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Foreword

People in Scotland are living longer healthier lives. As they grow older we 
know that people want to be supported to remain living independently in 
their own homes and communities. In achieving this, the task of public 
services is to make sure that support is available for all those who need 
it. Against a fast developing economic and demographic background, 
however, we need to start doing things differently if we are to realise our 
 vision for the care of older people in the future. 

The Scottish Government and CoSLA are of the view that using ‘as-
sets-based approaches’ such as co-production are instrumental if we are to 
successfully shift the balance of health and social care and develop public 
services that are focused on prevention and independence.

Co-production recognises that people have ‘assets’ such as knowledge, 
skills, characteristics, experience, friends, family, colleagues, and commu-
nities. These assets can be brought to bear to support their health and 
well-being. 

Co-production begins and ends with the person, placing them at the 
heart of any given service and involving them in it, from the creation and 
commissioning of that service through to its design and delivery, its as-
sessment and sometimes, where appropriate, its end.

We welcome this publication as one of a number of valuable contribu-
tions to an increasing body of literature and practical approaches avail-
able to planners and practitioners in advocating the role of co-production 
in reshaping care. It describes the concepts of co-production and the as-
sets-based approach and places these within the wider strategic context in 
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Scotland. Importantly, it demonstrates how the practical application of 
these approaches delivers value for individuals in maximising their inde-
pendence and well being.

The first edition of this book, entitled ‘Co-production in Health and 
Social Care’, has proven to be an invaluable reference resource for strate-
gists and practitioners in planning and developing services which aim to 
maximise the assets of citizens and communities with those of statutory 
and non-statutory providers. The first edition of the booklet has had three 
print runs with 3000 copies of the publication having been distributed 
through Scotland and beyond. We are delighted to welcome this updated 
and extended edition which incorporates examples of good practice from 
both Scotland and our international learning partners.

Derek Feeley Rory Mair

Director General Health and  Chief Executive, Convention of 
Social Care and Chief Executive Scottish Local Authorities
NHS Scotland
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The co-production journey  
in Scotland

dR maRGaRET WHoRISkEy, Director, Joint Improvement Team,  
Scottish Government

Like many other European countries, Scotland faces a significant in-
crease in service demand during a time of demographic change and a pe-
riod of sustained decline in financial resources. In response the Scottish 
 Government has developed policies which specifically promote and fund 
co-production approaches in health and social care. 

Sir Harry Burns, Chief Medical Officer for Scotland, has been highly 
influential in promoting this direction of travel through his championing 
of an ‘assets-based approach’ to planning and delivering health and social 
care. His vision was reinforced by the publication of the Christie Com-
mission Report on the Future Delivery of Public Services in June 2011. 
This highly influential report argued that it is necessary “… to ensure that 
our public services are built around people and communities, their needs, aspi-
rations, capacities and skills, and work to build up their autonomy and resil-
ience …” 

The Scottish Government has recognised this challenge and together 
with the Convention of Scottish Local Authorities (CoSLA) and other 
stakeholders, has developed a ten year change programme for ‘Reshaping 
Care for Older People’, which promotes the development of co-produc-
tion and community capacity building as key elements of public service 
transformation. Most importantly, the Scottish Government has invested 
to support the transformational change required by creating a four year 
older people’s services Change Fund of £300 million in order to drive 
the necessary shift in service models and organisational cultures. Gov-
ernment funding has also been made available to adopt co-production 
approaches to deal with specific issues such as teenage pregnancies (e.g. 
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through the Family Nurse Partnership Programme) and the limited ac-
cess for older people to healthy food and supportive social networks (e.g. 
through the Food Train). 

On an operational level, the Joint Improvement Team (JIT), which is 
co-sponsored by the Scottish Government, CoSLA and NHS Scotland, 
working in strategic partnership with the Third and Independent sectors, 
provides support to 32 locally based partnerships across Scotland (includ-
ing the NHS, local council, third and independent sector organisations) 
to integrate co-production as an approach within health and social care. 
This work has been led by the two National Co-Production and Com-
munity Capacity Leads – Gerry Power and Andrew Jackson working with 
geographically based JIT Associates. Activity to date has included : 

■■ Awareness raising activities, such as the first Co-Production and 
Community Capacity-Building Conference in Dunfermline in 
January 2012, which was attended by more than 300 participants.

■■ Providing case study evidence that co-production works includ-
ing the publication with Governance International of “Co-produc-
tion in Health and Social Care : What it is and how to do it’, and the 
building of management and front-line staff capacity across local 
councils, the NHS, independent and voluntary sectors by rolling 
out training based on the Governance International Co-Production 
Star.

■■ Gathering good practice case studies from all of the 32 local part-
nerships in Scotland.

■■ Strengthening networking and the exchange of experiences 
through the Scottish Co-Production Network.

The change management strategy of JIT is showing signs of success as 
a number of councils have already started to take action to roll out co-
production across their services. For example, Midlothian Council has 
adopted a Council wide approach to co-production enabling all council 
services in the county to make effective use of the Governance Interna-
tional Co-Production Toolkit. In addition JIT has provided coaching to 
assist the implementation of action plans being drawn up by participants 
in the co-production training sessions. This process has uncovered good 
examples of co-productive practice already taking place in the Council 
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which are being used as drivers to convince more colleagues to adopt this 
way of working and promote culture change. 

Co-production is also being rolled out in other public services in Scot-
land. For example, Strathclyde Police and the national Violence Reduc-
tion Unit have been leading an assets-based approach in a highly deprived 
area in North West Kilmarnock, which was previously characterised by 
high crime rates. The project uncovered enormous reserves of creativity 
and energy in the community, which have helped to turn around the 
quality of life of local people in the area. The lesson which Chief Inspec-
tor Tony Bone took away from his involvement with this project was, ‘You 
don’t know what you need in a community until you know what you 
already have’. 

In other organisations, however, full buy-in remains to be achieved and 
work continues to demonstrate the value of this approach in delivering 
better outcomes and/or efficiency savings. For example, JIT is currently 
working with a number of partnerships on Contribution Analysis to de-
velop an evidence base which can demonstrate the economic utility of 
co-production and community capacity building as well as their impact 
on personal outcomes.

It is recognised that embedding co-production and community ca-
pacity building in organisations and services will require whole systems 
change which spans commissioning of public services through to organi-
sational and individual performance improvement. One example of how 
this might be achieved in future is by recognising the capacity and ca-
pability of front-line staff to co-produce with users and communities in 
organisational competency and performance management frameworks. 
This will support the principle of co-production by emphasising it is more 
rewarding for the service user, the professional and the provider organi-
sation to solve problems together and not simply do things ‘to’ and ‘for’ 
service users. 

I am delighted to announce that this book ‘Co-Production of Health 
and Wellbeing in Scotland’, our second publication on co-production and 
community capacity building in Scotland, produced in association with 
Governance International and other partners, will be launched by Mr Alex 
Neil, Cabinet Secretary for Health and Wellbeing, at the National Co-Pro-
duction and Community Capacity-Building Conference on 20 February 
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2013 in  Edinburgh. This publication includes updated and new chapters 
covering the background to co-production, case studies and good practice 
from within Scotland and from our learning partners in Sweden. This I 
hope will help to demonstrate the great strides that have already taken 
place in making co-production and community capacity building a key 
part of the strategy and the practice of public services in Scotland. Fur-
ther, JIT hopes that this book will help you in making these approaches 
central to the way you plan and deliver services.

 

ContaCt details

dr margaret Whoriskey

Director, Joint Improvement Team, Scottish Government

email : margaret.Whoriskey@scotland.gsi.gov.uk
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Co-production in Scotland –  
a network for change 

oLIvIa HaNLEy, Scottish Co-production Network Coordinator

As will be discussed in other chapters, the past two years have seen grow-
ing interest and investment in embedding assets-based approaches such as 
co-production in reshaping how public services are designed and delivered in 
Scotland. At a national level, this is represented in key strategy commitments 
such as the Christie Commission on the Future Delivery of Public Services 
and the Scottish Government response, Renewing Scotland’s Public Service.

The Reshaping Care for Older People strategy has co-production and 
community capacity building as a key strand of the Joint Improvement 
Team’s remit to support local health and social care partnerships across 
Scotland to reshape how health and social care is planned and delivered 
at a local level. Co-production is one element of the National Person-Cen-
tred Health and Care Programme, one aim of which is that “by December 
2015, all health and care services will support people’s right to independent liv-
ing and good health and wellbeing by working in partnership with individual 
and community assets to design, deliver and improve support and services”.
Across other policy areas such as housing, policing, health and communi-
ty planning, co-production is increasingly being recognised as a collabo-
rative approach that fits clearly within the prevention agenda being taken 
forward to tackle inequalities and deliver public services in Scotland. 

But how can we embrace this policy environment which invites innova-
tion and change as an opportunity to embed ways of working that involve 
people and communities in tackling the root causes of health and social 
inequalities ? Scotland has an established history of looking to our inter-
nal resources and local knowledge to find solutions to tackling inequal-
ity through collaborative working, community-led activity and creatively 
engaging with people in informing and influencing decision making. It 
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is this resource that we can bring together to learn from and build upon 
to enable us to embrace co-production and ensure we take this approach 
forward in a meaningful and informed way. 

In 2010, an informal network was established which was co-facilitated 
and chaired by the Scottish Community Development Centre (SCDC) 
and NHS Tayside on a voluntary basis to facilitate dialogue and collabo-
ration around this growing resource and momentum. The network first 
came into being as a result of contacts established between the New Eco-
nomics Foundation (nef) and NHS Tayside as part of their work around 
the Health Equity Strategy : Communities in Control and as a result of the 
national capacity building for the community-led health programme, 
Meeting the Shared Challenge led by SCDC. The network began to bring 
together practitioners with an interest in a co-production approach, and 
to facilitate networking between an established body of community-led 
activity and new strategic responses to tackling inequality which had co-
production principles at their core. 

As the network gained momentum and began to establish itself as a 
key resource for exploring and developing understanding around co-
production, it received support from the Joint Improvement Team. This 
enabled it to be formally developed in 2012–13 and has since expanded to 
a membership of almost 250 people with a reach that stems across policy 
areas, across sectors and across operational and strategic levels of both lo-
cal and national bodies. 

As interest in co-production grows, the Scottish Co-production Net-
work will continue to provide a locus for the sharing of learning and the 
exchange of co-production practice. Through the resource provided by 
JIT, the network has the support of a dedicated part time Coordinator to 
take forward the development of network activities. Through a new inter-
active website, regular network meetings, national and regional learning 
events and support to local activity, the network aims to :

■■ Build on existing co-production activity in Scotland
■■ Provide a forum for learning, debate and development of ideas
■■ Create a space for practice and information exchange
■■ Support dialogue and advance co-production thinking and ap-
proaches in Scotland
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How does the network define co-production ?

“On a personal level it’s about learning to let go of my control, and rely 
instead on my influence, as an equal partner, over the things which affect 
the lives of other people.”

Dr Drew Walker, Director of Public Health, NHS Tayside

By its very nature, the network represents a breadth of understanding, 
experience and opinion of what co-production should be, and can mean 
in practice. There are many different definitions of co-production in use 
and it is helpful to draw out the key values and elements which underpin 
these different definitions and the range of activity which sits within a co-
production ideology. Essentially co-production is :

■■ an assets approach which builds on the skills, knowledge, experi-
ence, networks and resources that individuals and communities 
bring,

■■ built on equal relationships, where individuals, families, com-
munities and service providers have a reciprocal and equal rela-
tionship,

■■ an approach where services ‘do with, not to’ the people who use 
them and who act as their own catalysts for change. 

The network is made up of practitioners, volunteers, policy makers and 
agencies who share an interest in, or experience of co-production. The net-
work learning events are hosted by network members and focus on shar-
ing learning from real life practice examples We have facilitated several 
meetings in Perth, Glasgow and Edinburgh. Our first Regional Learning 
Event was hosted by a local organisation which supported a community-
led response to an identified need for mental health support services. This 
resulted in a co-designed and delivered service. Practice Exchange also fea-
tured a local Timebanking initiative which builds on local community 
activity and the skills of individuals to work with service providers in re-
sponding to community needs. 

“As a project working with disabled people and their organisations to 
achieve independent living through equal and active citizenship, co-pro-
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duction has real potential to ensure that disabled peoples’ voices are part 
of the solution. The Scottish Co-production Network enables us to hear 
other perspectives, grow understanding and share learning. It is particu-
larly valuable in enabling us to network with a wide range of practitioners 
from a broad spectrum of organisations.”

Over the coming year, the network will be working with JIT and national 
programme partners to support the embedding of the approach by offer-
ing a platform for knowledge exchange and dialogue. The network is sup-
ported by a Reference Group which will drive the promotion of the 
network and its learning through local and national channels in order to 
widen and expand its impact.

The Scottish co-production Network is free and open to anyone who 
is interested in co-production in Scotland. as a member of the net-
work, you will be invited to learning events, network meetings and 
be able to take part in discussions and information sharing on the 
website. In order to ensure the network is effective in developing prac-
tice around co-production in Scotland, members are encouraged to 
contribute to the network by sharing their learning and experience 
through the online discussions, attending meetings and sharing useful 
information and case studies.

If you would like to join the network you can sign up here –  
it’s free and only requires basic information :   
www.coproductionscotland.org.uk

The network is currently supported by a dedicated part-time coor-
dinator based at Scottish community development centre . you can 
contact olivia Hanley at olivia@scdc.org.uk ; also co-chairs catriona 
Ness catriona.ness@nhs.net and Fiona Garven fiona@scdc.org.uk.



 16

references 

Reshaping Care for Older People : A Programme for Change 2011–2021 – COSLA, 
Scottish Government, NHS Scotland (http ://www.jitscotland.org.uk/action-
areas/reshaping-care-for-older-people/)

People at the Centre of Health and Care, National Person-Centred Health and Care 
Programme : Improvement Collaborative Learning Session 1, 20–21 November 
2012, SECC, Glasgow

National Person-Centred Health and Care Programme – The Third Sector as Key Part-
ner : Report of session held by LTCAS and the Scottish Government, 31 May 
2012 (http ://www.alliance-scotland.org.uk/news-and-events/news/2012/06/
third-sector-to-play-key-role-in-new-national-person-centred-health-and-care-
programme/)

Communities in Control, Draft Health Equity Strategy – NHS Tayside, 2009 (http ://
www.thpc.scot.nhs.uk/PDFs/Health%20Equity%20Strategy.pdf)

Continuing to Meet the Challenge : A report on ‘Meeting the Shared Challenge’ a na-
tional initiative to encourage and embed community-led health’ – Stuart Hashagen 
and Peter Tayor, Scottish Community Development Centre, August 2010 
(http ://www.scdc.org.uk/media/resources/what-we-do/mtsc/Continuing%20
to%20Meet%20the%20Challenge.pdf)

Co-production Self-assessment Framework : A working reflection tool for practitioners, 
New Economics Foundation, 2011 (http ://api.ning.com/files/VqSMh5MT5Z 
MNc9040–7x-3tlsar02l0JTvoqW7EeoW6MoLSEhi*CKaDWNipgAPhL0zyoX
MHLIKSzAiH2Q2pyKnf0GbgscwEG/Coproductionaudittool.pdf) 

Community Resilience and Co-production : Getting to grips with the language, SCDC 
Briefing Paper, 2011 (http ://www.scdc.org.uk/media/resources/assets-alliance/Com-
munity%20Resilience%20and%20Coproduction%20SCDC%20briefing%20paper.
pdf) 



ContaCt details

olivia Hanley

Scottish Co-production Network Coordinator

email : olivia@scdc.org.uk



tHe ViSion

The Vision



tHe ViSion

The Vision



THE vISIoN20

The role of co-production for better health  
and wellbeing : why we need to change 

ToNy BovaIRd, University of Birmingham and 
ELkE LoEFFLER, Governance International

Why public service co-production matters

Co-production is rapidly becoming one of the most talked-about themes 
in public services and public policy around the world (Bovaird, 2007 ; nef, 
2008 ; Loeffler, 2009 ; CoSLA, Scottish Government and NHS Scotland, 
2011). This chapter sets out why we need to change traditional service de-
livery, in particular in health and social care.

The movement to user and community co-production harks back to one 
of the key characteristics of services in the public and private sectors : the 
production and consumption of many services are inseparable. Indeed, the 
creation of quality in services often occurs during service delivery, usually 
in the interaction between the customer and provider, rather than just at 
the end of the process. This means that customers do not evaluate service 
quality based solely on the outcomes (e.g. the success of a medical treatment 
in a hospital) – they also consider the process of service delivery (e.g. how 
friendly and responsive were the hospital medical staff and how comfort-
able was the ward). 

Co-production is not a new concept – it was at the very heart of one of 
the classic texts in service management (Normann, 1984), where it was re-
marked that a key characteristic of services is that the client appears twice, 
once as consumer and again as part of the service delivery system. What 
is new, however, is that in recent years in the public and private sectors 
we are seeing a greater interest by organisations in exploring the potential 
involvement of service users and communities in services. As Box 1 shows 
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this has often been for mixed motives – not simply in order to improve 
service quality by “bringing the user in” but also in order to cut costs, 
by making the user do more for themselves. As Gerry Power shows in 
his chapter in this book, these cost pressures are likely to increase in the 
light of a growing older population. The Governance International & TNS 
Sofres Co-Production Survey has also shown that changing demographics 
are an opportunity for increased levels of co-production, as elderly peo-
ple are more involved in improving public outcomes and services than 
younger people (Loeffler et al., 2008). The survey also showed a very 
strong statistical correlation between people’s willingness to co-produce 
and their belief that they could make a difference, reinforcing the point 
by Sir Harry Burns in the next chapter that co-production is likely to im-
prove outcomes by giving people more control over their lives (Parrado et 
al., 2013).

This trend has already begun to change the relationship between profes-
sional service providers and service users by making them more interde-
pendent. As a result, there is now new interest on the part of professionals 
in the co-production of public services and its implications for service de-
livery. 

Moreover, it is clear from the motives set out in Box 1 that there is 
a considerable overlap in interest between the co-production approach 
and the practice of social marketing (Kotler and Lee, 2008), which is also 
aimed at improving service quality, providing services which are carefully 
tailored to the needs of specific groups and responding to the demands 
and needs of those who are affected by the services. 

box 1 :  motives for increased customer’s involvement in  
public services 

■■ Improving public service quality by bringing in the 
expertise of customers and their networks 

■■ Providing more differentiated services and more choice 
■■ making public services more responsive to users 
■■ cutting costs
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This overlap of interest is most dramatically evident in relation to ‘pre-
ventative’ approaches to social policy. In the last few decades, social market-
ing has had to ‘carry the weight’ of governmental approaches to behaviour 
change, seeking to convince citizens to take actions which would prevent 
future social problems, and thereby save future public spending. Much at-
tention has been given to publicity campaigns aimed at changing public 
attitudes, hoping for spin-off effects on social behaviour. More recently, 
‘nudge’ initiatives have sprung up, based on experimental behavioural psy-
chology, which similarly seek to achieve behaviour change, by reframing 
how citizens see particular issues and problems (Thaler and Sunstein, 2008). 
Co-production complements these social marketing and behavioural psy-
chology approaches in a very powerful way – it directly involves citizens in 
how public services are conceived, planned and delivered, in the belief that 
behaviours can be changed even more successfully if people have direct ex-
perience, rather than simply being subjected to publicity campaigns or hav-
ing their choices framed for them in certain controlled ways. For example, 
it is believed that people who are ‘expert patients’, giving advice to other pa-
tients, are less likely to relapse into the smoking or alcohol abuse behaviours 
which contributed to their own health problems. Again, people who help 
to tidy up their local park or children’s playground are less likely to let their 
dogs foul up the paths in these places. And young people who help to design 
and even construct public art in the spaces around their homes and gather-
ing places are less likely to vandalise and paint graffiti. 

What is co-production of public services ? 

Co-production puts the emphasis on the contribution made by the service 
beneficiary in the service delivery process. For example, in education, out-
comes not only depend on the quality of teaching delivered by school teach-
ers or university staff but also on the attitudes and behaviour of students. 
If students are not willing even to listen, or not prepared to carry out the 
follow-up work at home or the library, the amount that they learn will be 
very limited. 

In a public sector context, the “co-operative behaviour” of service recipi-
ents may even extend to their acceptance of constraints or punishments – 
for example, improving community safety involves citizens in accepting 
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speeding or parking restrictions and being willing to pay a fine when they 
have ignored these restraints. Fines would be unenforceable, if no-one paid 
them and speeding or parking restrictions would no longer have any effect. 

At the same time, citizens may engage in the delivery of services on be-
half of other people, which we typically refer to as “volunteering”. For ex-
ample, most social care in the UK is not provided by the public sector but 
by family members looking after their elderly parents or children with care 
needs. However, such unpaid labour would benefit enormously from more 
support by public services – for example, by offering exhausted mothers oc-
casional ‘respite care’, so that they can take a holiday. 

Clearly, real co-production of public services does not mean just ‘self-
help’ by individuals or ‘self-organising’ by communities – it’s about the 
contributions of BOTH citizens AND the public sector. 

