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Introduction 

This toolkit has been developed by the Health Improvement Team in Argyll 

and Bute Health and Social Care Partnership (HSCP). The purpose of the 

toolkit is to enable Locality Planning Groups (LPGs) and front line staff to 

better understand what they can do to help prevent health and social care 

problems from arising. 

 
Health and social care services in Scotland tend to focus on dealing with 

problems rather than preventing them. People are increasingly living longer 

lives, but improvements in health technology mean that longer life 

expectancy is often associated with having a diagnosis of one or more long 

term health condition, e.g. heart disease, diabetes, cancer or stroke. 

Increasing expectations for health and social care services alongside an 

ageing population means there in more demand for services than ever 

before. This means that a move towards prevention, early intervention and 

self-management is essential for the long term sustainability of delivering 

health and social care services. 

 
Preventing health and social care problems is important because: 

 
1. It improves quality of life for the people living in Argyll and Bute and 

prevents unnecessary pain and suffering. 

2. We have limited financial resources so it is essential we use these 

resources efficiently and effectively. 

3. It is estimated that 40% of all public sector spending is wasted on 

dealing with preventable problems (Christie 2011). 

 
How to use this resource: 

This toolkit can be used as a standalone resource and is written in an easy 

to understand style with pictures and images to illustrate key points. It can 

be used by health and social care staff along with community and third 

sector members of LPGs. 

 
Alternatively, the Health Improvement Team can deliver workshops for 

LPGs to explore prevention in an interactive way. This will enable LPG 

members to have a better understanding of prevention and ensure 

appropriate prevention activities are included in locality action plans. 

 
Scottish Government (2011) Future Delivery of Public Services chaired by Dr Campbell Christie 
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Secondary Prevention 

Defining Prevention 

Argyll & Bute’s strategic plan for health and social care recognises the need to prevent 

problems before they arise and anticipate where intervention can avoid existing problems 

getting worse. The HSCP’s vision is “to enable people in Argyll and Bute to live longer, 

healthier, happier and independent lives”. 

Prevention can take place at three stages: 
 
 

Primary Prevention 
 

Examples include enabling people to lead as healthy a life as possible and 
make healthy lifestyle choices, for example, in areas like social connectedness, 

smoking, alcohol intake, diet and physical activity. It is very important to 
recognise that lifestyle behaviours are not always freely made but can be 

determined by where people live, their income and their occupation etc. A good 
example of primary prevention is ensuring people do not fall into poverty. There 

are well established links between poverty and deprivation with disease and 
premature death. 

 
 
 
 
 
 
 
 
 
 

 

 
 

This is about identifying who may be at risk of health problems and minimising 
these risks. Examples include screening for conditions like cervical, breast and 
bowel cancers or abdominal aortic aneurysms or diabetic retinopathy. It also 

includes planned health checks for example in children or the over 40’s. 
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This is about dealing with health problems in a pro-active way to enable 
people to have the best quality of life possible. Examples include regular 

health checks following diagnosis of a long term health condition; educating 
people to self manage their own health conditions; anticipatory care planning 
so that people and services know what to do if existing problems get worse; 
motivation to do things that improve quality of life like being physically active 

and maintaining social connections with others. 

There is a place for all three levels of prevention within LPGs. 
However, it can be difficult to know where to start: section 
4 provides guidance on how to find out about  the  extent  of 

problems  in  your   local  area  and section 8  has some 

practical examples of activities to consider. 

 
 
 

  
 

Tertiary Prevention 
+ 
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There was once a man standing by a 

riverbank happily watching the world 

go by. To his horror he saw a person 

in the water in distress. 

Without hesitating, he flung off his 

jacket and jumped in the water. He 

pulled the drowning person to safety 

on the bank. 

He was just about to go and get help, 

when he saw another person, also 

struggling in the water and obviously 

drowning. 

Working Upstream 
 
 

An upstream/downstream river analogy is commonly spoken 

about in health improvement circles: metaphorically speaking 

downstream refers to pulling people out the river who are 

drowning and upstream refers to building bridges and 

strengthening the riverbanks to stop people falling in the river 

in the first place. It is much better for individuals to stop their 

problems from occurring, and from an organisational 

perspective this is much more cost effective in the long run. 
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But no sooner had he done this when 

another and another person came 

floating downstream. More and more 

people came floating downstream and 

he had to work extremely hard to look 

after them. 

