
Fife HSCP Hubs
The community health 
and wellbeing hub 
model in Fife 

Community health and wellbeing hubs (Hubs) are being developed and tested 

in Fife. The service re-design commenced in October 2017 and West Fife was 

the focus of the initial tests. The decision was made to provide a service to 

older people and people with frailty, with the longer term potential of 

reducing the pressure on Fife hospitals and social care services. 

This case study summarises their story.

A Community Hub model that 
provides health, social care and other 
partnership services delivered by a 
multi-disciplinary team will be 
explored. It will provide locally co-
ordinated services which may include 
triage and assessment, sign posting 
to other services and agencies, 
diagnostics, rapid access, treatment 
and review.

(NHS Fife Clinical Strategy 2016)

Fig’ 1 “Reference”

As the percentage of the UK population 

continues to rise, one in five people (21.8%) 

will be over 65 years old by 2030 (Age UK 

2019).

Over half of this population group (6 million) 

have multiple-morbidity with an increased 

chance of being hospitalised with greater 

length of stay, dependency and need for 

higher levels of medication.

These figures informed the decision for the 

Hub to take a multi-disciplinary approach and 

address the health and wellbeing needs of 

this older age group. 

https://www.ageuk.org.uk/globalassets/age-uk/documents/reports-and-publications/later_life_uk_factsheet.pdf


Hub Development – First Steps

Establish Huddles. Regular multi-
agency and multi-disciplinary meetings. 

Single point of access. To ensure 
patients were assessed and directed to 
a specific and relevant team.

New Role with GP 
Fellows. Another important 
contributor was linking the GP 
Community Physician Fellows 
(GP Fellows) to Whitefield 
ARC from delivery of a frailty 
clinic in the day hospital. This 
new role was developed as a 
means to recruit and retain 
trained GPs into Fife.

Set up a test site.
Whitefield Day Hospital, now 
known as Whitefield 
Assessment and Rehabilitation 
Centre (ARC), based in Queen 
Margaret Hospital in 
Dunfermline, was selected as a 
test site due to it already 
delivering a coordinated MDT 
model to up to 100 older and 
frail people. 
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Establishing these key stages allowed the multi-disciplinary team (MDT) to plan a combination of bespoke services.

Changes made

Previously 
patients waited
months for assessments 
from all professions. 
It also reduced daily 
patient attendance 
numbers.

1st day 
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assess 
patients
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Intervention 
planning and 

delivery 
begin

Increased staff 
capacity

Reduced number 
of return 

attendances by 
almost half

*AIS – Accessible Information Standard
**MIDAS – Mental Illness Drug and Alcohol Service

*ICASS – Integrated Community Assessment 
and Support Services
** OT – Occupational Therapists



The next step was to engage with other services not part of the initial core group of services, such as mental health        

services (including Old-Age Psychiatry (OAP), social care transport services and GP practice staff.

These engagements led to partnership working with OAP to form a joint OAP/GP Fellow clinic with both the Hub services and 

mental health teams sharing knowledge on almost half of the people allocated. 

GP Fellows would identify the undetected medical issues, manage them and reduce the inappropriate referrals to OAP. In return, 

the Hub benefitted with people being assessed and managed much sooner than if they had been progressed through Hub  

services without OAP available at this early stage.

• The ‘Hub Allocation Meeting’ (combined with improved access to shared databases) now provides a coordinated      

approach determining the combination of services to be offered to the person. 

• A person previously referred to Whitefield services may now be managed at home by the intermediate care team with 

medical input from a GP Fellow visit when found that the person is too anxious to attend hospital appointments. 

• 35% of referrals received a more specific and coordinated service provision from what they were initially referred for as a 

result of the Hub Allocation team’s intervention. 

Additional Partnerships Formed

Hub Successes

• Service users, carers and staff have had positive experiences of the Hub.

• Communication using service-user stories was effective to understand the Hub model and how services could benefit.

• Engaging with key managers and decision makers was necessary.

• Harnessing the experiences and ideas of service users and team members has been vital to the success of implementation 

and sustainability. Support and regular feedback to and from senior management is essential.

Lessons Learned



During COVID-19

Although the pandemic resulted in the ARC centre 

closing for several months, it has also afforded many 

advantages in accelerating the move towards the intended 

MDT clinic-based model: 

• During remobilisation, the development of two further 

ARCs in Kirkcaldy and East Fife was undertaken thanks to 

the development of electronic documentation for all 

three ARC sites. This has allowed for useful service and 

patient data to better inform developments.

• Virtual consultation and meeting systems has increased 

the ease of engaging some patients and improved the 

attendance and representation at clinical and 

development meetings. 

For more information on Fife HSCP please go to their
website. 

With thanks to Charlie Chung, Rehabilitation Manager and Hub test 
lead, and his team at Fife HSCP for sharing this case study with the 
ihub.

As the services continue to open up, there is a need to build on the good work that was achieved prior to lockdown. It is now time 
to build on partnership working across the network of services for older and frail people to continue to improve the person-centred
approach of providing individualised interventions and rehabilitation and improving service efficiency by provision of a timely,
responsive and accessible multi-professional and multi-agency service. 

The Future...

Data was gathered from the project outset to evaluate impact of           
the service. A full report was completed and recommendations included:

• That increased communication regarding referrals and the outcome of 
referrals takes place

• Communication to referrers (such as GPs) regarding services available occurs
• Access to and integration of electronic patient record systems be reviewed
• Use of technology should be considered for virtual attendance at multi-

disciplinary meetings
• Where possible it is recommended that an approximate time be given for 

appointments rather than am/pm
• Increased use of written patient communication tools recommended for 

community services.

A qualitative evaluation (Appendix 1) on patient experience was carried out on 
30 patients, carers and staff members.

Evaluation

https://www.fifehealthandsocialcare.org/