Consequently, we define co-production as “professionals and citi-
zens making better use of each other’s assets, resources and contri-
butions to achieve better outcomes or improved efficiency”. Its core 
principles are that (Bovaird and Loeffler, 2012) :

■■ citizens know things that many professionals don’t know  
(‘customers as innovators’)

■■ … and can make a service more effective by the extent to which 
they go along with its requirements and scrutinise it (‘customers as 
critical success factors’)

■■ … and have time, information and financial resources that they 
are willing to invest to improve their own quality of life and into 
helping others (‘customers as resources’)

■■ … and have diverse capabilities and talents which they can share 
with professionals and other citizens (‘customers as asset-holders’)

■■ … and can engage in collaborative rather than paternalistic rela-
tionships with staff and can collaborate with other service users 
and with other members of the public to bring out the best in 
them (‘customers as community-developers’). 



THE vISIoN24

types of co-production

We can distinguish a wide range of service activities which can be includ-
ed under the co-production umbrella :

■■ Co-commissioning of services, which embraces :
■■ Co-planning of policy – e.g. deliberative participation, Planning 

for Real, Open Space,
■■ Co-prioritisation of services – e.g. personal budgets, ‘commu-

nity chests’, participatory budgeting, stakeholder representation 
in commissioning decisions,

■■ Co-financing services – e.g. fundraising, charges, agreement to 
tax increases. 

■■ Co-design of services – e.g. user forums, service design labs, cus-
tomer journey mapping.

■■ Co-delivery of services, which embraces :
■■ Co-managing services – e.g. leisure centre trusts, community 

management of public assets, school governors,
■■ Co-performing of services – e.g. peer support groups (such as 

expert patients), Nurse Family Partnerships, meals-on-wheels, 
Neighbourhood Watch.

■■ Co-assessment (including co-monitoring and co-evaluation) of 
services – e.g. tenant inspectors, user on-line ratings, participatory 
village appraisals.

The Governance International Co-Production Star (Figure 1) visualises the 
Four Co’s of co-production, including co-commissioning, co-design, co-
delivery and co-assessment of public services in the outer ring.

Distinguishing between these different service activities allows us to 
identify different ways into public service ‘co-production’. In most pub-
lic agencies it will readily be apparent that at least one of these types of 
co-production is already present, reinforcing the insight from earlier that 
co-production is not new, normally it is simply hidden (and therefore not 
systematically harnessed for the mutual good of the service users, citizens 
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and public services involved). At the same time, this list also serves to 
make public managers aware that a much wider range of co-production 
activities is possible. 

figure 1 : the Governance International Co-Production Star
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implications for public service providers in health and social care

The growth of co-production has been rapid and topsy-turvy. It is not 
surprising that there is still great ignorance of (and even hostility to) the 
concept.  

The current drive towards co-production will only produce the desired 
results if it is backed up by practical techniques to allow it to flourish, 
to be tested and to be rolled out in those areas where it can be shown to 
make a positive difference. It will be important for the public services of 
the future to encourage more people to engage in co-production, to en-
sure that their efforts are directed effectively at increasing the outcomes 
which people most want, and to celebrate those engaging in this way, so 
that they feel appreciated for their inputs and more likely to continue. If 
these building blocks can be put in place, the co-production approach has 
more chance of becoming sustainable. 
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Assets for health

SIR HaRRy BuRNS, The Chief Medical Officer for Scotland

introduction

In my most recent report on health in Scotland, ‘Assets for Health’ (Scot-
tish Government, 2011), I noted that whilst there is evidence of significant 
improvements in survival from many cancers, reductions in prevalence of 
some risk factors and even some evidence of reduction in relative inequal-
ity in deaths from cardiovascular disease and the prevalence of low birth 
weight babies, many areas remain where the trends are showing no im-
provement or even show signs of moving in the wrong direction.

The Scottish Health Survey seems to indicate that around 25% of Scots 
eat a poor diet, take insufficient exercise, drink too much alcohol and 
are overweight or obese. Numerous attempts have been made over the 
years to encourage individuals to alter their behaviour. Health promotion 
campaigns usually have a positive effect on some people but often those 
in most need of changing their behaviour are least likely to take notice of 
such campaigns. Risky behaviours such as smoking and excessive alcohol 
consumption are often a response to adverse life circumstances ; simply to 
focus on the behaviour, without tackling the underlying circumstances 
which provoke the behaviour, misses the point. A new approach which 
allows individuals to feel more in control of their lives and social circum-
stances is necessary and that is why, in my previous publications, I have 
mentioned the concept of the “assets approach” to improving health and 
wellbeing. This approach offers a coherent set of ideas and concepts for 
identifying and enhancing those protective factors which help individu-
als and communities maintain and enhance their health even when faced 
with adverse life circumstances.
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the underlying theory

Aaron Antonovsky, the American sociologist, describes the process by 
which individuals and communities create health as “salutogenesis” (An-
tonovsky, 1967). The medical profession, he argued, was obsessed with 
pathogenesis – the causes of disease. They should, he argued, be studying 
the factors which create health in individuals and communities. By stud-
ying factors which create and support human health rather than those 
which cause disease, we should be able to identify resources and capaci-
ties which impact positively on health and which explain why, in adverse 
circumstances, some stay healthy and others don’t. The assets approach to 
health improvement is therefore based on Antonovsky’s concept of salu-
togenesis. It is a set of concepts and actions which seem to offer the most 
coherent and evidence-based approach to the creation of health and well-
being. It does this in several ways. A key aspect of Antonovsky’s theory 
is the idea that having control of one’s life and circumstances is health 
enhancing. Central to the assets approach is the idea of helping people to 
be in control of their lives by developing the capacities and capabilities of 
individuals and communities. It draws on existing approaches that foster 
effective and appropriate involvement of the people and the professionals 
who serve them. In addition, it identifies techniques (for example asset 
mapping) which facilitate collaborative work between individuals, com-
munities and organisations towards securing better health and wellbeing.

Current approaches

The conventional approach to the delivery of public services is based on 
meeting needs or delivering treatment. Individuals are characterised as 
“smokers”, “drinkers”, “drug addicts”, “unemployed”. Communities are 
described in terms of their problems. They are “areas of multiple depri-
vation” with high levels of crime, single parent families, and premature 
mortality. People and communities are defined by their deficiencies. Pub-
lic services set out to fix problems for individuals and communities and, 
in doing so, they take away control from people by making them passive 
recipients of services. Evidence suggests that a sense of control over one’s 
life is associated with better health and a greater likelihood of adopting 
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healthy behaviours. Undermining that sense of control, it is argued, in-
creases passive acceptance of risk. It is not particularly surprising if people 
who are consistently told they are living deprived, hopeless lives tend to 
respond with passive acceptance. The outcome is an increasing depend-
ence on services provided by others. Over time, areas of Scotland which 
have seen the collapse of industry and employment have experienced the 
greatest concentration of social and health problems. Once again, eco-
nomic problems are threatening the ability of communities to sustain 
themselves. The economic difficulties facing European countries such as 
Greece are having an inevitable impact on health, with increasing rates of 
suicide and HIV already apparent. The ability of public services and third 
sector organisations to continue to meet needs of individuals and com-
munities at times of contraction in the economy is significantly impaired. 
If we are to avoid health and social inequalities continuing to widen, we 
need better ways of working.

alternative ways of working

Every community has assets. Harrison and colleagues (2004) have defined 
assets as the collective resources which individuals and communities have 
at their disposal, which protect against negative health outcomes and 
promote health status. These assets can be social, financial, physical, en-
vironmental, or human resources, for example, employment, education, 
and supportive social networks. Individuals may not be aware they pos-
sess many assets and, if they are, they may not use them to any particular 
purpose. However, everyone has resources at their disposal which can act 
to protect them against adverse circumstances and which can promote 
health and wellbeing.

The asset based approach sets out to work with individuals to make vis-
ible their skills and give them confidence that they are valued. Critically, 
it allows people to become connected with each other and encourages a 
spirit of co-operation and caring for one another. Communities in which 
violence, drug addiction and crime are common are often full of suspi-
cion and mistrust. As confidence and self-esteem builds in individuals, 
neighbours learn to trust each other and community cohesion is built. 
The assets approach is not an alternative to public services, it comple-
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ments them. However, the balance is currently wrong. If asset based ap-
proaches are to be implemented, there needs to be a rebalancing between 
directly meeting needs of people and communities and nurturing their 
strengths and resources. If this approach is to become an integral part of 
mainstream development thinking, it will require a change in individu-
al and organisational attitudes and practice. Instead of doing things to 
communities, public services need to develop a mindset which sees them 
working with individuals and communities to co-create health and well-
being. Asset based approaches, however, are not an alternative to invest-
ment in service improvement or addressing the structural causes of health 
inequalities. Individuals trying to build lives for themselves need access 
to affordable housing. They need access to good education for their chil-
dren. They need to feel safe in their communities. They need the chance 
to lead healthy lives through access to opportunities for physical activity 
and to buy food.

Co-production

Asset based approaches can be applied using a number of techniques. 
Many have not been developed with an assets perspective in mind – how-
ever, common features are that these techniques focus on identifying and 
sharing what individuals and communities have to offer that might en-
hance health and wellbeing. Different methods are often used in combi-
nation with one another and it is not unusual to find many being used in 
the same community. One of the best known examples is co-production 
which clearly uses an assets type of approach.

Co-production is the process of active dialogue and engagement be-
tween people who use services and those who provide them. It is a pro-
cess which puts service users on the same level as the service provider. It 
aims to draw on the knowledge and resources of both to develop solu-
tions to problems and improve interaction between citizens and those 
who serve them (SCDC, 2011), (Needham and Carr, 2009). Co-produc-
tion changes the dynamics between individuals and communities, creat-
ing more collaborative relationships. Frontline staff are more able and 
confident in sharing power and are more ready to accept user expertise 
(Needham and Carr, 2009). Co-produced services work with individuals 
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in a way that treats individuals as people with unique needs, assets and 
aspirations, but also as people that want support tailored to their needs 
(Slay and Robinson, 2011). Services learn to work with people and not do 
things to them. 

Asset based and co-productive approaches are concerned with identify-
ing the protective factors that support health and wellbeing. They offer 
the potential to enhance both the quality and longevity of life through 
focusing on the resources that promote the self-esteem and coping abili-
ties of individuals and communities. Society could benefit from a more 
concerted effort to conduct its activities in this way.

the way ahead for Scotland ?

The conventional delivery model does not address underlying problems 
that lead many to rely on public services, so it inevitably fails to resolve 
those problems, thus carrying the seeds of its own demise. Convention-
al approaches disempower people, failing to recognise that service users 
have assets which can contribute to solutions. Conventional approaches 
preserve dependency that stimulate further demand for services. By work-
ing with people rather than by doing things to people, co-production has 
the potential to transform the way public services are delivered so that 
they are better positioned to assist people in addressing their problems in 
effective and sustainable ways. 

The recently published report of the Commission on the Future Deliv-
ery of Public Services in Scotland (Christie, 2011) has spoken of the need to 
work differently in Scotland. The Commission is firm in its view that “irre-
spective of the current economic challenges, a radical change in the design 
and delivery of public services is necessary to tackle the deep-rooted social 
problems that persist in communities across the country”. A programme of 
reform is necessary to ensure that “public services are built around people 
and communities, their needs, aspirations, capacities and skills, and work 
to build up their autonomy and resilience” (Christie, 2011 : section 8.2). 
This reform cannot succeed unless individuals, communities and public 
organisations work together in co-producing the services they use. Both 
public services and communities will need to find a new balance in their 
relationship if health and wellbeing is to be enhanced in our society.
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Co-production in Scotland – a policy update

GERRy PoWER, Joint Improvement Team, Scottish Government

Context

The socio-economic challenges facing Scotland have changed little in the 
12 months since the first edition of this book appeared. Encouragingly, 
however, there is evidence that provider organisations increasingly recog-
nise the need to work ever more closely with service users and their circles 
of support in order to optimise the use of both citizen and corporate re-
sources in designing and delivering health and social services.

Statistics from the General Register Office for Scotland (GROS, 2010 : 
22) project that between 2008 and 2033 Scotland will experience a rise of 
50% in its over-60s population and a 84% increase in it is over-75s. It is sug-
gested that if current models of care are to meet the consequential growth 
in service demand then Scotland’s care budget for older people will need 
to grow from its current base of circa £5.0 billion to £8.0 billion by 2031 
(Joint Improvement Team 2011 : p. 10). This is against a wider economic 
backdrop where the Chief Economic Adviser to the Scottish Government 
projects a shortfall in the Scottish public purse of £39 billion over a simi-
lar timescale (Scottish Government, June 2010 : p. 10).

The inevitable challenge facing public sector organisations in Scotland 
remains how they respond to significant increases in service demand dur-
ing a period of sustained decline in financial resources. Clearly, it is im-
perative that new models of service planning and delivery are developed 
which are supported by a framework of coherent and cohesive underpin-
ning policies.



aSSETS FoR HEaLTH 35

Policy influences

The Scottish Government’s ten year programme for ‘Reshaping Care for 
Older People’ (Joint Improvement Team, 2010), and its associated Change 
Fund, continues to be pivotal in encouraging the development of new 
service models which employ co-production and community capacity 
building in helping to address the underlying economic and demographic 
challenges facing Scotland’s public services. Throughout Scotland many 
examples of good practice have emerged funded by local Change Funds 
which are beginning to alter the way service users, carers, community or-
ganisations and professionals work across the statutory and non-statutory 
sectors to redesign and deliver services. Some examples of this are includ-
ed in this book and it planned to highlight many others from across the 
32 Scottish Change Fund partnerships on the Joint Improvement Team 
website during 2013.

As discussed in a previous chapter by Sir Harry Burns, Chief Medical 
Officer for Scotland, the inclusion of co-production as a central plank in 
Scottish Government health and social care policy has been significantly 
influenced by Aaron Antonovsky’s philosophy of salutogenesis (Scottish 
Government, December 2009 : p. 11) as a basis for developing an ‘assets-
based approach’ in planning and delivering health and social care in Scot-
land. This also links to the “person-centered ambition” outlined in the 
Healthcare Quality Strategy for NHS Scotland (Scottish Government, 
May 2010) which promotes a healthcare model for Scotland based on ‘…
mutually beneficial partnerships between patients, their families and those 
delivering healthcare services which respect individual needs and values and 
which demonstrate compassion, continuity, clear communication and shared 
decision-making …’ (ibid : p. 7), all of which clearly resonates with defini-
tion of co-production of Boyle and Harris (2009 : p. 11).

The need for a ‘mutual’ approach to service delivery was reinforced in June 
2011 with the publication of ‘The Commission on the Future Delivery of 
Public Services Report’ (Christie, 2011) which stated that “… unless Scotland 
embraces a radical new collaborative culture throughout our public services, both 
budgets and provision will buckle under the strain …” (Christie, 2011 : p. viii).

In order to achieve this, Christie (2011 : p. 26) argued for urgent and 
sustained reforms of public services in Scotland with the first key objec-
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tive being “… to ensure that our public services are built around people and 
communities, their needs, aspirations, capacities and skills, and work to build 
up their autonomy and resilience …”.

The report goes on to reference the principles of co-production as the 
basis for this objective and points to examples such as the Self-Manage-
ment Fund operated by Scottish Government and the Health and Social 
Care Alliance, Scotland (‘The ALLIANCE’) as a method of achieving 
co-production through ‘personalisation’ i.e. user-led service planning 
and provision. Christie also cites research by Alzheimer Scotland in 2010 
which demonstrated “… when empowered to direct their own support, fami-
lies effectively combine state resources around their own natural supports to cre-
ate truly personalised support …” (ibid : p. 26).

Government’s response

In its response to Christie, “Renewing Scotland’s Public Services”, the Scot-
tish Government has embraced many of the commission’s recommenda-
tions and recognised the need for public service reform based around 
four pillars :

■■ Prevention – “ …directly aimed at improving outcomes and reduc-
ing the demand for a range of acute services over time … (by) … bet-
ter utilis(ing) the talents, capacities and potential of our people and 
 communities …” (Scottish Government, November 2011 : p. 6  
and 8)

■■ Partnership – which will be ”… comprehensive and participative, 
harnessing the full spectrum of talents and capacities of public bod-
ies, citizens, third sector organisations and local businesses … (and)… 
where appropriate … place greater responsibility and control in the 
hands of citizens and communities …” (Scottish Government, No-
vember 2011 : p. 10)

■■ Workforce development – building on Christie’s recommendation 
that frontline staff working with people and communities are best 
placed to plan and deliver services : A Scottish Government prior-
ity is that “… management and frontline staff in public services need 
to be encouraged and supported to prepare for change, promote innova-
tion, embrace new approaches, improve performance and involve com-
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munities and services users in the design of public services …”(Scottish 
Government, November 2011 : p. 14)

■■ Performance improvement – Christie emphasises the importance 
of outcomes in improving and measuring performance. In re-
sponse ‘Renewing Scotland’s Public Services’ calls for “… greater 
clarity around the objectives of public organisations which offer trans-
parent measurement of progress and benchmarking …” (Scottish Gov-
ernment, November 2011 : p. 16).

All four pillars clearly support a direction of travel in which the principles 
of co-production are enshrined as part of a design and delivery process 
with citizens and communities as full partners together with statutory 
and non-statutory service providers.

‘Renewing Scotland’s Public Services’ describes a vision from which a 
‘golden thread’ of co-production and community capacity can be traced 
to other Scottish Government planned and extant legislation, this in-
cludes :

■■ Age, Home and Community : Scottish Government’s Housing 
Strategy for Older People (Scottish Government, December 2011), 
recognises that housing and housing-related services provide a cost 
effective way of enabling older people to live as independently as 
possible at home rather than in hospital or care homes. This can 
only be delivered in a concerted and co-ordinated partnership 
with older people, local communities and service providers. The 
importance of Housing Support to this agenda is further empha-
sised later in Jackie Walder’s chapter in this book.

■■ Self Directed Support(Scotland) Bill (Scottish Government, Feb-
ruary 2012) which is at an advanced stage in its legislative cycle has 
at its heart the principle of choice in how people live their lives, 
where they live and what they do. Allied to this people’s is control 
in determining and executing the who, what, when and how their 
support is provided. Crucially the Bill emphasises that the process 
for delivering Self Directed Support is through co-production i.e. 
support that is designed and delivered in equal partnership be-
tween people and professionals.
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■■ Scotland’s National Dementia Strategy (Scottish Government, 
2010) resonates strongly with Reshaping Care for Older People and 
Self Directed Support. It stipulates the rights of people with a diag-
nosis of dementia and their carers to be part of decisions that affect 
them and fully participate in planning care. In addition, it stresses 
the need to better use natural supports, peer support and wider 
community resources to ensure people with dementia are enabled 
to live well with dementia and remain part of their communities.

■■ The Integration of Health and Social Care Bill (Scottish Govern-
ment, September 2012) is currently being drafted following exten-
sive consultation. This will place a requirement on Partnerships to 
strengthen the role of clinicians and care professionals, along with 
the third and independent sectors, in the planning and delivery of 
services (reflecting the workforce development pillar above).

■■ The Community Empowerment Bill (Scottish Government, Au-
gust 2012) is another Bill going through the legislative process. The 
Scottish Government wants communities to get the chance to do 
more for themselves, it wants people to take part and help decide 
what happens where they live. This includes making it easier for 
communities to take part and have their say, helping them to own 
land and buildings in their area, and make the best use of local 
resources.

An additional programme of work which is central to this agenda the 
‘National Person-Centred Health and Care Programme’ launched in Novem-
ber 2012, and within this its co-production strand entitled ‘People Powered 
Health and Wellbeing ; Shifting the Balance of Power’. This is described in 
more detail in the chapter later in this book by Ian Welsh and Shelly Gray.

It is also important to recall that two additional Change Funds which 
seek similar results in early year’s interventions and reduced reoffending 
were announced in 2011. From the perspective of early years this builds 
on the three linked social policy frameworks of Achieving Our Potential 
(Scottish Government, November 2008), the Early Years Framework (Scot-
tish Government, January 2009) and Equally Well (Scottish Government, 
June 2010) which adopt an assets-based approach in tackling inequalities 
impacting on the development and future life opportunities for children. 
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This is also consistent with Government’s support for programmes such 
as the Family Nurse Partnership Programme in Scotland, phase one of 
which has recently been evaluated (Scottish Government, July 2011).

Practical opportunities and challenges

As recognised by Sigerson and Gruer (2011 : p. 1), in their recent paper on 
asset-based approaches to health improvement the size of this investment 
in change means “… the challenge now is to assess the impact and cost ef-
fectiveness of assets based approaches in Scotland within a robust and sensitive 
evaluation framework …” 

It is acknowledged that there is some evidence that co-production and 
assets-based approaches do contribute to the well-being of individuals and 
indeed financial bottom lines (Loeffler and Watt [2009] ; Sigerson and 
Gruer [2011]). This is, however, mainly qualitative in nature and it is dif-
ficult to make precise links between the cause and effect of investment in 
co-production and its specific impact on health and financial outcomes. 
The need for an explicit evaluation methodology which can legitimise 
this approach is therefore clear and authors such as Sigerson and Gruer 
(2011 : p. 6–7) have reflected on the form this might take.

