǘΣ ōǳǘ ΨǎǇŜŀƪǎ ǘƻΩ ŘƛŦŦƛŎǳƭǘȅ ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ ƛŘŜƴǘƛŦȅƛƴƎ ŀƴŘ ƳŜŀǎǳǊƛƴƎ ΨǎƻŦǘΩ 
outcomes in diverse interventions. Where publically available, evaluation reports devoted 
to specific approaches have been linked in the following pages. Additional resources have 
also been linked on page 21. 

https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0216112
https://www.iriss.org.uk/resources/reports/community-social-support


We outline key examples focussing on the Scottish context*: 

Neighbourhood Care
An approach inspired by the success of the Buurtzorg
nursing care model in the Netherlands, trialled across 
several sites in Scotland

Lorn and Oban Healthy Options
A charity promoting community wellbeing through 
exercise, one-to-one support, and group activities in 
Lorn and Oban

Living Well Falkirk
An approach to social care and support in Falkirk 
promoting healthy, independent living

Vibrant Communities
A model for community wellbeing in East Ayrshire that 
supports people and community groups as local leaders

Wigan Deal
A new way of working, shaped by strengthening 
relationships between Wigan Council and its 
constituents.  Wigan Council is located in Greater 
Manchester and offers an example external to 
Scotland. 

Three Conversations
An approach to health and social care structured 
around three distinct types of conversation, developed 
by Partners for Change

Community-Led Support
A model for health and social care Implemented in 
27 sites across Scotland, England and Wales

1

2

3

4

5

6

7

*Examples included in this report do not reflect an exhaustive list of approaches to community-led health and social care in Scotland. In 
cases where support is provided both locally and elsewhere in the UK (see Community-Led Support; Three Conversations), we focus 
primarily on learning from a Scottish context. 



What are the defining elements of the model?

What are the strengths and potential challenges?

1. Community-Led Support

A model for health and social care Implemented in 
27 sites across Scotland, England and Wales

ά5ƻƴΩǘ Ŏŀƭƭ ƛǘ ŀ ǇǊƻƧŜŎǘΣ 
5ƻƴΩǘ ŜǾŜƴ Ŏŀƭƭ ƛǘ ŀ 
tǊƻƎǊŀƳƳŜΦ LǘΩǎ ǊŜŀƭƭȅ ŀ 
principle-based, or 
value-based approach to 
cǳƭǘǳǊŀƭ ŎƘŀƴƎŜέ

Community-Led Support (CLS) is not prescriptive and may look different according to the setting in 
which it is implemented.  All CLS sites adhere to the following principles:

Å Coproduction brings people and organisations together around a shared vision
Å There has to be a culture based on trust and empowerment
Å There is a focus on communities and each will be different
Å People are treated as equals, their strengths and gifts built on
Å Bureaucracy is the absolute minimum it has to be
Å People get good advice and information that helps avoid crises
Å The system is responsive, proportionate and delivers good outcomes 

Common aspects of CLS implementation include close working with third sector and community 
organisations in delivery of health and social care,  hosting informal talking spaces that can act as 
an entry point for care, and focussing on person-specific outcomes when offering care. Each CLS 
site receives substantial bespoke support from the National Development Team for Inclusion 
(NDTI) to initiate and embed change at a local level. 

Keystrengths
Å Adaptability ςCLS is one of the most established models for 

community-led social care in the UK and has been adapted in 
many different locations. 

Å Evaluated impact ςevaluation supports CLS as a successful way 
to enable positive outcomes for people and improve value for 
money in many contexts.

Potential Challenges
Å Resources required for start-up ςsignificant time and upfront 

resources are required for successful implementation

-- Phil White 
Partnership Facilitator, South Ayrshire HSCP

Katie Waugh,  Occupational Therapy Assistant, Scottish Borders HSCP, 
completing paperwork as part of CLS work. 

107% (age 18-65), 37.5%
Decrease in the social work 
waiting list (Scottish Borders)1

20%
Decrease in social work 
team caseload (Ayr South)1

άtŜƻǇƭŜ ǿƘƻ ƘŀǾŜ ǊŜŦǳǎŜŘ ŀ ǎŜǊǾƛŎŜ ŦƻǊ ȅŜŀǊǎ ŜƴƎŀƎŜ 
ǿƛǘƘ /[{ά  - a social worker involved in CLS delivery

1 see CLS in Scotland 

Greater instance of new clients receiving universal 
services or signposting.2

and 89%(age 65+) 

2 based on a comparisonof CLS and non-CLS sites in England 

https://www.ndti.org.uk/our-work/our-projects/community-led-support
https://www.ndti.org.uk/assets/files/CLS_Paper_5_CLS_in_Scotland_MAY_2020.pdf
https://www.ndti.org.uk/assets/files/CLS_Paper_1_Findings_MAY_2020_Fnl.pdf


How has this model responded to COVID-19?What are the enablers and barriers?