 

On his own he couldn’t save all of 

them and many drowned. Zola (1972) 

suggested this is what the medical 

system does. Doctors pull people out 

of the water constantly and do their 

best to save lives, but they don’t look 

upstream to see who or what is 

pushing them in. 

Zola, I.K. (1972) 'Medicine as an instrument of social control', in Sociological Review, No.20, pp.487-504 

 

  
 

 

 

 

 

 

 

 

 

 

 
 

 

Again he plunged in and dragged them 

to the bank and revived them. 
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A community development approach 

means you do two things at the same 

time and that in fact both things are 

linked. Together, you can support and 

help people individually but you can 

also work together to try to prevent 

some of the problems. 

 
This is prevention. 

These illustrations are credited in the Health Issues in the Community training 

course pack to John Marshall adapted from illustrations originally created by Diane 

Lonie, The Corner, Dundee. 

  
 

 
 

 

 

 

 

 
 

Unless someone takes a look 

upstream, and begins to work on what 

is causing all these people to drown, 

more and more people will get into 

difficulties or die. 
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Health Equalities 

Health is determined by many factors but there is often a focus on behaviours like 

smoking, alcohol intake and taking enough exercise. However, the fact that people 

across Scotland have different life expectancy depending on where they live tells us 

that lots of other factors determine how healthy someone is and how long they will 

live. These factors include: 

 Income and occupation 

 Level of educational attainment 

 Government policy e.g. smoking legislation and welfare benefits 

 Housing 

 Level of supportive relationships 

 The environment where people live 

These elements affecting health are represented in the following diagram which 

illustrates various factors come together to determine how healthy people are. 
 

Dahlgren and Whitehead (2006) 
 

Argyll and Bute has some areas of deprivation within towns resulting in poorer health 

for people living there when compared to the rest of Argyll and Bute and Scotland as 

a whole. These areas are in Campbeltown, Dunoon, Helensburgh, Oban and 

Rothesay. Levels of deprivation are measured by the Scottish Index of Multiple 

Deprivation (SIMD), which takes into account all of the factors in the model above. 

However, SIMD doesn’t capture all of the deprivation in Argyll and Bute, for 

example, people living in remote and rural areas may have increased cost of living 

and difficulty accessing services due to proximity. 

Dahlgren, G. And Whitehead, M. (2006) European Strategies for Tackling Social Inequities in Health: 

Level up Part 2 WHO Collaborating Centre for Policy Research on Social Determinants of Health 

University of Liverpool 
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Argyll and Bute HSCP’s Integrated Joint Board (IJB) has a legal requirement to 

consider health equality under the Equalities Act (2010), this includes: 

 Reduce inequality and discrimination to ensure everyone has equal 

opportunities regardless of their age, ability, gender, sexual orientation, race, 

belief, child bearing status, marital status or socio-economic status; and 

 Promote equality in health and social care service delivery to everyone in 

Argyll and Bute. 

 
Argyll and Bute Council and NHS Highland have further legal duties in relation to 

equalities, for example, the Fairer Scotland Duty and British Sign Language Act. 

 

There is considerable evidence that discrimination and harassment negatively 

impacts health and contributes directly to inequalities in life opportunities and health 

outcomes, particularly in mental wellbeing. 

 
The IJB must publish an Equalities Outcome Framework to show how these legal 

duties will be fulfilled. This is available here: https://www.argyll- 

bute.gov.uk/sites/default/files/equalities_outcome_framework_-_final_1_6_16v2.pdf 

LPG’s should include equality in their local action plan. The framework has four High 

Level Outcomes which are: 

1. Improve health and wellbeing outcomes for people with protected characteristics. 
2. Empower people with protected characteristics to have an influence on how 

services are delivered. 
3. Increase access to services for people with protected characteristics. 
4. Improve experience of services for people with protected characteristics. 