One method, which has been used by public health and health im-
provement specialists for some time, is that of Contribution Analysis. This 
is currently being tested in three pilot sites by JIT in line with guidance 
published by the Scottish Government (December, 2009). The method 
was originally developed by John Mayne in 2001 “… for situations where 
designing an ‘experiment’ to test cause and effect is impractical. Contribution 
analysis attempts to address this head on by focusing on questions of ‘contribu-
tion’, specifically to what extent observed results (whether positive or negative) 
are the consequence of the policy, programme or service activity …” (ibid : p. 1). 
Unlike conventional cause-and effect analysis this method does not at-
tempt to prove that any one factor e.g. a policy, ‘caused’ a specific out-
come but rather builds a credible ‘performance story’ demonstrating the 
influence certain activities have had in driving change, possibly along 
with other factors. Work on using this methodology is at an early stage 
and the author hopes to report further progress during 2013. It is hoped 
that the results from the three test sites will be reported in late 2013.
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Conclusions

Two years into the Older Person’s Change Fund process the ‘logic’ of co-
productive approaches in helping to address the supply/demand gap in 
health and social care in Scotland would appear to be increasingly recog-
nised by partnerships. The practicalities of implementation are, however, 
proving harder to realise. Early in the Change Fund process JIT identified 
that one reason for this is a lack of a logical process or ‘toolkit’ which 
could support partnerships develop co-production within and between 
their organisations and the communities they serve.

During 2012, JIT, working with Governance International, delivered a 
programme of training opportunities to help partnerships develop practi-
cal approaches to co-production. Feedback on these programmes has been 
very positive. Some partnerships have indicated that they would now like 
tailored, partnership specific support to develop co-production locally. 
The JIT and Governance International have already commenced this type 
of focused work with one partnership. 

During 2013/14 JIT will continue to provide ongoing support for all 
partnerships on this agenda and will look to respond to local require-
ments as necessary.
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Co-production in Scotland : Two case studies

aNdREW jackSoN, Joint Improvement Team, Scottish Government

In this chapter, two interesting and successful co-production projects in 
Scotland are showcased, with special attention to some of the very im-
pressive qualitative results which have been achieved. 

the SHINE project in fife

The SHINE project in Fife is being taken forward by NHS Fife, Fife Coun-
cil and BRAG Enterprises Ltd (a social enterprise) with advice from Com-
munity Catalysts and the International Futures Forum. (Fife is the region 
to the immediate north of Edinburgh across the Forth estuary). 

The project is supported by the Health Foundation’s SHINE initiative, 
by the Joint Improvement Team (which is an entity jointly sponsored by 
Scottish Government, the Convention of Scottish Local Authorities (Co-
SLA) and NHS Scotland) and by the Scottish Government-backed na-
tional Reshaping Care for Older People Programme, as it operates in Fife. 

The project is designed to generate small, highly tailored community-
based care packages for frail and vulnerable older people, provided by 
independent ‘micro-enterprises’, so that these older people may remain 
living healthily and independently in their own communities. 

A micro-enterprise may take the form of a single volunteer or small 
team of volunteers, a social enterprise or a sole trader or small business 
but in any case the relationship between the older person and the mi-
cro-enterprise relies on co-production for its successful delivery. An an-
ticipatory care approach is also built in, as the close connection between 
‘supporter’ and ‘supported’ allows for health and care issues to be identi-
fied and addressed before they escalate. 
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Health care staff begin their interaction with clients by establishing a 
shared understanding of what the client considers to be a good quality 
of life and how their health and care needs, their strengths, their aspira-
tions and the networks that they are part of might interact to achieve this 
quality. This information is used to build a personalised care package that 
accounts for the lived experience of the client, places them at the heart of 
the relationship and maximises their independence. The micro-provider 
delivers the package in a similarly close relationship with the client and 
strong connections to the health care staff who helped initiate the process 
are maintained throughout. Clients report that they “feel human again”, 
are finally doing things that they want to do and are feeling greatly more 
independent than they have done for some time.

In the medium to longer term, this shift in the balance of care is intend-
ed to reduce demand on acute health services to the extent that resources 
can be transferred to establish sustainable community-based provision us-
ing the SHINE model. The expectation is that SHINE will contribute to a 
reduction in delayed discharges from and multiple emergency admissions 
to hospital and use of community hospital beds.

 Success will be measured in two ways. Using the ‘Talking Points’ ap-
proach the direct health and wellbeing outcomes reported by those 
supported will be ascertained and baseline and follow-up data from in-
dividual hospital admissions will be tracked (Joint Improvement Team). 
This will provide an understanding of personal and financial outcomes, 
both of which are crucial to making the case for shifting resources.

time banking in argyll and bute

Argyll and Bute is a substantially rural area, including islands, on the west 
coast of Scotland to the west and north west of Glasgow. Through ‘time 
banking’, Argyll Voluntary Action (AVA) has been putting co-production 
into practice for over seven years. The reciprocal and mutually support-
ive nature of time banking is archetypically co-productive and is entirely 
concerned with building support for people around their needs and their 
aspirations for their own health and wellbeing. It also brings local people 
together to support one another, thereby building community capacity 
and resilience. It is clearly very much an assets-based approach. 
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“The asset approach values the capacity, skills, knowledge, connections 
and potential in a community. It doesn’t only see the problems that need 
fixing and the gaps that need filling. In an asset approach, the glass is 
half-full rather than half empty … Working in this way is community-led, 
long-term and open ended.” (IDeA, 2010).

“Time banking is based on the simple principle that for every hour of 
time a person contributes to help another, they receive the equivalent in 
time credits. These time credits are stored and then exchanged for services 
when needed from others. For example – if you help someone for an hour 
decorating their home, you can ‘buy’ an hour of someone helping you – 
let’s say, cutting your grass” (Time Banking Scotland).

AVA is currently involved in working with partners in the NHS and 
the local authority to use time banking in the context of the Scottish Gov-
ernment-backed national Reshaping Care for Older People Programme 
as it operates in Argyll and Bute. This has seen an increased emphasis on 
improving health and wellbeing outcomes for older people.

AVA’s approach anticipates continued success in achieving the personal 
outcomes for health and wellbeing that older people determine for them-
selves, such as independence, autonomy and reduced isolation. Earlier 
research showed time bank members enjoyed greatly improved mental 
health (as measured using the Warwick Edinburgh Mental Well Being 
Scale (WEMWBS) and extremely positive personal testimony included 
reported reductions in use of medication. A Social Return on Investment 
(SROI) analysis showed well over £2 of social value was created for every 
£1 spent.

Importantly, the time bank is increasingly linking its activity to key 
proxy indicators for health and wellbeing outcomes as used by statutory 
services, for example, the number of unplanned admissions and read-
missions to NHS hospitals. Working with the NHS the intention is to 
capture the detail of individuals’ pattern of service use so as to demon-
strate how being supported differently by time banking can ‘shift the 
balance of care’, prevent health and wellbeing crises from arising and re-
duce demand for acute services. This is essential in order to be able to 
confidently make long term decisions about allocating finite resources  
ap propriately between community and institutional health and care pro-
vision.
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Claire, 39 and Anne, 81 are just two of the beneficiaries of the time 
bank having been involved for a number of years. Their stories demon-
strate that taking this approach can genuinely shift the balance of care. 
In particular, enabling Anne to remain living independently in her own 
home is both what she wants and has prevented the need for her to be 
moved to a costly and inappropriate residential care or hospital facility. 

Claire’s story

“I am a 39 year old woman. My family and I were made homeless after 
both myself and my partner were made redundant and we lost our house. 
After moving further north, we were placed into temporary housing 
twice before being moved into a flat in Oban. During the five months 
in the flat we suffered excessive noise and aggressive behaviour from the 
neighbour above us. Because of that we both became depressed, anxious 
and our confidence and self esteem hit rock bottom. We had no family or 
friends locally to ask for help or advice. It became difficult to care for our 
very young child.

We were both introduced to Argyll Voluntary Action and we became 
(at first, reluctantly) involved in the time bank activities and in volun-
teering. My partner started volunteering at the Community Garden and 
I helped out in the Volunteer Centre. Through this we met Anne. Anne 
was 81 and not very mobile but she was so alive. She had been involved 
with the time bank for almost a year and was so enthusiastic. 

Anne helped us to see things more positively, she was an instant ‘hit’ 
with our daughter and an inspiration. In return, we helped with her shop-
ping, with transport and my partner was able to repay her kindness do-
ing some small repairs for her. Without the support of other time bank 
members and the staff we would not have had the money or manpower 
to move from the flat into the house we were offered. Through using our 
time credits we were able to get help with childcare, removal transport 
and decorating. At last we could invite Anne to visit our family in our 
own home.

Our confidence and self esteem also grew and I trained as a time bank 
broker. Now I work part time and it has helped both of us to make friends 
within the community and have a more positive outlook to life now. And 
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our greatest friend is Anne, mentor to our daughter and to me, and some-
one without whose support and kind guidance we would never have the 
life we have now.”

anne’s story

“I had lived in Oban most of my life and knew quite a few people. Many 
of my friends had died, some had gone into the old people’s home and 
although I wanted to stay independent I was struggling. One of my neigh-
bours said she had heard about a time bank run by Argyll Voluntary Ac-
tion. So, one day I got myself down to their office to see what it was all 
about. I could not have been made more welcome. When the girl working 
there asked what I was interested in, I first thought ‘I can’t do anything’. 
But she explained just how people can support each other. Within a few 
weeks I had someone helping with my little garden and I was teaching a 
young woman to knit and someone else gave me a lift to get to the centre. 
I began to see I was not too old and felt more useful and valued than in a 
long while. That made me more positive and less nervous. Even my doctor 
could see an improvement – he said I was holding my head up more and I 
said I was sleeping better.

It was then I met Claire, poor soul ; she looked lost and was arguing 
with her partner. They had a little girl who seemed equally lost – I just 
felt for them. The worker suggested I could perhaps read and keep their 
child amused to give Claire and her partner a bit of time to work out 
their problems. I started talking to Claire as well, and to understand the 
terrible things that had happened to her family. Slowly, we became firm 
friends. Before long, we were supporting each other in all sorts of ways. 
One of them would shop with me or for me when my legs weren’t so good 
and helped me to get around. I loved spending time with the little one 
and felt like I was doing something really worthwhile. Claire’s partner 
mended my cupboards and made them easier to open. Without their help 
I am sure I would not be able to stay in my own home. I could also see the 
change in the family – they were looking brighter, I never thought at my 
age I would have such lovely younger friends who wanted to spend time 
with me.
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My greatest thrill was when they eventually were given a house of their 
own. The time bank people made sure they could move and the first 
thing they did was to invite me to come and spend afternoon with them 
and stay for tea. I feel very fortunate and I have a purpose in my life. My 
legs don’t work well, but that doesn’t matter, with the support I enjoy in 
my own home and I have friends who make me feel valued and I look 
forward to every day.”
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The Family Nurse Partnership programme 
in Scotland : Improving outcomes for child, 
 parents, and society

ELkE LoEFFLER, Governance International

introduction 

Being a parent is a challenge for most people, but being a teenage parent 
brings with it even greater challenges. NHS Tayside has the highest teen-
age pregnancy rate in Europe and is one of several areas being supported 
by the Family Nurse Partnership (FNP) programme in Scotland. The 
approach was first developed by Professor David Olds at the University 
of Colorado and is based on strong scientific evidence (Olds, 2006). The 
Scottish Government has made a manifesto commitment to ‘roll out FNP 
across Scotland’ and plans to support almost 1200 young families by 2013.

objectives

Seeking to provide early and effective intervention FNP moves away from 
the traditional approach for supporting families, being directive to work-
ing alongside families. It aims to introduce a different approach where 
nurses engage with young parents early on in pregnancy building a ther-
apeutic relationship with them to enable them to build their parenting 
skills and resources, whilst also developing and realising their own aspira-
tions.

The aims of FNP are to support first time teenage parents to improve 
child and maternal health, improve school readiness and educational 
achievement and help parents become economically self sufficient i.e. 
help parents to find meaningful employment or return to education. The 
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importance of nurturing families was highlighted by Sir Harry Burns, 
Chief Medical Officer for Scotland, when he said consistent parenting 
can reduce sickness and increase life expectancy – with inconsistent par-
enting potentially adversely affecting children in later life.

nicola Sturgeon, then Cabinet Secretary for Health and Wellbeing and Cities 
 Strategy with a client of the fnP programme



co-PRoducTIoN IN acTIoN 54

Change management

FNP is aimed at first time pregnant teenagers (19 years and under). These 
are required to be resident for the 2.5 years that the programme is de-
livered, with no plans to relinquish the baby (as it is an attachment pro-
gramme). It is optional for clients and those not wishing to be supported 
by FNP will receive the support from a Public Health Nurse/ Health Visi-
tor. It is an intensive home visiting programme that focuses on the ambi-
tions of the young parents, helps them to work out an action plan and 
uses a variety of methods to work with them in a respectful and meaning-
ful way.



THE FamILy NuRSE PaRTNERSHIP PRoGRammE IN ScoTLaNd 55

The FNP is delivered by highly trained family nurses who hold open 
a caseload of 25 clients (whole time equivalent). The partnership begins 
during very early pregnancy, ideally at about 16 weeks and at the latest 
before the mother reaches 28 weeks, and lasts until the child’s second 
birthday. This is based upon the premise that pregnancy and the birth 
represent an opportunity when parents are especially open to receiving 
support and help (even if they have normally rejected help from public 
services). It works on a mother’s intrinsic desire to care for her baby and 
pregnancy offers a wonderful window to do just this. In the ante-natal 
period, maternity care (screening and core ante-natal appointments) is de-
livered by midwives, whilst the family nurse delivers the home visiting 
programme to the client. Family nurse visits are regular – initially every 
week and once a fortnight, the number of visits decreases as the young 
parent’s confidence develops towards the end of the programme. The pro-
gramme is set out in standard form in a manual but is adapted to meet 
the family needs. Each visit usually lasts for around an hour.

The FNP is a strengths-based approach which recognises the skills and 
resources that parents possess and that can contribute to improve their 
own and their child’s outcomes. The role of the family nurse is to ensure 
those skills come to the fore and develop confidence in the young parents. 
FNP focuses on an expecting mother’s natural motivation to do the best 
for their child, respecting that the parents are the experts on her own 
lives, and working to develop achievable goals for the family.

There are three theories that underpin the programme. They are :

■■ Human ecology : The importance of understanding the context in 
which people live their lives ;

■■ Attachment : The formation of the bonds between parent and 
child as basis for subsequent positive child development, and the 
child’s learning from the responses it gets from its parents (be they 
negative or positive) ;

■■ Self efficacy : A belief that people can be supported to take control 
of their own lives and are the only ones who can really bring about 
change for themselves.
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This premise requires a one-to-one alliance with the Family Nurse. This 
strong partnership aids the parents to change their behaviour to healthier 
habits and deal with the emotional problems that can prevent parents 
providing good care and forming a positive relationship with their child.

The capabilities of the mothers and fathers are realised through struc-
tured home visits in which the nurse will work with the parents to identify 
the resources they have and, where appropriate, signpost them to further 
support. Each of the visits is designed to provide guidance and support 
to the parents so that they are aware of how best to look after their child 
and how to change their behaviour accordingly. These conversations also 
serve to allow first-time mothers to bring up the many questions that arise 
during pregnancy – ‘How do I know if my baby’s healthy ?’, ‘What do I 
need to change in our house to make it best for my baby ?’, ‘How big will 
my stomach get ?’, ‘How does breast feeding work ?’. The Family Nurse is 
able to address these questions and concerns to enable the mother to take 
the healthiest route possible and prepare them for childbirth. The Family 
Nurse is also able to coach the mother and father about how they can real-
ise their own goals and give them the confidence to do so. 

The Scottish Government holds the license with University of Colo-
rado, Denver to implement the FNP. Implementation is supported by a 
consultancy agreement with the Department of Health FNP National 
Unit, which provides training, access to expertise and support.

The first Scottish FNP programme received funding of £1.6 million 
from the Scottish Government and is being delivered by NHS Lothian 
during a three-year period. A second cohort of FNP families was support-
ed in Lothian later in 2012, with Scottish Government match funding 
NHS Lothian’s contribution to delivering the programme (approximately 
£ 800,000). The NHS Lothian team consists of a supervisor, six family 
nurses, and an administrator/data manager. The delivery team is support-
ed by a full-time local FNP lead to implement the programme locally and 
ensure that it is integrated with other services within Lothian and NHS 
Lothian. 

Over a nine month period from January 2010 148 clients who were 
eligible to be included on the programme were recruited. Issues such as 
gender-based violence have also been included in the FNP programme 
delivery in Lothian. This included hosting an event to raise awareness of 
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the issue during the ’16 Days of Action Opposing Violence against Wom-
en’ campaign.

A second pilot site for the FNP was established in January 2011 in NHS 
Tayside and its surrounding area. NHS Tayside’s area has the highest teen-
age pregnancy rate in Europe. The project received financial support of 
£3.2 million over three years from the Scottish Government and a con-
tribution of £600,000 from NHS Tayside. This pilot was staffed with 12 
family nurses, supported by two supervisors – forming two teams. The 
aim of NHS Tayside is to reach in excess of 300 families by summer 2012.
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outcomes

These two examples below provide real life cases of how the Family Nurse 
Partnership helps young parents.

Client story 1 (by a family nurse)

Moira was 18 years old when recruited onto the programme. She had left 
school at age 15 years with no qualifications. She had a history of being 
a looked after child and was in a relationship currently with an abusive 
partner. Both Moira and her partner had a criminal history and were ad-
dicted to heroin and other street drugs. Moira was mistrusting of profes-
sionals and had limited support from family and friends.

The family nurse worked to build a therapeutic relationship with Moi-
ra. The strength-based approach worked well and in time a trusting rela-
tionship has been established. It was evident to the family nurse that part 
of the mistrust Moira had of services was related to her belief that they 
were negative about her ability to become a good parent. Due to the level 
of concerns identified in the life of Moira and potential risk for her baby, 
the unborn baby’s name was placed on the Child Protection Register. The 
family nurse worked with Moira to help her recognise her own self-belief 
and how she could demonstrate this to the other services involved. The 
family nurse respected that Moira was on a difficult journey with many 
demands being placed upon her and aimed to not judge her when things 
went wrong. The family nurse continued to work with Moira to achieve 
her ‘heart’s desire’ to become a good mum. Using the FNP materials and 
a variety of approaches including motivational interviewing Moira began 
to flourish. She no longer takes illegal substances and has maintained this 
through working with the support of an addiction service.

Moira was able to recognise the importance of relationships in her life 
and worked hard to re-establish the support of her parents and siblings. 
During this period she separated from her partner and was able to reflect 
that this was a good decision for her and her baby as he could be influen-
tial in her return to an adverse lifestyle.

Having found her inner confidence Moira has recently moved home 
and independently cares for her baby. She continues to actively partici-
pate in the Family Nurse Partnership Programme. Moira is excited about 
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her future life with her child with whom she now has a secure attach-
ment. Moira has set up child care for her son on a part-time basis as she 
herself has successfully registered to start at college. She is keen to take 
the basic qualifications which she feels she was unable to do earlier due to 
leaving school at such a young age. The motivation and drive for success 
demonstrated by Moira has been recognised by support agencies. Moira’s 
child was removed from the child protection register and Social Work is 
no longer involved. Moira openly describes herself as a good mum and is 
proud of what she has achieved.

Anonymous

Client story 2

The family nurse contacted me when I was still coming to terms with be-
ing pregnant. Her approach was the first thing I noticed. I remember how 
she never offered any comments and seemed to listen to what I had to say. 
I wondered if this meant she was no good and that she knew nothing. I 
found myself testing her by trying to shock a reaction out of her. She was 
kind of warm and made me feel good about myself.

Age 18 and pregnant had not been my plan and the father of the baby 
was less than supportive. Before I knew what was happening I found myself 
involved with Social Work and worried that I would not be allowed to keep 
my baby after the birth. The family nurse “helped me to believe in myself” 
and to plan for how I could manage the baby as a single parent. I know 
now that I was really frightened and would find myself “behaving badly by 
shouting at the professionals who were only doing their job.” The family 
nurse helped me to recognise why I felt angry and in time I have got better 
at managing to “think before I speak.” I have even managed to change my 
behaviour with people in the street. Being tough was what I believed was 
the best approach and I would fight in the street if I just didn’t like someone.

By the time my baby was born I wanted to show everyone how I could 
manage and could rely on the visits from my family nurse who was work-
ing to support me with what I felt was important in the life of my baby.

I am a good parent for my daughter and have been able to enjoy every 
minute of her life, well almost because it is okay to say it is tough and hard 
work. People doubted that I could keep her safe but my family nurse got 
me to see that I was really doing well. I love my daughter and the time 
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we spend together. It is different being a mother than what I imagined or 
seen with my pals. My daughter is my main focus in life but I have been 
able to return to work and move to a suitable home for us to live in. My 
family nurse has helped me to recognise that I can achieve whatever I put 
my mind to and guess what I believe her.

