
       
 

Open Report on behalf of Martin Samuels,  
Executive Director - Adult Care and Community Wellbeing 

 

Report to: Adults and Community Wellbeing Scrutiny Committee 

Date: 28 February 2024 

Subject: Residential Care and Residential with Nursing Care Usual Costs 

Decision Reference:   Key decision? No   

Summary:  

This item invites the Adults and Community Wellbeing Scrutiny Committee to consider 
a report on Residential Care and Residential with Nursing Care Usual Costs.  The 
decision is due to be considered by the Executive on 5 March 2024.  The views of the 
Scrutiny Committee will be reported to the Executive, as part of its consideration of 
this item.  
 

 

Actions Required: 

(1) To consider the attached report and to determine whether the Committee 
supports the recommendation(s) to the Executive set out in the report.   

 
(2) To agree any additional comments to be passed to the Executive in relation to 

this item. 
 

 
1. Background 
 
The Executive is due to consider a report entitled Residential Care and Residential with 
Nursing Care Usual Costs on the 5th March 2024.  The full report to the Executive is 
attached at Appendix A to this report. 
 
2. Conclusion 
 
Following consideration of the attached report, the Committee is requested to consider 
whether it supports the recommendations in the report and whether it wishes to make 
any additional comments to the Executive.  The Committee’s views will be reported to the 
Executive.   
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3. Consultation 
 
a)  Risks and Impact Analysis 

A copy of the Equality Impact Assessment is attached as part of Appendix A  

 
4. Appendices 
 

These are listed below and attached at the back of the report 

Appendix A Residential Care and Residential with Nursing Care Usual Costs 

 
 
5. Background Papers 
 
No background papers within Section 100D of the Local Government Act 1972 were used 
in the preparation of this report. 
 
 
This report was written by Pam Clipson, Head of Financial Services, who can be contacted 
at pam.clipson@lincolnshire.gov.uk and Alina Hackney, Head of Commercial Services - 
People Services, who can be contacted at alina.hackney@lincolnshire.gov.uk 
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Open Report on behalf of Martin Samuels, 
Executive Director - Adult Care and Community Wellbeing 

 

Report to: Executive 

Date: 05 March 2024     

Subject: Residential Care and Residential with Nursing Care Usual Costs 

Decision Reference: I030837 

Key decision? Yes  
 

Summary:  

On the 1 March 2023, the Executive approved the setting of Usual Costs (also referred to as 
Expected Costs) for residential accommodation for a one-year period to 31 March 2024.  These 
rates were established following a comprehensive market assessment carried out in 2021.  The 
rates underpin the Council’s framework contract for the three-year period to 31 March 2025.  
The framework contract incorporates an annual review to minimise the risk of the rates losing 
pace with the economy especially with the increases in national living wage. 
 
The setting of the Council’s Usual Cost is central to its compliance with statutory obligations.  In 
particular, the rate that the Council establishes as its Usual Cost will contribute significantly to the 
viability and sustainability of the market which provides sufficient places capable of meeting 
need.  The Usual Cost will also determine in many cases the personal budget against which the 
choice of accommodation provision will be assessed.  As such any change to the rates paid for 
services will have a material impact on the effectiveness for services.   
 
The aim of the rate setting exercise is to establish rates for residential services that are both 
affordable to the Council, meets the Council’s legal duties, and sets a rate for the market 
reflecting any other necessary changes and improvements to the contract that will enable the 
successful operation of service over the next year. 
 
 

Recommendation(s): 

 That the Executive: - 
 

1) Approves the rates set out in Table 1 in paragraph 2.6 of the report as the Council’s Usual 
Costs for both new and existing Older People service users in respect of residential, 
nursing and high dependency care with effect from 1 April 2024 for the year 2024/25. 

2) Approves the rates set out in Table 2 in paragraph 2.6 of the report as the Council’s Usual 
Costs for both new and existing Learning Disability service users in respect of Band 1, Band 
2 and Band 3 with effect from 1 April 2024 for the year 2024/25. 
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3) Approves the rates set out in Table 1 in paragraph 2.6 of the report as the Council’s Usual 
Costs for both new and existing Mental Health service users in respect of standard and 
nursing care with effect from 1 April 2024 for the year 2024/25. 

4) Approve the rates set out in Table 1 in paragraph 2.6 of the report as the Council’s Usual 
Costs for both new and existing Physical Disability service users with effect from 1 April 
2024 for the year 2024/25. 

5) Approve the rates set out in Table 1 in paragraph 2.6 of the report as the Council’s Usual 
Costs for service users needed 1:1 care with effect from 1 April 2024 for the year 2024/25. 

6) Approve the replacement of the Hardship Fund that operated in 2023/24 with a Hardship 
Process with effect from 1 April 2024 for the year 2024/25.   

7) Delegate to the Executive Director, Adult Care and Community Wellbeing in consultation 
with the Executive Councillor for Adult Care and Public Health, authority to determine the 
detailed conditions governing the Hardship process contained in section 3 including the 
criteria for making of payments.  

 
 
Alternatives Considered: 

1. No increase in Usual Costs is applied in April 2024 and that usual costs remain at the 
current level. 

This option would cost the council £9.4m less than the recommended options and would 
allow the authority to reinvest this funding elsewhere.  However, failure to increase usual 
costs to reflect inflationary pressures across the sector would leave the Council open to 
challenge under the Care Act.  It would significantly lessen providers’ ability to recruit in a 
competitive labour market as well as increase the risk of providers going out of business 
and potentially lead to a fall in the quality of care provided. 

2. Increase the Usual Costs by more than is set out in the report. 

During the term of this contract the Council has taken steps to establish cost of delivery 
across Lincolnshire, has engaged with the market on its model as a result and considered 
the feedback.  Although feedback from providers through the consultation period on the 
2024-25 rates suggested that the increase in the proposed usual costs isn’t sufficient to 
reflect the true impact of financial pressures being experienced across the sector, the 
Council believes that the proposed Usual Costs accord with the cost of providing care 
within Lincolnshire. 

 

Reasons for Recommendation: 

Approving the recommendations within this report will see an increase in the rates paid aligned 
to the level of inflation which will supports providers’ costs.  It will provide assurance that the 
Council will be able to continue to meet its statutory obligation to meet assessed eligible need for 
service users. 
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1. Background 

 
1.1 Residential and Nursing services represent one of the Council’s highest spend areas with a 

gross annual cost £180m.  As such, any changes to the rates paid will have a material 
financial impact to the council. 
 

1.2 The aim is to uplift the rates for Residential and Nursing services to a degree that is 
affordable to the Council, meets the Council's legal duties, and sets a rate to the market 
that will allow for the successful operation of services over the contract duration. 
 

1.3 The Council undertook a comprehensive assessment of the market during 2021.  This 
assessment was carried out working with the local market and the Lincolnshire Care 
Association.  The Council commissioned Care Analytics Ltd to undertake an independent 
assessment of the residential care market.  This took the form of an assessment of revenue 
costs for older people and working age adults.  This assessment enabled a review of 
previous rate setting approaches and provided the ability to further develop the Councils 
cost model to reflect the data gathered by Care Analytics on the Councils behalf. 
 

1.4 The outcome of the market assessment was shared with the market and has informed the 
rates model since 2022-23. 
 

2. The Council’s Proposed Rates 
 

2.1 The Council last set Usual Costs in March 2023 for the financial year 1 April 2023 – 31 
March 2024.  The 2024-25 rates proposed continue to be informed by the market 
assessments completed.  Market assessments have been completed for residential care, 
homecare, and community supported living services.  All assessments have followed the 
same principles, and the outcomes of the assessments underpin the Councils rates for all 
these services. 
 

2.2 All proposed rates include: - 
• 9.8% increase in the staffing cost elements of the model reflecting the % increase to 

£11.44 of the national living wage confirmed in the Autumn Statement published 22 
November 2023. 

• 3.1% average inflation forecast for the financial year 2024-25 for the non-pay 
elements of the rates. 
  

2.3 The changes in rate structure actioned most recently are listed below and have been 
funded through the Market Sustainability and Improvement funding (MSIF) released by the 
government.  The 2024-25 Local Government Settlement announced a continuation of the 
MSIF grant funding enabling the structures introduced to continue. 
- a higher than inflation increase to residential care actioned in 2023,  
- a floating support rate introduced for community supported living services actioned in 

2023, 
- a four-tier homecare rate structure replacing the previous three-tier actioned in 2022, 
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2.4 The proposed set of Usual Costs have been shared with market as part of the market 

consultation exercise.  This consultation closed 5 February 2024 and the questions and 
responses can be seen in appendix C. 
 

2.5 Feedback from the market focussed on the following: - 
• National living wage (NLW) is not sufficient to enable the sector to compete with 

other market sectors: - 
- Response: The rates are constructed based on the average rates paid across 

the sector in 2021-22 as determined by the market assessment carried out.  
All these rates have been uplifted annual by the same % increase in the 
national living wage.  LCC rate structure therefore continues to recognise 
that the rates paid are at least at NLW. 

• The forecast reduction in inflation is optimistic: - 
- Response: The rates are constructed based on the average rates paid across 

the sector in 2021-22 as determined by the market assessment carried out.  
As costs increased significantly during the cost-of-living crisis, LCC operated 
an evidence-based hardship fund for providers to claim against as a 
mechanism to receive a contribution towards the cost of energy, insurance 
and/or fuel.  For 2024-25 the Council will continue to monitor the inflationary 
trends.  This paper proposes a move towards a Hardship Process rather than 
a Hardship Fund.  This is detailed in section 3 of this paper. 
 

• The fairness of the Council’s expectation that third party top up values are set by 
providers at the outset of the contract period and fixed for the full three year 
contract cycle when they do not have visibility of the Council’s proposed usual costs 
for the full duration of the contract cycle has been questioned, with a request that a 
proportionate increase in third party top-ups equivalent to the council’s expected 
cost increase be permitted.  

-Response: This seems to be based on a misunderstanding of how the 
contract works.  Where a provider charges a price above the council’s Usual 
Cost the provider is entitled to payment of that price as long as a third party 
makes up the difference between that price and the Usual Cost. The contract 
works to ensure that if the Usual Cost is increased the provider’s price also 
increases by the same amount.  In this way the full value of the Council’s 
increase is passed through to the provider without increasing the value of 
the top up. So, although it is true to say that providers could not foresee 
what increases the Council would make to the Usual Cost in future years, 
they are protected against this in any event by the fact that the providers 
price automatically rises with an increase in the Usual Cost. In this way the 
differential is always maintained, and therefore the request for a 
proportionate increase is in effect already happening.   

 
2.6 The tables below show the proposed rates for 2024-25 compared to 2023-24. 
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Table 1 
 

Older Peoples, Mental Health and Physical Disabilities 

Care  
Current 

2023/24 

Proposed 

2024/25 

% Uplift 

Older People Standard Residential 
 

£646 £693 7.3% 

Older People Higher Dependence £712 £764 7.3% 

Older People Nursing 
 

£713 £765 7.3% 

Mental Health Standard £669 £718 7.3% 

Mental Health Nursing £710 £762 7.3% 

Physical Disability £831 £892 7.3% 

 
 Table 2 
 

Learning Disabilities 

Band Standard Smaller Smallest 

 Current 
2023/24 

Proposed 
2024/25 

% 
Uplift 

Current 
2023/24 

Proposed 
2024/25 

% 
Uplift 

Current 
2023/24 

Proposed 
2024/25 

% 
Uplift 

Band 
1 

£757 £812 7.3% £810 £869 7.3% £863 £926 7.3% 

Band 
2 

£876 £940 7.3% £929 £997 7.3% £982 £1,054 7.3% 

Band 
3 

£1,110 £1,191 7.3% £1,163 £1,248 7.3% £1,216 £1,305 7.3% 

 
Table 3 
 

Residential 1:1 
Current 
2023/24 

Proposed 
2024/25 

% Uplift 

£14.15 £15.18 7.3% 
 

3. Financial Hardship Process 
 

3.1 As the sector tackled the Covid-19 pandemic, providers of adult social care experienced 
costs far more than its business as usual and the council provided a Hardship Fund to 
reimburse evidenced costs incurred.  Costs predominantly related to infection control 
measures and workforce. 
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3.2 We emerged from the pandemic into a cost-of-living crisis with businesses and families 

experiencing significant cost increases.  The adult social care sector was impacted 
significantly by fuel, energy, and insurance cost increases.  The Council reviewed the terms 
of the Hardship Fund to support providers with these evidenced costs recognising the 
increased financial pressure. 
 

3.3 As the volatility of costs change again, the proposal is to move away from a Hardship Fund 
and replace with a Hardship Process.  This process will be open to commissioned providers 
to approach the council where they are at risk of closure due to financial loss.  An open 
book assessment will be completed between the Council and the provider, which will 
consider the financial viability of the provider including cashflow and reserves held as well 
as available capacity across Lincolnshire for the services they provide to inform a decision 
about whether and to what extent it would be appropriate for the council to offer financial 
support. 
 

3.4 Any financial support provided will be time limited with a recovery plan agreed between 
both parties which will encourage future sustainability of the home. 
 

3.5 The Council’s responsibility is to ensure sufficient adult social care provision to meet 
demand and that the rate paid for care overall appropriately reflects the cost of its 
provision.  The capacity review contained within the assessment may conclude that there is 
sufficient capacity in the market and no financial support can be provided.  
 

4. Risk 
 

4.1 There is a material risk that inflation does not fall as forecast.  The finance team will 
continue to monitor the CPI on a quarterly basis and work with Adult Care and Community 
Wellbeing Directorate Leadership Team to assess the impact, consequences and actions 
needed should this risk materialise. 
 

4.2 There is a risk that the providers will not sign up to the 2024-25 rates because of the 
Council’s approach to top ups. As noted at paragraph 2.5, the contract works to ensure the 
full value of the Council’s increase is passed through to the provider by maintaining the 
value of the top up in addition to the Council’s Usual Cost fee increase. The value of the top 
up was fixed at the outset of the contract period to protect the families and other third 
parties from significant increase in costs during the contract period. So, whilst providers 
could not foresee what increases the Council would make to the Usual Cost in future years, 
they were protected against the uncertainty of the councils’ rates in future years by the fact 
that their total price automatically rises with an increase in the Usual Cost. This 
appropriately balances the impact of the risk across the council, the provider and the third 
party. 
 
In each relevant contract year (i.e. 2022-23, 2023-24), the Council has followed a process of 
review and due diligence to satisfy itself of the suitability and sufficiency of its inflationary 
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increases to the Usual Cost thereby mitigating the risk that an increase in the third-party 
top-up is necessary to meet the costs of care. 

 
5. Legal Issues: 
 

5.1 The legal framework governing Care and Support in England is provided for by the Care 
Act 2014 (the Act), detailed secondary legislation by means of Regulations and the Care and 
Support Statutory Guidance to the Care Act 2014 ("the Guidance"). 

 
5.2 Under the Care Act the Council has a primary obligation to assess the needs of those that 
appear to have needs for care and support and to meet those needs where they meet 
eligibility criteria.  One of the main ways that the Council meets need is through the provision 
of residential care and residential care with nursing across a range of needs.   
 
5.3 The Care and Support and After Care (Choice of Accommodation) Regulations 2014 enable 
a person to have the right to choose a particular provider subject to certain conditions.  
Where the accommodation is of the same type as specified in the adult's care and support 
plan, the preferred accommodation is suitable and available and where the provider agrees to 
provide the accommodation on the local authority's terms, the local authority must provide or 
arrange the accommodation. The preferred accommodation must not cost the local authority 
more than the amount specified in the personal budget of the adult. Where a person chooses 
a setting that is more expensive than the amount identified for their provision and set out in 
their Personal Budget, an arrangement needs to be made to meet the difference in cost. This 
is known as a “top up” payment or additional cost. In such cases, the local authority must 
arrange for them to be placed there, provided a third party, or in certain circumstances the 
person in need of care and support, is willing and able to meet the additional cost. 
 
5.4 Annexe A of the Guidance provides that: - 
 
• The Council must have regard to the actual cost of good quality care in deciding the 
personal budget to ensure that the amount is one that reflects local market conditions (para 
11) 
• The Council should not set arbitrary amounts or ceilings for particular types of 
accommodation that do not reflect a fair cost of care (para 11) 
• A person must not be asked to pay a top up because of market inadequacies or 
commissioning failures and must ensure there is a genuine choice (para 12) 
• The Council must ensure that at least one option is available that is affordable within a 
person's personal budget and should ensure that there is more than one (para 12) 
• If no suitable accommodation is available and no preference expressed the Council must 
arrange care in a more expensive home and adjust the budget accordingly (para 12) 
• The Council has a duty to shape and facilitate the market including ensuring sufficient 
supply (para 13) 
• Where choice cannot be met the individual must give the individual an explanation in 
writing. (para 17) 
 
5.5 The setting of the Council's Usual Costs is central to its compliance with these obligations.  
In particular the rate that the Council establishes as its Usual Cost will contribute significantly 
to the viability and sustainability of a market which provides sufficient places capable of 
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meeting need.  The Usual Cost will also determine in many cases the personal budget against 
which the choice of accommodation provisions will be assessed. 
  
5.6 In addition, the Council has general obligations under the Care Act.  The most important of 
these in the current context is section 5 which states: - 
 
"s.5(1) A local authority must promote the efficient and effective operation of a market in 
services for meeting care and support needs with a view to ensuring that any person in its 
area wishing to access services in the market. 
(a) has a variety of providers to choose from who (taken together) provide a variety of 
services 
(b) has a variety of high-quality services to choose from 
(c) has sufficient information to make an informed decision about how to meet the needs in 
question 
 
Under section 5(2), when the council is considering the duty set out above, the Council must 
have regard to: - 
 
• The need to ensure information is made available about the providers and the types of 
services they provide, 
• The current and likely future demand and how providers might meet that demand, 
• The importance of enabling, those that wish to do so, to participate in work, education, or 
training, 
• The importance of ensuring sustainability of the market (in circumstances where it is 
effective as well as in circumstances where it is not) 
• The importance of fostering continuous improvement in the quality, efficiency and 
effectiveness of the services and the encouragement of innovation 
• The importance of fostering a workforce who can deliver high quality services (relevant 
skills and appropriate working conditions) 
 
5.7 The Council must, when considering current and likely future demand ensure that there 
are sufficient services available to meet need and have regard to the importance of promoting 
wellbeing.  
 
5.8 The background to the section 5 provisions includes the following statement in paragraph 
5.2. of "Building Capacity and Partnership in Care: An agreement between the statutory and 
independent social care, health care and housing sectors" which was published by the 
Department of Health in October 2001: - 
 
"Providers have become increasingly concerned that some commissioners have used their 
dominant position to drive down or hold down fees to a level that recognises neither the costs 
to the providers nor the inevitable reduction in the quality-of-service provision that follows. 
This is short sighted and may put individuals at risk. It conflicts with the Government's Best 
Value Policy. And it can destabilise the system, causing unplanned exits from the market. Fee 
setting must consider the legitimate and current and future costs faced by providers as well as 
factors that affect those costs, and the potential for improved performance and more cost-
effective ways of working…" 
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5.9 Chapter 4 of the Guidance (Market Shaping) provides guidance on s.5 of the Act in the 
following paragraphs: - 
 
"4.11 This statutory guidance describes, at a high level, the themes and Issues that local 
authorities should have regard to when carrying out duties to shape their local markets and 
commission services Market shaping, commissioning, procurement and contracting are inter-
related activities and the themes of this guidance will apply to each to a greater or lesser 
extent depending on the specific activity…" 
 
"4.27 Local authorities should commission services having regard to the cost effectiveness and 
value for money that the services offer for public funds. The Local Government Association 
Adult Social Care Efficiency Programme (…) has advice on these issues and may be helpful …" 
 
"4.31 When commissioning services local authorities should assure themselves and have 
evidence that contract terms, conditions and fee levels for care and support services are 
appropriate to provide the delivery of the agreed care packages with agreed quality of care. 
This should support and promote the wellbeing of people who receive care and support and 
allow for the service provider ability to meet statutory obligations to pay at least the national 
minimum wage and provide effective training and development of staff. It should also allow 
retention of staff commensurate with delivering services to the agreed quality and encourage 
innovation and improvement. Local authorities should have regard to guidance on minimum 
fee levels necessary, taking account of the local economic environment. This assurance should 
understand that reasonable fee levels allow for a reasonable rate of return by independent 
providers that is sufficient to allow the overall pool of efficient providers to remain 
sustainable in the long term…" 
 
5.10 The Usual Costs in this Report will continue to support a market within Lincolnshire that 
provides a choice of good quality care for Lincolnshire service users in a way which is 
sustainable both in terms of the businesses themselves but also in terms of a skilled 
workforce. 
 