Enablers

Starting small:Starting with a small number of innovation sites, rather than 
changing the whole system at once, is likely to achieve better results.  This 
allows time to understand local priorities and adapt the approach accordingly. 

Dedicated staff for rollout:Dedicating staff members whose role is to help 
facilitate CLS rollout can result in better outcomes. The exact role of these staff 
members may vary (for example, Scottish Borders developed a community 
capacity-building team, whereas Falkirk employed community link workers, 
and Fife employed local area co-ordinators). 

National and local leadership:Support from national organisations (such as 
NDTI and Healthcare Improvement Scotland) supported effective 
implementation. Local leadership, including visible senior leadership and 
natural leadership from community members and organisations was key. 
Senior ƭŜŀŘŜǊǎ ƛƴ ǘƘŜ /[{ ƳƻŘŜƭ ŀǊŜ ǎŀƛŘ ǘƻ ōŜ άƎǳŀǊŘƛŀƴǎ ƻŦ ǘƘŜ /[{ ŦƭŀƳŜΣέ 
supporting the process but allowing it to be primarily led by the community. 

Barriers

Resources:Significant time is required for the system-level change that CLS 
demands and there may be additional costs early on.

Learning from CLS in Scottish Borders suggests challenges as well as 
innovations that helped respond to the threat of COVID-19:

Å Low-ōŀǊǊƛŜǊ ŜƴǘǊȅ Ǉƻƛƴǘǎ ǘƻ /[{Σ ǘŜǊƳŜŘ ά²Ƙŀǘ Matters Hǳōǎέ had to close 
down as a result of the lockdown. Community assistance hubs, led by social 
work managers, were created instead. This prompted engagement with 
more partners from the NHS and third sector. 

Å A red/amber/green system was developed between services and clients to 
help address those most in need. 

Å Daily virtual meetings were set up with partners (later switched to three 
times per week), and people working in other sectors such as adult 
education helped support work where possible. 

Å New services were commissioned to help the most vulnerable, including 
telephone support and άƎŀǊŘŜƴ ƎŀǘŜ ǾƛǎƛǘǎέΦ 

This change in working allowed greater understanding for social care and NHS 
colleagues about shared client groups and areas of overlap. Future plans 
include reopening What Matters Hubs and working more closely with NHS and 
third sector partners identified during the COVID-19 response. 

Eight key elements for successful CLS implementation, found as a result of 
evaluationof local sites in Scotland, England, and Wales. 

More information on Community-Led Support is available on 
the National Development Team for Inclusion webpage, 
including specific information on work in Scottish Borders. 

²ƘŀǘΩǎ bŜȄǘΚ

NDTI is continuing to support the development of CLS in sites across Scotland, 
England, and Wales.  New sites are being actively welcomed to join the CLS 
network. 

https://www.ndti.org.uk/assets/files/What_Works_in_Community_Led_Support_First_Evaluation_Report_Dec_17.pdf
https://www.ndti.org.uk/our-work/our-projects/community-led-support
https://www.ndti.org.uk/resources/publication/paper-6b-lessons-from-implementing-cls-in-scottish-borders


What are the defining elements of the model?

What are the strengths and weaknesses?

2. Neighbourhood Care 

An approach inspired by the success of the Buurtzorg nursing care 
model in the Netherlands, trialled across several sites in Scotland

άΧǘƘŜ potential was you 
had an occupational 
therapist going in to do an 
assessment, followed by the 
district nurse ώΧϐ followed 
by a carer who was going in 
to make tea and toast Χέ 

The Neighbourhood Care approach is inspired by the Buurtzorg nursing care model developed in 
the Netherlands and adapted to the Scottish context. Support is provided across disciplines 
including nursing, social care, and allied healthcare, and team huddles are typically involved to 
improve care coordination. The ƛƘǳōΩǎLiving Well in Communitiesprogramme supported 
implementation according to 5 principles developed in collaboration with health and social care 
organisations in Scotland:

Å putting the person at the centre of the integrated holistic care, promoting wellbeing and 
independence

Å building relationships with people to make informed decisions about their own care
Å enabling person-centred care at the point of delivery 
Å small, self-organising, geographical-based teams
Å professional autonomy

While the above principles grounded the implementation of this work, Neighbourhood Care has 
been applied in different ways depending on the local site. Neighbourhood care teams in Stirling, 
for example, work with a community reference group and a community link worker, and people 
can be referred to community activities including exercise groups.  Others have expressed 
difficulty in integrating community resources amidst other commitments, including high 
caseloads for clinicians. 