The programme will come to an end for me soon. My child is no longer 
on the child protection register and I am managing well to raise her on 
my own. I hoped she would be a happy child who I could feel proud of, 
and she is.

My family nurse asked if I could give her any advice about when she 
starts to recruit new clients. I told her how I would never have accepted 
seeing her if in the beginning she had not just kept coming back to see me. 
I worry that others could do the same so have told her to tell them about 
me and that I truly believe that this programme has helped me with every 
single aspect of my life as well as allowing me to be a really great mum 
for my daughter. Having a family nurse is different to what anyone could 
imagine and is the best thing I ever agreed to be involved with.

Anonymous, age 19

Performance indicators

A wide range of data is collected about the programme in Scotland in-
cluding an externally commissioned evaluation looking at the transfer-
ability of the model into the Scottish context. Early signs are promising. 
The programme is seeing a high uptake, low attrition, good fidelity to 
the model and nurses feeling empowered and well supervised to support 
vulnerable families. The Department of Health has also commissioned a 
randomized control trial due to report in 2013. The findings of the trial 
will have significant impact on FNP in the UK.

The FNP model improves pregnancy outcomes, child health and de-
velopment and the mother’s life course in the short, medium and longer-
term. 

In the US research, FNP children and mothers, mainly those who were 
high risk with low psychological resources, compared to children and 
mothers in the comparison group had (Trotter, 2012) :
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improved Pregnancy outcomes

■■ 79% reduction in premature birth amongst mothers who smoked
■■ Fewer pregnancy related complications and infections

improved Child Health and development

Increase in Children’s School Readiness
■■ 50% reduction in language delays at 21 months
■■ 67% reduction in behavioural/intellectual problems at age 6

Increase in Academic Achievement
■■ 26% higher scores on school reading and maths achievement in 
Grades 1–3

Better Mental Health and Risk Taking Behaviour
■■ Lower rates of anxiety and depression at age 12
■■ Less use of tobacco, alcohol and marijuana at age 12
■■ Girls had had fewer pregnancies by age 19

Reduction in Criminal Activity
■■ 59% reduction in child arrests at age 15
■■ 90% reduction in PINS (US equivalent of supervision orders)

Reduced Child Abuse and Maltreatment
■■ 39% fewer injuries
■■ 56% reduction in emergency room visits for accidents  
and poisonings

■■ 48% reduction in child abuse and neglect

improved maternal Self Sufficiency and life Course  development

Fewer Unintended Subsequent Pregnancies
■■ 23% fewer subsequent pregnancies by child age 2
■■ 32% fewer subsequent pregnancies

Increase in Labour Force Participation by the Mother
■■ 83% increase by the child’s fourth birthday
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Reduction in Welfare Use
■■ 20% reduction in months on welfare
■■ Saved the government over $12,300 per family in welfare payments 
alone by time children aged 12, greater than the programme cost 
of $11,511

Increase in Father Involvement
■■ 46% increase in father’s presence in household

More Sustained Relationships with Partner
■■ 18% longer with current partner
■■ Longer time with an employed partner

Reduction in Criminal Activity
■■ 60% fewer arrests
■■ 72% fewer convictions

The information above is drawn from three different NFP trials, each of 
which has followed families up at different points in time and measured 
different factors which is why different outcomes are evident at differ-
ent ages. This list sets outs the main benefits observed. Of course, there 
were also a number of measures that showed no significant differences 
between the FNP group and the comparison groups.

Cost and savings

The first Scottish FNP programme in Edinburgh was funded by the Scot-
tish Government to the extent of £1.6 million and is being delivered by 
NHS Lothian during a three-year period. The second pilot received finan-
cial support of £3.2 million over three years from the Scottish Govern-
ment and a contribution of £600,000 from NHS Tayside. It is estimated 
to cost approximately £3,000 per annum per client who completed the 
programme.

The economic benefits of FNP are being reviewed as part of recently 
commissioned work in England. Current estimates suggest that for every 
£1 invested, £3–5 is saved.
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The ALISS System

cHRISTINE Hoy, Health and Social Care Alliance Scotland

The Access to Local Information to Support Self Management (ALISS) 
was established by the Self Management Programme, Scottish Govern-
ment. The first phase of the project ran from early 2009 until March 2011. 
The focus of the current, second, phase is implementation and further 
development, which is being managed by the Health and Social Care Al-
liance Scotland.

The ALISS vision is to encourage improvement by enabling the con-
tribution of our greatest asset – the expertise and diversity of our Scottish 
population. ALISS referred to principles of co-production to address the 
following problems :

■■ People and community groups have valuable knowledge, however, 
there is no easy way for them to share that knowledge, connect 
and mutually support each other. Making connections will make 
best use of local infrastructure, services, assets and knowledge.

■■ Local assets are hard to find, as they are often informal and can-
not be systematically discovered by word of mouth or an internet 
search. Online searches are often a frustrating waste of time, as 
traditional approaches to creating online directories don’t reflect 
how people and staff find and use information.1

■■ Valuable information about support to live well is usually scattered 
on paper and over the web as lists of resources are held separately 
in local libraries, health centres, GP practices and voluntary sector 
organisations.

■■ People living with long term conditions may only have contact 
with health professionals for about three hours a year.

1 http ://inthelongterm.wordpress.com/about/
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The project aimed to make it easy to make connections in communi-
ties and access local information and then pool these precious resourc-
es. Rather than creating another website or single solution, the project 
planned to develop an infrastructure which identified and linked existing 
information about local assets so that they were better utilised – and then 
ensure that the infrastructure was co-produced and designed by the peo-
ple who would use it. Creating a method for citizens to contribute – by 
creating, sharing and redistributing information – will produce a much 
more sustainable resource, which by its very nature will represent the di-
versity in our multicultural communities. This is in line with the vision of 
the NHSScotland Quality Strategy, Putting People at the Heart of our NHS, 
and the recommendations for improving public services described in the 
Christie Commission.

However, the technical solution to linking data did not exist and so the 
ALISS programme is both ambitious and innovative. The team agreed 
that ALISS should not be a “top down” Information Technology (IT) 
project, which would traditionally be delivered “ready made” to users. It 
was predicted that a very effective and rich resource could be developed 
by tapping into Scotland’s talent for user-led innovation and insights of 
people living with long-term conditions, creative service designers and ex-
perts in digital technologies.

The co-production aspect was vital, as development was informed by 
a deep insight into people’s needs and how they access and act on infor-
mation. Co-production has been described by David Boyle and Michael 
Harris as meaning “delivering public services in an equal and reciprocal re-
lationship between professionals, people using services, their families and their 
neighbours. Where activities are co-produced in this way, both services and 
neighbourhoods become far more effective agents of change.” 2 

The ALISS team wanted to explore the idea that people themselves are 
“information hubs”, and then develop ways to “let go” and de-institution-
alise information by creating an opportunity for citizens to add value to 
both local and national health and social care services. 

2 The challenge of co-Production : How equal partnerships between professionals and the 
public are crucial to improving public services, david Boyle and michael Harris (2009) 
http ://www.neweconomics.org/publications/challenge-co-production
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The project aimed to develop a whole system which would deliver a ser-
vice rather than bits of data and which would involve and connect people, 
to allow them to contribute information rather than simply consume it. 
Distributing control of information is the only approach which will en-
sure a sustained service, as existing centralised methods involve intensive 
and expensive efforts to contact groups and organisations to continually 
update national and local resource directories.

The ALISS programme had three work streams, including Health Lit-
eracy, Communities and Technical Development. It was recognised that 
developing and managing relationships with partner agencies would be a 
significant factor in achieving success. Therefore, the Communities and 
Technical work streams worked in parallel. As much time and effort was 
spent in face-to-face contact (engaging individuals, mapping local assets 
with groups such as schools, libraries, primary care, adult literacy groups, 
churches, youth groups), as was spent on technical development.

The Health Literacy work stream confirmed for the team that finding 
information about support to self manage in your local area is hard, and 
may be even more challenging if a person’s understanding of the health and 
social care environment is poor. The Communities work stream tapped 
into the expertise of a wide range of people who were invited to attend a se-
ries of five workshops, inspired by BarCamp and Social Innovation Camp 
methodology3. The workshops were aimed at a mix of people who don’t 
normally have an opportunity to come together – people living with long-
term conditions, designers (with a focus on public service redesign), experts 
in open air information technology and social networking, representatives 
of Scottish Government policy and planning, and major information pro-
viders. Creating this environment fostered new ways of thinking. 

Participants were asked to think in detail about their own quality of 
life and experience, what would improve their lives and how managing 
their condition could be improved. The workshops used service design 
tools to spark new ideas and encourage collaborative working. Partici-
pants confirmed again and again that support can be there but be hard 
to find, and they placed a high value on informal, non-statutory support. 
The workshops produced dozens of ideas about building mutual support 

3 http ://www.sicamp.org/social-innovation-camp-scotland-on-film-2/
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and capacity in communities, and valuable insights into what is really im-
portant. Key themes were :

■■ Loneliness, social isolation – people often want to connect with 
other people and not necessarily local groups and organisations, in 
particular they’re rarely just looking for lists of services.

■■ People make their own judgement about what they find useful 
and comforting, and this is more than quality assured information 
about their condition. 

■■ Frustration with the wealth of irrelevant websites, lists of services 
and online directories, and the time wasted on failing to find rel-
evant information. 

■■ The desire and need for technology to connect disparate pieces of 
local information to make them easy to find.

The workshops chose six ideas to develop further.4 These included ideas 
about time banking, buddy networks, and storytelling as an underused 
business tool and information services for those newly diagnosed with 
a condition. Participants were helped to develop a business and market-
ing plan, and think about ways to make their ‘project’ happen. The ideas 
were :

■■ It’s About Time5 (about social isolation, small connections make a 
difference).

■■ First Things First6 (first steps for someone newly diagnosed with a 
long-term condition).

■■ INCA7 (peer to peer bookmarking – relevant information at the 
right time).

■■ People helping People8 (facilitating access to the extensive number 
of support opportunities that already exist but are hard to find, 
which enable people with similar conditions and experiences to 
support each other).

4 The six ideas can be seen at http ://wearesnook.com/snook/2010/03/09/aliss-providing-
better-information-for-people-living-with-long-term-conditions/

5 http ://alissproject.wordpress.com/ideas/its-about-time/
6 http ://alissproject.wordpress.com/ideas/f2f/
7 http ://alissproject.wordpress.com/ideas/inka/
8 http ://alissproject.wordpress.com/ideas/people-helping-people/
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■■ Plugged in9 (ALISS as a “socket” for connecting information and 
developing idea of people as information hubs).

This collaborative approach defined the technology requirements and cre-
ated a new, wide-ranging, multidisciplinary open community who placed 
a high value on developing something useful for the public good. Real 
enthusiasts keen to be involved in making a useful product which they 
could see will make a difference. ALISS has been shaped by many altru-
istic contributors who find huge satisfaction in making things together, 
learning and sharing their skills.

One of the most challenging aspects of developing a national system 
to share citizens’ knowledge has been concern about quality assurance. 
However, the team was reassured throughout that the most useful and 
beneficial support was often local and personal, and not likely to be kite 
marked. A high value was placed on informal support from family and 
friends. For instance, people living with mental health conditions de-
scribed the benefit they feel from being outside, digging in allotments, or 
meeting people to have a walk with. These are not activities which can be 
quality assured, but equally they are not likely to be as dangerous a threat 
to health as a side effect of a medicine. 

ALISS also provided a platform for innovation, some examples in-
clude :

■■ The ALISS team collaborated with pupils and staff at Trinity 
Academy, an Edinburgh secondary school, to co-produce a learn-
ing plan about community assets and support for self manage-
ment. The school was successful in a European wide competition 
– Comenius – “Our Healthy Future”10 and presented their ALISS 
project in Bremen, Germany in September 2011.

■■ Renfrewshire Libraries and the local Health Improvement team 
adopted the ALISS approach to actively involve people living with 
long-term conditions, their families and carers, by running an ‘in-
novation workshop’. A result is an app (digital application) called 

9 http ://alissproject.wordpress.com/ideas/plugged-in/
10 http ://comenius.waldschule-schwanewede.net/index.html
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‘Living Well @ The Librar’ information service. (http ://demo.aliss.
org/living_well/).

■■ The technical aspect of linking disparate pieces of data is generat-
ing interest in the potential to re-purpose the system for other sec-
tors. The system has been developed using open source software 
and all ALISS products are available for re-use.

■■ The ALISS technology stream has developed a novel process to 
curate (filter and tag) data, which makes ALISS different from 
Google. Anyone with an ALISS account can curate their own list 
of useful resources, which can be shared with others. This saves 
time and effort.

■■ Tools to Talk11 emerged from a workshop in Renfrewshire, an idea 
to improve communication between health care staff, individu-
als, families and carers. This focussed on talking about emotional 
aspects of living with conditions, and developing visual representa-
tions and simple phrases which avoid medical jargon.

■■ Expertise in asset mapping processes have been developed in the 
ALISS programme. Asset mapping has emerged as being a vital 
component of making sustainable connections in communities.

Groups and organisations, engaged through the communities work stream, 
are now beginning to share their directories of information. This varies 
from just one individual and general practice, to very large information 
providers such as Health Boards and large voluntary sector organisations. 
The more content that is shared, the more useful ALISS will become.

aliSS has developed multiple roles :

■■ Providing a flexible and stable platform for sharing local assets
■■ Acting as mechanism for linking siloed collections of data
■■ Facilitating individual and community curation
■■ Providing vital support for asset mapping processes
■■ Linking people and organisations to grow an ‘ALISS eco-system’ 
in which new ideas incubate and flourish

11 http ://wearesnook.com/snook/2010/11/09/tools-to-talk/
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Key processes in the aliSS system

■■ Asset Mapping – establishing local relationships by providing an 
opportunity for people living and working in communitites to get 
together to share their local knowledge and map local sources of 
support. This can be in form of half-day asset mapping workshop 
with staff from health and social care, GP practices, local librar-
ians, third sector.

■■ Add resources collected in workshop into ALISS. Anyone can 
have an account with ALISS ; you need an account to add re-
sources to ALISS. All resources are tagged with number of tags to 
ensure ease of finding.

■■ Using ALISS – signposting people to local resources
■■ Evaluation – this is being developed through partner projects

Current status of aliSS

Following an options appraisal process, ALISS is now managed by the 
Health and Social Care Alliance Scotland (The ALLIANCE) and is in im-
plementation phase. The technical development (the core system referred 
to as the ALISS Engine) is robust and working (see www.aliss.org) and 
provides a method for people to create content, share their directories 
of resources and develop local assets registers. The ALISS community 
expect that as the utility of ALISS system is understood the number of 
applications will grow around the core ALISS Engine. Additional devel-
opment of the engine is ongoing.

The Royal College of General Practitioners and Long-Term Conditions 
Alliance Scotland are partners in a new project (2012 – 2014) which aims 
to introduce ALISS as a tool which general practices can use to maintain 
their directories of resources and strengthen connections between prima-
ry care and the communities they serve.

NHS Greater Glasgow & Clyde’s ehealth programme are developing 
user requirements for using ALISS in primary care.

Work is ongoing to encourage large national groups, such as voluntary 
sector organisations and health boards, to share their database of resourc-
es in ALISS.
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future for aliSS

ALISS began with an idea to use the web to link up data sources around 
Scotland for the benefit of those living with Long-Term Conditions. It 
now has the potential to become a hub for a range of activities which will 
make it easier for Scots to maintain and improve their health and wellbe-
ing. The novel approach used, the development of an open digital service 
and use of social innovation methodology has potential benefits to sectors 
well beyond health and social care. 

The ALISS system has been co-produced in open source software. 
This approach means developers worldwide have an opportunity to share 
and improve the software and adapt it to meet new challenges, and we 
welcome this. We envisage the core “script” will be a platform for new 
information services, providing opportunities for new mash-ups and ap-
plications not yet imagined.

It is likely that a future focus will be around developing services that 
use the data, with a range of applications, tools and processes contrib-
uting to a new national service. However, further development and 
implementation of ALISS will need strong support from creative and in-
novative people such as those in the voluntary sector and NHS Scotland 
and, in particular, where people have most contact with health services, 
in primary care. If everyone joins in, there is an opportunity for Scotland 
to develop a novel world class information system which will benefit all 
who use it. It is only by making “not thought of before” connections that 
Scotland’s ambition to be a world class health service will be realised.

The ALISS team are grateful to Renfrewshire Libraries and Grampian 
Care Data, who contributed data and enthusiastically subscribed to the 
ALISS approach.
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Reducing crime and improving health  
in NW Kilmarnock using community assets

ToNy BoNE, Strathclyde Police

“It’s not about what we don’t have, 
it’s about maximising the things and 
the people we do have.”

introduction

The areas of Onthank and Knockinlaw in North West Kilmarnock are 
home to 3,500 people with a fairly even distribution of ages. Due to high-
er than average rates of crime and violence, this location was nominated 
by the local police commander as a Public Reassurance area, which indi-
cated the need for increased targeting and co-ordination of public service 
resources to enhance community safety. The same area also features in 
the top 5% most deprived areas in Scotland – in fact, out of 6,500 data-
zones it features within the top 150 most deprived. However, local people 
and organisations in this area also had a lot to offer when Hazel Stuteley 
OBE asked them, “what can you do to help others ?”

objectives 

The assets-based approach provides a means for previously connected and 
unconnected people and organisations to work in collaboration with resi-
dents and communities in order to improve their quality of life. This ap-
proach is based on identifying existing assets within communities and 
empowering residents to make a significant change to their environment, 
health and wellbeing. By creating the right conditions, people and com-
munity groups, previously marginalised, are encouraged to apply their 
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own inherent or learned skills and talents to various projects and initia-
tives. The transformative change and outcomes which follow, not only 
empower and strengthens individuals, they also convert people them 
from passive recipients of services into participating agents in their neigh-
bourhoods. 

Such talent and skills were discovered in abundance in North-West 
Kilmarnock in Scotland. In the neighbourhoods of Onthank and 
Knockinlaw, residents and community groups readily embraced this new 
approach. Being led by Strathclyde Police and the national Violence Re-
duction Unit the overarching aim was to explore ways in which residents 
could take greater control and ownership in their neighbourhood in or-
der to reduce violence and the fear of crime.

Change management 

The project was started in spring 2010. The starting point was spread-
ing awareness and gathering support from public service commissioners 
for experimenting with an assets-based approach. In order to get buy-in 
for this new way of working Strathclyde Police invited the local council, 
health visitors and midwives, community workers and drugs counsellors, 
employability staff, local college representatives and third sector organisa-
tions and many more to an awareness seminar. Once that was achieved it 
was time to meet with the community. Initially there was suspicion and 
mistrust but as relationships developed people came on board. 

For example, John and Julie, local volunteers, took over the manage-
ment of a youth project with a vision to support and develop young peo-
ple from the area. Along with their newly formed community group, and 
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with zero funding, they started an after-school club for primary school-
aged children. With the help of local volunteers they added a homework 
club and then a breakfast club, which attracted significant funds from 
the People’s Health Trust Lottery. Some of the kids reported for the first 
time that they were being rewarded at school with ‘well done’ and ‘smi-
ley’ stickers in their jotters. These made them feel really good about them-
selves and will hopefully inspire them onto even greater things as their 
levels of aspiration increase. 

By now the word was spreading fast about the regular Listening Events 
being held in the local primary school. These were informal gatherings 
held in the heart of the community and used to connect with local people 
– this enabled a shared understanding of the most pressing needs and pri-
orities to be heard at first-hand. The listening events attracted hundreds 
of local residents and local service providers from all three sectors and 
helped raise expectations. For example, a local church minister who was 
motivated to build greater momentum in communities within his parish 
committed the support of his congregation and who went onto become 
an integral part of this innovative approach. 

Another example was a local lad who had been raised in the area and 
had gone on to become a senior partner in a global architect’s firm. He 
advised on the creation of a new community garden and resource centre 
which he went onto help design and project manage. 

The offers of support from the community and numerous organisa-
tions became overwhelming and there was a need to establish a means of 
co-ordinating and communicating ongoing work. It was also necessary to 
map existing physical and people assets – ‘you don’t know what you need in 
a community until you know what you already have’. The mapping exercise 
of agencies and community groups identified gaps but also highlighted 
many opportunities. 

By following the community capacity-building framework developed 
by Hazel Stuteley OBE and the Connecting Communities (C2) Network, new 
ways of joining up all forms of working in collaboration were uncovered. 
This involved following a 7-step model through a number of workshops 
on a near weekly basis within the first six months. The attraction for eve-
ryone was the fluid nature of the assets-based approach and the realisa-
tion that it produced tangible results. 
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One offer of support came from an elderly and highly energetic resi-
dent called Jim who had expertise in Archery. His suggestion of teach-
ing young people about bows and arrows did initially raise eyebrows. 
However, he demonstrated that while bringing the young and the elderly 
together he was also breaking down barriers and reducing fear and suspi-
cion between different generations. Not only that, he was also capturing 
the essentials of many school-taught subjects by explaining the vagaries of 
velocity, cable strength and origins of the wood. 