Equality Act 2010 

 

5.11 Under section 149 of the Equality Act 2010, the Council must, in the exercise of its 
functions, have due regard to the need to: 

*  Eliminate discrimination, harassment, victimisation, and any other conduct that is 
prohibited by or under the Act 

*   Advance equality of opportunity between persons who share a relevant protected 
characteristic and persons who do not share it 

*   Foster good relations between persons who share a relevant protected characteristic and 
persons who do not share it. 

5.12 The relevant protected characteristics are age; disability; gender reassignment; 
pregnancy and maternity; race; religion or belief; sex; and sexual orientation. 

5.13 Having due regard to the need to advance equality of opportunity involves having due 
regard to the need to: 
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*  Remove or minimise disadvantages suffered by persons who share a relevant protected 
characteristic that are connected to that characteristic 

*   Take steps to meet the needs of persons who share a relevant protected characteristic that 
are different from the needs of persons who do not share it 

*  Encourage persons who share a relevant protected characteristic to participate in public 
life or in any other activity in which participation by such persons is disproportionately low 

5.14 The steps involved in meeting the needs of disabled persons that are different from the 
needs of persons who are not disabled include, in particular, steps to take account of disabled 
persons' disabilities. 

5.15 Having due regard to the need to foster good relations between persons who share a 
relevant protected characteristic and persons who do not share it involves having due regard, 
in particular, to the need to tackle prejudice, and promote understanding. 

5.16 Compliance with the duties in section 149 may involve treating some persons more 
favourably than others. 

5.17 The duty cannot be delegated and must be discharged by the decision-maker.  To 
discharge the statutory duty the decision-maker must analyse all the relevant material with 
the specific statutory obligations in mind.  If a risk of adverse impact is identified 
consideration must be given to measures to avoid that impact as part of the decision-making 
process 

If the Usual Cost is set at a level which is too low to cover costs then it is possible that 
there would be an adverse impact on people in residential care who are particularly 
vulnerable either by way of age or disability or both. This could happen because the rate 
paid by the Council was too low to maintain quality at current levels and as a consequence 
for example the number of activities available to residents could fall along with the 
catering standards or the amount of care hours available to individuals. In the event that 
rates were so low that providers could not maintain their business and homes closed 
residents would have to move. This could cause distress and upheaval particularly for 
those well settled residents with friends amongst the staff and other residents. Unless well 
managed it could also be injurious to health for the most vulnerable and cause confusion 
to dementia sufferers.  
 
An Impact Analysis has been completed for Residential and Nursing Care rates for Adult 
Care which addresses the risk of adverse impact on service users which can be found as 
Appendix A and should be carefully considered along with the statutory duty itself as set 
out above. Two potential types of adverse impacts are identified. Firstly, that the quality of 
service may be reduced and secondly that more Homes may close. The extent of each risk 
depends principally on a consideration as to whether the Council’s Usual Costs are at or 
above the actual costs of care. The work the Council has done to get data from the market 
and model the actual costs means that in the view of the Council the Usual Cost is at or 
above the actual cost of care.  
 
The recommended proposal does increase all Usual Costs and does cover the providers’ 
costs. The risk arising out of a fall in quality in these circumstances is therefore considered 
to be low. The proposed rate is above that residential care providers are currently paid and 
therefore there should be little economic need for providers to reduce the quality 
currently provided.  
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In any event the Council has procedures in place so that it can monitor the situation, to be 
able to manage both risks if they arise and thereby mitigate the risk of adverse impact 
arising out of either circumstance. In relation to quality the Council will specify the 
minimum quality requirements in its contracts which Homes will be required to sign. This 
will be monitored through contract management meetings with all providers to discuss 
performance; issues raised by the homes; workforce development; commissioning plans; 
operational quality assurance and other matters as appropriate. The meetings will take 
place in the homes and will vary in frequency, large providers will have monthly meetings 
with the smaller providers having less but they will take place at least annually. The Council 
works closely with the Care Quality Commission and has a structured approach to quality 
data maintaining a current history on each home. This enables any quality issues to be 
quickly recognised. Where Safeguarding issues are raised a multi-party investigation is 
undertaken and the Assistant Director or Head of Strategic Safeguarding will suspend all 
new placements where appropriate. In those cases, the Council will then work with the 
home to develop an improvement plan and will monitor the improvements. The 
suspension will only be lifted when satisfactory progress has been made.  
 
As far as potential home closures are concerned, the risk of a home closing will be 
monitored through contract management meeting and the Contract Risk Matrix. The 
Council would expect that homes starting to find themselves in difficulty would raise 
concerns with the Council. In the unusual and unlikely event that a home was going to 
close, rather than be sold as a going concern, there is sufficient capacity within the market 
to find alternative provision for residents. The Council has in place a "Loss of Provider 
Process" which enables action to be taken quickly and efficiently to enable a smooth 
transition. The Loss of Provider Process requires that a team of practitioners is set up to be 
dedicated to working with the home, residents, and relatives to find suitable alternative 
placements. This team will work closely with NHS colleagues and the contracts, quality, 
and safeguarding teams in the County Council to manage the transition of arrangements.  
 
In addition to this and as part of the Council's general market shaping work the Council 
continually monitors capacity in the market and addresses issues through its 
commissioning methodologies.  
 
It is considered that the adoption of the recommended proposal addresses the risks and 
adverse effects that might arise if the alternative option was adopted. The remaining 
potential for adverse effects is low and can be mitigated and managed as set out above. 
Adoption of the recommended proposal is therefore considered to be consistent with the 
Council's obligations under the Equality Act 2010. 

 

5.18 Joint Strategic Needs Analysis (JSNA) and the Joint Health and Wellbeing Strategy (JHWS) 

The Council must have regard to the Joint Strategic Needs Assessment (JSNA) and the Joint 
Health & Well Being Strategy (JHWS) in coming to a decision. 

The JSNA for Lincolnshire is an overarching needs assessment. A wide range of data and 
information was reviewed to identify key issues for the population to be used in planning, 
commissioning, and providing programmes and services to meet identified needs. This 
assessment underpins the JHWS which has the following themes: - 
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i. Promoting healthier lifestyles 

ii. Improving the health and wellbeing of older people 
iii. Delivering high quality systematic care for major causes of ill health and disability 
iv. Improving health and social outcomes and reducing inequalities for children 
v. Tackling the social determinants of health 

 
Under the strategic theme of improving the health and wellbeing of older people in 
Lincolnshire there are 3 relevant priorities; - 

 
• Spend a greater proportion of our money on helping older people to stay 

 safe and well at home, 
• Develop a network of services to help older people lead a more healthy and active 

life and cope with frailty, 
• Increase respect and support for older people within their communities. 

The proposed increases to Residential and Nursing Care Fee Levels will contribute directly 
to the delivery of these priorities by helping to ensure that services for recipients of Adult's 
social care services are locally based, cost effective and sustainable. 

 

5.19 Crime and Disorder 

Under section 17 of the Crime and Disorder Act 1998, the Council must exercise its various 
functions with due regard to the likely effect of the exercise of those functions on, and the 
need to do all that it reasonably can to prevent crime and disorder in its area (including 
anti-social and other behaviour adversely affecting the local environment), the misuse of 
drugs, alcohol and other substances in its area and re-offending in its area 

 
6. Conclusion 

The 2024-25 rates detailed above further build upon the 2023-24 rates established 
following the market assessment carried out in 2021, uplifted to reflect the increase in 
national living wage and forecast inflationary increase.   
 
For the reasons outlined in the report, the Usual Costs identified above represent an 
appropriate rate to enable the continued viability of the residential care market in 
Lincolnshire and the continued provision of choice in good quality care for the residents of 
Lincolnshire and it is recommended that the Usual Costs are approved. 
 

7. Legal Comments:  
 
The Council has the power to adopt the Usual Costs and establish the Hardship Process as set 
out in the Report. The proposed rates are considered to have been arrived at through a 

Section 17 matters have been considered in preparing the Report.  The Proposals in this 
Report do not directly contribute to the furtherance of the section 17 matters and there is no 
risk of adverse impact identified. 
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lawful process which reflects case law, the Council's obligations under the Care Act and 
associated Guidance and which has appropriate regard to all relevant considerations. Further 
detailed discussion of the legal implications of the decision are dealt with in the Report. The 
decision is consistent with the Policy Framework and within the remit of the Executive. 
 

 

8. Resource Comments: 
 
To ensure compliance with its current and future legal obligations the Council must ensure it 
has a full understanding of the market provision of residential and nursing care and the cost 
at which such care can be made available by the market on a sustained basis.  This will 
enable the Council to set a Usual Cost which it expects to pay for residential services in 
Lincolnshire to ensure a supply of service to meet identified need and to enable choice.   
 
This report details a proposed set of rates at which it believes the Council should adopt for 
2024-25. The cost to the authority of implementing the proposed rates is estimated to be 
£9.4m over one year.  The additional funding requirement for the first year of the agreement 
is contained within the financial envelope identified as part of the 2024-25/ budget setting 
process.  
 
 
9. Consultation 
a)  Has Local Member Been Consulted? 

 n/a 

 
b)  Has Executive Councillor Been Consulted?  

Yes  

c)  Scrutiny Comments 

This report will be considered by the Adults and Community Wellbeing Scrutiny 
Committee at its meeting on 28 February 2024 and the comments of the Committee will 
be reported to the Executive. 

 
d)  Risks and Impact Analysis 

Contained in the body of the report 

 
10. Appendices 
 
These are listed below and attached at the back of the report: 
Appendix A Equality Impact Assessment 
Appendix B Provider responses to Consultation 
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11. Background Papers 
 
The following background papers within Section 100D of the Local Government Act 1972 
were used in the preparation of this report. 
 
Background Paper Where it can be viewed 
Report to Executive dated 7 
March 2023 – "Community 
Supported Living, 
Residential and Nursing 
Care usual Costs" 
 

Agenda for Executive on Tuesday, 7th March, 2023, 10.30 
am (moderngov.co.uk) 

Report to Executive dated 1 
March 2022 – "Residential 
and Nursing Care Fee 
Levels within Adult Social 
Care" 

Agenda for Executive on Tuesday, 1st March, 2022, 10.30 
am (moderngov.co.uk) 

 
This report was written by Pam Clipson, Head of Financial Services, who can be contacted 
at pam.clipson@lincolnshire.gov.uk and Alina Hackney, Head of Commercial Services - 
People Services, who can be contacted at alina.hackney@lincolnshire.gov.uk 
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Equality Impact Analysis  
 

 

  
Equality Impact Analysis to enable informed decisions 

 
The purpose of this document is to:- 

I. help decision makers fulfil their duties under the Equality Act 2010 and  
II. for you to evidence the positive and adverse impacts of the proposed change on people with protected characteristics and ways to 

mitigate or eliminate any adverse impacts. 
 
Using this form 
This form must be updated and reviewed as your evidence on a proposal for a project/service change/policy/commissioning of a service or 
decommissioning of a service evolves taking into account any consultation feedback, significant changes to the proposals and data to support 
impacts of proposed changes. The key findings of the most up to date version of the Equality Impact Analysis must be explained in the report 
to the decision maker and the Equality Impact Analysis must be attached to the decision making report. 

 
**Please make sure you read the information below so that you understand what is required under the Equality Act 2010** 

 
Equality Act 2010 
The Equality Act 2010 applies to both our workforce and our customers. Under the Equality Act 2010, decision makers are under a personal 
duty, to have due (that is proportionate) regard to the need to protect and promote the interests of persons with protected characteristics.  
 
Protected characteristics 
The protected characteristics under the Act are: age; disability; gender reassignment; marriage and civil partnership; pregnancy and maternity; 
race; religion or belief; sex; sexual orientation. 
 
Section 149 of the Equality Act 2010 
Section 149 requires a public authority to have due regard to the need to: 

• Eliminate discrimination, harassment, victimisation, and any other conduct that is prohibited by/or under the Act 
• Advance equality of opportunity between persons who share relevant protected characteristics and persons who do not share those 

characteristics                                           
• Foster good relations between persons who share a relevant protected characteristic and persons who do not share it. 
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The purpose of Section 149 is to get decision makers to consider the impact their decisions may or will have on those with protected 
characteristics and by evidencing the impacts on people with protected characteristics decision makers should be able to demonstrate 'due 
regard'. 
 
Decision makers duty under the Act 
Having had careful regard to the Equality Impact Analysis, and also the consultation responses, decision makers are under a personal duty to 
have due regard to the need to protect and promote the interests of persons with protected characteristics (see above) and to:-     

(i) consider and analyse how the decision is likely to affect those with protected characteristics, in practical terms, 
(ii) remove any unlawful discrimination, harassment, victimisation and other prohibited conduct, 
(iii) consider whether practical steps should be taken to mitigate or avoid any adverse consequences that the decision is likely to  have, for 

persons with protected characteristics and, indeed, to consider whether the decision should not be taken at all, in the interests of 
persons with protected characteristics, 

(iv)  consider whether steps should be taken to advance equality, foster good relations and generally promote the interests of persons with 
protected characteristics, either by varying the recommended decision or by taking some other decision. 

 

Conducting an Impact Analysis 
 

The Equality Impact Analysis is a process to identify the impact or likely impact a project, proposed service change, commissioning, 
decommissioning or policy will have on people with protected characteristics listed above. It should be considered at  the beginning of the 
decision making process. 
  
The Lead Officer responsibility  
This is the person writing the report for the decision maker. It is the responsibility of the Lead Officer to make sure that the Equality Impact 
Analysis is robust and proportionate to the decision being taken. 
 
Summary of findings 
You must provide a clear and concise summary of the key findings of this Equality Impact Analysis in the decision making report and attach 
this Equality Impact Analysis to the report.   
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Impact – definition 

 
An impact is an intentional or unintentional lasting consequence or significant change to people's lives brought about by an action or series of 
actions. 
 

How much detail to include?  
The Equality Impact Analysis should be proportionate to the impact of proposed change. In deciding this asking simple questions “Who might 
be affected by this decision?” "Which protected characteristics might be affected?" and “How might they be affected?”  will help you consider 
the extent to which you already have evidence, information and data, and where there are gaps that you will need to explore. Ensure the 
source and date of any existing data is referenced. 
You must consider both obvious and any less obvious impacts. Engaging with people with the protected characteristics will help you to identify 
less obvious impacts as these groups share their perspectives with you. 
 
A given proposal may have a positive impact on one or more protected characteristics and have an adverse impact on others. You must 
capture these differences in this form to help decision makers to arrive at a view as to where the balance of advantage or disadvantage lies. If 
an adverse impact is unavoidable then it must be clearly justified and recorded as such, with an explanation as to why no steps can be taken 
to avoid the impact. Consequences must be included. 

Proposals for more than one option If more than one option is being proposed you must ensure that the Equality Impact Analysis covers all 
options. Depending on the circumstances, it may be more appropriate to complete an Equality Impact Analysis for each option. 
 

The information you provide in this form must be sufficient to allow the decision maker to fulfil their role as above. You must include 
the latest version of the Equality Impact Analysis with the report to the decision maker. Please be aware that the information in this 

form must be able to stand up to legal challenge. 
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Title of the policy / project / service 
being considered  

Residential Review Programme Person / people completing analysis  

Service Area 
 

Adult Care & Community Wellbeing Lead Officer Justin Hackney and Julie Davidson 

Who is the decision maker? 
 

Executive How was the Equality Impact Analysis 
undertaken? 

Desktop Exercise 

Date of meeting when decision will 
be made 

05/03/2024 Version control v1 

Is this proposed change to an 
existing policy/service/project or is 
it new? 

Existing policy/service/project LCC directly delivered, commissioned, 
re-commissioned or de-
commissioned? 

Re-commissioned 

Describe the proposed change 
 
 
 

Lincolnshire County Council needs to ensure that it delivers its statutory obligations to people who are eligible for 
social care. 
 
ASC supports people who have had their care needs assessed as substantial or critical. When those care needs are 
to be met by residential or nursing placements the care provider should offer a quality service. Quality is determined 
as providing a service which is safe, effective and delivers a positive experience of care. This is encompassed within 
regulatory standards. 
 
We have approx 2,969 people paced in long term care: 
 

Service Users By Age Band Female Male Grand Total 
18 - 24 6 19 25 

Background Information 
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25 - 34 28 64 92 
35 - 44 48 71 119 
45 - 54 67 97 164 
55 - 64 105 151 256 
65+ 1613 700 2312 
Grand Total 1867 1102 2969 

 
 

Service User by Service Type LTC Nursing LTC Residential Grand Total 
A - Learning Disability Support 43 420 463 
A - Mental Health Support 85 290 375 
A - Physical Support: Access & mobility only 36 217 253 
A - Physical Support: Personal care support 283 1301 1584 
A - Sensory Support: Support for dual impairment  5 5 
A - Sensory Support: Support for hearing impairment  3 3 
A - Sensory Support: Support for visual impairment  5 5 
A - Social Support: Support for social isolation / other 1 14 15 
A - Support with Memory and Cognition 51 215 266 
Grand Total 499 2470 2969 

 
Lincolnshire County Council currently holds contracts with 160 different provider organisations, covering 273 Care Homes within 
Lincolnshire. 
 
LCC is required to set Expected Costs for each year with an amount set per category of care. 
 
The current fee levels were set for the period 1 April 2023 – 31 March 2024. 
 
New fee rates are required from April 2024, in line with the current Residential Framework Agreement 1 April 2022 – 31 March 
2025. 
 
In setting rates the Council must have due regard for the cost of providing care in Lincolnshire and the existing market 
conditions. 
 
Proposed Changes 
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A proposed increase in residential fees will support Care Home providers in Lincolnshire to continue to provider a good quality 
service to residents. 
 
The following uplift is proposed. 
 