Key strengths
Å Person-centred design ςthere is an emphasis on continued personal 

relationships. People are enabled to make more informed decisions 
about their care and self-management is promoted. 

Å Keeping people at home ςPeople are supported to live 
independently and within their community. 

Potential Challenges
Å Local adaptation ςadapting the model to local contexts in not always 

seamless due to cultural and logistical challenges.
Å Integration ςChallenges emerged when integrating health and social 

care teams made up of staff from different organisations.

- A staff participant on opportunities for improved integration

68%Of staff agreed 
that this model facilitated 
knowledge on how to best 
provide person-centred care

ά²ŜΩǊŜ ǊŜǎǇŜŎǘƛƴƎ ŜŀŎƘ ƻǘƘŜǊΩǎ roles ōŜǘǘŜǊά  - a staff member 
involved in Neighbourhood Care in NHS Highland

For more information, see the ihubNeighbourhood Care evaluation report.  

ά¢ƘŜ ŎŀǊŜ ǘƘŀǘ L Ǝƻǘ ǿŀǎ ƳǳŎƘ ŀōƻǳǘ ǘƘŜ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ŀǎ ƛǘ ǿŀǎ 
Ƴȅ ǇƘȅǎƛŎŀƭ ƘŜŀƭǘƘά  - a person supported in Argyll and Bute 

https://buurtzorg.org.uk/
https://ihub.scot/improvement-programmes/living-well-in-communities/our-programmes/neighbourhood-care/
https://ihub.scot/improvement-programmes/evidence-and-evaluation-for-improvement/summaries-of-evaluation-work/learning-from-neighbourhood-care-test-sites-in-scotland/


How has this model responded to COVID-19?What are the enablers and barriers?

Enablers

Co-location:While multidisciplinary teams were not co-located in every site (see 
bottom right), co-location enabled a variety of benefits including common work 
processes, shared roles and responsibilities, improved IT access, and information 
sharing amongst the team.  

Strong leadership:commitment from leadership was required to develop 
infrastructure to support teams and, in some cases, to secure resources for 
community link workers.

Barriers

Lack of shared infrastructure:because multidisciplinary teams were brought 
together from different organisations and funding streams, there was a lack of 
shared infrastructure. For example, different IT systems posed challenges for 
records keeping and referrals.  

Jurisdiction:In some areas, local geography presented challenges aligning the 
neighbourhood zone or jurisdiction to the primary care practice.  This made it 
more difficult to design seamless coordinated care in some areas. 

Challenges for staff:some staff found it difficult to break away from traditional 
professional boundaries in the way required by the Neighbourhood Care model. 
Some nurses also found it difficult to engage in this way of working because of 
their complex and demanding caseloads.  For some multidisciplinary teams, it 
was difficult to achieve self-organisation. 

Evidence from Western Isles and Stirling suggests challenges maintaining the 
Neighbourhood Care approach during COVID-19:

Western Isles:

Åaŀƴȅ ŎƭƛƴƛŎŀƭ ǎǘŀŦŦ ǿŜǊŜƴΩǘ ŀōƭŜ ǘƻ ǇŀǊǘƛŎƛǇŀǘŜ Ŧǳƭƭȅ ŘǳŜ ǘƻ pressures from 
COVID-19 and high demands on their time.

Å Some unpaid carers were less able to engage with multidisciplinary teams as 
a result of increased pressure in their lives. 

Stirling:

Å Staff were not able to meet in-person to start their workday, creating 
challenges with collaborative, multidisciplinary working. 

Å The community link worker was able to continue connecting community 
members with available services as appropriate.

²ƘŀǘΩǎ bŜȄǘΚ

While Neighbourhood Care has not been maintained in every site since initial 
implementation, some sites including Western Isles and Stirling hope to 
continue with this approach as COVID-19 pressures and social distancing 
restrictions relax.  More generally, learning from this approach may add value 
in informing future community-led approaches to health and social care in 
Scotland. 

For more information on Neighbourhood care in Scotland, see 
the ihubevaluation report. More information on the Buurtzorg 
model for nursing is available at https://buurtzorg.org.uk/ .

Composition of Neighbourhood Care teams in Scotland at the time of the 2019 
evaluation report

https://ihub.scot/media/6937/20191205-neighbourhood-care-eval-eevit-v014final.pdf
https://buurtzorg.org.uk/
https://ihub.scot/media/6937/20191205-neighbourhood-care-eval-eevit-v014final.pdf


What are the defining elements of the model?