Another inspiring project was sparked off by two local volunteers who 
had a vision of improving the lives of young children from the local area 
but had no prior experience in this field other than looking after their 
own children. They took over a building lease … After a few months 
about 300 young people were involved in various activities. One of their 
flagship policies is ‘Children’s Choices’ which basically translates as the 
children are consulted on all aspects of the youth project.

outcomes 

Feedback was captured from the Listening Events and used to collect views 
and concerns of residents. These were categorised into themes and fed 
back to the community. They were then asked what collaborative solu-
tions could be found which produced a number of ingenious suggestions. 

Collaboration between the local youth project and the local drug ad-
diction service was developed. The significant benefit was that many 
registered addicts lived locally but previously had to travel 2 or 3 miles 
to their treatment centre. As the service was now on their doorstep they 
could take their children along who would gain from the programme of 
services on offer at the youth project. The number of addicts attending 
increased dramatically. 
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It became apparent that it would be necessary to find a means of co-
ordinating increasing offers of support, which led to creation of the multi-
agency Community Capacity Building Group with residents integral to its 
success. The Group was really dynamic as only the agencies that could im-
pact on specific issues would attend meetings. This Group acted as a filter 
for great ideas. For example, the local Kilmarnock College representative 
collaborated with the health visitor to deliver beauty treatments for free 
to young mums from the area. The young mums felt better about them-
selves and the students gained invaluable ‘on-the-job’ training. 

The local church minister was appointed as chair and a representative 
from East Ayrshire Council as vice-chair. This enabled a direct link into 
the local community planning framework and ensured that although the 
assets work was very localised, at the same time, it also operated within 
the strategic aims of the community planning framework. Simultane-
ously, the local community police officers were becoming much more ac-
cepted and on first name terms with many people. 

A high point for this exceptional community came in May 2012 when 
HRH Prince of Wales, who had heard about their achievements, singled 
them out for a visit. 

Performance indicators 

A key aspect of the delivery of local policing is public reassurance and a 
commitment to tackle the issues of most concern to the community. The 
police were encouraged to attend Listening Events and other community 
group meetings. This didn’t mean that the strong emphasis on enforce-
ment came to a stop. Instead, it was being done with the consent and 
co-operation of local communities. As a result, police activity increased in 
the form of patrols, stop/searches and offender management. 
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Consequently, surveys in North West Kilmarnock have indicated some 
of the highest rates of public confidence and satisfaction in local police 
compared to other areas in Strathclyde. A public consultation survey in 
2012 showed the following improvements, compared to the previous year : 

Public Consultation Survey Results in 2012 :
■■ Good place to live +25%
■■ Feel safer +28%
■■ Police listen and act on information +25%
■■ Satisfied with police +21%
■■ Feel ASB issues are being tackled +19% 

Police activity was also measured to ensure that key priorities were being 
targeted. This indicated an increase in reported private space violence es-
pecially domestic abuse-related cases. Traditionally, this type of violence 
is difficult to detect as many victims are reluctant to call the police. How-
ever, it is clear that the assets-based approach improves familiarity and 
trust in services – people who have a stake in their community protect 
their community. 

The University of St Andrews Public Health Department conducted a 
survey of residents and service providers to gauge perceptions. This fo-
cused on existing levels of social capital and produced evidence that resi-
dents with high social capital scores have high health scores and residents 
who have low social capital scores have low health scores. This suggests 
that social/community factors are related to health at both a community 
and individual level. The analysis therefore suggests that that by improv-
ing social capital it is possible to positively impact on health.
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Costs and savings

Early indications are that that the assets-based approach maximises en-
gagement opportunities between residents and organisations like the po-
lice. There are also some signs that it will positively impact on physical 
and mental health. All of this was done without any sort of formal fund-
ing stream as all of the investment was in people. As the work progressed 
there were increasing levels of interest from third sector organisations 
that were happy to contribute resources to enhance sustainability. 

Not everything can be achieved without money so funds were secured 
to appoint a community catalyst on a three-year contract whose role was 
to inspire low-level, community-led initiatives. That particular role has de-
veloped into an excellent template that could be incorporated into exist-
ing service delivery models. However, it is unclear what cost savings have 
been made. The local council have embraced this approach, especially in 
light of the Christie Commission report, and the need to tackle ‘failure 
demand’. They have also transferred a small amount of funds to a local 
community group to enable them to commission their own services.

learning points 

Early indications are that that the assets-based approach maximises en-
gagement opportunities between residents and organisations like the po-
lice. There are also some signs that it will positively impact on physical 
and mental health. All of this was done without any sort of formal fund-
ing stream but increasingly third sector organisations that were happy to 
contribute resources to enhance sustainability. 
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The Food Train : Supporting older people  
to eat healthily at home

FRaNkIE HINE-HuGHES, Governance International 

introduction

Inability to go and do the weekly shopping can have a significant impact 
on the wellbeing of older people – apart from the inconvenience factor, it 
can also affect their health, as it means they may not be able to meet their 
nutritional requirements.

Accessibility is one of the three characteristics of food poverty – along-
side affordability and education/cooking skills (Scottish Government, 

figure 2 : food train volunteers and customers check through the delivery together
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2009). Research indicates that those experiencing the greatest difficulties 
in food shopping are considered to be at the greatest nutritional risk (Wil-
son, 2009).

To tackle this problem, The Food Train was established in 1995, with 
volunteers providing a grocery shopping delivery to older people to allow 
them to live independently at home. Created and driven by older people 
themselves, The Food Train began in Dumfries but, due to the demand for 
its services, its expansion has been funded by the Scottish Government 
and local authorities, and it has since spread to Dumfries and Galloway, 
West Lothian, Stirling, and Dundee. 

This case study discusses how The Food Train enables older people to eat 
more healthy food and to remain part of the community. 

objectives 

In 1995 a community survey of older people in Dumfries highlighted that 
many people struggled with their weekly grocery shopping. Older people 
in the community decided to respond and created The Food Train. The 
objective was to overcome the problems faced by older people with their 
weekly shopping through a community-capacity building approach. The 
Food Train was designed from the start to meet wider objectives such as 
enabling older people to stay in control of their lives and to remain part of 
the local community.

As well as helping with collecting shopping for older people, The Food 
Train now helps people in other ways, including : 

■■ aid for those that have difficulty writing their own shopping list 
due to visual or arthritis-related impairments ;

■■ telephone ordering, with prompting for people who have memory 
problems ; 

■■ a variety of payment arrangements to suit differing needs ;
■■ help with checking, and unpacking of shopping ;
■■ help with opening tops, packets and so on, if required ;
■■ aid with returning, exchanging and getting refunds on items 
 provided ; 

■■ signposting to other services via leaflets in shopping boxes.
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Change management

from a small commuter train to an intercity express –  
the development of the food train

Following the 1995 survey, a small group of volunteers in Dumfries re-
sponded to the community survey results and decided to get The Food 
Train going. A partnership with local shops and supermarkets was cre-
ated to sort out the ordering system. Funds were secured from Solway 
Community Enterprise to buy a van to make deliveries. This service was 
marketed to local older people with a first set of deliveries in 1995 going 
to five customers. Small amounts of funding were received from the NHS 
and, eventually, the council. 

The Food Train was set up as a company limited by guarantee, with 
charitable status being awarded in 1996. All customers are members of 
the company. Annual membership costs £1. Each grocery delivery has a 
charge of £2 (£3 from April 2012). The cost of Food Train ‘EXTRA’ services 
(practical home support) ranges from a fee of £3 to £10 per job (depend-
ent on the size and time required for each job). Household repair charges 
from other providers can range up to £10 per hour and more, indicating 
the price competitiveness of the EXTRA service. 

The Food Train services are available to anyone aged 65 and over who 
finds food shopping difficult. The Food Train operates with a great deal 
of flexibility : there are no minimum or maximum amounts for ordering. 
People are able to get the service weekly, fortnightly or less, and either 
short-term or long-term. Older people can join The Food Train through 
self-referral or they can be referred by someone else. The service is not 
linked to health assessments or means testing, which eliminates the bu-
reaucracy of form filling and allows the service to start up immediately. 

The Food Train was run entirely by elderly volunteers until 2002. To be 
a volunteer an individual has to be over 16 years old. Dependent upon 
their voluntary role, the individual may be disclosure checked – and if 
they need a disclosure they will be unable to work directly with custom-
ers. Since 2011 this has been through the Protecting Vulnerable Groups 
(PVG) Scheme Record introduced by the Scottish Government. 

There are several roles that volunteers for The Food Train can play. They 
include :
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■■ Drivers and delivery people : All volunteers working directly with 
customers must work in teams of two. Drivers work with delivery 
people to pick-up shopping lists from members, usually on a Mon-
day and take that list to the relevant shops or The Food Train office. 
On delivery day, drivers and their delivery mates go to the required 
supermarket. They will then check orders, load them into the van, 
and take them to the customer’s house, unpacking and putting 
away if necessary. 

■■ Shoppers : Supermarkets working with the project contribute staff 
hours to make up the orders for the shoppers, supplemented by 
teams of volunteer shoppers in each store where required. These 
volunteers work with supermarkets, to pick and sort shopping and 
to put it on the van. 

■■ Promotional work volunteers : These volunteers ensure that older 
people hear about the service and they also highlight the benefits 
of volunteering to members of the community. 

■■ Office Staff : Volunteers can aid administrative staff with taking 
calls, customer orders, completing shopping lists, helping with the 
rota and so on. 

All volunteers are required to undertake some basic training. This ensures 
that they understand how The Food Train operates, what their role is, and 
how the shopping service works. Trainees also have the chance to shadow 
an experienced volunteer or staff member to ensure they are comfortable 
with their role. 

When volunteers join they are asked how often they can help and what 
are their preferred times and days for getting involved. This helps to safe-
guard success, as volunteering can be tailored to each individual’s lifestyle 
and desired level of involvement. To ensure volunteers are clear about 
when they will be volunteering, and can plan accordingly, a rota is drawn 
up a month in advance. 

Another method used to ensure there is open communication is 
through branch meetings, open to all volunteers, which are held every 
eight weeks. As well as disseminating news about The Food Train to vol-
unteers, it gives an opportunity for The Food Train family to get together 
to discuss concerns, raise issues or share stories about how they have dealt 
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with difficult situations and to celebrate when the service ran particularly 
efficiently. 

The Food Train provides each customer with a blank order form so they 
can write out their grocery order. Most customers have their order col-
lected by the volunteers on a nominated day and a new blank form is left. 
Customers who have difficulty writing an order have their order taken 
over the telephone by staff and volunteers. Orders for the whole week are 
taken to the various shops, where teams of volunteers will start on them. 
In some shops the dried goods are packed the day before and fresh items 
added in the morning and in other stores the whole order is packed on 
the day of delivery. Delivery routes are arranged for geographical efficien-
cy and worked around the capacity of each van. Customers receive their 
order complete with their own till receipt and their original shopping list, 
so it can all be checked off. Customers pay the volunteers the cost of their 
own shopping plus the delivery charge either by cash or cheque. If this is 
not possible for whatever reason, there are a variety of different methods 
to resolve this. Each local branch has a choice of shops that ‘support’ The 
Food Train, the customer can choose from the shops available in their lo-
cal branch area.

The public sector in Scotland has recognised that there is great poten-
tial in the project. A four year funding package from the Scottish Govern-
ment was awarded in 2002 through the ‘Better Neighbourhood Service 
Fund’. This allowed one full-time staff member to be recruited initially to 
help The Food Train expand across the region of Dumfries and Galloway 
(with an extra part-time member of staff in 2005). This investment en-
sured that by September 2005 The Food Train’s grocery delivery service was 
expanded from approximately 50 to around 380 customers. 

Once the grocery delivery service became fully operational across 
Dumfries and Galloway in late 2005, The Food Train set its sights on an-
other clear need of its members – an additional support service called The 
Food Train ‘EXTRA’ Service, which provides practical home support, help-
ing the frailest with home tasks. 

In 2008 a planning process to expand The Food Train to other parts of 
Scotland began. The Scottish Government, Community Food & Health 
(Scotland), and West Lothian Council provided support to ensure that 
The Food Train in West Lothian started in September 2010 – providing a 
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grocery delivery service with an ‘EXTRA’ service in development. Moreo-
ver, a Food Train in Stirling, providing a grocery delivery service, began in 
November 2011, following support from the Scottish Government and 
Stirling Council. In January 2012, a Food Train Dundee, supported by the 
Scottish Government and Dundee City Council, was established and now 
provides a grocery delivery service. 

Since August 2010 a small pilot befriending service has been added to 
The Food Train in Dumfries and Galloway to help the most socially iso-
lated and lonely to get out and maintain and develop friendships, help-
ing them enjoy life. Funding just awarded will now help this new service 
move from pilot phase to region-wide activity.

outcomes

The Food Train supports members of the community to live more indepen-
dently through being able to stay in control of their lives and to enjoy a 
healthy diet. This helps to prevent malnutrition – reducing the likelihood 
of hospital admissions, and allows older people to remain in the comfort 
of their own homes within their community – greatly improving their 
quality of life. 

The Food Train also provides unobtrusive advice for individuals about 
referral agencies in case individuals begin to have additional problems – 
helping individuals to manage their own conditions more effectively. 

Community Food and Health (Scotland) commissioned an evaluation of 
The Food Train in 2008 to shed some light on its overall social benefits. This 
involved a customer survey on the perceived benefits of the services. The 
five key outcomes of The Food Train included improvements to : 

■■ Independence  76%
■■ Health  50%
■■ Tackling Isolation  35% 
■■ Wellbeing  27% 
■■ Safety  21%

The evaluation concluded that :
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‘The Food Train provides a well targeted, effective and flexible service that 
is highly acceptable to customers, with low cost inputs primarily as a re-
sult of its volunteer workforce. It generates high value outcomes for custom-
ers and fulfils a critical role in supporting them in their desire to retain 
their independence and to remain in the comfort of their own homes and 
within their own communities. Its economic value in delaying the onset of 
higher-cost packages of care is highly significant, and is in line with cur-
rent UK and Scottish Government policies on meeting the challenge of an 
ageing population which is living longer though with unhealthier lives.’

The Food Train’s work also has a beneficial impact on volunteers taking 
part. Volunteers have improved their mental and physical wellbeing be-
cause the project involves :

■■ working and doing things outside ;
■■ increased social contact ;
■■ getting a ‘feel good factor’ from helping others ;
■■ enabling volunteers to build upon their skills, increasing their em-
ployability. 

Social cohesion is bolstered by creating contacts amongst volunteers and 
customers, amongst volunteers, and between local enterprises and the 
community. This process also creates a culture of active citizenship. The 
Food Train has a positive economic impact for local shops, supermarkets 
and garages, enabling them to retain and attract new customers. 

The Food Train also contributes to the Dumfries and Galloway’s Local 
Outcomes Framework, including : 

■■ improving employment and business opportunities  (1.1) ;
■■ maximising household income  (1.4) ;
■■ caring for vulnerable people  (2.2) ;
■■ reducing inequalities in health  (2.4) ;
■■ leading healthier lifestyles  (2.5) ;
■■ improving community safety  (3.1) ;
■■ supporting communities  (3.2) ;
■■ encouraging people to be responsible citizens  (4.4).
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The quality of the work that The Food Train provides has resulted in many 
awards such as :

■■ Queens Golden Jubilee Award (2004)
■■ Guardian Society Award (2004)
■■ Best Practice in Volunteering (2005)
■■ Age Concern Scotland Group of the Year (2005)
■■ UK Charity Awards – Highly Commended (2007)
■■ Healthy Working Lives (Bronze 2008 and Silver 2009)
■■ The Herald Society Awards – Commended (2008) 

Performance indicators

1995 2000 2002 2006 2008 2010 2012

number 
of grocery 
deliveries

300 2,000 3,000 11,000 14,000 16,000 20,000

number of 
volunteers

8 12 15 110 150 220 400

area 
covered by 
deliveries

dumfries 
Town

dumfries 
Town

dumfries 
Town

dumfries and 
Galloway

dumfries and 
Galloway

dumfries and 
Galloway, 

West Lothian

dumfries and 
Galloway, 

West  Lothian, 
Stirling, 
dundee

Costs and savings 

The economic evaluation calculated that the direct costs of delivering The 
Food Train’s services in 2008/09 were just over £211,000, consisting of :

■■ staff costs :  £81, 900 ;
■■ central running costs :  £77,900 ;
■■ delivery of shopping & EXTRA services :  £51,500. 

These costs arose from over 15,000 grocery deliveries and 1,000 EXTRA 
home support visits. These activities generated £31,000 in service charges 
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to customers. Grants and donations levered into the service amounted to 
an equivalent of over £193,000. 

The importance of volunteers to The Food Train is demonstrated by ‘the 
evaluation of the Food Train, which estimated that the total unpaid time 
invested for the year 2008/09 was 27,500 hours. This works out as invested 
time equivalent to £277,000 (using an average hourly rate for volunteers of 
£10.10). 

The Food Train’s customers benefit financially from not having to use 
transport to get to shops or other outlets. Moreover, the delivery service 
has lower costs and higher quality service than alternatives. The same is 
true for customers of the EXTRA service. The Food Train’s customers spent 
£434,302 in 2008/09. There was a consensus amongst retail partners that 
The Food Train had a positive economic effect. Garages have benefited 
from the sale of diesel to tune of approximately £11,000. 

learning points

By creating a good relationship with local enterprises the service is able to 
provide choice for customers, establish a guaranteed source of provision, 
and have access to fresh and affordable food. 

The Food Train has developed a strong network within the community, 
allowing referrals for individuals needing assistance to be easily made 
from local agencies, groups, clubs or individuals who believe an older per-
son may be in need of help. Its partnership with the community involves 
all services being delivered by local volunteers and coordinated by local 
staff.

The service’s partnership with its members ensures that it listens and 
learns in order to provide members with what they need, when they need 
it, and ensure it is affordable. Members are especially able to shape The 
Food Train by voting at the AGM. 

The Food Train has created a mutually beneficial partnership with its 
funders, which allows it to diversify and increase its range of activities, 
whilst providing funders with a strong return on investment, and allow-
ing local needs to be met, alongside wider benefits such as enabling a 
stronger, healthier community. 
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Empowering patients to need less care and do 
better in Highland Hospital, South Sweden

jöRGEN THoLSTRuP, Clinic for Internal Medicine, Highland Hospital, 
 Eksjo, Sweden

introduction

In 2001, the unit of gastroenterology in the Highland Hospital in Eks-
joe (in the South-Swedish Highlands with 115,000 inhabitants) had long 
waiting lists and therefore decided to redesign the care process. The unit 
looked carefully at the values fundamental to its work and came up with 
a set of innovative approaches to involve patients more intensively in their 
own care.

objectives 

The initiative was designed to rebalance the work of the unit, to reduce 
the frustration of doing work which was rather fruitless and which pre-
vented staff from focussing on the really important tasks. The objectives 
were to diminish waste and to define which efforts created real value to 
the patients/customers/users, in the expectation that it would be possible 
to produce high quality care, with better outcomes, and with less effort. 
In addition, there was a desire to cut waiting lists through providing more 
appropriate and cost-effective medical treatment.

Change management

Given the waiting lists in 2001, we decided to undertake a fundamental 
review of the values behind the relations between our patients and the 
healthcare system. In particular, we analysed our service from a patient 
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perspective. This analysis suggested to us that we needed to redefine the 
roles of the patients to give them greater personal responsibility for their 
health. As we redesigned the unit, we also had to find a way to monitor 
quality, as it was unacceptable to both patients and the hospital that qual-
ity should deteriorate and we realised that a shift in attitudes like this 
(which can be characterised as a paradigm shift) would be criticised. It 
was essential to us to prove that quality was at least preserved and hope-
fully improved. 

We knew that the problems were deep-set in the system – indeed staff 
were just as frustrated as patients themselves, who were understandably 
dissatisfied at having to wait for treatment. Moreover, making patients 
wait probably had adverse effects on their health, sometimes resulting in 
deterioration of their condition and causing worse flare-ups and longer 
hospital stays than would have occurred if care could be delivered at the 
proper time. Also patients experienced insecurity and uncertainty, fur-
ther diminishing their quality of life and health experience. 

We realised that, traditionally, meetings between the physician and the 
patient, were, by their very nature, repressive. The physician was the ‘top 

figure 1 : Conventional roles in a hospital
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Welfare Of�cersNurse
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Conventional roles
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dog’, his/her views were considered to be the central element of the pro-
cess. Both the patient and the other staff were simply seen as being sup-
portive to this central process. We decided that this had to be changed 
– we had to create a setting where the team and the patients are partners 
and where the patients are responsible for their own health. This view 
actually has a deep impact on the way we are working, as the care team 
has to negotiate with the patients instead of ‘ruling’ over them. So we de-

signed a team where all participants, including the patient, would be in-
volved, using their individual competences. We wanted each participant 
to feel in charge of at least part of the process. The patient is actually in 
the middle of two teams – the ‘community team’, made up of their family 
and friends and support system, and the ‘medical team’, the staff here in 
the hospital. The hospital team’s role is to support the patient in his/her 
“real” team, where the patient expects to be a well functioning individual, 
with full control over his life (see Figure 2). 

figure 2 : the ‘team’ from a patient’s point of view
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 The first thing we realised in the analysis was that it was essential to 
change the patient monitoring system. The underlying principle had 
previously been that the healthcare system tried to monitor the patient’s 
health status through regular visits, instead of adapting the system to 
meet the patient’s real needs. We realised that we were actually doing too 
much for some patients, and doing too little for others. At the same time, 
we were unable to guess when was the right time to intervene – this was 
when we realised that patients actually knew better than us when their 
disease was getting worse. This made us realise that we actually harmed 
some patients, as we could not deliver help when the patients really need-
ed care (partly because of an overcrowded system, the capacity of which 
was often used up in efforts that did not create real value for the custom-
ers). We therefore redesigned the unit to set up a team-based healthcare 
delivery system in which all participants, including our patients, put their 
individual competences to use in a proper way. This immediately helped 
us to cut out some of the inappropriate work which had previously been 
done, even though it had no real value for the patient. 

