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Introduction 

There is growing interest in the role of social care in the prevention agenda, outlined in 
health and care policy. However, it remains unknown how social care providers interpret 
and deliver services to include the main aims of prevention. 

In order to understand more about the current situation, Skills for Care commissioned 
research to: 

▪ provide an overview of the published and unpublished literature relating to 
prevention in social 
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Prevention in social care 
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What does policy say? 

At a national level, prevention is firmly on the policy agenda for health and social care 
with the aim of tackling causes, rather than the symptoms, of particular issues. This 
reflects ongoing concerns over sustainability, as services stretch to meet the needs of 
an increasing ageing population and people living with long term conditions.  

The Department of Health and Social Care (2018) vision, ‘Prevention is Better than 
Cure’, states that:  

“Prevention is about helping people stay healthy, happy and independent for as long as 
possible. This means reducing the chances of problems from arising in the first place 
and, when they do, supporting people to manage them as effectively as possible. 
Prevention is as important at seventy years old as it is at age seven.”  

There are three levels of prevention dominant in policy.  

Whole population  
Selected groups 

Selected individuals 
at risk 

People using services 

Primary prevention 
Reduce risk factors to 
prevent likelihood of 
health and wellbeing 
issues. Ongoing public 
health messaging and 
programmes 

Secondary prevention 
Identify population at 
risk and early detection 
of health and wellbeing 
issues. Targeted 
programme 

Tertiary prevention 
Support and manage 
existing condition to 
prevent deterioration. 
Specific support – 
reablement and self-
care 

The vision highlights the need to use new technology and build workplace strategies 
and local communities, to support people with health conditions and prevent worsening 
health. There is a clear role for the social care sector in this vision. 

The Care Act 2014 placed statutory requirement on local government to provide 
preventative services. It states that local authorities must provide or arrange services 
that help to prevent people needing care and support services, or delay people 
deteriorating to a point wh
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The social care sector is facing a range of workforce challenges, including recruitment 
and retention and relatively high rates of turnover (Skills for Care, 2017).  

Service innovations through the prevention agenda could offer part of the solution to 
these challenges, through improving the wellbeing of staff and the attraction of new job 
roles within the sector.  
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Key approaches in prevention  
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Social prescribing  

Social prescribing is a way of linking patients in primary care with sources of support in 
the community. It’s being widely supported as a way of managing 

uni-6(s )mmm
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Pescheny et al. (2018) highlighted that some of the barriers to success include poor 
economic climate and funding, high staff turnover and low patient engagement.  

Bickerdike et al. (2017) concluded that the available evidence base is limited by poor 
design and reporting, and, therefore, remains inconclusive about the role and potential 
of social prescribing as an approach to prevention and promoting wellbeing.  
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Reablement  

Reablement aims to help people to regain their skills and confidence, enabling them to 
live independently, and is focused on their individual outcomes. Reablement services 
can support an individual to:  

▪ remain at home with minimum support from domiciliary/community services 
where there’s evidence of declining independence or ability to cope with 
everyday living 

▪ return home from hospital or 
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Research and evaluation into reablement is limited due to the complexity and diversity 
of delivery. However, there’s some evidence (Beresford et al. 2019, Tessier et al. 2016, 
SCIE 2013, IRISS 2011) to suggest that the key factors that contribute to success 
include:  

▪ a shift in commissioning practice from ‘time and task’ to individualised outcomes  
▪ specific training for care workers to understand the principles of reablement, 

that’s underpinned by a commitment to the approach  
▪ clarity around role and input across different professions 
▪ user 
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Wellbeing teams  

Wellbeing teams are based on the Buurtzorg model from Holland and are characterised 
by the creation of self-managing, values-led, neighbourhood-based care teams. A 
number of wellbeing teams have been established in England, including Thurrock 
Council, Oxfordshire County Council, Stockport MBC, Trafford Council and Wigan 
Council.  

Wellbeing teams differ from traditional models of care in the following ways. 

▪ Wellbeing teams are self-managing. 
▪ The teams know what matters to each person and use this to co-produce a 

service that will help them to achieve 
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New and emerging job roles  

New job roles, with a remit for preventative action, are continuing to emerge across 
health and social care, for example, trusted assessors, care navigators, care 
coordinators, local area coordinators, wellbeing advisors and lifestyle coaches.  

These new roles tend to focus on coordinating support and services for people who 
need care and support, as well as raising the profile of prevention and promoting 
wellbeing amongst staff.  

There are some common characteristics of this approach (Skills for Care and NHS 
Health Education England 2018), including:  

▪ holistic and person-centred approach rather than task focused  
▪ effective multi-disciplinary working 

▪ influencing behaviour change and motivation towards healthy lifestyles  
▪ providing information and guidance on healthy lifestyles  
▪ signpost to local services and community support  
▪ strong communication 

▪ good information management. 
 

Care coordinators, South Derbyshire 
 
Care coordinators work to support and enhance integrated care delivery in the 
community. The main aim of the care coordinator is to help to avoid unplanned 
and inappropriate hospital admissions. They do this by liaising with colleagues and 
other health and social care professionals to support and coordinate the care of 
patients within a GP practice who are identified as being at ‘high risk' of their 
current situation deteriorating, and who may benefit from a multi-agency approach 
either through referrals and/or analysis of available data (e.g. frequent attendees 
to A&E or o5 re
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How can we develop capacity in social care?  
 

Summary  
 
The social care workforce will need to develop their skills, knowledge and 
expertise to deliver effective prevention and wellbeing activities. There’s a range of 
training resources available and some examples of social care workers accessing 
training through existing initiatives, for example, Making Every Contact Count 
(MECC), however there’s limited evidence of take up across the sector.  
 