Strengths and potential challenges

3. Vibrant Communities

A model for community wellbeing in East Ayrshire that 
supports people and community groups as local leaders

ά¢ƘŜ approach in East 
Ayrshire almost inverted 
how we work with 
communities. They're the 
number one focus. They're 
determining the agenda."

Vibrant Communities strives to take a whole council approach, involving all council services to 
support community wellbeing. An emphasis is placed on community action; individuals are 
encouraged to take local leadership roles and resources are provided to community groups and 
organisations. The main services provided by Vibrant Communities include:

Communities are also supported in a variety of other ways:

Å Community workers help with identifying local assets, bringing local groups together, and 
prioritising actions through surveys and consultation. 

Å Support is provided for communities to create their own 5 year action plans, which are leading 
to various outcomes such as village clean-ups and improved signage. 

Å Community asset transfers are offered, allowing community groups to take responsibility for 
assets such as community facilities and green space. 

±ƛōǊŀƴǘ /ƻƳƳǳƴƛǘƛŜǎ ŀƛƳǎ ǘƻ άώǿƻǊƪϐ ǿƛǘƘΣ ǊŀǘƘŜǊ ǘƘŀƴ ŦƻǊ ŎƻƳƳǳƴƛǘƛŜǎέ ŀƴŘ ŜƴƎŀƎŜ ŘƛǾŜǊǎŜ 
groups of people. For example,  the young ambassadors programme provides training for young 
people to promote and deliver sports in schools.  A clear set of principles and standardshas also 
been formalized for community engagement.

Key strengths
Å Empowerment ςcommunity groups and individuals are empowered 

to respond to local issues. There is infrastructure to support them 
doing so. 

ÅMaintaining wellbeing ςA wide-reaching approach to wellbeing may 
prevent negative health and social outcomes before they occur. 
Specific programmes exist for both stroke and suicide prevention.

Potential Challenges
Å Resources required for start-up ςSignificant time was taken to 
ǳƴŘŜǊǎǘŀƴŘ ǘƘŜ ƭƻŎŀƭ ŎƻƴǘŜȄǘ ŀƴŘ ŀŘŀǇǘ ǘƘŜ ŎƻǳƴŎƛƭΩǎ ǿŀȅ ƻŦ ǿƻǊƪƛƴƎΦ 
It may be difficult to adopt the model without these resources.

- Katie Kelly, 
Depute Chief Executive, East Ayrshire Council 

ω 9ǾŜƴǘǎ
ω CǳƴŘƛƴƎ advice
ω ¸ƻǳǘƘ ŜƳǇƻǿŜǊƳŜƴǘ

ω IŜŀƭǘƘ and wellbeing
ω [ƛǘŜǊŀŎƛŜǎ and learning
ω tƭŀȅ and parental bonding

ω {ǇƻǊǘ and physical activity
ω /ƻƳƳǳƴƛǘȅ empowerment
ω .ŜŦǊƛŜƴŘƛƴƎ and volunteering

The Community Health Improvement Partnership (CHIP) vanacts as a mobile 
healthy living centre and offers a diversity of health services 

10,000 additional £5,415,000 
additional funding secured from 
external sources across 213 community 
projects (Apr 2015ςMar 2016)

hours of support provided 
per year by 207 
volunteers (Apr 2017)

Find out more in The Next Chapter, a report from East Ayrshire Council  

led action plans 
produced

17 community-

https://www.eastayrshirecommunityplan.org/resources/files/Engaging-Our-Communities.pdf
https://www.east-ayrshire.gov.uk/CommunityLifeAndLeisure/ServicesAndAdviceForOlderPeople/ActivitiesForOlderPeople/CHIP.aspx
https://www.east-ayrshire.gov.uk/Resources/PDF/V/Vibrant-Communities-The-Next-Chapter.pdf


How has this model responded to COVID-19?What are the enablers and barriers?

Enablers

Senior leadership support:Buy-in from the executive team, including the chief 
executive at East Ayrshire Council, was an important enabler for system 
change.  The Vibrant Communities model required many changes to council 
processes and senior leadership was able to support this new way of working. 

Investing time to understand the local context:Katie Kelly, Depute Chief 
Executive at East Ayrshire Council, spent 18 months when the model was first 
established to meet with communities and lay the groundwork for system 
change. 

Flexibility with resource planning:Working flexibly with available resources has 
enabled new ways of working and helped increase impact.  Examples of flexible 
resource planning include community asset transfers and agreements for 
certain East Ayrshire Health and Social Care Partnership staff to be line 
managed within the Vibrant Communities team. 