First, we decided to completely change our contact system. Depending 
on severity of the disease, need of monitoring AND the wishes of the pa-
tients, we stratified patients into several groups, each of which would be 
treated differently, rather than forcing all of them into the same system, 
as we had done previously.

We were aware that many of the annual visits were of little use – at 
scheduled visits, we often found patients had no obvious health prob-
lems. These visits took up a great deal of our time on the ward, did not 
create any real value to the patients and, of course, were stressful and 
disruptive to the patients. Moreover, most of the flare-ups of the disease 
took place during the rest of the year – patients should, of course, have 
contacted us when flare-ups occurred, but we didn’t have appropriate 
routines in place to encourage that (nor the time to deal with such con-
tacts, given that we were constantly dealing with the ‘well patients’ who 
had come in for their regular check-ups). Consequently, patients’ flare-
ups were often more serious than they would have been if they had been 
picked up in time. Indeed, the very worst case can occur where a flare-
up occurs when the patient has already made an appointment for some 
time in the future and decides to wait for that appointment, rather than 
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contacting us. This will often allow the flare-up to become worse – in 
this way, having a scheduled appointment will actually harm the patient. 

Consequently, we moved to offering the group of patients with a stable 
condition (excluding patients on heavy medication, those with learning 
difficulties and those (few) patients who wanted to meet the clinician) 
an annual phone contact with a nurse and the opportunity to contact 
the surgery whenever they felt they wanted to discuss their condition. In-
stead of coming in to the ward once a year for a check-up, patients are 
asked once a year to send in a blood test and to fill in a short form ask-
ing quality-of-life questions (using the SHS – Short Health Scale). Then a 
nurse contacts them on the phone for a detailed conversation, covering 
their overall health condition, any troubles since the last contact, their 
potential need for prescriptions and any other issues the patient wants 
to discuss. They are offered a visit to the doctor, if they want it. However, 
they are encouraged to get in touch with the unit immediately if any signs 
appear that the disease is getting worse or if they become worried for any 
other reason. When patients make these unscheduled calls, the nurse can 
recommend self-care, where it is suitable, or offer an appointment to see 
the clinician at the hospital within three days. (Patients can also contact 
the clinic via e-mail, if they prefer).

Of course, this approach wasn’t appropriate for all patients – it applied 
to that half of patients whose disease was in a stable condition but it wasn’t 
suitable for patients who were receiving treatment for an unstable condition 
with immunosuppressive drugs or for patients who could not be considered 
responsible for their own actions – these were asked to make their tradi-
tional follow-up visits to the clinician. Even patients who desired to meet the 
clinician had a “traditional” follow-up, although only a few patients choose 
this, as the prime goal of most patients is to stay well – not to see a doctor.

A further change we made was in the way we worked with in-patients. 
We realised that we seemed to apply a different set of values in the ways we 
treated in-patients compared to out-patients. Instead of the medical team 
‘doing the rounds’ every morning, and inspecting each patient in their bed, 
discussing their case ‘over their heads’, we have reversed the procedure. We 
invite each patient to come to our team room for a planning meeting, where 
we can put up the relevant charts, X-rays, etc. relevant to their case. Here 
they can interview us about what has changed since our last discussion, how 
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they feel, what they are worried about and what we are suggesting might be 
done. What we do is actually to create a scenario which is designed for nego-
tiation instead of top-down prescription.

This creates an experience of responsibility, power and control over 
their health and their disease, factors that are necessary if they are to keep 
the disease under better control and which give them the confidence to 
recognise when to contact us in the future, if they have concerns. 

We also realised that we were holding daily discussions on cases where 
it really wasn’t appropriate – e.g. where there was an ongoing course of 
treatment with no sign of any problems. To monitor the patient’s progress 
more appropriately, we started to use a “process control chart” – a white 
board with coloured magnetic dots, indicating where patients were in the 
treatment process and where it would be appropriate to have a planning 
meeting.

outcomes 

Overall, the outcomes can be summarised as better access to informa-
tion and treatment for all patients, high quality care for those patients 
in need of immediate treatment, lower morbidity for patients with flare-
ups in their disease, satisfied and secure patients and satisfied staff, and 
lower use of health care system resources. In many ways, these outcomes 
were unplanned – the original intentions were essentially to treat pa-
tients more in line with our values and give them a greater role in their 
care, while also reducing the waiting lists. We believed that we could 
achieve these things while maintaining the quality of patients’ care. In 
practice, quality has improved considerably, a much better result than 
we expected. 

Moreover, we have seen a substantial improvement in adherence to 
recommended drug regimes : 68% of patients with total ulcerative colitis 
have taken out from the pharmacy more than 70% of their prescribed 
dose, and for left-sided colitis the figure is 58%. These rates of adherence 
are considerably higher than those found in other investigations, where 
the adherence rates are as low as 30 – 50%. 
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Performance indicators 

In order to ensure that this approach to treatment did not decrease the 
quality of care, an extensive performance measurement system was used, 
covering the medical results, the patients’ health and illness experiences, 
waiting times for referral visits and waiting time for endoscopic proce-
dures. These involved questionnaire investigations of the patients’ experi-
ence of care (both at home and as in-patients), and, in order to monitor 
medical results, use of our computerised medical register of diagnoses, 
simple biochemical markers and patients’ experience of health. We also 
did one-off investigations, e.g. analysis of our pharmacy records to assess 
patients’ adherence to recommended drug treatment.

Health condition : The patients self-assess their health on the Short Health 
Scale form, reflecting four aspects of their health – symptom burden, 
function, experience of anxiety and general condition. Positive results are 
reported by the following proportions of our patients : 

■■ symptom burden : 98% for ulcerative colitis, 96% for Crohns 
 disease ;

■■ functionality in daily life : 96% for ulcerative colitis, 86% for 
Crohns disease ;

■■ anxiety : 94% for ulcerative colitis, 90% for Crohns disease ;
■■ general health condition : 95% for ulcerative colitis, 95% for 
Crohns disease. 

Satisfaction : Patient and staff satisfaction are measured by questionnaire. 
Both groups have reported high levels of satisfaction with the redesigned 
care system. 

Availability : Referrals are registered in a computerised system and the 
number of patients coming for revisits in the ward is recorded manually 
– all data is presented once a week at the clinic review meeting. The goal 
is to have no waiting lists for re-visits, less than 14 days waiting time for 
referral patients, less than 3 days waiting time for urgent visits and imme-
diate availability for all phone contacts. In practice, there is now no wait-
ing list for planned revisits nor for urgent visits. Telephone availability is 
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good – 93% of incoming calls are answered within 3 minutes. For referral 
visits, the average waiting time for non-prioritised referrals in 2006 was 
23.5 days. (The first 7 days is taken up in handling the referral, before it 
is passed to the clinic, so the actual time taken from when the referral is 
made to the clinic until the patient actually visits us is only 16.7 days on 
average). 

Adherence to drug treatment : Available international studies show that ad-
herence to recommended treatment with 5-ASA-preparations (an impor-
tant maintenance treatment) is as low as 30 – 50%. Our records show 68% 
of patients with total ulcerative colitis have taken out from the pharmacy 
more than 70% of their prescribed dose, and for left-sided colitis the fig-
ure is 58%.

Medical : The number of hospitalisations of patients with inflammatory 
bowel disease decreased 48% during the period 1998 – 2005, compared to 
the nationwide decrease of 4% reported by the National Board of Health. 
Our clinic has moved from above the national average of in-patients per 
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figure 3 : Highland Hospital has about half the Swedish average of hospitalisation of 
patients with bowel disease – and it has fallen rapidly since 1998
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100,000 residents to being almost half the national average during this 
period (see Figure 3). 

The number of unscheduled visits of patients with flare-ups in their 
condition decreased from two a day in 2001 to two a week in 2005, main-
ly, we believe, because patients are taking more responsibility for their 
own care and therefore are contacting us much earlier when there is a 
flare-up in their condition, before they become really ill. 

Medical quality : We have used as an important medical target that 95% of 
the patients should have a Hb > 120 – this has been achieved for 97% of 
patients with ulcerative colitis and for 94% of patients with Crohns dis-
ease. We know that the use of haemoglobin levels as a quality indicator is 
not widely accepted. However, we know from several studies that anaemia 
frequently follows on from IBD – indeed, in some studies 30% of patients 
are anaemic. The number of patients with anaemia should therefore be an 
indicator of the unit’s ability to discover and treat anaemia, so that being 
able to keep this number low is probably an indicator of quality. 

Costs and savings

The key determinant of the costs of the unit is the size of the ward – the 
number of beds for in-patients. In the years after 2000, it seemed like-
ly that the increasing number of in-patients would mean that the ward 
would have to be increased substantially in size. However, this new way 
of working has made that unnecessary. In fact, the number of hospitalisa-
tions of patients with inflammatory bowel disease decreased 48% during 
the period 1998 – 2005. In consequence, the unit has been able to remain 
within budget since that time. Not only have we saved the costs of ex-
panding the ward but we have been able to devote far more of our staff 
time to helping those patients with chronic but non-acute conditions, so 
that their quality of life is substantially improved and their risk of flare-
ups of the condition are reduced. 
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learning points 

What has made the project particularly successful is the fact that we have 
been able to improve care both from the perspectives of the patients and 
from that of the staff – indeed, all involved have been winners.

Ensuring that this is the case has meant continuous monitoring of how 
the system is working. Every week, staff meet to plan the schedule for the 
coming weeks and to sort out any problems identified – this ensures that 
all staff are involved on a regular, systematic fashion, assuring the process 
and demonstrating their commitment to the philosophy underpinning it. 

Basically what we did was to change the way we delivered healthcare to 
a model which is consistent with our views on how anyone should behave 
toward a fellow human being. To avoid “dropping back” to the traditional 
repressive way of behaving, we had to discuss and agree the basic values 
we believed in amongst the staff. We also had to discuss with our patients 
how we wanted to change the “rules of engagement” – although, in prac-
tice, this proved to be a minor problem, as it turned out that they were 
very keen to work with us in this way.

The most important lesson to us, in the end, was that patients do not 
cause the healthcare system to «overflow», when they are put in charge. 
On the contrary, patients are rational people, so they don’t seek health care 
when their needs have been met. Basically, they use the system responsibly 
to improve their own health, and in so doing they decrease the unneces-
sary calls on the time of physicians and nurses. Actually, the results seem 
to be better when the patients are in charge than when we in the health-
care system try to force patients to do what we think they should.

For further information, see case study at www.govint.org/best-prac-
tice/case-studies

ContaCt details

Jörgen tholstrup

Senior Consultant, Clinic for Internal Medicine, Highland Hospital,  Eksjo, Sweden 

email : jorgen.tolstrup.rasmussen@lj.se
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The Esther approach to healthcare in Sweden : 
A business case for radical improvement

NIcoLINE vackERBERG, Director of the Esther Network

introduction

Jönköping in Southern Sweden has a population of around 330,000 a large 
proportion of whom are over 75 years of age and need social or healthcare 
services. The Esther Network has addressed this challenge using a patient-
focused approach to health care, one that demonstrates a shift from a tra-
ditional service provider-focused approach to one centred on the patient.



THE ESTHER aPPRoacH To HEaLTHcaRE IN SWEdEN 101

objectives 

The key objective of this new approach was to create a network that 
would help patients feel confident, independent and secure by ensuring 
that they : 

■■ receive care in or close to home ;
■■ know where and who to turn to for care ;
■■ see the healthcare system as an entity working together to provide 
their care ;

■■ have access to quality care across the whole region. 

This required the healthcare system to commit to the following principles 
of quality management (Wackerberg and Svensson, 2011) :

■■ staff commitment to the vision of the Esther Network ;
■■ increased competence across the whole care chain ;
■■ close working relations and support within the entire care chain to 
achieve the best for the patient ;

■■ efforts to continuously improve quality. 

Change management 

The Esther Network was initiated by the Chief Executive of the Medi-
cal Department in Eksjö, Mr. M. Bojestig, in 1997. It was triggered as a 
result of the experience of an elderly woman patient called Esther with 
the healthcare system. Esther lived alone and one morning developed 
breathing difficulties. After seeking advice from her daughter, who did 
not know what to do, Esther sought medical advice, was then seen by 
a district nurse and told to visit her GP. The GP said she needed to go 
to hospital and called an ambulance. After being admitted to emergency 
care she retold her story to a variety of clinicians at the hospital during 
a five and a half hour wait. In fact from first seeing the district nurse, 
 Esther saw a total of 36 different people and had to re-explain her story at 
every point – which was made all the more troublesome by her breathing 
problem. This process caused Esther to become confused (which could, 
in a worst case scenario, have resulted in her being mis-diagnosed with 
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dementia). After her long wait, a doctor finally admitted her to a hospital 
ward and treatment began. In light of this story ‘Esther’ has become the 
generic name and character used to establish the Esther Network to help 
focus clinical and social care on the needs, expectations, priorities and 
fears of people entering the care system. An ‘Esther’ is usually described 
as an elderly woman (or man !) with one or more chronic conditions, who 
requires care from a variety of providers.

Looking at this experience from a patient perspective shows that limited 
value was created from Esther’s interactions before and during her admis-
sion to hospital – in spite of the best efforts of healthcare professionals. The 
episode highlighted significant wastage in the healthcare system because 
the links in the care-giving chain didn’t fit smoothly together. Further-
more, Esther’s lack of knowledge of what to do and who to contact when 
faced with her health issues created a delay in her treatment and added to 
the workload of the nurses that could have been prevented (Davies, 2012).

Following this event between 1997 and 1999, an analysis of patients’ 
care journeys was undertaken to identify redundancies and gaps in the 
current system, and to develop an action plan to reshape the system. This 
process consisted of over 60 interviews and several workshops with pa-
tients, staff, and government officials (Carlsson, 2010). It identified that 
patients felt that healthcare personnel didn’t have enough time to listen, 
and that too many people were involved in their care. It was also clear that 
individual work processes of staff in the care chain didn’t fit together with 
the work of other colleagues, before or after their patient contact. This 
lack of coordination could mean, for example, that although a patient’s 
social worker may have gathered information about their circumstances 
the patient would also be asked the same questions by their GP, nurse, 
and so on. This inadequate coordination causes considerable waste, re-
dundancy and, in the worst case, medical errors.

An action plan was developed to redesign the system to avoid past er-
rors and gaps. 

The thinking of healthcare providers and planners was therefore re-
shaped to focus on the aspects of a service that patients, rather than clini-
cians and managers, most valued – to create ‘patient value’. In order to look 
at services through the eyes of a patient, providers and planners had to 
learn :
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■■ what a patient needs or wants ;
■■ what is important for them when they are unwell ; and
■■ what is important for them when they leave hospital.  

Staff discovered that most patients want to receive as much care in their 
home or as nearby as possible. If they have to go to the hospital, the pa-
tient prefers to leave as soon as is feasible, and have their continuing care 
needs met at home. This understanding led to a key part of the new sys-
tem seeking to ‘move responsibility to the patient’. 

The ‘patient charter’ illustrates the new vision of the relationship be-
tween professionals and patients which developed in the Esther Network 
(Wackerberg and Svensson, 2011). In addition, there is a direct telephone 
line for complaints, whereby patients can talk with a person who will 
write down the complaint and give feedback to the involved partners. 
This can also lead to improvement meetings with patients and staff where 
appropriate. Of course, every caregiver and provider makes their own 
promises in addition to this overall statement. 

A simple, but effective way in which the network has tried to prioritise 
the patient’s wishes has been through the introduction of ‘Quality Time 
for Esther’ sessions. This is personal time, usually a half hour period each 
week, in a social care environment that the patient uses to focus on ac-
tivities which they prioritise themselves (often with nursing assistants). 
In 2010, 78% of users had made use of this opportunity (Wackerberg and 
Svensson, 2011). 

Also, the Esther Network focuses on the patient’s illness as a ‘journey’ 
– from illness, to treatment, and finally recovery. By evaluating every in-
teraction with healthcare professionals, from the first contact point to the 
patient’s recovery, professionals are able to remove unnecessary contact 
points and improve efficiency. Focusing on the patient journey also cre-
ates greater understanding amongst staff of the role of all other actors 
in the journey. This has improved cooperation between different profes-
sionals, who come from different departments and organisations to work 
together to meet the needs of the patient. 

To further enable this action plan meant that organisations within the 
network improved telephone and email routines to create a speedy and 
seamless process. An example of this has been that GPs and hospital de-
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partments have improved their routines so that the hospital can now ad-
mit patients straight to the wards.

The Network has also improved contact between patients in nursing 
homes and their GP through measures such as establishing dedicated phy-
sicians at nursing homes, and regular visits by physicians to the homes. 

Staff and patient feedback has also resulted in the design of more ef-
fective prescription and medication systems. Medicine lists now follow 
patients through the chain of care. This common list ensures all affect-
ed personnel have up-to-date information that helps avoid unnecessary 
changes to medication – although this process has still not been perfected. 

The speed of passing on information has increased through the crea-
tion of targets for transmission. Documentation is also tailored to the 
needs of the next link in the care chain because each receiving care unit 
defines what they need from the preceding department. This has been 
further enabled through the improvement of IT systems to create an inte-
grated and standardised system.

A ‘Virtual Competence Centre’ has been created to enable the trans-
fer of knowledge and improvement in the capabilities of practitioners in-
volved in the care chain. In particular, the competence centre has (Project 
Esther and IBM, 1997) : 

■■ adapted training to focus on fulfilling the needs of patients and 
moving efforts towards caring for Esther at home ;

■■ educated personnel about different patient groups’ needs ;
■■ introduced multi-professional teams across Hospital, Primary 
Care, and Community Care ;

■■ sought to improve the quality of meetings between patients and 
personnel.  

In 2006, the Competence Centre received 12 million kronor (£  1,14 m) to 
provide a two-year training programme for members of the healthcare 
network in systems-thinking, communication, and IT development across 
the care chain. Following a system-wide survey assessing training needs  
of health care teams, the training was extended to include (Carlsson, 
2010) :



THE ESTHER aPPRoacH To HEaLTHcaRE IN SWEdEN 105

■■ medicine management ;
■■ telephone advice ; 
■■ documentation ;
■■ IT and communications. 

Since its creation, over 700 people have participated in training pro-
grammes. An evaluation of the training shows positive results. Staff feel 
that the project has helped to strengthen team work, and establish better 
understanding of the different roles through interdisciplinary learning 
(Carlsson, 2010). 

Also, in 2006 the network established ‘Esther Coaches’ to embed the new 
approach throughout the network and promote continuous quality im-
provement. Esther Coaches are members of staff – both clinical and mana-
gerial – who have the following tasks (Wackerberg and Svensson, 2011) : 

■■ support improvement projects in the frontline – by enabling staff 
to make the changes they want to see ;

■■ catch improvement ideas and introduce new thinking to improve 
competencies ;

■■ make the connection between daily work and the improvement of 
performance ;

■■ inspire and motivate colleagues to improve, and celebrate improve-
ments ;

■■ keep the focus on the patient ;
■■ introduce ‘lean thinking’ – getting the right things in the right 
place, at the right time, in the right quantities, whilst minimising 
waste and retaining flexibility – to make workflows smoother ;

■■ securing ‘Quality Time for Esther’ to ensure patients can set the 
agenda. 

To enable them to provide this role, coaches receive training on how to 
analyse problems in health care work and design improvements to ad-
dress them. To spur innovations, Esther Coaches have to be solution-fo-
cused, encourage positive thinking, and be opportunistic. Esther Coaches 
receive no extra payment for their involvement and, despite being a major 
commitment , it is considered part of their job. In 2011, 102 members of 
staff had become Esther Coaches. 
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Table 1 indicates the professions and their place in the network of the 
coaches as of 2011. 

Currently, the Esther Network is made up of over 7000 members from 
health and social care services in the region. The network is non-hierar-
chical – although a coordinator works to maintain its success, it has no 
central budget or bureaucracy, and membership is voluntary. 