 

 
Equality Impact Assessment 

(EQIA) 

An EQIA is a tool that can be used 

to ensure fairness. When changes 

to services are being proposed it is 

important to review what the 

potential outcomes could be in 

order to reduce adverse impacts or 

further disadvantage. 

Guidance is available here: 
 

http://intranet.nhsh.scot.nhs.uk/Staff/Equa

lityAndDiversity/EqualityImpactAssessmen

t/Pages/Default.aspx 

 
Training and Support 

 

LPGs should consider training needs 

of members to ensure the group 

understands their legal obligations. 

NHS Highland - Learnpro on-line 

module Equality and Human rights. 

A&B Council - online and face to 

face training, contact: 

learninganddevelopment@argyll- 

bute.gov.uk 

Third Sector - under development 

and information can be obtained via 

learninganddevelopment@argyll- 

bute.gov.uk 

 

https://www.argyll-bute.gov.uk/sites/default/files/equalities_outcome_framework_-_final_1_6_16v2.pdf
https://www.argyll-bute.gov.uk/sites/default/files/equalities_outcome_framework_-_final_1_6_16v2.pdf
http://intranet.nhsh.scot.nhs.uk/Staff/EqualityAndDiversity/EqualityImpactAssessment/Pages/Default.aspx
http://intranet.nhsh.scot.nhs.uk/Staff/EqualityAndDiversity/EqualityImpactAssessment/Pages/Default.aspx
http://intranet.nhsh.scot.nhs.uk/Staff/EqualityAndDiversity/EqualityImpactAssessment/Pages/Default.aspx
http://intranet.nhsh.scot.nhs.uk/Staff/EqualityAndDiversity/EqualityImpactAssessment/Pages/Default.aspx
mailto:learninganddevelopment@argyll-bute.gov.uk
mailto:learninganddevelopment@argyll-bute.gov.uk
mailto:learninganddevelopment@argyll-bute.gov.uk
mailto:learninganddevelopment@argyll-bute.gov.uk
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Support for prevention in Argyll and Bute 
 

 

Geographical communities or other 
communities of interest, such as,  

people coming together for 
hobbies or social activities. 

Different stages of life e.g. early 
years, children, teenagers, adults 

and  older people. 

 

 

 

Lifestyle topic focus, for example 
smoking, sexual health, alcohol etc. 

People most in need e.g. people 
living in deprived areas or people 
with protected characteristics 
under equality legislation such as 

disability, gender, age, religion etc. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Health improvement and prevention activity takes place across all these settings in 

Argyll and Bute and there is a wide range of support to enable this to happen. The 

following will be explained over the next few pages: 

 Health Improvement Team 

 Health and Wellbeing Networks 

 Health and Wellbeing Grant Fund 

 Joint Health Improvement Plan 

 Healthy Argyll and Bute Website 

 Healthy Argyll and Bute Facebook page

Health improvement activity can be delivered in 
a range of settings: 



 

 

NHS Highland’s Health Improvement Team in Argyll and Bute 

NHS Highland’s Health Improvement Team in Argyll and Bute works in a geographical way to support the Health & Wellbeing 

Networks and LPGs. The team also covers topics like smoking, mental health, alcohol and drugs, sexual health, and reducing 

health inequalities. The core purpose of the team is to work with local communities to build capacity for healthy living. 
 
 
 
 

Name Role Contact LPG Area Covered 

Alison McGrory Health Improvement Principal alison.mcgrory@nhs.net Kintyre 

Alison Hardman Health Improvement Lead (Health Inequalities) alison.hardman@nhs.net Oban Lorn and the Isles 

Angela Coll Healthy Working Lives Advisor angela.coll@nhs.net Cowal 

Caroline McArthur Senior Health Improvement Officer (Mental Health) carolinmcarthur@nhs.net Colonsay and Jura 
Coll, Tiree, Mull &Iona 

Jennifer Dryden Senior Health Improvement Officer (Alcohol & Drugs) j.dryden1@nhs.net Islay 