Older Persons 2023-24 2024-25 Uplift 
Std Nrsg High Dep Std Nrsg HighDep   

Weekly Rate 646 713 712 693 765 764 7.3% 
                

        
Learning Disabilities 2023-24 2024-25 Uplift 

Band 3 Band 2 Band 1 Band 3 Band 2 Band 1   
Standard - Weekly rate 1,110 876 757 1,191 940 812 7.3% 

        
Smaller  - Weekly rate 1,163 929 810 1,248 997 869 7.3% 

        
Smallest  - Weekly rate 1,216 982 863 1,305 1,054 926 7.3% 
                

        
Mental Health 2023-24 2024-25 Uplift   

Std Nrsg Std Nrsg     
Weekly Rate 669 710 718 762 7.3%   
                

        
Physical Disabilities 2023-24 2024-25 Uplift     

Std Std Std     
Weekly Rate 831 892 7.3%     
                

 
The market for Adult Care services continues to face significant challenges. Given the unpredictability of the markets cost of care 
following the pandemic and the current cost of living crisis, the Council has implemented a three-year contract with an annual 
rate review. 
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P
age 23



 
Equality Impact Analysis  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Evidencing the impacts 
In this section you will explain the difference that proposed changes are likely to make on people with protected characteristics. 
To help you do this  first consider the impacts the proposed changes may have on people without protected characteristics before then 
considering the impacts the proposed changes may have on people with protected characteristics. 
 
You must evidence here who will benefit and how they will benefit. If there are no benefits that you can identify please state 'No 
perceived benefit' under the relevant protected characteristic. You can add sub categories under the protected characteristics to make 
clear the impacts. For example under Age you may have considered the impact on 0-5 year olds or people aged 65 and over, under 
Race you may have considered Eastern European migrants, under Sex you may have considered specific impacts on men. 
 
Data to support impacts of proposed changes  
When considering the equality impact of a decision it is important to know who the people are that will be affected by any change. 
 
Population data and the Joint Strategic Needs Assessment 
The Lincolnshire Research Observatory (LRO) holds a range of population data by the protected characteristics. This can help put a 
decision into context. Visit the LRO website and its population theme page by following this link: http://www.research-lincs.org.uk  If you 
cannot find what you are looking for, or need more information, please contact the LRO team. You will also find information about the 
Joint Strategic Needs Assessment on the LRO website. 
 
Workforce profiles 
You can obtain information by many of the protected characteristics for the Council's workforce and comparisons with the labour market 
on the Council's website.  As of 1st April 2015, managers can obtain workforce profile data by the protected characteristics for their 
specific areas using Agresso. 
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Age The increased funding to care providers should provide additional assurance that there is sufficient capacity 
within Lincolnshire for quality residential services. 

Disability The increased funding to care providers should provide additional assurance that there is sufficient capacity 
within Lincolnshire for quality residential services. In addition, the existing rate model recognises the key 
challenges within LD provision, namely the high variability of complexity in care needs, which will further support 
providers as well as allow the Council to undertake new initiatives. 
 

Gender reassignment No unique positive impact for this protected characteristic 

Marriage and civil partnership No unique positive impact for this protected characteristic 

Pregnancy and maternity No unique positive impact for this protected characteristic 

Race No unique positive impact for this protected characteristic 

Religion or belief No unique positive impact for this protected characteristic 

Positive impacts 
The proposed change may have the following positive impacts on persons with protected characteristics – If no positive impact, please state 
'no positive impact'. 
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Sex No unique positive impact for this protected characteristic 

Sexual orientation No unique positive impact for this protected characteristic 

 

 

If you have identified positive impacts for other groups not specifically covered by the protected characteristics in the Equality Act 
2010 you can include them here if it will help the decision maker to make an informed decision. 
During 2023-24 we have commenced the process of transitioning to gross payments for residential and nursing care services, with the necessary upgrade to our financial 
systems and a pilot transition programme having been successfully completed, as well as the subsequent scheduling and initiation of the wider programme roll out.   
 
Currently Lincolnshire County Council operates a net payment basis which see the provider receiving one flow of funding from the Council and potentially two flows of 
funding from the service user for their cost of care and/or their third party.   
 
Once we move to gross, the provider would receive one payment for all residents for whom Lincolnshire County Council pays a financial contribution towards their care. 
The provider would no longer need to collect funding directly from people in their care or their third parties.  This is a significant change in process. 
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Age Adult Care services and budgets continue to be pressured and while the measures in the new contracts awarded in 2022 
have been put in place to directly address this there are concerns that ongoing pressures in the wider Health and Social 
Care system, the fee rate may impact on the availability and quality of the care which is provided  
 
There are concerns that the fee rate impacts on the viability of the providers. 
 
If Providers decide to increase their prices above expected costs then there is the risk that service users could 
be required to find a third party to pay the additional amount. 
 
If there is no third party available then service users could be asked to move to an alternative home which could 
cause distress. 
 
The increased funding, the proposed hardship process and the rate structure minimises the negative impacts. 

Disability Adult Care services and budgets continue to be pressured and while the measures in the new contracts awarded in 2022 
have been put in place to directly address this there are concerns that ongoing pressures in the wider Health and Social 
Care system, the fee rate may impact on the availability and quality of the care which is provided  
 
There are concerns that the fee rate impacts on the viability on some of the Council's providers to deliver 
services. 
 
If Providers decide to increase their prices above expected costs then there is the risk that service users could 
be required to find a third party to pay the additional amount. 

Negative impacts of the proposed change and practical steps to mitigate or avoid any adverse consequences on people with 
protected characteristics are detailed below. If you have not identified any mitigating action to reduce an adverse impact please 
state 'No mitigating action identified'. 
 

Adverse/negative impacts  
You must evidence how people with protected characteristics will be adversely impacted and any proposed mitigation to reduce or eliminate 
adverse impacts. An adverse impact causes disadvantage or exclusion. If such an impact is identified please state how, as far as possible, it 
is justified; eliminated; minimised or counter balanced by other measures.  
If there are no adverse impacts that you can identify please state 'No perceived adverse impact' under the relevant protected characteristic. 
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If there is no third party available then service users could be asked to move to an alternative home which could 
cause distress. 
 
The increased funding, the proposed hardship process and the rate structure minimises the negative impacts. 

Gender reassignment This proposal is related to the residential care rate for Lincolnshire which is not specific to gender reassignment 

Marriage and civil partnership This proposal is related to the residential care rate for Lincolnshire which is not specific to marriage or civil partnership 

Pregnancy and maternity This proposal is related to the residential care rate for Lincolnshire which is not specific to pregnancy or maternity 

Race This proposal is related to the residential care rate for Lincolnshire which impacts on all placements and not specific to 
person's race. 

Religion or belief This proposal is related to the residential care rate for Lincolnshire which impacts on all placements and is not specific to a 
person's religion/belief. 

Sex This proposal is related to the care fee rate for Lincolnshire, which is not specific to sex. However data also 
shows that the rate will have a greater impact on woman as they have a longer life expectancy and therefore 
proportionality more likely to receive residential or nursing care. 

Sexual orientation This proposal is related to the residential care rate for Lincolnshire which impacts on all placements and is not 
specific to a person's sexual orientation 
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If you have identified negative impacts for other groups not specifically covered by the protected characteristics under the Equality Act 2010 you 
can include them here if it will help the decision maker to make an informed decision. 
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Objective(s) of the EIA consultation/engagement activity 
 
Engagement on the new model was undertaken directly with Care Providers during 2021 aligned to the award on a new three-year contract.  Consultation on the 2024-
25 rates has commenced with the market through Lincolnshire Care Association. There are no proposed changes on how Service Users will access or receive care services 
differently and it is hoped that with the increased funding available through the proposal services in both Specialist Adults Services and Adult Frailty and Long-Term 
Conditions shall improve. 

Stakeholders 

Stake holders are people or groups who may be directly affected (primary stakeholders) and indirectly affected (secondary stakeholders) 

You must evidence here who you involved in gathering your evidence about benefits, adverse impacts and practical steps to mitigate or avoid 
any adverse consequences. You must be confident that any engagement was meaningful. The Community engagement team can help you to 
do this and you can contact them at engagement@lincolnshire.gov.uk 

 
State clearly what (if any) consultation or engagement activity took place by stating who you involved when compiling this EIA under the 
protected characteristics. Include organisations you invited and organisations who attended, the date(s) they were involved and method of 
involvement i.e. Equality Impact Analysis workshop/email/telephone conversation/meeting/consultation. State clearly the objectives of the EIA 
consultation and findings from the EIA consultation under each of the protected characteristics. If you have not covered any of the protected 
characteristics please state the reasons why they were not consulted/engaged.  
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Age  

Disability  

Gender reassignment  

Marriage and civil partnership  

Pregnancy and maternity  

Race  

Religion or belief  

Who was involved in the EIA consultation/engagement activity? Detail any findings identified by the protected characteristic 
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Sex  

Sexual orientation  

Are you confident that everyone who 
should have been involved in producing 
this version of the Equality Impact 
Analysis has been involved in a 
meaningful way? 
The purpose is to make sure you have got 
the perspective of all the protected 
characteristics. 

Yes 

Once the changes have been 
implemented how will you undertake 
evaluation of the benefits and how 
effective the actions to reduce adverse 
impacts have been? 

Formal communications structures are in place between the Council and providers. These meetings will continue to consider 
whether there are any emerging impacts against individual service users, particularly those who are protected under the 
Equality Act 2010. 
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Are you handling personal data?  No 
 
If yes, please give details. 
 
 
 
 
 
 
 
 

 

Actions required 
Include any actions identified in this 
analysis for on-going monitoring of 
impacts. 

Action Lead officer Timescale 
   

 

Version Description Created/amended 
by 

Date 
created/amended 

Approved by Date 
approved 

V0.1 Version issued to support decision making in the 
setting of Usual Costs for Residential, Nursing Care & 
Community Supported Living Services for financial 
year 2024-25  

    

 

 

 

Further Details 

Examples of a Description: 
'Version issued as part of procurement documentation' 
'Issued following discussion with community groups' 
'Issued following requirement for a service change; Issued 
following discussion with supplier' 
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PROVIDER FEEDBACK 

 

Provider Feedback LCC Response 
Provider A  LCC recognises the scale of increase in the National Living Wage and has applied 

that increase to the pay components of all care rates in place with providers.  For 
the non-pay elements of the care rates, LCC will continue to apply the consumer 
price index forecast inflation for the year ahead.  For 2023-24 this was 8.3% and 
whilst inflation in April and May 2023 was 8.7%, each month dropped to the 
current 4%.  LCC has not reduced the 8.3% in the 2023-24 rate structure.  With a 
proposed average inflation of 3% for 2024-25 in addition to the 2023-24 rate, the 
2024-25 offer of 7.3% is a fair reflection. 
 
Should you be in the position that your organisation can’t sustain the rates 
proposed and face the risk of financial failure, LCC has a Hardship Process in place.  
This process will work with you, on an open book basis, to understand what actions 
may be needed to move forward.  

Thank you for the attached letter sent 16.01.2024.  
I have spoken to our Regional Business Support Manager, Community Engagement 
& Development Manager, and the Head of Sustainable Funding Team regarding the 
7.3% proposed 24/25 uplift for our Lincolnshire residential services.  
We understand that the formal offer will be made is the percentage is approved 
05.03.2023 at the budget setting meeting.  
Prior to the budget setting meeting Provider A would like to feedback that the 7.3% 
is not acceptable, it is an inadequate offer which would leave us with an 
unsustainable rate for our 24/25 services. 
Please can you take our concerns with this rate into consideration whilst the 
Council engages in their budget setting procedure? 
We hope to receive a more sustainable and sufficient offer after our feedback has 
been considered. 

 

Provider Feedback LCC Response 
Provider B  Rate Uplift 

LCC recognises the scale of increase in the National Living Wage and has applied 
that increase to the pay components of all care rates in place with providers.  The 
data submitted during the market assessment completed in 2021 highlighted that 
some roles were paid above the national living wage and therefore the average 
paid across the sector was reflected in the rates.  The assessment and rates were 
shared with the sector as part of the exercise.  Each year we increase the rates by 
the national living wage % uplift to reflect a fair and consistent approach. 
 
Digital Social Care Record (DSCR) 
For each of the 3 years from 22/23 23/24 and 24/25, the Department of Health & 
Social Care (DHSC) provide grant funding to each Integrated Care System (ICS) area, 
which is paid to the Integrated Care Board (ICB).   The total amount granted is 
based on relative needs formula and is intended to assist with the promotion of 
DSCR and support care providers with the costs of the first year of implementing 

 
Thank you for setting out a proposed uplift of 7.3% from 1 April 2024 and the 
factors which have been used to determine this rate. Whilst the factors used reflect 
current market conditions to some extent, the calculation uses National Living 
Wage rather than Real Living Wage. Provider B has been a Real Living Wage 
provider since April 2022 because we recognise the importance and value of the 
work our colleagues do, and how important it is that our residents benefit from 
having the best experienced professionals caring for them at all times. Provider B 
absorbs the differential between the Real Living Wage and National Living Wage 
increases into the reserves of the Charity, which becomes increasingly difficult to 
do year on year when fee settlements are only considering the National Living 
Wage. We hope that LCC will reconsider the level of pay included in the calculation 
for fee settlements for 2024/25 in recognition of giving employees an appropriate 
remuneration for the work they do. 
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We would also ask for consideration to be given to the additional operating costs 
associated with operating a digital care record system. The Government made a 
commitment that 80% of care providers would be operating a digital care record 
system by the end of March 2024. Whilst funding provision has been made to 
support the implementation of this system, there needs to be further support from 
the DHSC to support this national initiative on an ongoing basis. 
 
We are grateful to the Lincolnshire ICB for the funding support which is enabling 
Provider B to implement the Nourish digital care record system during the 2023/24 
financial year. The licence costs associated with the system are an incremental cost 
burden which all providers need to cover and I would ask this is covered in the fee 
for 2024/25. In simple terms, the cost per registered bed is £110 for the next 
financial year. This equates to £2.11 per week which we would ask to be added to 
the fee settlement for 2024/25. Whilst this seems like a negligible increase, it is 
another operating cost care providers need to cover and financial support from 
local authorities towards this is appreciated. 

and running a DSCR.   Care providers can apply for funding support to the ICS if they 
have selected a DHSC approved system and are wanting to implement.     
 
In Lincolnshire, Lincolnshire County Council (LCC) work in partnership with NHS 
Lincolnshire ICB and Lincolnshire Care Association (LinCA) to promote and manage 
the grant. 

• NHS Lincs ICB transfer the DHSC grant funding to LCC.  
• Any applications made by care providers operating in Lincolnshire are 

directed to LinCA 
• LinCA work directly with care providers to promote the benefits of DSCR, 

receive expressions of interest and give assistance for care providers to 
select and implement a solution    

• LCC, ICB and LinCA make up a DSCR panel which considers funding 
applications from care providers once they have decided to invest in a 
DSCR  

• Approved applications are paid to the care provider by LCC through a grant 
funding agreement, which is shaped by the terms of the DHSC programme.   
The grant fund outlines that the funding shall be used for; 

Software Licence and hardware leasing for DSCR, plus implementation and 
transfer of records to a digital format, and backfill of staff time for system 
training, with a maximum contribution equal to the lower of 50% of cost or 
£200 per registered bed supported for the first 12 months of use.  

 
  

 

Provider Feedback LCC Response 
Provider C  LCC recognises the 9.8% increase in the National Living Wage and has applied that 

increase to the pay components of all care rates in place with providers.  For the 
non-pay elements of the care rates, LCC will continue to apply the consumer price 
index forecast inflation for the year ahead.  With a proposed average inflation of 
3% for 2024-25, the 2024-25 offer of 7.3% is a fair reflection.  LCC will continue to 
track the CPI through 2024-25 to monitor the pace of progress towards the 
forecast 3.1%. 
 

Provider C is an 83 bed nursing home specialising in dementia, learning disabilities 
and mental health for young adults and the elderly. The majority i.e. over 80% of 
residents are funded by LCC, the remaining through CCG, other local authorities and 
a very small number of self-funders. Therefore, we heavily rely on LCC and vice versa.   
  
Following LCC’s proposed Adult Social Care fees, I would like to add the following 
which highlights the cost pressures Provider C are facing: 
  
Occupancy 
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• Our occupancy has decreased since Covid-19 and has not returned to pre-
pandemic levels. 

Staffing 
• Our biggest inflationary pressure is staff cost.  
• NLW will increase from £11.44 from £10.42 i.e. 9.8% plus associated cost of 

National Insurance and Pension: i.e. in real terms an increase of 11% 
• We are finding it increasingly difficult to recruit and retain staff given that 

other competitors to the Care Sector offer higher wages with added 
welcome bonuses, which we simply cannot compete with given that funding 
has/is been below par. 

• We must factor in our rural location and lack of public transport in recruiting 
staff. Such added barriers require new employees to drive.  

• Agency Staff: usage and costs remain high. We heavily rely on Agency Nurses 
specifically the Night shift. We hope that the Scottish Model of nurses on 
night shift is adopted in England to help ease pressure.  

 Other cost pressures: 
• Utilities: Energy Gas and Electricity: increased by 132% 
• Insurance cost: increased by 68% 
• Cleaning & Medical: increased by 21% 
• Increasing base rate: Mortgage repayments: 28% increase 

  
 To conclude: we know that NLW will increase by 11% in real terms from April 2024. 
Staffing is the biggest cost pressure for all Care Homes, in addition as I have 
highlighted above the further cost pressures, it is wholly unreasonable that LCC’s fee 
proposal does not take into account these percentages or cost pressures whether 
current or future. In the proposal, it includes 3% forecast inflation to the non-staff 
components of the rates: we feel this is an optimistic forecast and inflation most 
likely will not settle, thus a further review will be required during 2024/25 financial 
year. 
  
To conclude, we do not feel that the proposed fee level would represent a fair cost 
of care. 
  
The residents at Provider C are some of the most vulnerable residents within the 
community who need our support, in turn Provider C need the necessary support 
from LCC.  
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Increments in fee levels in previous years have not reflected inflation rates 
respectively, leaving a wide gap in the cost of care.  
  
We are proud to offer excellent care to our residents and wish to continue, however 
if we are not financially supported by the Council with a fair increment, the quality 
of care is likely to diminish. Without the Council support, inevitably our services will 
become unsustainable. Our residents deserve the best quality of life, without your 
support their quality of life will suffer. 

 
 

Provider Feedback LCC Response 
Provider D  LCC is continuing to apply the approach to the model construct that was agreed 

following the market assessment in 2021.  That assessment reflected the average 
rate paid in Lincolnshire across those homes who participated in the assessment, 
including where this is higher than the NLW.  LCC continues to apply the NLW % 
uplift across the averages within the rate structure and therefore the 9.8% uplift 
has been included for 2024-25.   
 
For the non-pay elements of the care rates, LCC will continue to apply the 
consumer price index forecast inflation for the year ahead.  With a forecast average 
inflation of 3.11% for 2024-25, the 2024-25 offer of 7.3% is a fair reflection. 
LCC will continue to track the CPI through 2024-25 to monitor the pace of progress 
towards the forecast 3.1%. 

- Lincolnshire County Council acknowledge in the attached letter the additional 
cost pressures associated with the National Living Wage (NLW) and inflation. 
Clearly the proposed uplifts will not meet the aforementioned pressures. It is 
not clear from the attached letter the specifics on how the uplift percentages 
were calculated. Could these please be made available for review? 
 

- When considering the National Living Wage increase we must also consider 
the actual effect of the Autumn Statements NI changes. The true increase is 
10.35%, as the Employer NIC threshold has remained at £175.01 per week. It 
is important that you build the higher figure into your inflation calculations. 
 