To ensure the efficacy of the network, regular communication amongst 
members is encouraged. Workshops, training and site visits are held to 
bring different staff members together. Furthermore, every six weeks lo-
cal network meetings are held between municipalities, primary care units 
and hospital staff and importantly Esthers themselves also participate ! 
This enables staff to understand the challenges facing different profes-
sions and why different decisions are made. Annual ‘strategy days’ are also 
held that involve patients, staff, Esther Coaches, health care managers and 
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local councillors which give the network a clear vision and develop ac-
tion plans. These processes create a shared understanding and direction 
of travel throughout the network. This makes all members of the network 
understand that their performance is a link within the system as a whole 
– and that another department’s problem is also their problem. It means 
that those involved in the chain of care consider the ‘next provider’, and 
that problems are not just passed on down the line. Since 2003 clinicians 
have also been encouraged to report when cooperation breaks down dur-
ing treatment, irrespective of whether it caused a medical error or not 
(Carlsson, 2010). 
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“Everything was ready and prepared when I came home. I was astonished 
about how well everything was coordinated. I had my doubts when I was 
at the hospital.”  Eivor Jansson, 2012

 
“An Esther coach is a person with a deep and genuine interest to help 
fellow humans who are affected by the gaps in the health and social care 
system.”  Inge Werner, 2011 

outcomes and performance indicators 

The Esther Network for re-designing patient care has been crucial in de-
livering improved patients outcomes, whilst delivering resource savings. 
The success of the project became obvious very early. A total system wide 
redesign took place, from 2000–2001 onwards to focus energy and funds 
on caring for the patient at home. This resulted in a 20% reduction in 
hospital admissions. In 2003, the Esther Network won the ‘Gota Priset’, 
which is the Swedish national award for quality improvement. This was 
because the project exhibited outcomes such as : 

■■ Hospital admissions fell from approximately 9,300 in 1998 to an 
estimated 7,300 in 2003.

■■ Hospital days for heart failure patients decreased from approxi-
mately 3,500 in 1998 to 2,500 in 2000.

■■ Waiting times for referral appointments with neurologists de-
creased from 85 days in 2000 to 14 days in 2003.

■■ Waiting times for referral appointments with gastroenterologists 
fell from 48 days in 2000 to 14 days in 2003.

■■ The number of unnecessary days in hospital decreased from 1113 
in 1999 to 62 in 2011. 

unnecessary days in hospital

The measurement here is the amount of days the patient continues to 
stay in hospital although they no longer have a medical need for special-
ist care. This can occur for example if the homecare service or primary 
care does not have the capacity to look after the patient at home. 
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Esther resulted in the following changes :

Costs and savings 

There is no special budget for the Esther organisation within any of the 
clinical departments. Only one person is paid as a co-ordinator – all oth-
ers involved in Esther accommodate this as part of their normal work.

It is the continuous improvement work by staff at the frontline who 
create the results. Esther also involves patients in improvement work and 
they get some flowers or other compensation ‘in kind’ but no other form 
of compensation. 

The budget is a problem, Esther gets some funding now and then but 
meetings and improvement work have to be a natural part of the daily 
work.

The 2011 budget for Esther was 1.8 million kr (£170,741) including sal-
ary of the coordinator, coach education and new improvement projects. 
In 2012 the budget was reduced to 1.6 million kr (£151,705). In 2013 there 
will be a very small budget for Esther, forecast to be 800,000 kr (£75,852), 
which is meant to pay for 100% of the coordinator’s time and to provide 
40,000 kr (£3,800) to do activities (which is unlikely to be enough to con-
tinue activities at their former level). 

unnecessary days in hospital
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learning points 

■■ Start by getting some patients and key actors from across the 
whole care chain in the same room to talk about improvements.

■■ Follow a patient story through the whole chain to get the same 
picture from different perspectives. From this, identify the key 
processes that are common to every patient journey – for example : 
The discharge process with an individual care plan and recom-
mendations for further care.

■■ Use simple questions : What’s best for Esther ? Who has to cooper-
ate to make this happen ?

■■ Train and trust your patient and the frontline staff to start small 
improvement projects.

■■ There must be space in the schedule to atttend Esther meetings.
■■ Coaches can make a difference.
■■ Find a way to engage doctors.
■■ Find a way to bring in stable funding over time.
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further information
General background to Esther case study : www.lj.se/esther 

Person driven care, NHS White Paper : http ://www.lj.se/info_files/infosida 
35862/Wales2012.pdf

Inge Werner talks about the Esther network : http ://www.lj.se/infopage.jsf ? 
childId=15205&nodeId=31372

Jan Davies, Director 1000 Lives Plus, blogs about the Esther Network and it’s 
lessons for Welsh healthcare : http ://www.health.org.uk/blog/how-will-this-
affect-esther-a-person-centred-approach-for-wales 
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Co-producing with communities in Scotland 
– the potential and the challenges

FIoNa GaRvEN, Scottish Community Development Centre

Co-production is, by definition, a two way street. But most of the traffic 
so far has been coming from the direction of commentators, policy mak-
ers and service planners. What are communities and community organi-
sations’ interests in making co-production a reality ?

Co-production is predicated on developing a different sort of relation-
ship between service providers and service users – a relationship that rec-
ognises that people and communities can bring all sorts of resources to 
bear on the issues they face to complement and add value to the resources 
provided by service providers. Given that relationships are key, is as im-
portant to think about co-production from the bottom-up as it is from 
the top-down – from the perspectives of people and communities them-
selves. Yet, community interests are often not fully acknowledged in ser-
vice planning discussions, and rarely are communities heard to say ‘what 
we need round here is more co-production !’ So, it could be argued that a 
key challenge for policy and practice in working with communities is not 
yet at the forefront for communities themselves.

To have a balanced discussion about the purpose and value of co-pro-
duction, professionals and practitioners need to properly engage with 
communities, seeking to understand their view of the world as much as 
the professional and policy view. Without this engagement, debate will 
be rarefied and one-sided and as such will miss the richness and value 
that flows from purposeful dialogue. The importance of community en-
gagement is now prominent in almost all aspects of public policy and, for 
nearly a decade, policy guidance has been underpinned by the principles 
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set out and widely adopted in the National Standards for Community 
Engagement1 :

The definition of community engagement given in the National Stand-
ards is :

‘Developing and sustaining a working relationship between one or more 
public body and one or more community group, to help them both to under-
stand and act on the needs or issues that the community experiences’ 
(our emphasis).

Does this definition sound familiar ? If it does it is perhaps because it is 
close to definitions of co-production, describing the sort of relationship 
that needs to be in place to precede any consideration of co-production as 
the answer to a need or issue.

So, let us look at things from a community perspective. Let’s say there 
are concerns in a deprived neighbourhood about the cost and quality of 
food available locally. This could correspond with a professional concern 
about obesity or child nutrition. What could the community do ? What 
options would be open ? Which might succeed ?

For example, local community organisations could :

■■ Set up and run local activities such as a walking group, a food co-
op or a lunch club.

■■ Campaign for public bodies to change their policies – for instance 
around school meals, breakfast clubs ; or lobby local shopkeepers 
to adjust their stock or pricing.

■■ Get together with NHS, local government or others to design and 
deliver a collaborative programme of action.

For communities, the options identified above are versions of the main 
choices that may be available to community groups or organisations 
wanting to do something about a health issue or other local concern. The 
first can be described as the self-help route ; the second as the social ac-
tion route ; and the third as a social planning or a collaborative approach. 

1 Scottish Executive (2005), National Standards for Community Engagement. also online at 
http ://www.scotland.gov.uk/Resource/doc/94257/0084550.pdf
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For the community, the choice of which route to follow will depend on 
the nature of the problem and local peoples’ understanding of its causes 
and effects, on the ability of one or more community groups to take ac-
tion, and levels of energy, enthusiasm, motivation and confidence that 
the action will succeed. Of the available options, it may be easy to see that 
the co-production route may be the least attractive and would really only 
work if community awareness and understanding of issues is shared by 
the Community Health Partnership, Community Planning or any other 
relevant partnership or agency structure. For these reasons, co-production 
may be an option only for the most sophisticated and experienced groups 
and even they may be less than enthusiastic – despite it being the most 
likely route towards sustainable and valued change.

In the real world groups do not emerge fully formed and ready to en-
gage. There is usually a lengthy and sometimes painful process of develop-
ment to build organisations that are accountable, effective and strategic. 
SCDC explored the route from self-help to sustainable change with sever-
al community organisations with interests in food and health as part of a 
project with Community Food and Health Scotland2. Two of the projects 
we visited had started out as small-scale food co-ops but had grown in dif-
ferent, though significant ways. 

Broomhouse Health Strategy Group in Edinburgh had been estab-
lished for more than 20 years, and still operated a fruit and veg co-op. 
As part of its activities it created a local health hub in partnership with 
another community organisation, employed a community development 
worker to raise awareness of local health services and how to access them, 
recruited trained and supported volunteers to run cooking and aerobics 
classes and contributed to several other local health inequality issues.

Lanarkshire Community Food and Health Partnership was originally 
established to support food co-ops in the Lanarkshire Health Board area 
– there are now 37 of these in operation. While food co-ops continue to 
be core to Lanarkshire Community Food and Health Partnership’s role, 
it has now become the designated lead agency for several outcomes in 
North Lanarkshire’s Single Outcome Agreement and its food and nutri-

2 community Food and Health Scotland (2011) “Not only … but also” : Celebrating the 
contribution of community food initiatives towards developing local outcomes.
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tion policy. The Partnership manages a contract with North Lanarkshire 
Council to provide free fruit to every nursery school child every week 
alongside a nutritionist providing cookery classes for children, parents 
and carers. In addition, it manages Bee Healthy (a healthy weight path-
finder project), runs Fruit and Roots (a social enterprise that sells fruit 
to local companies) and provides a catering service for NHS and local 
authority events.

These examples raise useful questions that need to be addressed if co-
production with communities, particularly those with the worst health 
outcomes, is to become part of the way we work. 

First, we should ask ourselves whether these are examples of co-produc-
tion or not and, secondly, does it matter ? Both may also be seen as exam-
ples of community engagement and community-led service delivery. As 
such they are of value in a much wider range of ways than may currently 
be recognised by policy-makers. Co-production should involve collabora-
tion in service design and service delivery. If there are agreements in place 
between community organisations and their various sources of funding 
on how local services could and should be delivered, this can be seen as 
co-design. If public sector staff or other resources are involved alongside 
communities in providing services, this can be seen as co-delivery. The 
examples cited above could thus be portrayed as embodying at least some 
elements of co-production. 

Ultimately we may conclude that, whether we call these examples of 
co-production or not, they both provide important and much-valued ser-
vices to disadvantaged communities in ways that the public sector cannot 
match, while contributing to the national outcomes that the public sector 
and government has signed up to. So the key question is how can we sus-
tain some of the good work which has been achieved to date ? And, how 
can we best encourage and support new community-originated and new 
joint public and community-originated initiatives ?

It was clear from the research that we carried out and from the exam-
ples highlighted above that community groups and organisations have to 
be at a sophisticated stage of development if they expect to engage effec-
tively and productively with public bodies and progress to co-producing 
public services. They need to have evidence to convince public agencies 
that they are financially sound and legally compliant before any such en-
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gagement can be entered into – and they also need to be clear that the 
benefits to the community will outweigh the costs incurred. Good gov-
ernance, business and financial planning skills are pre-requisites for such 
partnership activity. Staff of public bodies are normally paid to co-design 
and co-deliver services whilst on the other hand, community activists or 
the staff employed by community organisations may be paid to co-deliver 
but co-design time is not usually paid time. Added to this, community 
organisations often need to participate in working groups or partnership 
arrangements to be on the radar of public bodies – again this is usually 
unpaid. 

It is important to recognise that the above issues apply more acutely in 
communities that are not well organised and therefore not yet well placed 
to benefit from co-production arrangements. The benefits are thus most 
likely to fall to the better organised and more prosperous communities, 
which tend to be those that already have better connections and contacts, 
greater skills and more confidence. Research at Glasgow University points 
to the evidence that middle class communities benefit more from public 
services than the poorer communities who should benefit3 : presumably 
we do not wish to see this replicated in co-production. For any commu-
nity to participate in co-production they need to have the motivation, the 
capacity and the opportunity to do so – factors that are often less evident 
in the more deprived communities that struggle to cope with life’s hard 
realities. 

Bearing in mind the issues discussed above, any public body seeking 
to adopt a co-productive approach needs to put several things in place. It 
needs to assess community conditions and invest in community building 
and building community capability. It needs to recognise that many com-
munities already have a rich network of community groups and organi-
sations to engage with, so it needs to take time to identify where those 
assets lie and how best to complement them. Finally, if co-production is 
to be an effective long-term option, public bodies need to understand the 
vulnerability of community organisations that are almost always depend-
ent on insecure and short-term funding environments : if a co-produced 

3 Hastings, a. and matthews, P. (2011) “Sharp Elbows” : Do the Middle-Classes have Advantages 
in Public Service Provision and if so how ? Project Report.university of Glasgow, Glasgow, uk.
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solution with communities is to be sustained, community organisations 
themselves need to be sustained.
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Seizing opportunities :  
Housing and prevention

jackIE WaLdER, Housing Transitions and Support, Scottish Government

The independent Preventative Support Working Group completed its re-
port, Seizing Opportunities : Housing and Prevention, in October 2012.1 This 
chapter provides a summary of the report. 

The Group was established by the Scottish Government in early 2011, 
with a remit to consider a range of preventative support services provided 
by the housing sector for older people and disabled people. It was also 
asked to examine the scope for delivery using social enterprise. The focus 
of the Group’s work developed during the time it met, to reflect impor-
tant developments in the integration of health and social care and their 
links to housing. 

Prevention and the role of housing

The housing sector has a crucial role to play in supporting older peo-
ple and disabled people to live independently. Two aspects are key : the 
physical aspects of the home ; and that housing-related support is available 
where necessary.

At the most basic level, the provision of homes that are warm, dry and 
in good repair is inherently preventative and supports health and well-
being. The standard of social housing is improving, and some providers 
are also taking the opportunity of refurbishment programmes to ‘future 
proof’ their stock, reducing the future need for adaptations. Housing ad-

1 http ://www.scotland.gov.uk/Topics/Built-Environment/Housing/access/RooPH/PSWG/
pswgreport 



SEIzING oPPoRTuNITIES 121

aptations and handyperson services also help to improve physical aspects 
of the home, on an individual basis. 

Another core function of housing organisations is the delivery of hous-
ing support services. There has been a move towards softer and more 
flexible support, such as shopping and cleaning. This greater flexibility 
provides opportunities for greater integration with other services. 

These core services can make a real difference to people’s lives and 
prevent negative consequences in the longer term, reducing the risk of 
falls and inappropriate admissions to hospitals and care homes. However, 
preventative services have not always been given great priority by service 
commissioners with pressured budgets. Crisis management generally at-
tracts greater attention. There is now greater recognition of the value of 
low level support, although arguably this has still to feed through into 
funding priorities. 

Supporting communities

The housing sector has long since moved beyond the provision of core 
services. Housing organisations also provide a wide variety of community 
services and activities, ranging from the facilitation of tenants’ associa-
tions, social activities, arts and exercise classes to harnessing more infor-
mal community cohesion and neighbourly assistance. These services and 
activities help people to feel part of and contribute to their communities, 
as well as improving health and wellbeing.

Many housing associations have a particular basis in the community and 
often see themselves as having a duty of care towards their tenants that goes 
beyond collecting rents and doing repairs. They recognise that improve-
ment of people’s lives can pay future dividends, with savings in property 
maintenance and reductions in negative impacts on communities. 

At a very practical level, housing organisations are often able to provide 
venues for support and services, such as clinics, day or respite care. They 
also have people on the ground working in communities, in a way that 
few other sectors do. Most older people and disabled people are not in the 
social care system, but some may benefit from low level support. The hous-
ing sector is well-placed to provide a route of access to such wider services, 
and there is growing interest in expanding holistic housing options advice. 
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Informal community support can sometimes be a better way of provid-
ing low level preventative help than formal services. The housing sector 
can help to build community capacity, if communities are unable to do it 
for themselves. This type of support is likely to be broader than helping 
their own tenants and could be seen as a form of re-ablement, where help 
is provided until the community can become self-supporting. In many 
cases, partnership with other organisations will be important in bringing 
together different skills and in signposting to services and support that 
the housing sector cannot provide itself. 

No one model of services or support will suit every area, but a range of 
different approaches can be used, depending on local circumstances, in-
cluding time-banking, social enterprise and volunteering schemes. Partic-
ipation in volunteering schemes is already encouraged as part of housing 
support services and can lead people to contribute more to their commu-
nities in later life when they have more time.

Housing organisations generally have fewer links with people living in 
the private sector, who are often unaware of what support might be avail-
able and how to access it. There is scope to provide services on a more 
tenure neutral basis, but there are financial implications in doing this.

an environment of change, challenge and opportunity 

The current financial challenges to publicly-funded services are well 
known. The impact of funding reductions is being felt in service com-
missioning, with many local authorities reviewing and tendering services. 
This increases the importance of developing new funding models, which 
are less dependent on public funding. The use of community benefit 
clauses can also be helpful, and there needs to be greater awareness of 
them and the benefits they could provide.

Although the housing sector is not directly part of health and social 
care integration, it is central to its achievement, given that health and so-
cial care policy is based on enabling people to live independently in the 
community. It can play its part in different ways, by providing an environ-
ment for the delivery of care services, as well as delivering preventative 
services. A growing awareness of the need for closer working between 
strategic planners, commissioners and procurement officers in health and 
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social care has led to the development of joint strategic commissioning 
and plans for the integration of adult health and social care. 

The main engagement between health and social care and housing is 
currently with local authorities. The Change Fund’s approach of requir-
ing joint commissioning and sign off from different partners, including 
the third sector, is a step towards a more integrated approach. Joint strate-
gic commissioning will require the development of new planning docu-
ments. It will be important to clarify the role of housing, and a housing 
contribution statement will be included in the plans. 

Self-directed support is a key part of the changing health and social 
care agenda. This should mean more people taking control of the sup-
port they receive ; having greater choice ; and becoming more involved in 
service development. Work will be needed to create a market place of po-
tential services. Local authorities will need to engage with service provid-
ers more widely than the traditional third sector, including with housing 
organisations. Information and advice services will also be important. 

Social enterprise is a key part of the third sector. Around 30% of hous-
ing associations are already involved in social enterprise.2 However, only 
a third of these projects are self-financing. This position may change, as 
public funding becomes more limited, and with greater emphasis being 
placed on community benefits. However, the Group found it difficult to 
identify examples of provision of preventative support services for older 
people and disabled people by the housing sector through social enter-
prise. 

Charging for preventative support services has been limited, but is like-
ly to increase with use of self-directed support and individual budgets. 
There are concerns that charging will put people off services, but many 
people just need reliable services, for which they are willing to pay. The 
housing sector is well placed to attract clients for chargeable services. The 
Group considered that there is a potential role for social enterprise in sup-
porting the diversification and sustainability of preventative support ser-
vices, but that it is not a panacea for replacement of public funding. 

2 Raising the Bar : accelerating social enterprise across the housing association sector in 
Scotland http ://www.sfha.co.uk/component/option,com_docman/Itemid,82/gid,88/task, 
cat_view/ 
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Conclusion

Prevention is higher up the political agenda than it has ever been before. 
With an ageing population and limited financial resources, there is a need 
to reduce demand for intensive services. Some fundamental changes are 
required in the priority given to services that set out to prevent negative 
outcomes. 

The housing sector delivers many services that help older people and 
disabled people to live independently. It does a lot more than provide core 
services, including supporting prevention and community development, 
but is under financial pressure. Social enterprise may bring in additional 
funding, but is not a substitute for public money. There may also be a 
market for chargeable services.

Integration of health and social care in Scotland provides an oppor-
tunity and a challenge for the housing sector. Increases in the use of self-
directed support and individual budgets will require the development of 
flexible and personalised services. Links between the housing sector and 
health and social care are developing, and moves to align strategic plan-
ning and commissioning are welcome. 

Further development is required for preventative support services to 
achieve their potential. There is also work to be done to ensure that strate-
gies feed through into service development and resource allocation. The 
benefits could be vast and would pay dividends way beyond the financial 
investment made.
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Talking Points :  
A personal outcomes approach for  
health and care services and support

cHRIS BRucE, Joint Improvement Team, Scottish Government

Personal outcomes are defined as what matters 
to people using services, as well as the end result 
or impact of activities, and can be used to both 
determine and evaluate activity. 

Miller and Cook, 2012

The Personal Outcomes Approach ‘Talking Points’ is an evidence-based, 
organisational approach that puts people using services and their carers at 
the heart of their support. At the centre of the approach is a conversation 
with an individual using services or unpaid carer that seeks to understand 
the extent to which they are achieving the outcomes important to them 
in life. These conversations form a core part of relationship building be-
tween practitioners, people who use services and their families. The ap-
proach brings co-production into everyday interactions with individuals 
because it involves negotiation and decision-making based on what is im-
portant to the person, bringing together the perspectives of all the key 
players. The approach is described by practitioners as taking them back 
to their core values, in enabling them to engage with people, as compared 
to some of more process-driven, tick-box approaches to assessment which 
have been prevalent in recent years. 

Over the past 15 years researchers have sought to understand the out-
comes that are important to people using services and unpaid carers. This 
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research has been summarised in three ‘Talking Points’ frameworks that 
capture the outcomes that are most important to :

■■ people using services 
■■ unpaid carers 
■■ people living in a care home. 