Barriers

Responding to high demand:Vibrant Communities receives a large volume of 
requests for services and support.  The individualised nature of this support 
and compromises sometimes required with community groups has stretched 
resources.  As a result, Vibrant Communities are assisting partners to deliver in 
a similar way and therefore reduce dependency on the service.

²ƘŀǘΩǎ bŜȄǘΚ

Vibrant Communities is preparing to integrate more closely with Outdoor 
{ŜǊǾƛŎŜǎ ŀƴŘ ²ŀǎǘŜ aŀƴŀƎŜƳŜƴǘ ǿƛǘƘƛƴ ƛƴ 9ŀǎǘ !ȅǊǎƘƛǊŜ /ƻǳƴŎƛƭΩǎ IƻǳǎƛƴƎ ŀƴŘ 
Communities division. This will expand their team, their remit and available 
opportunities.  The team also aims to take forward learning from COVID-19 and 
continue to support community groups to take leadership over local resources. 

For more information on Vibrant Communities, visit their 
webpage, or follow them on twitter (@VibrantEAC). 

Vibrant Communities has continued services where possible according to local 
restrictions, and has provided additional support to communities in the 
following ways:

ÅOver 100 community groups have been individually supported to provide 
relief within their communities. This includes food pantries and local 
initiatives to arrange food shopping and telephone calls for shielding 
neighbours.

Å There has been a decrease in bureaucracy.  The need to act quickly and 
remobilise resources has meant that requests have been processed very 
quickly. For example, community grants have been issued in a matter of 
days, rather than weeks or months. 

±ƛōǊŀƴǘ /ƻƳƳǳƴƛǘƛŜǎ ǾƻƭǳƴǘŜŜǊǎ ŎŜƭŜōǊŀǘƛƴƎ ±ƻƭǳƴǘŜŜǊǎΩ ²ŜŜƪ ƛƴ нлмт 

https://www.east-ayrshire.gov.uk/CouncilAndGovernment/About-the-Council/East%20Ayrshire%20Council%20Structure/Safer-Communities/HousingandCommunities/VibrantCommunities.aspx
https://twitter.com/VibrantEAC?ref_src=twsrc%5Egoogle%7Ctwcamp%5Eserp%7Ctwgr%5Eauthor


What are the defining elements of the model?

Strengths and potential challenges

4. Lorn and Oban Healthy Options

A charity promoting community wellbeing through exercise, 
one-to-one support, and group activities in Lorn and Oban

ά.ŜŎŀǳǎŜ ƻŦ IŜŀƭǘƘȅ 
Options, I can stand up out 
of a chair, I remembered 
how to swim and I got my 
ŘǊƛǾƛƴƎ ƭƛŎŜƴǎŜ ōŀŎƪέ

Healthy Options provides opportunities for people with chronic conditions to manage or improve 
their health and wellbeing by empowering them to live active, healthy lives in their community. 
Support is provided through ǘƘǊŜŜ ǇŀǘƘǿŀȅǎ όǎŜŜ ōŜƭƻǿύ ŀŎŎƻǊŘƛƴƎ ǘƻ ŎƭƛŜƴǘΩǎ conditions, need and 
desired outcomes.  This work is done in collaboration with local health professionals and 
community partners, and reflects an integral part of the Oban Living Well Support Services model.

Mainstream support: Clients create unique goals during an hour-long consultation with an exercise 
professional.  This results in an individual programme including exercise (with initial one-to-one 
support) developing towards group activities, education, and social interactions. This works to 
ōǳƛƭŘ ǳǇ ǇŜƻǇƭŜΩǎ ŀōƛƭƛǘȅ ǘƻ ǎŜƭŦ-manage their own health and wellbeing

Social prescribing:When clients are ready to move on from targeted services, they are supported 
and encouraged to be involved in community-based activities according to their interests and 
needs.  This is carried out within the SPRINGsocial prescribing project.

Reablement: This programme is run in partnership with the local physiotherapy department. It 

provides people a focused support programme to offset frailty and enable normal activities.  

People going onto this programme have a high risk of hospital admission.

Key strengths
Å Person-centred design ςpeople are offered flexible programming 

based on their unique interests, needs and desired outcomes.

Å Resource efficiency ςHealthy Options interventions provide cost 
savings and cost avoidance to the local Health and Social Care 
Partnership

Potential Challenges
Å This model of support might not be suitable for certain groups, such 

as those experiencing a high degree of frailty who have passed a 
specific point on the LifeCurveϰ.