- Inflation forecast – we believe that RPI is a more appropriate measure of the 
increases that will affect our care services, forecasted at 5.1% for 2024. CP 944 
– Office for Budget Responsibility – Economic and fiscal outlook – November 
2023 (obr.uk) 
 

- An 1:1 hourly rate of £15.18 when the NLW is £11.44 is not sufficient. 
Additionally, Lincolnshire County Council will be aware of the issues with 
recruiting and retaining staff since the pandemic, particularly in rural services. 
In response to these pressures, and to ensure that we continued to deliver 
high quality care and support, Provider D made the decision to make 
significant improvements in the pay levels at these services including 
increasing our base pay rate to above national living wage, paying premium 
rates for night and weekends (50p per hour), overtime (£1 per hour) and 
specific bank holiday enhancements. We also maintained differentials for 
front line managers.  
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Provider D is proud of the quality of care and support we provide, and we believe 
we can demonstrate commitment to maintain standards and to work creatively 
and positively with all our commissioning partners. We look forward to continuing 
to work with you to continue to deliver high quality and sustainable services for the 
people we support however this needs to be at a sustainable rate.  
 

 

Provider Feedback LCC Response 
Provider E  For the non-pay elements of the care rates, LCC will continue to apply the 

consumer price index forecast inflation for the year ahead.  With a forecast average 
inflation of 3.11% for 2024-25, the 2024-25 offer of 7.3% is a fair reflection. 
LCC will continue to track the CPI through 2024-25 to monitor the pace of progress 
towards the forecast 3.1%.  LCC did review the inflationary uplift early on in 2023-
24 and this was increased from 5.5% to 8.3% for the full year. 
 
LCC is continuing to apply the approach to the model construct that was agreed 
following the market assessment in 2021.  That assessment reflected the average 
rate paid in Lincolnshire across those homes who participated in the assessment, 
including where this is higher than the NLW.  LCC continues to apply the NLW % 
uplift across the averages within the rate structure and therefore the 9.8% uplift 
has been included for 2024-25.   
 

Considering where we are as a sector, it is important for us to be open and 
transparent with you regarding where we are as an organisation. In short, I can 
confirm that our cost pressures going into 24/25 are between 8.6% to 9.2% and 
whilst we can limit some of the cost pressure impact through different means, i.e., 
reducing agency, increasing occupancy, the uplift we require this year to cover 
costs would be 8.4% as a minimum.  
The offer from Lincolnshire County Council falls short of this at 7.3%. I’d therefore 
be grateful if you could look again to review if you are able to offer an increase on 
the proposed rates. Should there not be any ability to move further on the rates, 
we will likely have to look at other strategies to mitigate the cost pressures, e.g., 
reviewing our current top-up schedule arrangements. 
Specifically, we would like to challenge the non-staffing pay related cost pressures 
at 3%. Whilst we acknowledge that the Council have stated they will look again at 
the fee rates should inflation not reduce to this level, we feel there is a need to 
remind you that this was also stated as part of the 2023/24 fee setting process 
where a 5.5% uplift was allocated to non-staffing related costs (based on CPI) and 
at the time of writing the average CPI from April 23 to December 23 is 6.44% but 
the rates have not been reviewed.  
For further detail regarding our financial cost pressures should it be of use:  
 Staffing costs – we are currently paying the Real Living Wage across (RLW) 

at each of our 6 homes and we already know the RLW increase is 10.1% 
this year. Staffing is always the largest cost – and therefore cost pressure – 
that we have, with 80% of our home costs going towards Colleagues’ pay, 
pensions and rewards. At Board-level, we have restated our commitment 
to pay by reiterating it as our number one priority and are hoping that we 
can continue to pay RLW locally.  
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 Non-staffing costs – admittedly these have been more difficult to estimate 
but we calculate them to be around 4.7% to 6.7% (excluding energy costs) 
accounting for approximately 20% of our overall cost pressures. Food, 
maintenance and insurance are our largest projected increases above 
inflation levels at 10%, 10% and 15% respectively. We acknowledge that 
CPI has fallen but this has not yet filtered through fully and 
accommodation-based services are more sensitive to these cost pressures, 
e.g., energy usage is way above that of ordinary residential properties. On 
energy, we are actually projecting a reduction in energy costs (which are 
still comparatively high in relation to 22/23 costs but lower than in 23/24) 
and expect this to offset other non-staffing costs by around 1 to 2%. We 
therefore projecting the following range in non-staffing costs:  

o Minimum:          2.7%     (4.7% offset by 2% energy cost 
reduction) 

o Maximum:         5.7%     (6.7% offset by 1% energy cost 
reduction)  

  
Our projected minimum and maximum uplifts based on cost pressures are 
therefore:  
 Minimum  

Staffing costs:                  10.1%   (80% weighting) 
Non-staffing costs:          3.7%     (20% weighting) 
Required uplift:               8.62% 

  
 Maximum  

Staffing costs:                  10.1%   (80% weighting) 
Non-staffing costs:          5.7%     (20% weighting) 
Required uplift:               9.22%  

  
Thank you in advance for considering our view as part of this process. 

 

Provider Feedback LCC Response 
Provider F This seems to be based on a misunderstanding of how the contract works.  Where a 

provider charges a price above the council’s Usual Cost the provider is entitled to 
payment of that price as long as a third party makes up the difference between that 
price and the Usual Cost.  The contract works to ensure that if the Usual Cost is 
increased the provider’s price also increases by the same amount.  In this way the full 

Whilst we acknowledge the financial challenges facing Lincolnshire County Council, 
the proposed increase is lower than the 8.5% which the sector nationally is 
predicting for 2024-2025. Care providers are experiencing significant increases in 
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costs beyond the impact of NLMW increase, particularly as they try to maintain the 
quality of the environment which the residents enjoy. 
We understand the rationale for applying the forecast inflation rate of 3% to non-
staff costs but are concerned that this may be overly optimistic. If the anticipated 
reduction in inflation does not materialise, would Lincolnshire County Council be 
happy to review the impact of inflation at the end of Quarter 1? 
Given that Third Party top up rates were set when providers where unaware of the 
proposed rates for the future yearly periods, and given the prevailing financial 
climate that has ensued, providers need to be able to review these in order to 
maintain the contribution to costs that was anticipated when they were set. We 
would not expect families and other third parties who are already contributing to 
the fees of providers services to be faced with large increases as they are also 
experiencing cost of living issues. We would propose a 7.3% uplift for 2024-2025 in 
line with the proposed fee increase. Would you support this proposal? 
For new clients, we feel that providers should be free to re-establish a new 
contracted TPTU maximum rate based on their projected cost base, on a room-by-
room basis. This could be added to the current schedule as a maximum per room. 
As now, these would be maximum values, with providers free to reduce or waive 
them for each new placement. 

As I am sure you appreciate, care providers continue to experience significant 
financial, and workforce related pressures and given the funding constraints to 
which you are subject, we remain concerned that some providers will find it 
difficult to be able to deliver the quality care that we would all like to see at the 
proposed rates. 

 

value of the Council’s increase is passed through to the provider without increasing  the 
value of the top up.  So, although it is true to say that providers could not foresee what 
increases the Council would make to the Usual Cost in future years, they are protected 
against this in any event by the fact that the providers price automatically rises with an 
increase in the Usual Cost. In this way the differential is always maintained, and 
therefore the request for a proportionate increase is in effect already happening.   
 
For the non-pay elements of the care rates, LCC will continue to apply the 
consumer price index forecast inflation for the year ahead.  With a forecast average 
inflation of 3.11% for 2024-25, the 2024-25 offer of 7.3% is a fair reflection.  LCC 
will continue to track the CPI through 2024-25 to monitor the pace of progress 
towards the forecast 3.1%. 
 

 

Provider Feedback LCC Response 
Provider G LCC is continuing to apply the approach to the model construct that was agreed 

following the market assessment in 2021.  That assessment reflected the average 
rate paid in Lincolnshire across those homes who participated in the assessment, 
including where this is higher than the NLW.  LCC continues to apply the NLW % 
uplift across the averages within the rate structure and therefore the 9.8% uplift 
has been included for 2024-25.   
 

I write regarding the proposed fee setlement for the above period and have 
several comments I would appreciate you considering. 
 

1. The proposed fee increase will not cover our per bed wages bill increase as 
a result of the 9.8% rise in the minimum wage, for a number of reasons: 

a. To maintain pay differentials between staff in different roles, all 
staff will expect a 9.8% pay increase. 

P
age 40



b. Due to the inability of the care sector to recruit UK staff, many of 
our staff our from overseas. To enusre we are fully staffed we have 
no alternative than to pay visa costs and higher per hourly wages 
for overseas workers. These costs are not reflected in your 
proposed increase. 

c. The rise is based on care homes employing the bare minimum 
number of staff and does not take into account the costs of 
additional staff, such as those conducting activities, that enhance 
the lives of our residents.  

 
2. The 3% inflation increase is overly optimistic. It fails to take into account 

escalating conflict in the Middle East which is dispruting supply chains and 
increasing the costs of goods we purchase. It also fails to take into account 
other inflationary pressures from border checks that will soon be 
introduced following Brexit which will increase import costs of goods we 
purchase.  

 
 

For the non-pay elements of the care rates, LCC will continue to apply the 
consumer price index forecast inflation for the year ahead.  With a forecast average 
inflation of 3.11% for 2024-25, the 2024-25 offer of 7.3% is a fair reflection.  LCC 
will continue to track the CPI through 2024-25 to monitor the pace of progress 
towards the forecast 3.1%. 
 
 

 

Provider Feedback LCC Response 
Provider H  

LCC is continuing to apply the approach to the model construct that was agreed 
following the market assessment in 2021.  That assessment reflected the average 
rate paid in Lincolnshire across those homes who participated in the assessment, 
including where this is higher than the NLW.  LCC continues to apply the NLW % 
uplift across the averages within the rate structure and therefore the 9.8% uplift 
has been included for 2024-25.   
 
For the non-pay elements of the care rates, LCC will continue to apply the 
consumer price index forecast inflation for the year ahead.  With a forecast average 
inflation of 3.11% for 2024-25, the 2024-25 offer of 7.3% is a fair reflection.  LCC 
will continue to track the CPI through 2024-25 to monitor the pace of progress 
towards the forecast 3.1%. 
 

I am reaching out to express our concern regarding the fee income set for our 
funded residents by the council. 
 
As you may be aware, the cost of providing quality care has been steadily 
increasing, driven by factors such as rising operational expenses and upcoming 
national minimum wage hikes. Despite the headline inflation rate showing signs of 
reduction, the costs to our business have continued to rise disproportionately. Our 
total staff costs from April 2024 are estimated to increase by c.13%, far exceeding 
the 7.3% fee increase set for 2024. 
 
While we understand the constraints faced by councils in allocating resources, we 
believe that the current fee income set for our residents does not adequately 
account for the actual costs associated with providing outstanding care and 
maintaining our standards of excellence. The proposed 7.3% increase falls 
significantly short of covering the projected increase in staff costs alone, let alone 
other operational expenses. 
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We urge the council to reconsider the fee income set for our residents and 
consider the substantial rise in costs that our facility is facing. Failing to do so may 
jeopardise our ability to continue delivering the level of care and support that all 
our residents deserve. 
 
Additionally, we would welcome the opportunity to engage in constructive 
dialogue with you to explore potential solutions and ensure that the needs of both 
our residents and the council are met in a sustainable manner. 

 

Provider Feedback LCC Response 
Provider I LCC is continuing to apply the approach to the model construct that was agreed 

following the market assessment in 2021.  That assessment reflected the average 
rate paid in Lincolnshire across those homes who participated in the assessment, 
including where this is higher than the NLW.  LCC continues to apply the NLW % 
uplift across the averages within the rate structure and therefore the 9.8% uplift 
has been included for 2024-25.   
 
For the non-pay elements of the care rates, LCC will continue to apply the 
consumer price index forecast inflation for the year ahead.  With a forecast average 
inflation of 3.11% for 2024-25, the 2024-25 offer of 7.3% is a fair reflection.  LCC 
will continue to track the CPI through 2024-25 to monitor the pace of progress 
towards the forecast 3.1%. 
 
 

With the NMW confirmed the rise from £10.42 to £11.44 per hour, this change, 
coupled with the persistent challenges of inflation, escalating energy and utility 
costs and unpredictable fuel prices, presents a significant financial strain on our 
organisation. 
 
We are committed to upholding the quality of care and support services we 
provide in Lincolnshire. However, without a meaningful increase in our contracted 
service fees, we foresee the sustainability of our current services becoming 
increasingly untenable.  
 
While acknowledging the intricacies of the financial landscape, we firmly assert 
that a substantial funding increase of approximately 14% is imperative to uphold 
the ongoing delivery of care and support services in your region. 
 
Several factors underscore the necessity of this request as stated above: 

• NMW Increases – The government decision to raise the NMW will 
significantly impact us to cover the higher labour costs associated with 
paying our own and agency staff at the new minimum wage rates at 
+£1.02ph. 

• Inflation – Inflation is currently running at 3.9% well above government 
targets, and is increasing the costs of goods and services, including utilities, 
equipment and supplies. There have been unit price increases of 8% and 
5% for gas and electricity in January and indeed OPEC is warning of a rise in 
oil costs as production is cut. Food inflation is set to continue in 2024 and 
not flatten until mid-year. 
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• Rising operation costs – Beyond staff costs for labour, there are additional 
expenses such as insurance, maintenance and administrative overheads. 

• Increased complexity of need – To expand our capacity, retain and hire 
staff with the right level of training to deliver quality services in your region 
and keep people safe. 

• Technology upgrades – Investment in new technologies to digitise care 
records (as per NHSX pilots), improve service delivery, enhance efficiency 
and meet regulatory requirements. 

We genuinely value our partnership with Lincolnshire County Council and are 
dedicated to working collaboratively to find a solution to these financial challenges. 
Our primary concern is the health and well-being of the individuals we support and 
our staff.  
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Open Report on behalf of Martin Samuels,  
Executive Director - Adult Care and Community Wellbeing 

 

Report to: Adults and Community Wellbeing Scrutiny Committee 

Date: 28 February 2024 

Subject: Integrated Lifestyle Service Contract Extension 

Decision Reference:   Key decision? No   

Summary:  

This item invites the Adults and Community Wellbeing Scrutiny Committee to consider 
a report on the Integrated Lifestyle Service Contract Extension.  The decision is due to 
be considered by the Executive on 5 March 2024.  The views of the Scrutiny Committee 
will be reported to the Executive, as part of its consideration of this item.  
 

 

Actions Required: 

(1) To consider the attached report and to determine whether the Committee 
supports the recommendation(s) to the Executive set out in the report.   

 
(2) To agree any additional comments to be passed to the Executive in relation to 

this item. 
 

 
1. Background 
 
The Executive is due to consider a report entitled Integrated Lifestyle Service Contract 
Extension on the 5th March 2024.  The full report to the Executive is attached at Appendix 
A to this report. 
 
2. Conclusion 
 
Following consideration of the attached report, the Committee is requested to consider 
whether it supports the recommendations in the report and whether it wishes to make 
any additional comments to the Executive.  The Committee’s views will be reported to the 
Executive.   
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3. Consultation 
 
 
a)  Risks and Impact Analysis 

As referenced in Appendix A  

 
4. Appendices 
 

These are listed below and attached at the back of the report 

Appendix A Integrated Lifestyle Service Contract Extension 

 
 
5. Background Papers 
 
No background papers within Section 100D of the Local Government Act 1972 were used 
in the preparation of this report. 
 
This report was written by Andy Fox, who can be contacted on 07825 425245 or 
andy.fox@lincolnshire.gov.uk. 
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Open Report on behalf of Martin Samuels, Executive Director – Adult Care and 
Community Wellbeing 

 

Report to: Executive 

Date: 5 March 2024 

Subject: Integrated Lifestyle Service Contract Extension 

Decision Reference: I032097 

Key decision? Yes 
 

Summary:  

This report seeks authorisation for an exception to the Council’s Contract Regulations to 
enable a 12-month extension to the Integrated Lifestyle Service contract, plus 3 elements 
of additional delivery, with the current provider until the 30th June 2025. The total cost of 
this extension is £3,201,100. 
 

Recommendation(s): 

That the Executive:  
 

1. approves the extension of the Integrated Lifestyle Service contract for a period of 
12 months, from the 1st of July 2024 to the 30th of June 2025, at a value of 
£2,717,490.  
 

2. approves the extension of the Child & Family Weight Management component for 
the same period, at a value of £265,610. 

 
3. approves the extension of the Strength & Balance (Falls Prevention) component at 

a value of £160,000. 
 

4. approves the extension of the Employee Challenge component for the same 
period, at a value of £58,000. 

 
5. delegates to the Executive Director – Adult Care and Community Wellbeing in 

consultation with the Executive Councillor for Adult Care and Public Health 
authority to take all decisions necessary to give effect to the above extensions 
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Alternatives Considered: 

1. Cease delivery of an Integrated Lifestyle Service (ILS) from 30 June 2024. 
 
A discontinuation of the service would represent a decision to cease provision of 
prevention services targeting the most significant causes of ill-health & mortality in 
Lincolnshire. 
 
This would be expected to lead to more demand on Council and NHS services, 
greater long-term costs, and a decline in overall health & wellbeing of the 
population. Furthermore, this would risk a worsening of health inequalities in the 
Lincolnshire population. 
 
This would prevent Lincolnshire from being able to access £1.076m of additional 
government funding to improve smoking cessation as part of the ‘Smokefree 
Generation’ plan, as this funding is contingent on the council protecting current 
levels of expenditure on smoking cessation. 
 
This would also represent a significant reputational risk for the Council, as the ILS is 
the key primary-preventative service for the Integrated Care System. 
 

2 Go out to tender for a replacement ILS contract 
 
The Council’s Public Health department is currently undertaking an exercise to map 
all the preventative services offered across the healthcare spectrum, to identify 
duplication and any gaps. There is considered to be a level of risk in progressing a 
new procurement for the ILS without analysis of this wider mapping programme, to 
ensure any future re-procurement specification avoids duplication and includes 
best potential coverage.   
 
It is recommended that the outcome of the wider preventative services review and 
the learning from longer delivery of the Child and Family Weight Management 
component and Falls Prevention elements are incorporated into the re-
commissioning exercise for ILS. 
 

 

Reasons for Recommendation: 

 
The ILS service is a key preventative service within Lincolnshire’s Integrated Care Strategy 
and considered a vital part of building back Lincolnshire’s health strongly after the 
pandemic. 
 
The service focuses on the four leading risk factors impacting on health and wellbeing: 
smoking, obesity, physical inactivity, and excessive alcohol use with performance 
monitored through the achievement of individual outcomes linked to eight service key 
performance indicators (KPIs). The service has been independently evaluated and is 
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considered high performing compared to national benchmarks and comparator services. 
 
The contract commenced on 1st July 2019 with a maximum duration of 5 years (3-year 
initial term plus a 2-year extension period) and is currently due to expire on 30th June 
2024. Additional complementary elements of service delivery have been added during 
the contract term; a Child & Family Weight Management (CFWM) element in July 2022, a 
Falls Prevention Service in July 2023, and an annual Employee Challenge service for LCC 
staff and associated NHS partners. Collectively, these elements add approximately 
£480,000 to the overall annual contract value. 
 
The Council’s Public Health department is currently undertaking an exercise to map all 
the preventative services offered across the healthcare spectrum, to identify duplication 
and any gaps. There is considered to be a level of risk in progressing a new procurement 
for the ILS without analysis of this wider mapping programme, to ensure any future re-
procurement specification avoids duplication and includes best potential coverage.   
 
It is recommended that, in order to incorporate consideration of the outcome of the 
wider preventative services review and the learning from longer delivery of the CFWM 
and Falls Prevention elements into the re-commissioning exercise for ILS, an extension of 
12 months to the current contract be granted (to include the retender process timeline) 
with the aim of a new contract being let and in place by the 1st July 2025. This will also 
ensure continuity of service delivery to residents during a period of additional service 
and system review prior to a re-procurement. 
 