Laura Stephenson Senior Health Promotion Officer (Sexual Health) 
Smoking Cessation Co-ordinator 

laurastephenson@nhs.net Mid Argyll 

Sam Campbell Senior Health Promotion Officer (Mental Health) samanthacampbell@nhs.net Helensburgh 

Yennie Van Oostende Health Improvement Lead (Health Inequalities) yennie.vanoostende@nhs.net Bute 
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mailto:laurastephenson@nhs.net
mailto:samanthacampbell@nhs.net
mailto:yennie.vanoostende@nhs.net
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Bute Islay and Jura 

Oban, Lorn and the Inner 
Isles 

Cowal 
Helensburgh and Lomond 

Health and Wellbeing Networks 

There are eight Health and Wellbeing Networks throughout Argyll and Bute that work 

towards improving the health of the people living in their area. The aims of the 

Networks are to: 

 Develop partnership working for improving health 

 Develop action plans for joint health improvement activity 

 Link with groups such as LPGs and Community Planning to help with prevention 

 Fund health improving activity with the Health and Wellbeing Grant Fund 

Each Network has a co-ordinator funded for one day per week and an allocated 

share of a grant fund. More information on the Networks and contact details can be 

found at: www.healthyargyllandbute.co.uk 
 
 
 
 

Kintyre 
 
 
 
 
 
 
 

Mid Argyll 
 
 
 
 
 
 

 

Mull, Coll, Tiree, Iona and 
Colonsay 

 
 
 
 
 

Health and Wellbeing Grant Fund 

 
Grants are available for projects that meet locally agreed priorities and are decided by a 

local scoring panel. Awards are usually in the region of a few hundred pounds up to a 

maximum of £2,000.  Both statutory and third sector organisations are eligible to apply 

for grant funding and more information can be found here – 

http://healthyargyllandbute.co.uk/application-for-funding/ 

http://www.healthyargyllandbute.co.uk/
http://healthyargyllandbute.co.uk/application-for-funding/
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Joint Health Improvement Plan (JHIP) 

The JHIP is the strategic plan for health improvement in Argyll and Bute; the latest edition 

covers the period 2017 – 2022. The JHIP includes the following 4 themes for health 

improvement: 

Theme 1 – Getting the best start in life 

Theme 2 – Working to ensure fairness 

Theme 3 – Connecting people with support in their community 

Theme 4 – Focusing on wellness not illness 

 
These themes were agreed following an evaluation of the previous JHIP. This evaluation 

included speaking to a wide range of people with an interest in health improvement. 

 
Implementation of the JHIP is overseen by the Health & Wellbeing Partnership. This group 

is a strategic partner of Argyll and Bute’s Community Planning Partnership (CPP). It meets 

four times per year to provide leadership and direction for health improvement work 

across Argyll and Bute. 

 
The full JHIP is available to view here: 

www.healthyargyllandbute.co.uk/launch-of-the-new-joint-health-improvement-plan/ 
 

 

Assets rather than Deficits 

The health improvement approach favoured in 

Argyll and Bute centres on building better 

communities through a wide range of 

services, resources and activities in these 

communities. This is in the knowledge that 

people live good and healthy lives in strong 

and vibrant communities. We call this an 

“assets based approach” to health. 

This is different to a “deficits approach” i.e. 

looking for a health problem and then trying to 

find a solution to that problem. Experience 

over many years of promoting health has 

shown that a deficits approach does not work. 

Think about smoking to illustrate this – much 

time, effort and money has been spent trying 

to solve the smoking problem over the past 50 

years but it remains the biggest cause of 

premature death in Scotland. 

http://www.healthyargyllandbute.co.uk/launch-of-the-new-joint-health-improvement-plan/
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You can find us on facebook at 

www.fb.com/healthyargyllandbute 

We use this page to promote healthy 

living messages and information of 

interest to individuals. We also post 

training events coming up in the area. 

So far over 1,400 people have liked 

the page. 

 

 

 

 

 

 

 

 

 

 

 

  

 

Our website 

www.healthyargyllandbute.co.uk 

includes lots of practical 

information like network meeting 

dates, grant application forms, 

submission dates, minutes of 

meetings and annual reports. It 

also has a section to showcase 

successful projects that have 

benefited from a health and 

wellbeing grant. All grant 

recipients must complete a one 

page case study.  These provide 

an idea of projects that have 

worked well. 