- Simon A, age 60, on his experience with Healthy Options

A Healthy Options participant benefiting from one-to-one 
instruction with an exercise professional

26%
fewer 
unscheduled 
care contacts*

£439,69917%
fewer GP 
appointments*

άCƻǊ ƳŜ ǿƘŀǘ L ǎŀǿ ƛƴ hōŀƴ ǿŀǎ ǘŀƪƛƴƎ ǿƘŀǘ ǿŜ 
knew in theory and putting it into practice.  It is 
ǿƘŀǘ ǿŜ ƴŜŜŘ ǘƻ ǊŜǇƭƛŎŀǘŜ ŀŎǊƻǎǎ {ŎƻǘƭŀƴŘΧέ  

-Graham Ellis, Senior Clinical Advisor on Ageing and 
Health to CMO (Scotland)

*based on a cohort study of 
clients referred through Lorn 
Medical Centre

Estimated collective cost avoidance for 
four case study clients over five years*

https://ihub.scot/media/2037/oban-living-well-poster.pdf
https://www.springsp.org/about
https://www.adlsmartcare.com/Home/LifeCurve


How has this model responded to COVID-19?What are the enablers and barriers?

Enablers

Advocates:Clients, exercise professionals and local physiotherapists have helped 
raise awareness and advocate for this model. The quality of Healthy Options work 
has also been recognized by national figures in Scotland including the current 
Chief Medical Officer (CMO), National Clinical Director, Senior Clinical Advisor on 
Ageing and Health to the CMO and a previous Health and Sport Minister.

Being flexible:As the model developed, flexibility in services offered and the 
range of conditions among new clients helped Healthy Options to grow. For 
example, modifying services to accommodate neurology patientsallowed 
increased impact and led to a stronger partnership with physiotherapy 
colleagues. 

Investing in staff: Continuous investment in staff development has enabled 
support for people with more complex conditions.  For example some staff had 
not worked with frail people before and this initially presented a challenge. 
Developing a community social prescriber role also allowed continued support for 
clients moving from Healthy Options to other engagement in their community. 

Barriers

Funding: Short term funding streams have created challenges relating to 
sustainable planning. Healthy Options receives about 25% funding from the Argyll 
& Bute Health and Social Care Partnership applied on a year-to-year basis. 
Additional funding is provided by grants from local and national sources. 

²ƘŀǘΩǎ bŜȄǘΚ

Healthy Options aims to develop more sustainable funding opportunities to 
continue employing highly skilled members of staff, and to provide long term 
support for clients.

For more information on Lorn and Oban Healthy Options, visit 
their webpage, or their page on SENScot. 

Healthy Options has continued to run programmes during the COVID-19 period 
and has provided additional support for clients through the following means: 

Å Consultations were performed using telephone or video calls, ensuring co-
produced programmes could continue remotely through one-to-one sessions. 
This support also included individualised videos created by exercise 
professionals.   

ÅWhatsApp groups were formed to keep clients connected and reduce isolation.

ÅOver 100 motivational videos and educational blogs were hosted in an online 
library and shared using social media platforms. 

Å Atelephone-based support service ǿŀǎ ǎŜǘ ǳǇΣ ƛƴŎƭǳŘƛƴƎ Řŀƛƭȅ άƳŜǎǎŀƎŜǎ from 
aǳƭƭέ ǊŜŎƻǊŘƛƴƎǎ ǘƘŀǘ ŘƛǎŎǳǎǎŜŘ ƛǎǎǳŜǎ ǊŜƭŀǘƛƴƎ ǘƻ ƘŜŀƭǘƘ ŀƴŘ ǿŜƭƭōŜƛƴƎ.

The Healthy Options team includes exercise professionals, social prescribing 
staff, and staff focussed on development and organisational management. 

https://lornhealthyoptions.co.uk/
https://senscot.net/resources/case-studies/lorn-and-oban-healthy-options/
https://www.lornhealthyoptions.co.uk/team


What are the defining elements of the model?

Strengths and potential challenges

5. Living Well Falkirk

An approach to social care and support in Falkirk promoting 
healthy, independent living

άPart of the HSCP remit is 
to bring services together 
to support people in their 
own homes, and Living 
Well Falkirk is an 
important way that we can 
Řƻ ǘƘƛǎ ǿŜƭƭέ

A core component to the Living Well model is health promotion and injury prevention using the 
LifeCurveϰ, which is an assessment for activities of daily living developed by ADL Research and 
Newcastle University. In Falkirk, this assessment, conducted in person or online, serves as an 
efficient way to address equipment needs (such as shower rails) and an opportunity to connect 
people to other support available in their community. 