For the reasons above, this report seeks authorisation for an exception to the Council’s 
Contract Regulations to enable a 12-month extension to the Integrated Lifestyle Service 
contract with the current provider until the 30th June 2025. 
 
 
1. Background 
 
1.1. Lincolnshire County Council (LCC) and the Lincolnshire Integrated Care Board (ICB) 

jointly invest £2.7m annually (£2.2m and £0.5m respectively) in an Integrated 
Lifestyle Service (ILS). The commissioned provider, Thrive Tribe, utilising the 
branding of One You Lincolnshire (OYL), supports adults in Lincolnshire to adopt 
healthier lifestyles and is specifically targeted at those with long term conditions.  
 

1.2. The contract commenced on 1st July 2019 with a maximum duration of 5 years (3-
year initial term plus a 2-year extension period) and is currently due to expire on 
30th June 2024. 
 

1.3. The service focuses on the four leading risk factors impacting on health and 
wellbeing: smoking, obesity, physical inactivity, and excessive alcohol use with 
performance monitored through the achievement of individual outcomes linked to 
eight service key performance indicators (KPIs). The service has been 
independently evaluated and is considered high performing compared to national 
benchmarks and comparator services. 

Page 49



 
1.4. Additional complementary elements of service delivery have been added to the 

core contract; a Child & Family Weight Management element, a Falls Prevention 
Service, and an Employee Challenge service for LCC staff and associated NHS 
partners. These elements add approximately £480,000 to the overall annual 
contract value. 

 
Service Rationale: the Importance of an Integrated Lifestyle Service in 
Lincolnshire 
 

1.5. The increase in health-related economic inactivity since 2020 has been estimated 
by the Office of Budgetary Responsibility to have added costs of £16bn to the 
national economy. Preventable illness, disease and death attributed to unhealthy 
behaviours, cost the NHS an annual £11bn, and are the focus of the national ‘One 
You’ (now known as Better Health) campaign. Initiatives aim to encourage people 
to take control of their health and address unfair differences in life expectancy. 
 

1.6. Tackling unhealthy behaviours, particularly in middle age, enables people to enjoy 
significant benefits now and in later life. Government signalled its ambition in its 
manifesto commitment “to extend healthy life expectancy by five years by 2035”, 
and to save more lives in its 10-Year Cancer Plan. The impact of the Covid-19 
pandemic has seen a further increase in obesity, inactivity, and alcohol 
consumption, increasing the need for primary prevention services. 
 

1.7. Public Health interventions have been found to have a return-on-investment ratio 
of 14.3:1 although not all these returns will translate into cashable savings, it is 
clear that without investment in prevention, costs to the system will further 
increase.  
 

1.8. The government’s plans to address health inequalities will be dependent on 
ensuring that those groups who experience poorer health are able to take up 
proactive & preventative healthcare services, as well as healthy lifestyles, at a 
greater rate than the ‘worried well’. Currently this is often the wrong way round, 
with easier access to help for those whose health is the best. This means that 
addressing inequalities is intrinsically linked to ensuring preventative services are 
well targeted at those who need the most help. 
 

1.9. Lincolnshire’s Integrated Lifestyle Service is designed specifically to address 4 risk 
factors that significantly contribute to the overall ill health, and the inequalities in 
health, of the Lincolnshire population: 
 
Smoking cessation 

 
1.10. In November 2023 the government published ‘stopping the start: our new plan to 

create a smokefree generation’, announcing changes to the legal age of purchasing 
for tobacco and additional funding for local authorities. They have since followed 
this up with an announcement of planned legislation to ban the sale of disposable 
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vapes. Additional funding of £1.076m per annum is being provided to Lincolnshire 
County Council in order to support and boost existing smoking cessation activity. 
 

1.11. Smoking is the single biggest contributor to inequalities in life expectancy and the 
biggest cause of preventable cancer. Rates of smoking in Lincolnshire adults (18+) 
continue to remain higher at 16.0% (2022) than both East Midlands and England 
averages. The proportion of new mothers smoking at time of delivery is higher 
than the national average, at 14.1%. 
 
Obesity 

 
1.12. Rates of obesity in Lincolnshire are higher than the England average amongst both 

adults and children.  In 2020/21, 67.6% of adults in the county were classified as 
overweight or obese. A quarter of Lincolnshire reception age children are 
overweight or obese, rising to over a third in Year 6. The associated health issues 
have made this a major priority in Lincolnshire. 

 
Physical Activity 

 
1.13. 1 in 5 of Lincolnshire adults are inactive, a recent analysis of Active Lives data for 

Lincolnshire shows, with a concerning overall trend of rising levels of inactivity 
since 2015, across all age groups, population types and socio-economic groups. We 
are not burning off enough of the calories that we consume. People in the UK are 
around 20% less active now than in the 1960s, and, if current trends continue, we 
will be 35% less active by 2030. The UK Chief Medical Officers’ Physical Activity 
Guidelines (2019) recommends that adults should accumulate at least 150 minutes 
(2 1/2 hours) of moderate intensity activity (such as brisk walking or cycling) each 
week. The Health Survey for England shows that only 67% of men and 55% of 
women do at least 150 minutes of moderate physical activity per week. The Active 
Lives Children and Young People Survey reported between September 2019 to July 
2020 that only 44.9% of children aged between 5 and 16 met the physical activity 
guidelines of being at least moderately active for at least 60 minutes every day 
(47% of boys, 43% of girls). 

 
Alcohol 

 
1.14. Over 200 health conditions are linked to alcohol, including cardiovascular diseases 

and types of cancer. In England, more working years are lost to alcohol than to the 
ten leading causes of cancer death combined. The Institute of Alcohol Studies 
found that “changes in alcohol consumption during the COVID-19 pandemic 
resulted in a significant increased health and economic burden in England from the 
alcohol-related diseases studied” and warned “if drinking patterns do not revert to 
pre-COVID patterns, the disease burden would be far higher”. Reducing alcohol 
intake can have huge health benefits, and has an important place in a healthy 
lifestyle approach: 

- Alcohol consumption can increase calorie intake by 250 calories a day 
through consumption of alcohol or poor food choices whilst drinking. 
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- Alcohol enhances relapse risk for those who have quit smoking (86% of 
smokers drink alcohol) 

- Alcohol reduction improves sleep quality, mood, energy levels and 
appearance. Alcohol disrupts natural sleep cycles, delaying entering REM 
sleep, creating negative impacts.  

 
1.15. Preventing alcohol harm helps narrow socio-economic inequalities and contributes 

to the Government’s ‘levelling up’ agenda, as well as reducing the alcohol-related 
workload for the NHS, meaning resources can be used elsewhere to benefit 
patients. 

 
2. Service Performance 
 
2.1. The service was affected by the Covid-19 pandemic, notably in relation to the 

number of referrals received from primary care and the ability for Thrive Tribe and 
its partners to deliver face to face provision. As a result, a self-referral pathway 
was introduced, with data reviewed at quarterly contract management meetings in 
relation to: 

- The proportion received via the self-referral route 
- The proportion which are for smoking cessation (which has always been open 

to self-referral) 
- The proportion that have come as a result of a healthcare professional 

advising the individual to self-refer 
- How many have a long-term health condition 

 
2.2. If referral data began to indicate a move away from those with long term health 

conditions and those advised by a healthcare professional, a dialogue between the 
Council and the provider would be initiated to discuss the continuation of the self-
referral pathway. 
 

2.3. Evidence is emerging that the ILS is increasingly well-known and embedded within 
clinical practice/referral pathways in Lincolnshire. Further service delivery under 
the current contract will strengthen this. 
 

2.4. Despite the impact of the pandemic, the service has shown year-on-year increases 
in referrals and outcomes, meeting its KPI targets for outcomes for the first time at 
the end of contract year 4 (total outcome numbers to date are shown in the table 
below). 
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2.5. Key successes at the end of year 4 of the ILS include: 

- Year-on-year increases in achievement against outcomes across all pathways 
as detailed above. 

- A high proportion of outcomes in weight management (43%) and physical 
activity (50%) coming from those on other pathways, with the majority of 
alcohol reduction outcomes being reached from those accessing other 
pathways (78%). These secondary outcomes are a direct result of the service 
offering integrated support across all pathways, which would not have been 
achieved if the 4 pathways were provided as standalone programmes.  

- Performance above targets across all pathways at the end of 2022/23. 
- 38% of those supported coming from the top 3 most deprived areas of 

Lincolnshire (or Lower Super Output Areas – referred to as LSOA). 
 

2.6. An independent academic evaluation was commissioned and undertaken by the 
University of Lincoln to understand the impact and effectiveness of an integrated 
service in comparison to standalone support programmes. The evaluation 
concluded that performance was at or above the national average in all pathways 
as shown in the table below (year 4 data was not available at the time of 
evaluation). 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Pathway Total outcomes 
July 2019 – June 2023 

Increase in outcomes 
achieved since 2019 

Smoking  
(4-week quits) 9,655 +35% 

Weight Management 
(losing 5% of body weight) 7,687 +712% 

Physical Inactivity 
(increasing to 150 mins 
activity per week) 

10,050 +505% 

Alcohol Reduction 
(reducing to 14 units per 
week) 

2,187 +348% 

Pathway 
National 
Average 
2020/21 

Year 1 Year 2 Year 3 Year 4 

Smoking  
(4-week quits) 51-59% 48% 60% 56% 60% 

Weight Management 
(losing 5% of body weight) 30% 25% 34% 39% 41% 

Physical Inactivity 
(increasing to 150 mins 
activity per week) 

13-18% 41% 46% 42% 39% 

Alcohol Reduction 
(reducing to 14 units per 
week) 

10-30% 55% 67% 58% 65% 
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2.7. The evaluation concluded that integrated delivery potentiated better outcomes 
(specifically in relation to alcohol reduction and physical activity). The use of Health 
Coaches also increased the outcomes achieved, as did regular attendance on the 
programme. The report did identify that whilst Covid-19 didn’t significantly impact 
outcomes, changes in the types of client were noted (meaning that health 
inequalities were affected), but more recent data returns have demonstrated 
improvements in the number of individuals supported who are from areas of high 
deprivation suggesting a return to expected delivery.  
 

2.8. The ILS contract has been the subject of recent variations to incorporate important 
new service developments: a new Child and Family Weight Management (CFWM) 
service in July 2022 and a new Strength and Balance (Falls Prevention) service in 
July 2023.    
 

2.9. The CFWM service is targeted at eligible overweight children from deprived 
communities in Lincolnshire and offers a holistic service for families including 
physical activity and behaviour change. Programmes commenced in September 
2022 and identifying eligible existing cohorts of children was not possible due to 
the absence of National Child Measurement Programme (NCMP) data, meaning 
that any referrals into the service came through direct engagement with the 
schools which was challenging at the start and resulted in lower-than-expected 
numbers. Although delivery is beginning to increase in the second year, time is still 
needed to fully embed the programme in the county and understand impact and 
outcomes more fully to inform longer term commissioning decisions.  
 

2.10. Key successes of the first year of the Child & Family Weight Management 
programme to date (December 2023) include:  
 
- Quarterly increases in the number of extended brief interventions (EBIs) from 

21 in Quarter 2 (July to September 2022) to 340 in Quarter 1 (April to June 
2023). There was an expected reduction during the summer months (Quarter 
2 2023/24), but numbers were 338% higher than during this period the 
previous year 

- Quarterly increases in the number of starters on the programme from 7 in 
Quarter 2 (July to September 2022) to 25 in Quarter 1 (April to June 2023). 
Again, whilst the numbers dropped during the summer holiday period, starters 
were 343% higher in 2023/24 than the previous year 

- 62% of children completing the course, with two-thirds of these coming from 
areas of high deprivation 

- 73% of children have reduced their BMI, and 61% have increased their physical 
activity as a result of the programme 

- 75% of parents reported increased physical activity as a result of the 
programme, with 70% reporting improved self-esteem following completion 

 
2.11. The Strength and Balance service provides a programme of classes aimed at 

reducing the recurrence of falls for those who have recently fallen, preventing 
increased care needs, and enabling long term independence at home. This is a 24-
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week programme, and as a result there is no completion or outcomes data from 
which to make commissioning decisions. Initial data is promising as it 
demonstrates a high uptake across the county, but as with the CFWM programme, 
the Council needs to be able to further monitor this new service in order to 
understand the impact and effectiveness in relation to falls prevention.  
 

2.12. The length of the Strength and Balance programme means that there is limited 
outcome data as yet available, but interest in and take-up of the course is high. Key 
successes of the programme to date (December 2023) are: 

- A total of 465 referrals received. 
- 158 individuals starting on 13 programmes across 10 Primary Care Networks. 
- Outcomes starting to be recorded from the earliest cohorts, including 75% 

improving their Timed Up & Go performance and 71% progressing through 3 
or more resistance bands during their programme. 

 
3. Commissioning Review 

 
3.1. The Council’s Public Health department is currently undertaking an exercise to map 

all the preventative services offered across the healthcare spectrum, to identify 
duplication and any gaps. There is considered to be a level of risk in progressing a 
new procurement for the ILS without analysis of this wider mapping programme, 
to ensure any future re-procurement specification avoids duplication and includes 
best potential coverage. 

3.2. Recommissioning work for a future ILS is already underway and includes: 
- Updated benchmarking and literature review  
- Collection and analysis of post-Covid-19 data to improve KPIs to ensure they 

are fit for purpose and provide appropriate data from which to make 
inferences around service delivery and performance.  

- Further analysis on the self-referral pathway in relation to health inequalities, 
alongside more clarity on the role of digital technology in supporting service 
delivery. 

- Consideration of the interface with a future NHS Health Check Programme and 
upcoming recommissioning. 

 
3.3. Extending the current contract will allow for an enhanced service and system 

review period and facilitate longer delivery of the CFWM and Falls Prevention 
elements. This will enable the Council to better determine the desired outcomes 
and shape of the future service, and selection of the best provider. 
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4. Legal Issues 

 
Procurement Implications 
 
The Council’s Contract Regulations usually require variations to contracts not expressly 
within the scope of the original procurement to be considered for procurement of a new 
contract. However, the Contract Regulations do permit exceptions to be made, approved 
by the Executive where the value is above the relevant threshold for the application of the 
Light Touch Regime under the Public Contract Regulations (PCR) 2015, and where the 
decision is compliant with the Council’s obligations under the regulations set out in the 
PCR. 
 
The PCR permits the modification of contracts under Reg. 72(1)(e) where the 
modifications, irrespective of their value, are not substantial within the defined meaning. 
For the purposes of the regulations, a modification is considered substantial where one or 
more of the following conditions is met: 

a) the modification renders the contract or framework agreement materially different 
in character from the one initially concluded; 

b) the modification introduces conditions which, had they been part of the initial 
procurement procedure, would have –  

i.  allowed for the admission of other candidates than those initially selected, 
ii. allowed for the acceptance of a tender other than that originally selected, or 

iii. attracted additional participants in the procurement procedure 
c) the modification changes the economic balance of the contract or the framework 

agreement in favour of the contractor in a manner which was not provided for in 
the initial contract or framework agreement; 

d) the modification extends the scope of the contract or framework agreement 
considerably. 

e) where a new contractor replaces the original   

In relation to the existing ILS contract, the proposed 1-year extension does not consititute 
a substantial modification as defined in the PCRs, on the following grounds:- 
 

a) the proposed 1-year extension is not “materially different in character” from the 
original contract, as it seeks to continue the same service (including service 
delivery, outcomes for residents and KPIs), between the same contracting parties, 
at the same cost rates.   

b) The modification does not introduce any new terms that would have allowed for 
the involvement of other candidates or the acceptance of another tender.  It is 
highly unlikely that any potential bidder at the time of the original competition 
would have been attracted by a 6-year contract but not by the 5-year contract 
originally offered, so the proposed 1-year extension is not deemed substantial on 
these grounds.  
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c) Although there is an increase in overall value of the contract, the provider will be 
required to perform services commensurate with the value of increased payments 
so the economic balance of the contracts will not change.  

d) The proposed 1-year extension seeks to increase the contract length by 20%, which 
is not considered ‘considerable’ in relation to the original 5-year contract term. The 
scope of the contract remains the same: the above points around seeking 
continuation of an existing service without modification to cost rates or service 
level expectations also apply here. 

e) This does not apply as the contracting parties remain the same. 
 
The conduct of the new procurement process for the full re-tendering of the service, will 
occur during the extension period, with a newly commissioned service due commence 
with effect from 1 July 2025. Pre-procurement market engagement would also take place 
in advance of the procurement competition phase, demonstrating the opportunity of the 
new contract to providers in the market. 
 
Equality Act 2010 
 
Under section 149 of the Equality Act 2010, the Council must, in the exercise of its 
functions, have due regard to the need to: 
 
Eliminate discrimination, harassment, victimisation and any other conduct that is 
prohibited by or under the Act. 
 
Advance equality of opportunity between persons who share a relevant protected 
characteristic and persons who do not share it. 
 
Foster good relations between persons who share a relevant protected characteristic and 
persons who do not share it. 
 
The relevant protected characteristics are age; disability; gender reassignment; pregnancy 
and maternity; race; religion or belief; sex; and sexual orientation. 
 
Having due regard to the need to advance equality of opportunity involves having due 
regard, in particular, to the need to: 
 

- Remove or minimise disadvantages suffered by persons who share a relevant 
protected characteristic that are connected to that characteristic. 

- Take steps to meet the needs of persons who share a relevant protected 
characteristic that are different from the needs of persons who do not share it. 

- Encourage persons who share a relevant protected characteristic to participate in 
public life or in any other activity in which participation by such persons is 
disproportionately low. 

 
The steps involved in meeting the needs of disabled persons that are different from the 
needs of persons who are not disabled include, in particular, steps to take account of 
disabled persons' disabilities. 
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Having due regard to the need to foster good relations between persons who share a 
relevant protected characteristic and persons who do not share it involves having due 
regard, in particular, to the need to tackle prejudice, and promote understanding. 
 
Compliance with the duties in section 149 may involve treating some persons more 
favourably than others. 
 
The duty cannot be delegated and must be discharged by the decision-maker.  To 
discharge the statutory duty the decision-maker must analyse all the relevant material 
with the specific statutory obligations in mind.  If a risk of adverse impact is identified 
consideration must be given to measures to avoid that impact as part of the decision-
making process. 
 
The Integrated Lifestyle Service is a health-promoting service intended and designed to 
address health inequalities, including in groups that have protected characteristics. 
 
It has been independently evaluated by the University of Lincoln and been found to have a 
net positive effect on health inequalities. 
 
The service is designed to work with those who have long-term health conditions, 
including those who are disabled, and to work to improve their health. 
 
Therefore, it is considered that the ILS is an important part of the council’s commissioning 
programme that would be expected to have a positive benefit, weighted towards those 
groups in areas of higher socio-economic deprivation and from minority ethnic groups. 
 
 
Joint Strategic Needs Analysis (JSNA and the Joint Health and Wellbeing Strategy (JHWS) 
 
The Integrated Lifestyle Service is designed to directly address several of the key priorities 
in Lincolnshire’s Joint Health & Wellbeing Strategy, and the Joint Strategic Needs Analysis. 
 
Lincolnshire has significantly higher rates of smoking and obesity than the national 
average, and lower levels of physical activity. 
 
Recent data released by the Office of Health Improvement & Disparities (OHID) shows 
70% of Lincolnshire’s adults are classed as overweight or obese, higher than the England 
value of 64.8%. 
 
16% of Lincolnshire’s adults smoke, and the proportion is higher in some groups and 
populations. Over 14% of Lincolnshire’s new mothers are smoking at the time of delivery. 
 