The use of technology has the potential to develop capacity and learning to deliver 
prevention.   
 
Commissioning for prevention and wellbeing will require a focus on co-production, 
working in partnership with local citizens and increased
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Use of technology  

Technology has the potential to develop capacity in the social care workforce to deliver 
prevention and wellbeing activities. This could include: 

▪ predictive analytics: use of environmental indicator data collected through 
electronic technology to help determine needs  

▪ diagnostic technology: use of personal diagnostic technology to promote self-
care to avoid potential health crises  

▪ learning and development: use of technology to facilitate learning and 
development
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Commissioning and contracting  

Commissioning for prevention and wellbeing requires commissioners to focus on how 
they work in partnership with local citizens and how they co-produce new models of 
support.  

Skills for Care launched the ‘Commissioning for Wellbeing’ qualification in 2017 and 
early findings suggest that when commissioners focus on outcomes, actively apply 
legislation and work in co-production with their local citizens, it’s possible to begin to 
change local models of support. 

‘Stabilise and make safe’ 

‘Stabilise and make safe’ is a short-term reablement model designed to increase 
people’s chance of long-term independence, which is accessed following 
hospitalisation or via a community referral.  

The business model is based on geographic areas to foster good understanding of 
local demand with a pricing model based on a fixed cost to the local authority, 
rather than an hourly rate, to incentivise providers and promote quality of care. 
Staff are expected to be high-calibre and subsequently receive enhanced rates of 
pay and training.  

The following benefits have been reported: 

▪ 70% of clients achieving full independence following six weeks of support 
▪ reduced length of hospital stays 

▪ reduced times from referral to assessment (one-three days following 
referral) 

▪ estimated £1million net savings in the first year of the service 

▪ return on investment of £7.78 for every £1 invested. 
 

Source: SCIE (2017) 
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Implementing prevention in practice  
 

Summary  
 
Social care employers will need to take account of critical factors to effectively 
implement and embed changes to practice, with a variety of contributing factors to 
success.   
 
Stakeholders expressed that change which aligns with staff values and beliefs, 
with clear benefits to people who need care and support, can be a key success 
factor, as well as strong leadership and the right workplace culture.  
 
There are innovations in prevention practice that are embedded into existing 
service frameworks, as well as those that seek cultural shifts and service re-
design. 

Wavehill (2019) found that one of the critical factors influencing a successful move 
towards preventative approaches is the knowledge, attitudes and behaviours of staff. In 
the same study, stakeholders expressed a view that staff are more likely to be on board 
with change if it aligns with their values and beliefs and has benefits for people who 
need care and support.  

The evidence (Wavehill 2019, Rabiee and Glendinning 2011) suggests that to be 
successful:   

▪ staff should be aware of the underlying rationale for change, in addition to the 
practical details of forthcoming changes 

▪ communication strategies for change should focus on the positive outcomes for 
people who need care and support as a higher priority, over and above cost 
savings 

▪ adequate time and funding should be available to allow staff to integrate new 
approaches into practice, with sufficient time and attention including peer and 
professional support, guidance, and training. 

Although limited, some information from stakeholders (Wavehill 2019) indicated the 
following could contribute to success: 

▪ the right workplace culture supported by leadership and supervision 
▪ good team working  
▪ flexible and agile working 
▪ well supported and developed staff  
▪ regular communication and sharing of practice 
▪ embedding the principles into everyday practice e.g. through conversation and 

supervision 
▪ strong relationships between commissioners and providers, with a focus on long-

term planning and provision 
▪ a continued focus on the principles of prevention and promotion of wellbeing. 
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Stakeholders also felt that it was useful to link up the economic incentives when 
developing preventative approaches, for example: 

▪ the use of technological innovation to support better outcomes for people 
▪ attracting and retaining staff through more fulfilling roles 
▪ using social care budgets to achieve positive outcomes for people whilst 

developing community enterprise 
▪ achieving savings which can be reinvested in social care. 

 

Ensuring effective implementation  

Macfarlane et al. (2011) developed a useful approach for mapping and understanding 
the success factors underpinning workforce redesign. 

Figure 1: Enabling and constraining factors in workforce redesign  

(Macfarlane et al, 2011), reproduced in Wavehill, (2019) 

 

Wavehill (2019) also identified broader organisational level and influences, such as: 

▪ strategic and operational leadership 
▪ cultures of learning and practice 
▪ the organisational context. 
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Embedding prevention and promoting w
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Gaps in the evidence  

Wavehill (2019) suggests that the focus of future primary research should seek to 
explore the role and potential of prevention and promoting wellbeing for under-
represented groups within the research base. This includes people with disabilities, 
carers and people accessing domiciliary care services. Future research exploring the 
effectiveness of certain provision should seek, in the first instance, to improve the 
quality and rigor of the evidence base.  

Another area where further research could be valuable relates to the impact of the 
prevention work delivery and the spill-over effect on the wellbeing of staff. This would 
advance our understanding of the role and potential of prevention and promoting 



http://www.legislation.gov.uk/ukpga/2014/23/contents/enacted


https://www.longtermplan.nhs.uk/
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Rabiee and Glendinning (2011) Organisation and Delivery of Home Care Re-

Ablement: What Makes a Difference? Health & Social Care in the Community 19(5): 

495–503. 

 

Reinhardt and Chatsiou (2018) Evaluation: Local Area Coordination in Suffolk 

Programme 

 

Rippon S, Hopkins T (2015) Head, hands and heart: asset-based approaches in health 
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