Find us online 

Since 2012, health improvement and prevention 
activity has been co-ordinated under the HWN brand. 

This branding is used in our online presence. 

http://www.fb.com/healthyargyllandbute
http://www.healthyargyllandbute.co.uk/
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Health Information 

In order to prevent health and social care problems and reduce 

inequalities in Argyll and Bute we need to understand the health of the 

people who live here. Argyll and Bute’s Public Health Department has a 

small data analyst team to help provide health information statistics. 
 
 

 

Name Role Email 

Sarah Griffin Senior Information 
Analyst 

sarah.griffin1@nhs.net 

Lynsey Munro Data Assistant Lynsey.munro@nhs.net 
 
 
 

 
 

 

Local area data is published on the Health Argyll and Bute website, 

which can be found here: http://healthyargyllandbute.co.uk/local-information/local-area- 

data/ 

 

LPGs can request help with data and information by emailing the team 

at: High-UHB.ABHealthImprovement@nhs.net 

 

The team can: 

 Provide demographic 

information e.g. how many 

people live in localities, 

age, gender, deprivation 

category etc. 

 Health information e.g. the 

health conditions people 

live with and also the most 

common causes of 

mortality 

 Links to sources of 

published information 

 

Examples of work carried out: 

 Local information to 

support consultation of the 

Strategic Plan 

 Health profile information 

for LPGs 

 Compilation of published 

data to inform the new 

Children’s Services Plan 

 Provision of local data on 

Healthy Argyll and Bute 

website 

mailto:sarah.griffin1@nhs.net
mailto:Lynsey.munro@nhs.net
http://healthyargyllandbute.co.uk/local-information/local-area-data/
http://healthyargyllandbute.co.uk/local-information/local-area-data/
http://healthyargyllandbute.co.uk/local-information/local-area-data/
mailto:High-UHB.ABHealthImprovement@nhs.net
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Building capacity and working with our communities 

Modern day approaches to prevention and health improvement have been informed 

by the Ottawa Charter for Health Promotion. This was developed in 1986 when the 

World Health Organisation held an international conference to consider what needed 

to happen to improve health across the world by the year 2000. 

There are three main aspects of this charter: 
 

1. Focus health services on prevention 

2. Develop environments that protect and improve health 

3. Build capacity in individuals 
 
 

 

Principles that underpinning good health improvement and prevention include: 

 Community Led  - Responding to what communities need and want  

 Co-production  - Building capacity in communities so that local people 

and local services are involved   

 Evidence Based Practice - Have a clear rationale as to why the intervention is 

a good idea  

 Inequalities Sensitive Practice - Targeting interventions so that those most in need 
are most likely to benefit  

 Monitoring and Evaluation - Measuring the impact of the intervention  

 Sharing Best Practice - Promote the benefits of the intervention so that 

other areas can learn from success   

 
Although the Ottawa Charter is more than 30 years old it is still very relevant today. 

World Health Organisation (1986). Ottawa Charter for Health Promotion 
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Co-production 

Co-production in health and social care is about sectors working in partnership with 

communities. The people that use services should be at the heart of this partnership 

working and all partners should have equal status. 

 
Locality Planning Groups (LPG’s) for health and social care have good 

representation from all the sectors responsible for improving services and health 

outcomes for people. Community representatives are important members of these 

groups. Prior to embarking on any prevention programme it is essential to identify 

people with a direct or lived experience of the issue being addressed. Community 

representatives on LPGs will often know how to get their fellow community 

members on side. However, front line staff are also well placed to let people know 

how they can get involved in making services better. 

 
Co-production is a very important step to get right at the start of any prevention 

project. It can add a bit of extra time in the planning stages but if done correctly co-

production will increase the likelihood of your project being a success. 

 
This diagram gives an idea of how to use co-production techniques. 