Rates of physical activity are lower in Lincolnshire than the England average, with 65% of 
adult classed as physically active, compared to 67% in England overall. 
 
The Child & Family Weight Management pilot was created to address higher rates of 
childhood obesity in Lincolnshire than in other areas nationally, with 23% of children in 
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Reception overweight or obese, rising to over 37% on children in year 6. 
 
This service directly addresses these factors and is thus the primary service commissioned 
to deliver on the Joint Health & Wellbeing Strategy priorities Healthy Weight and Physical 
Activity, as well as addressing significant key risk factors that are relevant to the Dementia 
priority.  
 
 
Crime and Disorder 
 
Under section 17 of the Crime and Disorder Act 1998, the Council must exercise its various 
functions with due regard to the likely effect of the exercise of those functions on, and the 
need to do all that it reasonably can to prevent crime and disorder in its area (including 
anti-social and other behaviour adversely affecting the local environment), the misuse of 
drugs, alcohol and other substances in its area and re-offending in its area. 
 

 
 

5. Conclusion 
 
The ILS is a key component of Lincolnshire’s developing Integrated Care System, 
preventing ill-health, addressing inequalities, and reducing demand on health and care 
services. It is considering to be well performing and has been independently evaluated 
and found to be outperforming national averages and benchmarks. 
 
The ILS also functions as Lincolnshire’s community-based Stop Smoking Service, and as 
such protecting current expenditure on this service will allow Lincolnshire to access the 
government’s Smokefree Generation funding, which is an additional £1.076m per annum, 
and which must be spent on smoking cessation work. 
 
Extending the contract of the Integrated Lifestyle Service for a period of 12 months will 
enable a robust recommissioning process to take place, which will consider whether 
additional elements (Child & Family Weight Management, Falls Prevention, Employee 
Wellbeing) should be included in any future model. 
 
Not extending the contract at this point will result in the service ceasing on 30th June 2024. 
 
 
 
 
 

The Integrated Lifestyle Service is not designed to directly address crime and disorder but 
may have secondary benefits that contribute to improved rates of employment and 
economic wellbeing, via increasing the overall health and wellbeing of the population. This 
service is an important component part of an integrated care system which supports and 
enables people to stay in work, and in their homes, for longer. 
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7. Legal Comments: 
 
The Council has the power to enter into the contract proposed. 
 
The decision is consistent with the Council’s procurement obligations for the reasons set 
out in the Report. 
 
The decision is consistent with the Policy Framework and within the remit of the 
Executive. 
 
 

8. Resource Comments: 
 
Finance can confirm there is £3.2m available in 2024/25 to fund the contract extension.  
The funding will be from the 24/25 Public Health Grant allocation plus use of reserves, 
allocated within the reserve plan 
 
 
9. Consultation 
 
a)  Has Local Member Been Consulted? 

Not applicable. 
 

b)  Has Executive Councillor Been Consulted?  

Yes. 

c)  Scrutiny Comments 

The decision will be considered by the Adults and Community Wellbeing Scrutiny 
Committee at its meeting on 28th February 2023 and the comments of the Committee 
will be reported to the Executive. 
 
 

 
 

d)  Risks and Impact Analysis 

See body of report 

10. Appendices 
 
The following appendices are attached at the end of the report: 
Appendix A Integrated Lifestyle Service Independent Evaluation 
 
 
11. Background Papers 
 
The following background papers as defined in the Local Government Act 1972 were relied 
upon in the writing of this report. 
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Document title Where the document can be viewed 
Lincolnshire County 
Council Contract and 
Procurement Procedure 
Rules (CPPRs) 

https://www.lincolnshire.gov.uk/downloads/file/3195/cpprs-
lincolnshire-county-council  

Smokefree Generation 
Local stop smoking 
services and support: 
guidance for local 
authorities 

https://www.gov.uk/government/publications/local-stop-
smoking-services-and-support-additional-funding/local-stop-
smoking-services-and-support-guidance-for-local-authorities 
 
 

 
 
This report was written by Andy Fox, who can be contacted on 07825 425245 or 
andy.fox@lincolnshire.gov.uk. 
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APPENDIX A 
 

 

Report Reference: 0.0 
 
 

 
LINCOLNSHIRE HEALTH AND WELLBEING BOARD 

 
 

 
Report to 
 
Date: 
 
Subject:  

Lincolnshire Health and Wellbeing Board 
 
28th March 2023 
 
Evaluation of the Integrated Lifestyle Service, ‘One You 
Lincolnshire’ 

 
Summary: 
 
This report provides a summary of the findings from the University of Lincoln’s evaluation of the 
Integrated Lifestyle Service (ILS). The report, completed in 2022, and based on data from 24,370 
referrals, provides a key resource that will help to inform and shape the recommissioning of the 
service in 2024. 
 
The evaluation found that the service exceeded current benchmarks for successful service delivery 
within national guidelines across all four pathways (smoking cessation, weight management, 
physical activity and alcohol reduction) and surpassed outcomes from Lincolnshire’s previous, 
discrete lifestyle services.  
 
The benefits of an integrated model were illustrated by the fact that a key predictor of successful 
outcomes was a person’s participation in more than one pathway.  
 
Reconfiguration of the ILS in response to COVID-19 pandemic lockdown restrictions did not have a 
negative impact on its overall reach, however, a decrease in referrals among the most deprived 
populations was seen and a increase in the bias of take-up towards women. 
 
 

 
Actions Required:  
 
For information only  
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1. Background 

1.1 Smoking Cessation  
The ILS surpassed its target of 50% quits at four weeks, achieving a 56% quit rate. This is significantly 
better than Lincolnshire’s previous standalone service (46% quit rate) and is well over double the non-
supported quit rate (25%). Success was more likely with older clients but was not affected by gender, 
rurality, ethnicity or deprivation. There was no negative impact seen from attending multiple 
programmes. 
 

1.2 Alcohol 
The alcohol programme received fewest referrals, which was attributed principally to GPs’ prioritisation 
of other referral pathways. However, despite this, there were high rates of alcohol reduction across the 
service as a whole, with 57% clients on the alcohol or health coaching pathways and 37% of all clients 
reducing their consumption to target levels. 
This compares very favourably with the 10-30% success rate of national brief alcohol interventions. 
Participation in other pathways, particularly weight management, was strongly predictive of reducing 
alcohol consumption.  

 

1.3 Diet and Weight Management 
Thirty-three percent of clients accessing the weight management (WM) intervention or health coaches 
lost 5% body weight at 12 weeks. This increased to 40% amongst those who attended a sub-
contracted WM provider.  

Weight loss was not limited to those on the WM pathway, with 25% clients across the whole service 
losing 5% body weight. The average weight loss was 6%, the service thus exceeding NICE guidance 
of 30% achieving 5% loss with an average of 3%. 

 

1.4 Physical Activity 
43% of clients on the physical activity or health coaching programmes achieved the target of 150 
minutes per week. This easily surpasses the 13-18% success rate of national, non-integrated 
exercise-referral models.  

As with other pathways, high rates of increase in physical activity were recorded across all 
programmes. Other predictors of success were being female, older, accessing a health-coach and 
having a long-term condition. However, positive outcomes were less likely for the most deprived 
populations as well as for the unemployed and long-term sick.  
 

1.5 Access & effect on Inequalities 
Participation was heavily biased towards women, who made up 66% of all clients. Ninety-three percent 
were White-British and there was an even split between rural (51%) and urban (49%) residents.  

Thirty-eight percent of referrals were for residents from the 30% most deprived communities, which 
was significantly short of the target of 50% for this group. However, in large part, this was an effect of 
the service reconfigurations, namely digital delivery and self-referral, that were made in response to 
lockdown restrictions. Prior to these changes the most deprived 30% had made up 45% of referrals. 
Nonetheless this demonstrates that the programme is targeting lower socioeconomic (SE) groups and 
successfully engaging this population at a higher rate than those in higher SE groups. This represents 
evidence of a positive impact on health inequalities, as typically utilisation of preventative services is 
lower in more-deprived groups. 

 

The majority of participants across the whole service were obese and aged 50+. The ILS was thus 
reaching an extremely important target group for preventative services, given the heightened risk of 
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long-term ill-health amongst this population. Likewise, there was evidence that the physical activity 
programme was particularly successful among people with conditions affecting mobility and pain 
management, both of which are major barriers against exercise amongst people at high risk of 
deterioration in health  
 

1.6 Completion 
Completion rates varied for each pathway. Weight Management exceeded NICE guidance of 60% with 
a 70% completion rate.  Rates for smoking, health coaching and alcohol were 63, 56 and 46% 
respectively. Physical Activity data were incomplete so do not provide an accurate figure.  
 
2. Impact of the Lincolnshire Model  

2.1 Integration 
The benefits of an integrated rather than segregated offer are clearly demonstrated by the number of 
positive outcomes for people accessing more than one pathway. For physical activity, weight 
management and alcohol, engagement with more than one programme was a key predictor of 
success; indeed, for physical activity it was the most important single factor, with participants being 2.7 
times as likely to become active as those accessing just one pathway. Even smoking cessation, for 
which the literature has sometimes suggested integrated models were not suitable, was not negatively 
affected by engagement in multiple pathways.  
 

2.2 Health Coaching 
Health coaching support appears to be an important component of the current offer, being strongly 
associated with positive outcomes across weight management, physical activity and alcohol, with 
those accessing a health coach being over 3.5 times as likely to reduce their alcohol to within target 
levels.  
 

2.3 Referrals 
The qualitative data indicated that relationships with GPs, which have historically been difficult for 
lifestyle services in Lincolnshire, had significantly improved under the current model. This was 
evidenced by the 36% of referrals that came directly from primary care. It is likely that a significant 
proportion of the 39% of self-referrals were also instigated by GPs during non-face-to-face 
appointments with patients. The high number of self-referrals ensured that the ILS could continue to 
deliver at volume during Covid, however, as self-referral is more likely to be used by people with 
higher existing motivation and health-seeking behaviours, it is likely that this contributed to the shift in 
uptake towards more affluent population groups.  

 
 

3. Conclusion 
• Success rates across all lifestyle interventions exceeded national benchmarks, despite the 

clear challenges to service delivery through the COVID pandemic.  
• The overall advantages of an integrated model were demonstrated by the fact that there were 

no negative implications of participation in multiple programmes and many benefits, including 
weight loss, increased physical activity and decreased alcohol consumption, amongst people 
for whom these interventions were not their primary pathway. 

• Evidence suggests that the service is positively addressing health inequalities. Outcomes were 
not affected by socio-economic status, and analysis of service access by deprivation decile 
highlights that those in lower SE groups were effectively targeted by the service. 

• There was a strong bias towards women, and physical activity outcomes and take-up from the 
most deprived populations fell short of target. It appears though, that these participation 
patterns were, at least in part, the result of service reconfiguration during lockdowns. 
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• The findings demonstrate that One You Lincolnshire is an effective model and will contribute to 
the service’s recommissioning process ahead of the contract end date in June 24 

 
4. Joint Strategic Needs Assessment and Joint Health & Wellbeing Strategy 
 
The Council and Clinical Commissioning Groups must have regard to the Joint Strategic 
Needs Assessment and Joint Health and Wellbeing Strategy. 
 
Healthy Weight is identified as a priority for Lincolnshire  in both the Joint Strategic Needs 
Assessment and the Joint Health & Wellbeing Strategy and is a key part of the overarching Joint 
Health and Wellbeing Staretgy theme of placing a strong focus on prevention and early 
intervention.  

 
 
5. Consultation 
 
 
6. Appendices 
 
These are listed below and attached at the back of the report 
Appendix A University of Lincoln – Final Evaluation report of Integrated Care 

in Lincolnshire 
 
 
7. Background Papers 
 
No background papers within Section 100D of the Local Government Act 1972 were use 
in the preparation of this report. 
 
This report was written by Sarah Chaudhary who can be contacted at 
sarah.chaudhary@lincolnshire.gov.uk  
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Executive Summary 
 
 

Introduction 
This report presents the independent evaluation findings of One You Lincolnshire (OYL). 
OYL is an integrated lifestyle service that covers hundreds of county sites, including leisure 
centres, commercial weight management groups and sub-contracted sites. The service is 
also delivered over the phone and Microsoft TEAMS. The service supports weight loss, 
healthy eating, physical activity, alcohol reduction and smoking cessation for Lincolnshire 
residents from the most deprived areas with long-term health conditions. However, the 
service is open to all individuals in the county who meet the service's eligibility criteria of 
over 18 years old (12 years and older for smoking cessation). Clients must have a BMI of 
30 or above for weight management pathways. Eligibility also includes less than 150 
minutes of moderate physical activity, smoking tobacco and drinking more than 14 units of 
alcohol per week.  
 
The service has self-directed online tier 1 guidance and tier 2 support that provides 1:1 
health coaching and group classes and programmes. The service also partnered with 
commercial weight loss programmes—for example, Slimming World, Weight Watchers, and 
Second Nature to provide a range of interventions. OYL and Lincolnshire County Council 
commissioned the University of Lincoln to undertake the service evaluation. This report 
captures clients' experience using the service and health professionals involved in referrals 
and implementation. The effectiveness of the service was also compared to the standard 
provision of care. 

 

Methods 
A RE-AIM evaluation was implemented to have a comprehensive picture of OYL. The 
evaluation looked at the service's accessibility, effectiveness, implementation, and 
sustainability. In phase 1 of the evaluation, between July 2020-2021, 53 in-depth interviews 
were conducted. Participants included clients, health professionals, OYL staff, external 
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partners and OYL leadership. In phase 2 of the evaluation, between July 2021 – July 2022, 
secondary data analysis was conducted. 24,370 referrals were nested within 16,354 clients 
and nested within 128 coaches. 
 

Accessibility 
Most clients referred to the service were White British and women. Clients in OYL from 
deprived LSOAs were likelier to have long-term health conditions and poorer mental health. 
The underrepresentation of men in the service was explored, and factors such as reduced 
GP visits, perception of women-dominant weight loss programmes and fears of seeking help 
affected access. COVID-19 put a considerable strain on primary care. Clinics focused on 
COVID-19 management, removal of face-to-face contact and, as a result, fewer referrals to 
OYL via GPs. One major reconfiguration in the service referral process was the introduction 
of self-referral. The average age of clients became younger and was more women 
dominant.  
 
There were also fewer referrals from ethnic minorities, long-term unemployed and deprived 
populations. At a service level, alcohol consumption support had fewer referrals than other 
OYL pathways. Interviews showed that alcohol-related discussions were not always 
considered essential to GPs' work. Some GPs viewed alcohol support as challenging to 
ascertain in clients than more visually presenting risks like obesity and smoking. Coupled 
with limited time for appointments, GPs were more likely therefore to recommend weight 
loss and smoking cessation to clients. 
 

Effectiveness 
OYL outcomes were better across all pathways compared to previous standard care 
provisions. For instance, 56% of OYL clients self-reported quitting smoking at four weeks. In 
contrast to 46% of patients with past Lincolnshire benchmarks. Quitting was more likely in 
older OYL clients and those with a high confidence score. Additionally, 57% of OYL clients 
self-reported consuming less than 14 units of alcohol a week or decreased units by 50%. As 
opposed to 10-30% of patients using national brief alcohol interventions. Using a health 
coach and being engaged in other pathways increased the likelihood of reducing alcohol 
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intake for OYL clients. 43% of OYL clients also increased to 150 minutes of moderate 
activity a week compared to 13-18% on national exercise referral schemes.  
 
Success was more likely for women and clients with LTHC. Using a health coach and 
participating in additional pathways also increased physical activity success. 33% of clients 
self-reported losing 5% of body weight after 12 weeks. 40% of Second Nature/Slimming 
World clients also met the target. Therefore, all OYL clients on weight management 
exceeded the NICE guidelines of 3% weight loss. Successful weight loss was associated 
with older clients, consistent attendance, and the use of a health coach.  
 
Interviews highlighted that health coaches' rapport with clients built encouraging, positive 
relationships. Health coaches were also able to offer support for less referred pathways 
through weight loss motivations. Client interviews also found that personalised online 
delivery better-suited individuals with LTHCs. For example, clients with limited mobility could 
still engage in group activities via video calls. Although, some clients with financial 
difficulties did struggle with digital service delivery. Nevertheless, most clients achieved 
meaningful changes. Clients experienced increased confidence, motivation, and self-esteem, 
critical factors for sustained lifestyle changes. 
 

Working relationships 
Most OYL clients trusted GPs. As such, GPs often had access to engage with 
disadvantaged groups. Focus groups with external partners highlighted the role of OYL as a 
primary care intermediary. Many external partners viewed OYL as building relationships with 
GPs, enabling smooth referrals and delivery operations within the service. Although, some 
primary care staff presented gaps in knowledge of the OYL service model. Interviews with 
OYL leadership suggested quality assurance was encouraged across team members and 
working group implementation promoted integration. The relationships between OYL and 
partners were positive, and consistent communication and trust were highlighted as OYL's 
key strengths. 
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Sustainability 
The service provided continued access to support throughout the COVID-19 pandemic, and 
the service-maintained outcome success rates from pre- to post-reconfiguration. Completion 
rates for most pathways were over 50%, and for 'Drink Less' approached 50%. Move More 
completion rates appeared lower. However, attendance recording was inconsistent and 
under-representative for this pathway. There are some evident inequities in the uptake of 
reconfigured services. Most access seems to be enhanced for those from less deprived 
areas. As a result, the service did move further from the targeted representation of those 
from the most deprived areas. Remote access through digital solutions overcame 
restrictions to in-person delivery. Moreover, more open referral pathways boosted referrals 
from ~353 per month to ~668 per month. If sustained, outcomes delivered by OYL could 
lead to savings for the local health and social care system as integrated care may increase 
disposable income for local communities. 
 

Conclusion 
OYL provides crucial evidence on the benefit of clients with multiple unhealthy risk factors 
as OYL outcomes exceed all standard care across all four lifestyle risks. Despite COVID-19, 
the service remained adaptable with ongoing success during service reconfiguration. OYL 
also focused on local relationships making solid links with other organisations in 
Lincolnshire. OYL created a much more integrated offer for the clients, increasing the 
likelihood of better outcomes. 
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Chapter 1 Introduction 
Background 
Globally, non-communicable diseases (NCDs) are predominantly driven by unhealthy 
lifestyles. Environmental factors account for 71% of deaths yearly (WHO, 2021). Tobacco 
accounts for more than 7.2 million deaths yearly, and 4.1 million deaths have been 
attributed to excess salt/sodium intake. More than half of the 3.3 million annual deaths 
attributable to alcohol use are from NCDs, including cancer, and 1.6 million deaths annually 
can be attributed to insufficient physical activity (Forouzanfar et al., 2016). Common 
unhealthy behaviours, such as tobacco use, physical inactivity, an unhealthy diet, and the 
harmful use of alcohol, significantly increase a person's risk of diseases. Illnesses such as 
obesity, coronary heart disease, and stroke are more likely, increasing the risk of reduced 
quality of life and premature death. According to Evans and Buck (2018), approximately 
70% of adults in the UK have two or more risk factors. Around 40% of the UK's disability-
adjusted life years are attributable to tobacco, alcohol consumption, or being physically 
inactive (Newton et al., 2015).  
 
This RE-AIM evaluation was commissioned in response to a call by Lincolnshire County 
Council (LCC) and Thrive Tribe, a healthy lifestyle service provider contracted by LCC to 
deliver One You Lincolnshire (24/01/2020 – tender released). The call sought to evaluate 
Lincolnshire's integrated healthy lifestyle service and develop an active research 
methodology to evaluate the impact and outcomes. This study was subsequently 
commissioned to explore the impact of addressing multiple unhealthy behaviours in 
individuals in Lincolnshire. 
 