Living Well Falkirk also signposts to initiatives such as Neighbourhood Networks, which offers 
person-ŎŜƴǘǊŜŘ ǎǳǇǇƻǊǘ ŦƻǊ ǇŜƻǇƭŜ ǿƛǘƘ ƭŜŀǊƴƛƴƎ ŘƛǎŀōƛƭƛǘƛŜǎΣ ŀƴŘ ǘƘŜ /ŀǊŜǊǎΩ /ŜƴǘǊŜΣ ǿƘƛŎƘ ƻŦŦŜǊǎ 
supports such as Time to Live grants. Connections are made through different means:

Å A community link worker pilot project connects people with community resources following an 
initial GP consultation, reducing the need for further GP appointments. 

Å Signposting or referralto third sector and community organisations occurs online and through 
the Living Well Falkirk Centre.  This is further supported by Community Learning and 
Development staff, who have in-depth knowledge of local community services. 

Å Community hubs are beginning to be organised as part of Community-Led Support in Falkirk, 
which can connect people to the Living Well Centre and to other services. 

The Living Well model emphasises empowerment of individuals within their community and runs a 
steering group with strong representation from third sector groups in Falkirk, including the third 
sector interface. This group has oversight on community-based developments in Falkirk, 
Community-[ŜŘ {ǳǇǇƻǊǘ ǿƻǊƪ ƛƴ ǘƘŜ ŀǊŜŀΣ ǘƘŜ /ŀǊŜǊǎΩ /ŜƴǘǊŜΣ ŀƴŘ ƻǘƘŜǊ ƛƴƛǘƛŀǘƛǾŜǎΦ  

Key strengths
Å Preventing negative outcomes ςBy focussing on empowerment and 

self-help, Living Well keeps people active within their community 
and prevents injury and other negative outcomes

Å Increased Access ςLiving Well has increased flexibility in accessing 
services and reduced waiting times by providing quick access to a 
range of supports for people just starting to notice difficulties with 
everyday tasks. 

Potential Challenges
Å Reporting ςLiving Well represents a shift away from traditional 

statutory services, and positive change may not be reflected in 
traditional reporting mechanisms. 

-Patricia Cassidy, Chief Officer, Falkirk HSCP 

¢ƘŜ [ƛǾƛƴƎ ²Ŝƭƭ ŀǇǇǊƻŀŎƘ ŜƳǇƘŀǎƛǎŜǎ ǇŜƻǇƭŜΩǎ ŀōƛƭƛǘȅ ǘƻ ǎǘŀȅ ŀŎǘƛǾŜ ŀƴŘ 
participate in their community. 

I personally received support for my dad and brother 
ǿƘƻ ōƻǘƘ ǎǳŦŦŜǊ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ŀƴŘ ǇƘȅǎƛŎŀƭ ƛǎǎǳŜǎ ώΧϐ ƛǘ 
made such a difference and allowed me time to 
organise things better ώΧϐ thank you, thank you, thank 
ȅƻǳέ ςA carer on receiving services through a 
community centre during COVID-19

45 grants have been given 

to third sector organisations for 
services offered through a 
partnership with Falkirk Council

Since the onset of COVID-мфΧ 

https://www.adlsmartcare.com/Home/LifeCurve
https://www.sharedcarescotland.org.uk/shortbreaksfund/timetolive/


How has this model responded to COVID-19?What are the enablers and barriers?

Enablers

Valuing third sector stakeholders:Falkirk HSCP has emphasised positive 
relationships with third sector partners and the third sector interface, including 
through the Living Well steering group.  This has resulted in strong 
partnerships, and an improved support network for people, families, and 
carers. 

Leadership:Strong leadership and a shared understanding of goals has resulted 
in a culture conducive to positive change. Falkirk HSCP has strived to create an 
environment where staff can identify and lead change that will result in 
improvements to services.

Barriers

Performance reporting - Current performance reporting arrangements focus 
on statutory services. Positive change, including structural changes and 
support provided with third sector partners, is less evident in existing reporting 
mechanisms. This is an area the service is looking to develop.

Time required to manage change:Introducing new ways of working has 
required increased planning and time commitments from a range of staff. This 
has taken place alongside other changes, including the introduction of new  IT 
systems.

²ƘŀǘΩǎ bŜȄǘΚ

Falkirk HSCP aims to continue working closely with third sector partners and 
expand the network of community organisations they work with. There is also 
an aim to take forward learning and positive changes from COVID-19, including 
increased flexibility of support hours and greater opportunities for engagement 
through virtual hubs and phone consultations. 

More information on Falkirk Living Well can be found on the 
Falkirk HSCP website, or the Living Well Falkirk website.  

Elements supporting current working in Falkirk HSCP.  Visual adapted from the 
House of Caremodel.