The ‘Talking Points’ Outcomes Framework for people using services clas-
sifies the outcomes important to individuals into three broad categories :

■■ Quality of Life outcomes (also known as maintenance outcomes) 
are the aspects of a person’s whole life that they are working to 
achieve or maintain. Quality of Life outcomes are necessarily at-
tained by working across agency boundaries and by working in 
partnership with the person using the service, their family and lo-
cal community. 

■■ Process outcomes relate to the experience that individuals have 
seeking, obtaining and using services and supports and can have 
a significant influence on the extent to which other outcomes are 
achieved. 

■■ Change outcomes relate to the improvements in physical, mental 
or emotional functioning that individuals are seeking from any 
particular service intervention or support. For some people it 
might be possible to identify a point where the change has been 
achieved and then the focus moves on to maintaining a good qual-
ity of life. For others it may be necessary to focus on small changes 
over short timescales, particularly when managing symptoms of 
progressive illness or towards the end of life. 

The exchange model of assessment (Fig. 1) has proven particularly use-
ful in working with practitioners and organisations to think differently 
about engagement. This model emphasises the collaborative nature of as-
sessment, support planning and review, showing how the views of the 
individual service user, carer, assessor and agency are brought together 
to negotiate, agree and record outcomes. The concept of negotiation is 
important here in the context of real world constraints. There may also be 
challenges initially for the practitioner in reconciling the outcomes that 
the individual is identifying with their own professionally-sought out-
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comes. For example, many healthcare practitioners already use outcome 
measures to understand individual needs and progress in relation to as-
pects of functioning. Adopting a personal outcomes approach does not 
negate the importance of these outcomes. Instead it emphasises the differ-
ence that the changes make to the person’s whole life.

The exchange process (see Figure 1) starts with developing an under-
standing with the person about their life, the outcomes they want to 
achieve and the barriers and supports to achieving those outcomes. Evi-
dence has shown that this kind of exchange is best obtained through a 
semi-structured conversation that gives space for both parties to reflect 
and respond to what is being said. This conversation can be built around 
the Talking Points framework. Prompts for each outcome have been de-
veloped for use by practitioners (see Figure 2; Cook and Miller, 2012).

figure 1 : the exchange model of assessment (Smale et al 1993)
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In some cases individuals and carers may have a well developed view 
of what they want in life and how they can best be supported. However, 
many people can at times feel overwhelmed and under-informed about 
their situation and the alternatives. The engagement provides an oppor-
tunity for the person to reflect on their situation and the possibilities for 
moving forward, and may require more than one conversation. How an 
individual practitioner approaches this part of the process, and critically 
the time they have available, will influence the robustness of the plan at 
the end. The process of negotiation provides opportunities to build on 
the assets, strengths and abilities of the individual. Adopting solution fo-
cussed approaches can be useful to this end, as illustrated in the Talking 
Points guide. 

A personal outcomes approach further supports co-production be-
cause the planning stage involves consideration of the role that the person 
themselves can play in contributing towards their outcomes. This is in 
contrast to service-led ways of working, whereby individual problems are 

matched to a range of service solutions. The conversation should always 
involve consideration of the assets the individual brings, as well as consid-
ering the role of other supports and services. 
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So the engagement about outcomes is the essential first step in imple-
menting outcomes-based working. Secondly, there is the recording of rel-
evant outcomes identified through the conversation in the support plan, 
to enable the person to work towards their outcomes. At a later point it 
is essential that the outcomes be reviewed with the individual to assess 
progress and to find out if any changes to the plan are required. Thirdly, 
information recorded from these conversations should be collated, ana-
lysed and used to inform decisions at an organisational level in relation 
to the planning and commissioning of services. This use of information 
puts outcomes for individuals at the centre of decision making processes 
and ensures that improvements are driven by the priorities of service users 
and carers. These three key elements form the cornerstones of the Talking 
Points approach : engagement, recording and use of information. 

Information on personal outcomes can be used for a range of purpos-
es. The rich and detailed nature of the information gathered means it is 
particularly valuable for improvement purposes. However, the subjective 
nature of the information (as with all information based on personal ex-
perience) does limit the extent to which generalisations can be made from 
aggregated data on personal outcomes, which is a limitation when using 
information for performance reporting. Having said this, many organisa-
tions have aggregated personal outcomes data at a service level and used 
this quantitative information, alongside other measures, to inform per-
formance management, inspection and regulation processes. Expertise 
is developing in using qualitative data about outcomes in several organi-
sations, which is proving valuable in understanding how outcomes are 
achieved and where the limitations lie. There is also a growing interest in 
the ways in which personal outcomes information can inform planning 
processes and the redesign and commissioning of services. 

In summary then, personal outcomes approaches like Talking Points 
support co-production in the following key ways :

■■ Involve conversations with the individual based around their pri-
orities in life, bringing together the perspectives of all relevant par-
ties, as illustrated by the exchange model

■■ Involves planning how to achieve the outcomes, and in a depar-
ture from service-led approaches, includes consideration of the role 
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that the individual will play in achieving their outcomes, as well as 
other people in their lives, and other supports and services

■■ Uses aggregated data about personal outcomes – at the team, ser-
vice or organisational level to understand how outcomes are being 
achieved, where the limitations are, and inform decision making 
about improvements, planning and commissioning 

This article is based on the Talking Points practical guide (Cook and 
Miller, 2012) at http ://www.jitscotland.org.uk/action-areas/talking-points-
user-and-carer-involvement/ 
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Co-production – driving change in health  
and social care

IaN WELSH, Health and Social Care Alliance Scotland 
SHELLEy GRay, Health and Social Care Alliance Scotland

“We will need to involve the people of Scotland to a greater ex-
tent in the co-production of health and healthcare, recognising 
and valuing diversity and promoting a person-centred approach 
and involving people in the design and delivery of healthcare.”

Healthcare Quality Strategy1

Co-production is not a new term in health and social care policy. Indeed 
the Health and Social Care Alliance Scotland (formerly the Long Term 
Conditions Alliance Scotland) itself formed around the self management 
agenda which is strongly rooted in co-production. Other organisations 
have also long championed co-production in this arena, for example the 
Scottish Community Development Centre and its work on community-
led health ; the learning disability sector with its focus on person-centred 
approaches ; the user advocacy movement within mental health ; and the 
work of organisations like IRISS (Institute for Research and Innovation in 
Social Services) placing co-production at the heart of service design.

Self management offers an example of co-production at all levels. The 
National Self Management Strategy – ‘Gaun Yersel’2 – was developed by 
people living with long term conditions and its implementation has been 
driven by those same people and communities, supported by the AL-

1 Scottish Government, may 2010
2 Gaun yersel, The Self management Strategy for Scotland aLLIaNcE (then LTcaS) and 

Scottish Government 2008
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LIANCE. The many projects supported through the Self Management 
Fund for Scotland are designed and delivered by people who live with 
long term conditions, often working with the third and statutory sectors.

Looking more widely into the ALLIANCE’s membership, there are 
many organisations putting co-production into practice, both in how 
they develop and deliver their own services, and in working with the stat-
utory sector to enable them to work in partnership with those they seek to 
serve. The Breakthrough Service Pledge is enabling service improvement 
and redesign through a model that empowers people at the frontline of 
delivering and receiving services ; Chest, Heart and Stroke Scotland are 
supporting other organisations to use their ‘Voices’ model which allows 
people to gain skills and confidence and work together to influence lo-
cal services ; and the Scottish Recovery Network is developing new peer 
working roles across the mental health sector in Scotland. Many of the 
ALLIANCE’s much smaller member organisations are products and driv-
ers of co-production, often having been established by people to support 
others living with similar experiences and to ensure they and their peers 
have a voice in policy, support and services.

There are many more examples that demonstrate how co-production is 
already bringing change to health and social care in Scotland. All of these 
approaches value lived experience, support people to take control indi-
vidually and as communities, and help people to live well and stay well 
for longer. They embody the central tenet of the Christie Report3, which 
argued for an approach not led, or wholly reliant upon formal services, 
but instead based on harnessing the capacity of individuals and commu-
nities to be partners in health and care.

The third sector is key to enabling these individual and community assets 
to flourish. It provides the infrastructure of support through which people 
come together, develop skills and confidence and support one another. 

In Scotland there is much to celebrate in co-production, however there 
remains some distance between where we are now and the Christie Com-
mission’s vision in which co-production becomes the mainstream, with 
Scotland embracing‘ … a radical new collaborative culture throughout our 
public services’.

3 commission on Future delivery of Public Services 2011
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national Person-centred Health and Care Programme

Within the arena of health and care we have a significant opportunity 
to hasten progress through the new National Person-centred Health and 
Care Programme. Launched in November 2012, the Programme aims to 
deliver on the ‘person-centred’ ambition of the Healthcare Quality Strat-
egy :

‘To achieve mutually beneficial partnerships between patients and their fam-
ilies and those delivering healthcare services. Partnerships which demonstrate 
compassion, continuity, clear communication and shared decision-making.’

The aspiration is to build on pockets of excellence and, through co-
production, to drive the improvement and spread of person-centred ap-
proaches throughout health and social care, aiming for improvement by 
2015 in :

■■ Care experience
■■ Staff experience
■■ Co-production

The ALLIANCE has already begun to work with the JIT and Scottish 
Co-production Network, along with other partners, to take forward the 
co-production strand. This element will take the form of a programme 
entitled People Powered Health and Wellbeing ; Shifting the balance of power 
and broadly aimed at :

■■ Driving cultural change to support co-production 
■■ Building capacity for co-production among people using, deliver-
ing and designing services 

■■ Working with the ALISS (Access to Local Information to Support 
Self Management) project and IRISS to support local asset map-
ping

■■ Building leadership capacity among people, communities and the 
third sector

■■ Working with the other National Programme Leads to ensure that 
co-production drives improvements in care and staff experience

Over the coming three years, the Programme will seek to significantly 
enhance capacity for co-production across health and social care in Scot-
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land. This will require a fundamental cultural shift, underpinned by 
changes in attitudes, behaviours and systems. The National Programme 
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offers an important opportunity to work at all levels – individual, system 
and policy and political environment.

Co-production, person-centred and asset-based approaches are closely 
related, mutually reinforcing concepts. Co-production is key to driving 
design, delivery and continual improvement of person-centred support 
and services. 

as an independent Scottish charity and strategic partner of the Scottish 
Government, the aLLIaNcE works with its 270-plus members towards 
the vision of :

A Scotland where people who are disabled or living with long term 
conditions, and unpaid carers, have a strong voice and enjoy their right 
to live well, as equal and active citizens with support that puts them at 
the centre.

The aLLIaNcE does this through three core aims ; seeking to :

■■ Ensure people are at the centre, that their voices, 
expertise and rights drive policy and sit at the heart of 
design, delivery and improvement of support and services.

■■ Support transformational change, towards approaches 
that are preventative and that work with individual 
and community assets, supporting human rights, self 
management, co-production and independent living.

■■ champion and support the third sector as a vital strategic 
and delivery partner and foster better cross-sector 
understanding and partnership.
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Five steps to making the transformation  
to co-production 

ELkE LoEFFLER, Governance International  
FRaNkIE HINE-HuGHES, Governance International

Earlier in this book a range of authors have discussed the principles of 
co-production and how important they are in a series of case studies in 
health and social care. This chapter moves beyond the conceptual im-
portance of co-production and outlines a Five-Step change management 
model for embedding co-production within services and rolling it out 
across the organisation.

The inner ring in the Governance International Co-Production Star out-
lines our Five Step Public Service Transformation Model which involves 
mapping existing co-production initiatives, focussing on those with the 
highest impact, involving the right people, inside and outside the organi-
sation, who can make the strategy succeed, marketing it to the sceptics 
and growing it within and beyond the organisation. 

Step 1 : ‘map it !’ 
If you don’t know where you are,  
how can you get to where you want to go ?

It is crucial for an organisation to know how well it is doing at co-produc-
ing with its stakeholders. If you don’t have an accurate picture of what’s 
going on, you don’t know the level of your service quality, you aren’t able 
to build on existing co-production activities, and you will not be able to 
identify the potential for new activities. 
Self-assessment workshops for managers, staff, and service users and com-
munities can map existing co-production activities, looking at :
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■■ What’s happening (initiatives that are already making use of co-
production) ?

■■ How much co-production is embedded in these initiatives ? Who is 
involved ?

■■ Where are there new opportunities ? Where is co-production NOT 
being used, although best practice from national and international 
case studies suggests it might be ?

These workshops should ideally draw on local databases showing how citi-
zens are already engaged with public services – but actually this kind of in-
formation is rarely available. Another cost effective way to undertake this 
mapping process is through staff and citizen mapping exercises, exploring 
the level and quality of co-production in which they are engaged them-

figure 1 : the Governance International Co-Production Star
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selves. Such mapping exercises should separate the four dimensions of co-
production : co-commission, co-design, co-delivery, and co-assess (outlined 
in the Bovaird and Loeffler chapter earlier in this book). This allows for a 
more detailed and nuanced picture of the current state of co-production. 
For instance, a local authority may have advanced levels of co-delivery, but 
may have very little co-assessment, so that it is not able to use good feed-
back from citizens in continuously improving service quality. 

Governance International has devised a detailed mapping instrument, the 
Co-production Explorer, to help organisations to undertake a detailed and sys-
tematic mapping of co-production in their area. In Scotland, this tool has 
recently been extensively used by NHS Tayside to support its co-production 
work. A short (and free !) 15 minute on-line version of the Co-production Ex-
plorer can be found at http ://www.govint.org/our-services/co-production/raising-
awareness-and-getting-buy-in-for-co-production/.

Step 2 : focus it ! 
Fools rush in !

Once you know what your current level of co-production looks like, you 
can start to think how to prioritise your next steps. Generally, it would be 
over-ambitious to waste efforts by trying to do too much, too quickly. Fo-
cus is critical. Moreover, in a context of fiscal austerity and open govern-

figure 2 : are we nearly there yet ?
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ment, every penny of taxpayers’ money is being scrutinised and therefore 
it is essential to be able to justify your activities. In step 2, the issue is how 
to focus strategically on the areas where co-production is likely to work 
best and be the most cost-effective way of achieving outcomes. 

The Co-production Priority Matrix (Figure 3) is a simple technique to 
help choose and grade activities, distinguishing which are priorities – and 
which can be dropped. Clearly ‘quick wins’ (high improvement, high citi-
zen involvement) are the obvious starting point – these can be used to 
establish success around projects that can then act as a catalyst, by attract-
ing people who want to be involved and to associate with success. Con-
versely ‘hard slogs’ (low improvement, high citizen involvement) should 
be avoided as they will sap time, energy, resources, and are liable to alien-
ate staff, service users and the community. 

Beyond the ‘quick wins’, where the case for doing them is often obvi-
ous, it is usually important to develop a business case that sets out the 
potential for realising efficiency gains and improving outcomes. This is 
likely to be especially valuable for those co-production activities which in-
volve significant spend or which mean a major change in direction in a 
service. 

Neighbourhood
Partnerships

Long term savings 
through prevention 
— e.g. obesity, 
smoking, aspirations

Shared services
Internal cost cutting
via budget slicing/
waste elimination

LOW

HIGHCitizen involvement

Improvements and/or savings

figure 3 : example of a Co-production Priority matrix
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Step 3 : People it ! 
‘Get the right people on the bus and in the right seat’ – Jim Collins

Step 3 asks the question of who’s going to do it ? How can you involve 
the right people in your organisation and in the community in your co-
production activities ? Involving committed, motivated, and skilled indi-
viduals will go a long way towards ensuring that co-production makes a 
big difference. 

Surveys of citizens and community organisations are the best tool to 
identify which local people are already co-producing, what they are do-
ing, what more they would be prepared to do, and how they want to get 
involved. Governance International first undertook such surveys in five Eu-
ropean countries in 2008, on behalf of the French Presidency. In the last 
year, it has repeated these surveys in five English and Welsh local author-
ity areas in co-operation with the Universities of Birmingham and South-
ampton – this approach is now catching on quickly. 

Another approach which we have developed is a Capabilities Assess-
ment with service users (to complement any ‘needs assessment’ process). 
This identifies the strengths, assets and potential contributions they 
might make to improving their own outcomes and those of other citizens. 

Having marshalled this information, so that the right citizens and staff 
have been identified, who are either actual or potential co-producers, they 
need to be brought together to work with each other in co-production 
labs to co-design practical new co-production initiatives in which they 
themselves want to be engaged – this is the ‘getting real’ step ! 

These co-production labs need ‘buy-in’ not only from citizens but also 
from staff members – otherwise initiatives can be doomed before they 
have properly begun. Other stakeholders, too, can be critically important. 
‘Stakeholder Power and Interest’ analysis can help to decide who to in-
volve :

■■ High Power – High Interest stakeholders : should generally be 
treated as partners and champions, as they are central to the suc-
cess of your initiative. Some, of course, may be ‘potential enemies’ 
– again you need to work closely with them, either to change their 
mindset or to offset their interventions, to limit any their damage. 
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■■ High Power – Low Interest stakeholders : tend to be ‘arms length’ 
to your decisions – but you should generally inform them and get 
their support, without over-involving them.

■■ High Interest – Low Power stakeholders : important to keep them 
informed, ensure they are appreciated, and  encourage them to join 
in – if they get annoyed about NOT being  involved they may find 
ways of making such a fuss that they  become ‘High Interest – High 
Power’ – with a very negative attitude.

■■ Low Interest – Low Power stakeholders : these are part of the 
‘silent majority’ – it’s important to find out what they think and 
tell to them why you are doing what you are doing – their misun-
derstanding could reduce public support for what you are doing. 
However, this group is unlikely to provide much positive help in 
co-production. 

As an example of what might be done, after Stockport Council had in-
volved users and carers in co-designing an improved website for adult so-
cial care, it engaged ten staff very closely to ensure they recommended the 
new website to social care recipients and their peers – and to other staff. 
This approach multiplied the impact of these ‘early adopters’, so that their 
example spread quickly through the authority. 

Step 4 : market it ! 
Attract people to want to be involved, and stay involved !

Co-production can only work if the stakeholders involved are committed 
to making it successful. It is important to find ways of keeping them on 
board – and of attracting new people who want to join in. This means 
identifying attractive incentives and ‘nudging’ stakeholders to have a 
positive attitude towards co-production. The ‘mother of co-production’, 
Elinor Ostrom, stresses the need to find incentives to encourage inputs 
from both citizens AND officials. Incentives can be simple – like reinforc-
ing a citizen’s ‘feel good’ factor by thanking them for doing something 
good for others. Sometimes they may involve more formal mechanisms 
such as ‘recognition awards’. Some public agencies even give especially 
active co-producers subsidised access to some public services (usually ser-
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vices with low marginal costs, e.g. free swimming sessions or free use of 
community centre rooms). To incentivise other stakeholders, celebratory 
events can be used or private sector sponsors can be given a promise of 
publicity. ‘Nudges’ prompt favourable individual behaviour by a positive 
reframing of people’s perceptions of the outcomes from co-production – 
and the effort it involves. 

One way of predisposing users and other citizens to take part in co-
production is to promote co-production charters, which explicitly outline 
the roles, responsibilities, and incentives for service users, citizens, and 
staff. This can reassure potential co-producers that their commitment is 
close-ended and that any dangers concerned (e.g. in relation to accident 
insurance or potential charges for negligence) have been taken care of. 
It reminds them of their rights as co-producers (e.g. that they should not 
be coerced into co-production activities – these should remain something 
which they do willingly). It also shows in a powerful symbolic way that 
their effort is part of a wider movement, in which many other citizens are 
pleased to be involved, and that their efforts are appreciated by the public 
agency involved. Finally, it reminds people that they also have duties and 
responsibilities when they agree to be co-producers. 

Step 5 : Grow it ! 
Thinking big and scaling up

After getting co-production working in the services you have prioritised, 
it needs to be rolled out across your agency and partnerships. 

Key to this will often be identifying and showcasing ‘co-production 
champions’, whose example can inspire others and who can help to mobi-
lise other members of their communities. 

Thorough service reviews where co-production is being used are likely 
to be an important mechanism to help you grow the influence of co-pro-
duction. They help to identify how successful co-production initiatives 
have been and how they can be scaled up. Even more importantly, they 
can act as a catalyst, suggesting how similar approaches could be applied 
to other services, or in other areas. Of course, this is especially likely to 
work if a wide range of relevant stakeholders is involved in these reviews. 
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Management systems can also play an important part in helping to 
grow co-production. It’s especially important that performance manage-
ment and human resource management systems are aligned to ensure 
that staff are being given the right signals to work for sustainable co-pro-
duction. 

Furthermore, co-production roadshows can showcase successful initia-
tives to pass the message to more managers, frontline staff and, of course, 
service users and other citizens. What is especially powerful here is to get 
presentations from the people involved in the co-production – service us-
ers, other citizens and frontline staff – enthusiasts breed enthusiasts !

And if we may, we’d like to end this Five-Step model by recommending 
one more step than advertised … 

SteP 6 :  
JuSt Start  !  !  !
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