 As section 1 (1) of the Care Act states, care of local authorities must promote the 
integration of care and promote quality in the provision of services (Care Act, 2014). As 
such, Lincolnshire County Council has commissioned One You Lincolnshire to provide an 
integrated care system at a local level. This evaluation of One You Lincolnshire started in 
July 2020 and was completed in July 2022. A team of researchers at the University of 
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Lincoln, led by Professor Ros Kane, conducted the evaluation. Ethics approval was obtained 
from the Health Regulation Authority on the 22nd of December 2020 (Appendix A). 
 

Research Objectives 
This study explored the implementation, quality, and impact of addressing multiple unhealthy 
behaviours for individuals in Lincolnshire through One You Lincolnshire (OYL). The study 
objectives were to: 
 

• Identify critical components of good practice of the client pathway, considering 
views from clients, programme staff, healthy lifestyle service subcontractors, and 
referral teams that capture vital barriers and facilitators of OYL service 
implementation and delivery. 

• Identify access and acceptability of the service provision within client subpopulations 
against local population demographics.  

• Assess baseline effectiveness of OYL, exploring variables that moderate outcomes 
such as client, provider, and programme factors compared to service targets and 
external benchmarks 

• We explore the costs associated with delivering OYL in person and service 
reconfiguration. 

• Develop clear recommendations for real-world settings suitable and amendable for 
service improvement of OYL 

• Contribute to the growing body of evidence on the impact of integrated lifestyle 
service delivery and future quality assurance of service outcomes 

Report Structure 
In the rest of this chapter, we outline the UK's policy context for integrated lifestyle services. 
The background includes information on unhealthy lifestyle factors in England and the 
development of integrated services to "Make Every Contact Count" against increasing 
pressure on primary care services. The current report is reserved for stakeholders involved 
in the development, delivery, and management of One You Lincolnshire and a wider 
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audience interested in delivering integrated lifestyle services in community settings. The 
report, thus, assumes a certain level of knowledge and understanding of lifestyle services 
and behavioural change models. 
 
Chapter 2 outlines why we used a RE-AIM evaluation approach and applied the principles 
to evaluating integrated lifestyle services. 
 
Chapter 3 reports the findings of the qualitative interviews and focus groups of One You 
Lincolnshire. This chapter explores how integrated care was implemented and the 
perceptions of the barriers and facilitators from participants. 
 
Chapter 4 reports the findings of outcomes for clients using One You Lincolnshire datasets 
to provide quantitative evidence outputs such as quit smoking and weight loss rates.  
 
Chapter 5 reports the economic evaluation findings that explore the effectiveness and cost-
effectiveness of integrated care compared with standard lifestyle services. 
 
Chapter 6 triangulates the evidence generated across the qualitative and quantitative data. 
We present the findings of this RE-AIM evaluation of the complex factors that decision-
makers must consider ensuring quality and effective integrated care for people in 
Lincolnshire. 

Integrated Care  
Integrated care is a complicated phenomenon covering many frameworks and delivery 
processes. According to Kodner and Spreeuwenberg (2002), integrated care can be 
defined as a "coherent set of products and services delivered by collaborating local 
and regional health care agencies". In the UK, integrated care is often interpreted as 
removing traditional divisions between hospitals and family doctors, physical and mental 
health, and NHS and council services.  
 
The primary focus of this evaluation is on "integrated lifestyle services" (ILS), a term used 
to capture integrated care in the context of unhealthy risk factor interventions such as 
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smoking cessation, weight management, healthy eating, physical activity, and alcohol 
reduction. ILS are often not-for-profit private organisations commissioned by local 
authorities, which connect local health behaviour providers with primary care services 
through a single access point. This service model is becoming common as local authorities 
move towards a preventive, community service approach. Between 2017 and 2019, 14 ILSs 
were formed across England, increasing to 42 by the time of this study (NHS Digital, 2022). 
 

 Multiple unhealthy risk factors 
In this report, the term “multiple unhealthy risk factors” refers to a simultaneous 
combination of risk factors (behavioural) that impact individuals and pose a health risk 
(Evans and Buck, 2018). Research on multiple risk factors has been a focus of public health 
for over a decade, with compelling evidence suggesting that poor diet, physical inactivity, 
excessive alcohol consumption and smoking are linked to ill health. After following a cohort 
for 11 years, Khaw et al. (2008) showed that an individual with four risk factors had a four-
fold risk of dying compared with someone who ate well and was active and did not smoke 
or drink to excess (Figure 1). 
 

Figure 1. Why multiple unhealthy risk factors matter 
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Adapted from King’s Fund. Relative all-cause mortality risk shown applied after an average 
11-year follow up in a cohort of adults aged 45-79. 
 
Likewise, individuals from lower socio-economic groups risk having three or four 
simultaneous behavioural risk factors. In 2018, the King’s Fund published a report on 
multiple unhealthy risk factors. The report identified that although the prevalence of risk 
factors has been declining among adults in England since 2003, reductions were much 
more likely to come from higher socio-economic groups (Evans and Buck, 2018). Therefore, 
lifestyle services must be cognisant of the social determinants underpinning population risk 
factors and barriers such as financial inequality that may impact accessibility and availability 
of interventions. The report highlights the research knowledge gap and the need to consider 
essential questions such as - is it better to attempt a behaviour change simultaneously or 
sequentially? 
 

One You Lincolnshire 
In June 2019, Lincolnshire County Council commissioned Thrive Tribe to deliver an 
integrated lifestyle support service, focussing on providing high-quality and accessible 
information and direct support to adults in Lincolnshire. The commission included helping 
residents adopt and maintain healthier lifestyles, focusing on the four behaviours that have 
the most significant impact on health and wellbeing: smoking tobacco, physical inactivity, 
obesity (food, nutrition, and a healthy weight), and excess alcohol consumption. 
 

Local Context 
It is estimated that the potential target size for One You Lincolnshire is almost 60,000 
eligible adults. Lincolnshire has a smoking prevalence rate higher than the national average 
of 15.3% (Office for Health Improvement and Disparities, 2021a). The Office for Health 
Improvement and Disparities (2021a) reported the percentage of adults in Lincolnshire 
classified as overweight or obese (BMI of over 25 and 30) as 67.6%, worse than the 
national average of 63.5%.  
 
There have also been efforts to encourage physical activity in the population, with 26.5% of 
adults categorised as inactive (Office for Health Improvement and Disparities, 2021c). 
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Additionally, 20.4% of adults drink more than 14 units of alcohol a week in the county 
(Office for Health Improvement and Disparities, 2021b). Therefore, Thrive Tribe implemented 
OYL as an ILS to promote sustainable lifestyle changes. The service provides access to 
stop smoking services and extended brief interventions for alcohol, diet and nutrition, and 
physical activity through tier 1 and tier 2 support. 
 

Theory of Change 
One You Lincolnshire service design used the COM-B model, which focuses on working 
through individuals' capability, opportunity, and motivation to change (Michie et al., 2011). 
COM-B is a valuable framework since it helps connect behaviour change to the broader 
determinants of health, as shown in Figure 2. 
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Figure 2. The COM-B Model of Change 

 
The COM-B Model 
A fundamental model of change used is the Capability, Opportunity, Motivation, Behaviour Model 
(COM-B) to identify what needs to change to be effective for a behaviour change intervention. 
COM-B identifies factors that need to be present for any behaviour to occur capability, 
opportunity, and motivation, which interact over time so that behaviour can be seen as part of a 
dynamic system of change (West and Michie). 

 
Source: Adapted from Michie et al. (2011) 

 

Client Care Pathway 
One You Lincolnshire provides service to eligible individuals for up to 12 months to support 
them in achieving their health outcomes via health information, signposting, goal setting, 
action planning, and support tailored to the client's needs (Figure 3). 
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Figure 3. One You Lincolnshire Client Pathway 
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Eligibility 
All clients using the service are adults 18 years old and over who have been identified as 
having an at-risk status and one or more unhealthy behaviour (OHID, 2021). One You 
Lincolnshire eligibility criteria are: 
 

I. People with long-term health conditions made worse by unhealthy behaviours, 
including obesity (BMI of 30 or above/ 27.5 or above for Black, Asian, and Minority 
Ethnic clients), diabetes, cardiovascular disease risk, liver disease, musculoskeletal 
conditions, osteoporosis, coronary heart disease and respiratory diseases. 
 

II. At-risk adults who may have undertaken NHS Health Check for Cardiovascular 
Disease Prevention or received a Q-Risk score of >10%, enabling the primary care 
staff to refer them directly to the ILS. 

 
III. People engaged with the NHS's health optimisation about the future need for 

support for smoking cessation and weight management before surgery.  
 

IV. Carers in Lincolnshire who may be obese with a BMI of 30 or above, smoke, drink 
to excess or are inactive.  
 

V. Individuals 12 years and over who smoke and are seeking help to stop smoking, 
including pregnant women, and their partners. 

 

The Impact of COVID-19 

This study occurred during COVID-19. The pandemic led to a national lockdown and 
restrictions between March 2020 and December 2021. Restrictions included a ban on non-
essential travel, working from home measures, closing of schools and non-essential shops 
and social distancing. As the pandemic progressed, lifestyle factors, including obesity and 
smoking, were correlated with an increased risk of COVID-19 severe illness or related 
death. At the time of this study, the number of deaths due to COVID-19 was more than 
100,000 in the UK (ONS, 2022).  
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In March 2021, the Department of Health and Social Care released a policy paper, “COVID-
19 mental health and wellbeing recovery action plan", which aimed to prevent, 
mitigate, and respond to the health impacts of the pandemic from 2021 to 2022. The policy 
outlined the government's proposed Health and Care Bill, which aimed to help local health 
and care systems deliver higher quality care to their communities by putting integrated care 
systems on a statutory basis. Additionally, the Department for Digital, Culture, Media and 
Sport supported Sport England in the implementation of its new 10-year strategy, which 
focuses on the recovery and reinvention of the sport and physical activity sector from 
COVID-19, as well as bringing communities together through sport and physical activity. 
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Chapter 2 RE-AIM Evaluation 
Overview of RE-AIM evaluation approach 
This evaluation uses the RE-AIM model, developed in 1999 in response to a need for a 
framework to evaluate public health interventions (Holtrop et al., 2018). The RE-AIM 
framework was first produced to help evaluators balance internal and external validity when 
developing, testing, and implementing interventions. The framework's goal is to help 
maintain programme sustainability in community settings. The RE-AIM dimensions' 
constitutive definitions are straightforward and appealing to community and clinical 
organisations (Glasgow et al., 2019). 

RE-AIM Principles 
In their introduction of the framework, Glasgow et al. (2019) argued that, while reach and 
efficacy might define the impact of a programme, extra attention should be directed towards 
the adoption, implementation, and maintenance dimensions (Table 1). 
 

Table 1. RE-AIM dimensions used in this evaluation and the scope of each 
dimension 

RE-AIM 
Dimensions 

Definition 

Reach 
• WHO is intended to benefit and who participates or is exposed to the 

intervention? 

Effectiveness 
• WHAT are the most important benefits you are trying to achieve and what is 

the likelihood of negative outcomes? 

Adoption • WHERE is the programme or policy applied and WHO applied it? 

Implementation 
• HOW consistently is the programme or policy delivered, HOW will it be 

adapted, HOW much will it cost, and WHY will the results come about? 
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Maintenance 
• WHEN will the initiative become operational; how long will it be sustained 

(Setting level); and how long are the results sustained (Individual level)? 

 
The Reach element refers to the number of individuals participating in an intervention, 
including characteristics like age, ethnicity, and rurality. Effectiveness is the impact of an 
intervention on important outcomes and includes adverse effects, quality of life, and 
economic outcomes. Adoption is the absolute number, proportion, and representativeness 
of settings and intervention agents who start a programme. Implementation refers to the 
intervention agents' fidelity to and adaptations of intervention and associated implementation 
strategies, including the consistency of delivery as intended and the time and costs. 
Maintenance is the extent to which a programme becomes routine. Within the RE-AIM 
framework, maintenance also applies at the individual level and has been defined as the 
long-term effects of a programme's outcomes (Kwan et al., 2019). 
 

Application to research 

One benefit of the RE-AIM framework is that it provides a valuable starting point for 
determining the public health impact of interventions: Reach, captures a given population 
who participates in a programme and describes their characteristics. Effectiveness shows 
the positive and negative outcomes of the programme. Adoption defines the percentage of 
settings that agree to take part in the programme. Implementation indicates if a programme 
is delivered as intended and its cost; and Maintenance, at the individual level, reflects the 
maintenance of the primary outcomes (Sweet et al., 2014).  
 
RE-AIM challenges researchers to ask questions about complex issues before, during, and 
after implementing a programme in real-world settings. Among the many RE-AIM strengths 
are its robust structure and pragmatism, facilitating broad use across settings, populations, 
and interventions (Harden et al., 2018). Also, the framework supported an agile approach to 
service improvement. The research team identified areas for improvement during the study, 
so OYL could be responsive and adapt the service for immediate improvements. A two-year 
evaluation enabled insights into One You Lincolnshire's implementation and client 
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engagement. Each RE-AIM outcome measure used in the study is defined below in Figure 
4. 
 
Figure 4. Components of the RE-AIM framework in the context of One You 
Lincolnshire 
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Chapter 3 Interviews and 
Focus Groups 
Overview 
This chapter explored the perspectives of clients, staff and stakeholders in qualitative 
interviews and focus groups. The methodology used in the research is outlined, and the 
fieldwork's research design and aim. The results highlighted the impact of the OYL on 
clients' outcomes and barriers and facilitators to service delivery. 
 

Methodology  
 

Research Design 
The study collected qualitative data from January to June 2021. To capture the views of a 
diverse range of clients, the research team conducted a pre-interview survey to assess the 
type of support and demographic of potential interviewees. An online survey was designed 
and delivered using Qualtrics software and asked potential client participants about their 
demographics, referral routes to the service and pathways they used. The steering group 
piloted the survey, and changes were adopted where appropriate. All interviews and focus 
groups (telephone and TEAMS) were conducted using a semi-structured interview guide. 
Topic guides were developed with the steering group to ensure that questions followed the 
RE-AIM framework. The whole group reviewed the interview questions for question order 
and flow appropriateness. Thus, key stakeholders, staff, and clients were allowed to 
contribute to the interview and focus group guides on its design phase. 
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Research Setting 
One You Lincolnshire operates in 17 areas across the county for face-to-face delivery. A 
range of interventions is available via online support and remote health coach sessions to 
all clients who cannot attend in-person support resulting in a complete county offer. Table 2 
shows the various activities of each site delivery service. 
Table 2. One You Lincolnshire Programmes available at each site grouped by risk 
factor.  
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Stop 
Smoking 

Health Coach 
Appointment 

X X X X X X X X X X X X X X X X X 

Specialist 1:1 
Stop Smoking 

X X X X X X X X X X X X X X    

Stop Smoking in 
Primary Care* 

X X X X X X X X X X X       

28 Days 
Telephone 
Service 

X X X X X X X X X X X X X X X X X 

Move More 

Specialist 1:1 
Sessions with PA 
instructor* 

X X X X X X X X X   X      

Supervised 
Sessions in 
Leisure Centre* 

X X1 X X X X X1  X X X1 X X     

Group Sessions 
with PA 
instructor* 

X X X X X X X X X X X X      

Get Healthy Get 
Active 

X X X X X X X X X X X X X X X X X 

Eat Healthy 

Lose Weight with 
OYL 

X X X X X X X X X X X       

MAN, V FAT 
Football* 

X X X X X             

Gloji Online Gym X X X X X X X X X X X X X X X X X 
Slimming 
World/Weight 
Watchers* 

X X X X X X X X X X X X X X X X X 
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Our Path Digital 
Service 

X X X X X X X X X X X X X X X X X 

Health Coach 
Session 

X X X X X X X X X X X X X X X X X 

Drink Less 
One Year No 
Beer 

X X X X X X X X X X X X X X X X X 

Alco-change X X X X X X X X X X X X X X X X X 

*Delivery model changed due to COVID-19 
1 Did not return after COVID-19 
 

Sampling and recruitment of participants 
Between July 2019 and July 2020, OYL had 6,268 clients in its database. The service has 
eight Service Leads, with 33 Programme Staff ranging from Triage and Support Workers, 
Health Practitioners, Advisors, and Referral Generation Officers (Appendix B). The service 
also works with 175 subcontractors across Lincolnshire. Staff were contacted via the 
research team, and OYL’s website and social media advertised a call for client participation. 
Participants could telephone or email the research team to express their interest. The staff 
also used a telephone script to advertise the study to clients already engaged in the service. 
The advertising material was developed collaboratively with OYL, client representatives and 
the research team. The sample of participants was monitored to ensure diversity such as 
gender, ethnicity, and carer status across the participation groups. Participation was 
voluntary, and the recruitment of participants used an opt-in method in line with GDPR 
(Data Protection Act, 2018). 
 

Inclusion criteria and recruitment  
Clients were recruited that met one of the eligibility criteria of the research as follows:  
 

• Not deemed motivated following motivational interviewing 

• Not deemed eligible following the health assessment 

• Declined support  

• Took up tiers 1 or 2 support 

• Incomplete attendance or unsustained change 

• Complete support and sustained change 
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Before the researcher made contact, clients were approached via recruitment flyers online 
and health coaches promoting the study. Interested clients were sent a study information 
sheet and asked to complete a pre-interview screening survey. The researcher explained 
that participation was voluntary, and participants could withdraw at any time or refuse to 
answer questions. Also, participation was anonymous, and no personal information would 
be shared with One You Lincolnshire. Informed consent was collected before interviews, 
and if they or someone else was at risk of harm, the interviewer would be obliged to take 
appropriate action. The participants also received a £10 voucher per interview for sharing 
their time and experience. 
 

Data collection 
Data collection occurred between February 2021 and June 2021 and involved qualitative 
interviews and focus groups with various participants. 53 participants took part in the study 
(Table 3). Participants who agreed to the study were given a detailed information sheet and 
a consent form before data collection. Participants were allowed to book an interview time 
with the researcher, and the interview was conducted via telephone or Microsoft TEAMS, as 
preferred by the participant. Only participants who provided informed consent and met the 
pre-interview screener were included. Participants had the right to revoke, decline, or 
withdraw consent during data collection. Consent forms (via Qualtrics) were completed 
before the interview/focus group and stored as PDFs on a secure cloud-based server. The 
interviews/focus groups were recorded, transcribed, and transcriptions were stored. 
 

Table 3. The number of interviews completed by June 2021. 

Individuals Interviewed February- June 2021 
Clients 24 
OYL Staff 21 
Health Professional 5 
Stakeholders 3 
Total 53 
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Topic guide 
Topic guides were used to ensure a consistent approach to each interview. However, the 
topic guides were used flexibly, with open and non-leading phrasing to allow participants to 
give their accounts in their own words and describe their lived experiences. Staff focus 
groups concentrated on service delivery and implementation, whilst client interviews focused 
on the perceptions of the service and perceived impact. The interviews and focus 
groups ranged from 30 to 120 minutes in length. 
 

Ethics 
This study was defined as research and obtained Health Regulation Approval (Project IRAS 
ID 289313) on the 22nd of December 2020 (Appendix A). A steering committee was 
established and met every 3 months to ensure all the study's practical details were 
consistently progressing and working well. The study has also been adopted onto the NIHR 
portfolio (ID 289313). 
 