 
More information can be found here - http://www.coproductionscotland.org.uk/ or 

have a look at this short film - http://argyllandbutecommunity.tv/stories/5666-co- 

production-animation 
 

http://www.coproductionscotland.org.uk/
http://argyllandbutecommunity.tv/stories/5666-co-production-animation
http://argyllandbutecommunity.tv/stories/5666-co-production-animation
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Where to start with prevention 

Improving health and preventing problems can be so broad that it is difficult to know 

where to start. It is better to begin with a defined issue, then plan how to improve 

that issue rather than to try and do everything at once. 

 
This section includes ideas where there is likely to be a good return on improving 

health and wellbeing outcomes for people, making our services more efficient 

and effective: 

 

 Self management of long term health conditions

 
Increasing numbers of people are living with long term health conditions like 

diabetes, heart disease, cancer, stroke, lung disease, multiple sclerosis and 

Parkinson’s disease. It is very common for people to have more than one of these 

conditions. Better drug and treatment regimes mean people can live for many years 

after a diagnosis. 

 
Successful self-management is about the person with the long term condition, 

together with family, friends, volunteers, and professionals working in partnership to 

find the best way to maintain optimum health. While health professionals will be 

knowledgeable in the field of medicine, the person with the condition is the expert 

on how they feel or cope day to day. 

 
Taking diabetes as an example – someone diagnosed with diabetes will see health 

care professionals for an average of 3 hours per year, for the other 8,757 hours they 

manage their condition themselves. 

 
Ways that staff can enable people to self manage their condition better include: 

 Signposting to peer support groups e.g. in the community or online. 

 Education programmes. 

 Motivating conversations to empower people to improve their lifestyle e.g. 

stop smoking, being more active and eat more healthily. 

 
Lots more information about self management can be found at Let’s Get On With It 

Together - http://www.lgowit.org/ 

http://www.lgowit.org/
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The next page has two examples of self management in Argyll & Bute. 

 
Pain Management 

Pain is a very debilitating condition that affects 

people’s health and wellbeing, which can be difficult 

to comprehend and manage on a day to day basis. 

The Pain Toolkit is a simple information booklet to 

provide handy tips and skills to support people in 

managing persistent pain. 

 
Pete Moore, who has persistent pain, asthma and 

osteoarthritis, put these tools together with the help of 

friends, family and healthcare professionals. The tools in 

the toolkit can be applied to other long term conditions. 

More information can be found here: www.paintoolkit.org 
 

The Health Improvement Team delivers workshops to front line staff to enable them 

to promote and use the toolkit with people who use our services. 

 

Diabetes 

Diabetes is a serious long term health condition associated with poor health and 

wellbeing outcomes for people, with significant costs for service delivery – up to 10% 

of all NHS spending in Scotland is on diabetes. Complications of diabetes are 

serious, including eye problems, vascular problems, sexual dysfunction, stroke, 

kidney failure and depression. Type 2 diabetes is a preventable condition that is 

more common in people who are older and/or obese. There are approximately 4,200 

people living with type 2 diabetes in Argyll and Bute. This is increasing every year. 

 
Front line staff have a role to play in the prevention of type 2 

diabetes.  They can do this by raising the issue with people, 

talking about the benefits of maintaining a healthy body 

weight and being more physically active. 

 
People living with a diagnosis of type 2 diabetes should be 

signposted to an education programme. Argyll and Bute 

HSCP uses the X-pert programme which includes: 

 
 First Steps – 2.5 hour introduction 

 6-week programme 

 
More information about X-pert delivery in Argyll and Bute is available from Advanced 

Diabetes Nurse Specialist Seonaid Morrison: seonaid.morrison@nhs.net 

http://www.paintoolkit.org/
mailto:seonaid.morrison@nhs.net
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Where to start - continued 

 Social Prescribing

 
Social prescribing is connecting 

people with support in their 

community for social problems, such 

as relationship breakdown, debt, 

loneliness, caring responsibilities or 

housing difficulties. It is built on the 

premise that our health is affected by 

a wide range of factors (see Dahlgren 

and Whitehead model on page 9). 
 