While Falkirk HSCP experienced certain challenges relating to COVID-19, 
support was still able to be provided through the Living Well model alongside 
community and third sector initiatives:

Å The Living Well Falkirk Centre had to close for certain periods in line with 
national guidance and local restrictions. 

ÅOnline resources remained available on the Living Well website, and people 
were able to access information and to request equipment through the 
[ƛŦŜ/ǳǊǾŜϰ ƻƴƭƛƴŜ ǘƻƻƭΦ 

Å Laptops and iPads were provided to community members and carers as part 
of the Connecting Communities Programme. This enabled them to access 
online classes and stay more connected as part of the community.

https://falkirkhscp.org/services/
https://livingwellfalkirk.lifecurve.uk/
https://www.alliance-scotland.org.uk/health-and-social-care-integration/house-of-care/house-of-care-model/


What are the defining elements of the approach? What are the strengths and Potential Challenges?

6. Edinburgh Three Conversations

An approach to health and social care structured around three distinct 
types of conversation, developed by Partners for Change

άLǘ Ǝƻǘ ƳŜ ƻǳǘ ŀƴŘ 
about again. I have 
been missing going 
ƻǳǘέ

Key strengths
Å Person-centred and collaborative design ςconversations are 

designed ǘƻ ǎǳǇǇƻǊǘ ƛƴŘƛǾƛŘǳŀƭǎΩ ƴŜŜŘǎ ŀƴŘ values, and 
stakeholder engagement is emphasized to inform the local 
approach. 

Å Empowerment ςindividuals are supported to live independently 
and engage with their local community. This approach improves  
outcomes with less reliance on traditional purchased services. 

ÅWorker satisfaction ςWhile cultural change has been challenging 
for some (see below), many staff appreciate this approach. 
Positive reflections relate to reduced bureaucracy and a greater 
ability to do the role they aspired to. 

Potential Challenges
Å Changing culture ςthis approach requires new ways of working 

that may represent significant cultural change for staff. Edinburgh 
HSCP aims to adopt person-centred principles from Three 
Conversations, even at sites where this approach is not 
implemented fully

- A person supported by the Three Conversations 
approach in Edinburgh

Edinburgh HSCP began to apply Three Conversations in April 2019 as one part of an ambitious 
transformation programme to achieve the Edinburgh Integration Joint Board Strategic Plan 
objectives (2019-22). This approach, developed by Partners for Change, supports staff to have 
open and interested conversations with people who need support and to use a collaborative 
approach to improve outcomes. It is structured around three types of conversations: 

Å Conversation Oneςlisten and connect.  This conversation is used to find out what is 
important to the individual, and to support them to live life independently. 

Å Conversation Two ςwork intensively with people in crisis. This conversation involves putting 
together an emergency plan, and keeping connected with the individual to identify the 
cause of crisis and ensure changes happen quickly. 

Å Conversation Three ςbuild a good life.  This conversation relates to long term support and 
occurs in situations where conversations one and two are not able to provide appropriate 
solutions.  

By organising distinct conversations around the needs and values of individuals, this approach 
is person-ŎŜƴǘǊŜŘ ŀƴŘ ǇǊƻƳƻǘŜǎ ǇŜƻǇƭŜΩǎ ŀŎǘƛǾŜ ƛƴǾƻƭǾŜƳŜƴǘ ƛƴ ŎƻƳƳǳƴƛǘƛŜǎΦ tŀǊǘƴŜǊǎ ŦƻǊ 
Change acts as a consultant group, offering resources and coaching to support the Three 
Conversations approach and establish local innovation sites. 

90.5%
Decrease in average wait 
time to see a support 
worker.1

37 days
Average time from first 
contact to end of the last 
conversation

ά¢ƘŜ workers have been admirable. They 
ǊŜŀƭƭȅ ƳŀƪŜ ŀ Ǉƻƛƴǘ ƻŦ ƎŜǘǘƛƴƎ ǘƻ ƪƴƻǿ ȅƻǳέ
- A person supported by the Three 

Conversations approach in Edinburgh

άǿƻǊƪƛƴƎ ƛƴ ǘƘŜ ƛƴƴƻǾŀǘƛƻƴ ǘŜŀƳ Ƙŀǎ ǇǊƻǾƛŘŜŘ 
me with the ability to enjoy my work more 
ǘƘŀƴ ŀƴȅ ƻǘƘŜǊ ǿƻǊƪƛƴƎ ŜƴǾƛǊƻƴƳŜƴǘέ
- A professional working in a Three Conversation 

site in Edinburgh

1 pre vs post-implementation data from innovation sites in Edinburgh

http://partners4change.co.uk/the-three-conversations/