Someone who has money worries will very likely feel stressed and anxious. This 

may also make them feel physically unwell, causing headaches, insomnia or 

changes in appetite. A doctor can prescribe medication for these symptoms e.g. 

painkillers for the headaches, however, the underlying cause of the problem, which 

is debt, is still there. Linking this person up with a debt advice service will help them 

to feel better in the long run. 

 
There are lots of groups to support people with social problems in our local 

communities across Argyll and Bute. Locality Planning Groups should consider what 

support exists in their community and how front line staff could link people up with 

this support. 

 
Two social prescribing pilots were run in Dunoon and Bute during 2017. These 

involved a Link Worker working alongside GP’s and Practice Nurses in Health 

Centres. The results of these pilots and details of how to set up a Link Worker 

service can be found here:  www.healthyargyllandbute.co.uk 
 
 

 

http://www.healthyargyllandbute.co.uk/
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An example of how social prescribing can work. 
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Where to start - continued 

 Health behaviour change

Health behaviour can affect our health outcomes. Changing behaviour, even on a 

small scale, can have a widespread effect on improving health and wellbeing, 

which has the potential for cost savings through preventing illness and disease. 

There is a wealth of evidence that, given the right training and support, healthcare 

and other professionals can help individuals and communities to change health-

related behaviours. 

 
An example of health behaviour change in practice is Health Promoting Health 

Service (HPHS), the national programme for health improvement action in all 

hospital settings across NHS Scotland. The underpinning theme is ‘every healthcare 

contact is a health improvement opportunity’.  It aims to make health promoting 

conversations part of everyday interactions with people who use services. This 

approach could be more widespread, as there are a wide range of individuals who, 

through the course of their work, have the opportunity to implement health behaviour 

change conversations. 
 

 

 
 

Health improving conversations can be difficult. However, by starting with small 

changes to practice, it will make a difference. Even a one minute conversation is a 

good way to start asking about health and wellbeing and what matters to the 

individual. 

There are a wide range of e-learning and face to face training opportunities to help 

people understand when and how to have appropriate health behaviour change 

conversations with anyone who could benefit from making health and lifestyle 

changes. 

 
Examples of health improving conversations include: 

A podiatrist talking about weight management whilst treating someone with 
diabetes and explaining the benefits of maintaining a healthy body weight. 

Accident and Emergency staff asking about alcohol drinking behaviour and 
carrying out an Alcohol Brief Intervention. 

A practice nurse asking about how physically active someone is when carrying 
out blood pressure monitoring. 

A radiographer asking about whether a person smokes when doing a chest x- 
ray and signposting to smoking cessation services. 
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The Health Improvement Team provides Motivational Interviewing training to help 

staff initiate one to one conversations with people. These skills can then be 

combined with topic-specific, e-learning health behaviour change training described 

below. Email the team for information on upcoming training dates: 

High-UHB.ABHealthImprovement@nhs.net 

 

 

 

Raising the issue e-learning can be accessed via Health Scotland at: 

https://elearning.healthscotland.com 
 

 

 
 

Brief intervention e-learning can be accessed via NHS Learn Pro at: 

https://nhs.learnprouk.com, and Argyll and Bute Council LEON at: 

https://tracking.brightwave.co.uk/LNT/ArgyllAndBute. 

Raising the issue 
Taking a few minutes to talk to someone about their lifestyle is a great way to 
start them on a health improvement journey. You don't need to be an expert to 
start talking about health behaviours, just by undertaking training you can learn 
how to refer people to more specialist support services should they require it. 

E-learning training is available on the following 
topics: 

Smoking 
Physical 
activity 

Maternal 
and infant 
nutrition 

Child 
healthy 
weight 

Brief interventions 
Brief interventions is a tool used to talk in more detail about health behaviour 
change to support people to make changes to improve their health and 
wellbeing. Key aspects of brief interventions include asking open questions, 
maintaining rapport with the individual and showing empathy. Brief interventions 
are not about telling the person what to do, instead, it should be emphasised 
that they are responsible for their own health behaviour decisions. 

e-learning training is available on the following 
topics: 

Alcohol Brief Interventions 

mailto:High-UHB.ABHealthImprovement@nhs.net
https://elearning.healthscotland.com/
https://nhs.learnprouk.com/
https://tracking.brightwave.co.uk/LNT/ArgyllAndBute
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Big wins 

There are two areas with very strong evidence for improving health and wellbeing 

outcomes in people. LPGs should address these issues in their locality action plans. 

 Physical activity
 

 

Being active has been proven to reduce the risk of developing long term health 

conditions. It is also very important for people living with a diagnosis to be as active 

as they can be. Increased physical activity reduces the risk of falling in older 

people, helps maintain a healthy body weight, which reduces the risk of type 2 

diabetes and keeps the heart strong and healthy. 

 
Argyll and Bute has many opportunities for being physically active, especially in the 

outdoors. Front line staff can promote the benefits of activity in the course of their 

daily interactions with people. The film 23 and a Half Hours is a light hearted 

explanation of the benefits - https://www.youtube.com/watch?v=aUaInS6HIGo 
 

 Maintaining social connections

Loneliness and isolation is a significant public health issue on par with smoking 15 

cigarettes a day. The stress of feeling lonely contributes to diseases like coronary 

heart disease, stroke and dementia. It also causes anxiety and depression. More 

front line staff are now asking people about their social connections and family 

support, than in the past, however, this should be routine in day to day interactions. 

 
When asking about loneliness it is important to know what to do if the person states 

that he/she feels lonely. There are many groups, activities and services across 

Argyll and Bute that provide support to different categories of people e.g. 

befriending for older people. This links with social prescribing, as described on 

page 21, where it may be appropriate to put the person in touch with the support 

plus check that they feel able to participate. Person centred planning goes to the 

heart of this to ensure people who feel lonely are linked up with suitable support. 

Being physically active is better at making us feel good than any medicine, yet not 
enough people are as active as they could be. Being more active, not only makes us 
physically healthy,  it can build up muscle strength and improve or increase 
circulation. It can also make us feel good, thus, improving our mental wellbeing. 
 

Guidelines for physical activity recommend adults should try to be active every day 
and undertake at least 150 minutes of moderate aerobic activity such as cycling or 
brisk walking every week. Strength exercises e.g. on legs, hips, back, abdomen, 
chest, shoulders and arms are recommended twice a week. Children should be 
active for an hour a day. Full recommendations can be viewed here - 
https://www.nhs.uk/Livewell/fitness/Pages/physical-activity-guidelines-for-adults.aspx 

https://www.youtube.com/watch?v=aUaInS6HIGo
https://www.nhs.uk/Livewell/fitness/Pages/physical-activity-guidelines-for-adults.aspx#moderate
https://www.nhs.uk/Livewell/fitness/Pages/physical-activity-guidelines-for-adults.aspx#sets
https://www.nhs.uk/Livewell/fitness/Pages/physical-activity-guidelines-for-adults.aspx
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Planning and evaluation 

The PDSA cycle is a useful model, promoted by Healthcare Improvement Scotland, 

which provides a framework for planning to make changes and improvements to 

services and highlights the need to study and evaluate these changes. It can be 

used when planning health improvement projects and interventions. 

 
 

Ask yourself: 
 

o What are we trying to accomplish? 
 

o What do we know already? 
 

o What changes can we make that 
will result in improvement? 

 
o How will we know if the change 

is an improvement? 

 
 

 
 Plan 

What is the project trying to achieve? Questions/Predictions/Aims and Objectives. 

Plan for test: who, what, when, where, how.  Plan for collecting data/information. 

 Do 

Carry out the test, collect and analyse data. 
 

 Study 

What happened?  

Complete data analysis and work out what has been learnt or achieved. 
 

 Act 

Are we ready to make the change permanent?  Plan for next phase of change. 
 

Improvement is a cyclic and ongoing process of learning, evaluation and change. 

More than one cycle may operate at any one time having different effects. Small 

changes may be made and evaluated before implementing large changes. 

 
Gathering data is important for monitoring and evaluation. This is often put into 

two categories as both are equally important to capture: 

 Quantitative data – objective facts and figures e.g. number of people 

taking part in a project, number responding to questions etc.

 Qualitative data – subjective experiences and thoughts of the people 

affected by the project, e.g. through comments.