Analysis 
The research team inductively analysed the transcripts using the principles of thematic 
analysis (TA) proposed by Braun and Clarke (2006). Researchers explored participants lived 
experiences as situated within a broader socio-cultural context of their health. The research 
assistant set up a coding log to ensure all data and recruitment files conformed to 
requirements of anonymity. All interviews were recorded verbatim and transcribed, except 
one interview conducted over email. Each transcript was reviewed and coded by the original 
interviewer.  
 
An iterative data analysis process involved all research team members through periodic 
team meetings where differences in interpretation were discussed. NVivo software (Version 
10) facilitated analysis. The qualitative data were thematically analysed, with the codes 
summarised. A coding frame was developed based upon early rounds of interviews and 
refined by the research team until an agreed structured/hierarchical coding frame was 
developed. Summaries of significant findings were generated to identify recurrent themes 
and compare and contrast findings. The team was careful to consider outlier data, divergent 
accounts and issues, and commonalities to identify critical themes for the study. 
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Results 
 

Characteristics of Clients 
Twenty-eight responses were recorded, with 24 agreeing to a follow-up interview (Table 4). 
Most respondents were female (75%), reported their ethnicity as White British (93%) and 
living with a long-term health condition (82%). A quarter of participants had friends and 
family support, while 14% had caring responsibilities. However, most participants did not 
have caring responsibilities (57%). Self-referral was the most common route into the service 
(39%), followed by GP referrals (36%). Some participants were referred to via social media, 
word of mouth and work referrals.  
 
Most participants completed their assessment over the phone with the OYL triage team. 
Once assessed, most participants were offered tier 1 online information support and access 
to tier 2 health coach support (46%). 21% were offered only tier 1 support and 25% only 
used a health coach for support. Healthy eating was the most common pathway participants 
engaged with (71%). 46% engaged with a physical activity programme. Smoking cessation 
and alcohol reduction support were each used by 21% of the participants. Most participants 
engaged in more than one type of support. 57% signed up for two programmes, 
often healthy eating, and physical activity. One participant did get referred to three lifestyle 
programmes. Whilst the remaining 39% of participants engaged in only one lifestyle 
programme.  
 
Finally, most participants were working towards their goals during the study. A small 
percentage did not achieve or maintain their changes in the study (4%). 36% of 
participants indicated that they had maintained their changes. However, when interviewed, 
some had no longer maintained their changes, suggesting some discrepancies between the 
screener questions and the follow-up interviews. 
 

Table 4. Characteristics of clients from pre-interview survey 

  n % 
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Gender 
Female 21 (75%) 
Male 7 (25%) 

Ethnicity 
White British 26 (93%) 
Non-White British* 2 (7%) 

Living with a Long-
Term Health 

Condition 

Yes 23 (82%) 
No 4 (14%) 
Preferred not to answer 1 (4%) 

Carer Status 

Had friends or family support them 7 (25%) 
Had caring responsibilities 4 (14%) 
Had friends or family support them AND had 
caring responsibilities 

1 (4%) 

Did not have caring responsibilities 16 (57%) 

Referral Route 
Self-Referral 11 (39%) 
Via GP 10 (36%) 
Other Route 7 (25%) 

Assessment 
Process 

In Person 3 (11%) 
Via Website 5 (18%) 
Via Phone 19 (68%) 
Other Route 1 (4%) 

Level of Support 

Tier 1 Support Only 6 (21%) 
Tier 2 Support Only 7 (25%) 
Both Tier 1 and Tier 2 Support 13 (46%) 
Did not know 2 (7%) 

Type of Support 
Used** 

Healthy Eating 20 (71%) 
Increasing Exercise 13 (46%) 
Reducing Alcohol Consumption 6 (21%) 
Stop Smoking 6 (21%) 

Used Integrated 
Care Support 

One Programme Only 11 (39%) 
Two Programmes 16 (57%) 
Three Programmes 1 (4%) 

Maintenance of 
Lifestyle Changes 

Maintained changes 10 (36%) 
Currently working on changes 16 (57%) 
Did not maintain changes 1 (4%) 
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Did not achieve changes 1 (4%) 
*Due to the small sample size (n=28), some data were aggregated to ensure anonymity. 
**Percentages equal >100 as participants could select multiple responses. 
 

Eligibility, Referrals, and Demand 
 

Lesson 1: Impact of COVID-19 on eligibility, referrals, and demand 
 

Change to client eligibility  
A pivotal change to the delivery model of OYL was widening the eligibility criteria for clients. 
OYL commissioning documents stated that a long-term health condition was an essential 
requirement. However, the need for a pre-existing condition was removed from March 2020, 
and access was widened via self-referral routes. The change saw a perceived "bigger 
impact on the county", as well as fewer referrals from older populations. 
 

Reduced GP referrals 
COVID-19 reduced GP referrals because of pressure on primary care centres to divert 
resources to covid-related care. As such, GP services interacted less with the general 
population as restrictions prevented patients from attending centres in person. GPs had 
fewer opportunities to provide OYL leaflets or refer patients. As such, GPs gave patients 
OYL's phone numbers to the clients, then expected the client would self-refer. 
 

Increased service demand 
Despite the reduction in GP referrals, the demand for OYL increased during the pandemic. 
OYL staff correlated increased demand as a knock-on effect of widening the eligibility 
criteria. However, the demand for the service was seen in less deprived areas. As the 
pandemic progressed, some clients' rationale for accessing the service was a response to 
smoking and obesity being correlated with poorer health outcomes if infected with COVID-
19. Some clients viewed the service as a preventive measure to improve their health in 
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case of a COVID infection. Thus, increased demand for the service resulted in some delays 
in referrals for clients, with staff mentioning it took "5–10 days" to get people triaged. 
 

Lesson 2: Accessibility and inclusion of the service 
 

Targeted client groups 
An essential contract requirement of OYL was 50% of clients to be from 30% of the most 
deprived LSOAs. In Lincolnshire, coastal sites had higher deprivation levels than other 
areas. OYL staff noted higher inequalities and unemployment rates in sites such as 
Mablethorpe. Staff saw clients more likely to binge drink and suffer from alcohol addictions 
in areas with high unemployment rates. In contrast, clients using alcohol support were in 
full-time employment. Therefore, social determinants were a critical factor in the level of 
support provided for an individual. 
 

Appropriate referrals 
Multiple interviews with staff and stakeholders highlighted the concept of an 'appropriate' 
referral. The idea of "getting the right ones" with the "right mindset" was a central 
identifier of clients being referred and triaged into the service. Determining a client's 
motivation is crucial to successful health outcomes. Also, there was a sense that GP 
definitions of 'appropriate' may have differed from OYL's definition. For example, an external 
smoking cessation partner explained that "if you are a smoker, the [GP] will say you 
should give up smoking”. Although correct, staff argued that the referral was not always 
appropriate at the time. Health professionals referred clients who they "[did not] know what 
else to do ". Therefore, GP identification of a client was based only on lifestyle 
requirements. As noted in the COM-B model, being a smoker may not have included a 
person's motivation to engage in a behaviour change (Figure 2). 
 

Barriers for male clients 
The demographics of the service across pathways varied but had an average client 
demographic. Most clients were White British women with underlying health conditions. 
Such as "asthma and high blood pressure, osteoarthritis ". The staff highlighted those 
pathways such as weight management had a higher proportion of women than other 
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pathways. Likewise, this study had more female participants than men, reflecting the service 
demographic. OYL staff were aware of the gender disparity in the service with a "real 
priority to try to work out how [to] engage men".  
 
The staff mentioned that engaging men in preventive care was difficult across the sector. 
Often men "do not engage until the last minute" to seek care, making engagement in 
preventive care more challenging for male clients. Consequently, the staff noted that men 
were more likely to be referred to through GP health checks than self-refer. Both staff and 
client participants noted that some males felt uncomfortable accessing the service. Some 
men feared "admitting that they have got things wrong or want to explore things that 
scared them". Once referred, some men's expectations of weight loss services were 
gendered. Programmes such as Slimming World were assumed to cater to women and 
were "like a women's meetings for women to catch up". 
 

Lesson 3: Factors impacting hesitancy in referrals 
 

Alcohol support hesitancy 

Triage staff noted limited referrals to the Drink Less pathway, with "few and far between 
compared to the other pathways". A key challenge of the Drink Less pathway is 
identifying who should be referred. GPs spoke about how drinking habits "don't come up" 
when talking to patients, making it difficult to approach the topic. Similarly, OYL staff noted 
that the promotion of alcohol brief interventions in primary care was limited - "how many 
people walk into a GP surgery and that conversation happens '[are you] drinking 18–20 
units per week?".  
 
Furthermore, OYL staff discussed the expectations and understanding of the pathway. The 
"Drink Less pathway has connotations of people drinking too much" for health 
professionals and clients. Clients and referrers often viewed the pathway as alcohol 
dependency support rather than a brief intervention "looking at people reducing" their 
alcohol consumption. As a result, alcohol support health coaches noted "an added layer of 
stigma and stereotyping" associated with the pathway.  
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Also, OYL staff highlighted those clients had limited awareness of the impact of alcohol 
consumption, creating another barrier to accessing the service. For example, potential 
clients often do not acknowledge drinking when stressed. Health coach leads commented 
how for individuals who drank over the guidelines of 14 units a week, which was the target 
group for the pathway, potential clients did not always view excess alcohol consumption as 
a risk factor that required intervention, with the rhetoric "Is that an issue?". However, some 
staff spoke about a phenomenon known as the common-sense barrier. A critical challenge - 
"people know the alcohol is bad for them, they do not need to be told, and they can 
stop if they want to". Thus, the reasons for low referrals are multifaceted. Coaches 
suggested careful marketing to clarify the difference between treatment and brief advice as 
a key recommendation. 
 

Lesson 4: Referral Pathways Routes 
 

Referrals across pathways 

Clients had various ways of referring to pathways. The most common route was self-
referrals to be triaged by OYL staff to the most appropriate pathways. However, many 
clients were referred to additional pathways once within the service. Referrals across 
pathways were a unique feature of the integrated care service. Clients had a single-entry 
point, as "many [clients] come through for one pathway, could end up going to two or 
three".  
 
One pathway that benefitted from cross-pathway referrals was the Drink Less programme. 
Health coaches recognised that clients were not entering the service to reduce drinking. So, 
pathways such as Healthy Eating were able to highlight that "alcohol played more of a 
part than [clients] realised". Weight management coaches commented that a part of their 
role was educating clients on the calories in alcohol. For example, one coach explained, 
"there are 600 calories per bottle of wine. So, we are picking [excess drinking] up in 
different ways". Also, publicised and known services such as Slimming World and Weight 
Watchers were vital marketing tools. Triage staff stated, "quite a lot of ladies might have 
heard of Slimming World or Weight Watchers". Potential clients were also offered OYL 
services, resulting in a wider variety of support to access. Nevertheless, some clients were 
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unaware of access to all pathways through One You Lincolnshire. Staff found that some 
clients referred via a health professional "did not even realise that [OYL] are multiple 
pathway agencies". 
 

GP understanding of referrals 
GPs had a trusted role within OYL as they referred many clients to the service. However, 
interviews with GPs and OYL staff revealed that access to the service for clients had 
challenges. GPs revealed limited understanding of the service and the support on offer. For 
example, some GPs believed they "could not refer to the exercise [pathway]". OYL staff 
reiterated that "ManVFat Football, and Lose Weight [with OYL], were not known that well 
to GP's". Therefore, GPs did seem to have a gap in knowledge of the OYL service model. 
Some GPs acknowledged forgetting what OYL offered. Instead, GPs would, "refer to the 
Addaction" for alcohol support. When explored further, OYL staff mentioned the limited 
time GPs had to learn about the service. One OYL staff member concluded, "you get time 
to say it is a male weight management programme. It's framed around football, and 
there are leagues and there are 14 weeks, and it's free, and there's about a 95% 
success rate to weight loss". A short time to explain the service seemed to result in GPs 
having a brief understanding of the complete service. 
 

Referrals via Secondary Care 
Secondary care clinics were also part of the referral route. Referrals via hospitals were 
"usually to stop smoking or drinking. Depending on what [clients] had been in hospital 
for". Secondary care referrals were viewed as more complex than primary care referral 
routes. Secondary care staff had a different referral form to primary care teams as the forms 
listed "every single pathway". Primary care referrals relied on the OYL triage team to 
navigate which pathways were most appropriate for a client. In contrast, secondary care 
staff were "presented with a very long list of pathways". Referring to OYL through 
secondary care was seen as more laborious and thus less likely to be used. To help identify 
clients awaiting treatments that required lifestyle changes before operations, OYL staff 
suggested implementing a "priority email account " for "urgent referrals". 
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Client Motivation, Commitment and Outcomes 
 

Lesson 1: The importance of client motivation 
 

Motivation as a facilitator to behaviour change 

Health coaches discussed the importance of the first meeting with a client to set the tone of 
the service. Coaches would ask questions such as, "– Tell me about what has motivated 
you to want to change". Coaches viewed motivation as core to behaviour change. One 
coach stated, "unless [clients] have intrinsic motivation to change, you help them foster 
that, it's very unlikely that they're actually going to do it". Thus, partners and OYL staff 
viewed a client's motivation as insightful information. It became a foundation for a client's 
values for coaches to deliver support aligned with the client's motivations. For example, 
many clients mentioned COVID-19 as a motivator. The impact of bereavement and "having 
a similar health condition" were identified as reasons for seeking support. Clients 
described the realisation of "living quite an unhealthy lifestyle" as a desire to change their 
lifestyle.  
 
Coaches, in turn, understood a client's value as wanting to reduce their risk of COVID-19 
morbidity as a central motivating factor. Health coaches viewed motivation as active and 
dynamic, which could be encouraged and strengthened throughout a client's journey. 
However, for some clients, the pandemic was a demotivator to change. Triage staff 
mentioned how clients that did not take up support "diverted their emotional resources 
into coping". As such, coping mechanisms were prioritised during lockdown measures. 
"Resources that [clients] otherwise would have put towards moving forward to the 
cycle of change" were used to cope. Thus, client motivation was individual and required 
personalised support from health coaches. 
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Quality Assurance, Fidelity, and Partner 
Relationships 
 

Lesson 1: Quality Assurance 
 

Local service ownership and quality champions 

Commissioners wanted Thrive Tribe to deliver OYL within the local context to the 
population. Thrive Tribe leadership was keen to establish local ownership of the service for 
staff and local partners. Quality champions encouraged staff to embed quality protocols 
within the service using self-reflection. For quality champions, the role was a voluntary 
position. A local staff member's duties were to "support with things like audits" and 
"support on handling complaints and incidents". Quality champions ensured "people 
were automatically doing that quality assurance themselves, rather than just being an 
external person that just parachutes in".  
 
Leadership wanted to create a national network of quality champions from different service 
sites. The champions could then share good practices across Thrive Tribe commissioning 
service. Thrive Tribe leadership believed that quality assurance as a local agenda 
encouraged staff to "get more engaged". Coaches were encouraged to "feel a bit more 
empowered to drive any changes" and "feel more part of the whole quality 
improvement agenda". As such, most staff responded to the decision to local ownership as 
"really wanting the service to work". Thus, staff often viewed quality as decentralised and 
both leadership and staff responsibility. 
 

Staff Training and continual development 
OYL had mandatory staff training to engage with clients and deliver programmes. Mandated 
training was outlined in centralised Thrive Tribe guidelines and service specifications. Most 
client-facing staff were required to have "behaviour change levels one and two" at 
recruitment. Pathway leads were then required to have extra training. The training helped 
leads handle complex caseloads through mental health first aid training. At the time of data 
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collection, Thrive Tribe had rolled out mental health first aid training for all staff. Also, the 
culture set by leadership encouraged continual learning and development for staff. The staff 
mentioned that "[there is] always something you can improve on no matter how 
experienced you are or learn a different way of doing something".  
 
At a local level, each pathway had working groups. The groups shared lessons learned, 
service challenges and good practices among staff. As well as "an opportunity to talk with 
like-minded people". Staff felt the groups helped to "just spark ideas, and enthusiasm, 
and help people not reinvent the wheel". Staff held monthly multidisciplinary meetings 
alongside intra-pathway groups. The cross-pathway groups were aimed to show that "staff 
can learn across the disciplines". Groups across the pathway reinforced the integrated 
nature of the service delivery model. 
 

Lesson 2: Impact of previous service models 
 

Commitment from GPs 
Both external partners and OYL staff spoke of OYL service delivery with previous models of 
care. One key challenge was engaging with GP clinics. External partners stated that GP 
buy-in for referrals had been difficult before OYL. One reason for poor engagement was 
"some huge priorities with surgeries". For example, "CQC inspections have not gone 
well, or they are having to merge with another surgery. Some fairly hefty managerial 
things going on". OYL referral generation staff had dedicated considerable time to rapport 
building with GPs. As such, GP engagement has improved since the service launch. 
External providers saw that "One You Lincolnshire's actual relationship with the GPs 
had improved". As a result, GPs had increased "buy in, and commitment". Partners 
viewed OYL as "being that sort of interim" between providers and GP clinics. A vital 
connection for the service delivery model. 
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Lesson 3: Relationship with external partners  
 

Contracted partners 

One You Lincolnshire had multiple external partners contracted to deliver various client 
programmes. Partner organisations varied in size of operation, modality, and site location. 
Partners perceived OYL as a positive relationship. For example, there was a perception that 
"they have got a good team" amongst partners. Partners highlighted effective leadership 
and consistent communication as positive factors. Many partners stated the importance of 
good working relationships. Relationships were viewed as fundamental to the success of an 
integrated service. One partner mentioned, "If there's going to be an ongoing relationship 
of any kind, it needs to be reciprocal".  
 
Both OYL and partner organisations were responsible for ensuring an ongoing working 
relationship. OYL was viewed as having strong leadership and "just a – Can do 
organisation. Right from the top". OYL was viewed as a competent provider, and partners 
felt OYL was "very well experienced". The experience came from OYL running 
"integrated health services for several different authorities". External partners valued 
"the ability to have somebody else that was putting the referrals through". Many 
partners had found referrals from primary care services difficult. One partner stated, 
"sometimes it was tricky to arrange meetings with the GP". Also, partners viewed OYL 
as accessible with consistent communication. For example, OYL spoke to partners "pretty 
much on a daily basis by email", which built trust and rapport. In contrast, some smaller 
partners did want increased technical support from OYL. Some partners struggled using 
online 365 portals during the pandemic. However, these partners acknowledged that low 
digital literacy within their team affected aptitude. 
 

Staff capacity and post-COVID service delivery 
 

Lesson 1: External Staff Capacity 
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Administration Tasks 

A critical administration task for partners was data sharing of referral rates, clients' progress, 
and outcomes. OYL collected data to a centralised database that could be used to compare 
against commissioning targets. Each partner had varying staff capacity to complete the 
administrative tasks required for each client. Some external staff felt "a lot of time could be 
wasted" filling out client data. Staff preferred to be "seeing people" and external staff had 
limited buy-in on the importance of the administrative tasks. Tasks were viewed as "time-
consuming" and difficult for coaches to complete alongside daily responsibilities. Some 
partners adapted to limited capacity by implementing a separate triage role within their 
service. The new role could then carry out administration tasks on behalf of coaches. These 
organisations seemed to view administration tasks more positively and valued data 
collection. Thus, consistent data sharing seemed to correlate to whether a task was viewed 
as beneficial or time-wasting. 
 

Lesson 2: COVID-19 changes to service delivery  
 

Transition to digital delivery 

Six months into OYL implementation, the UK entered lockdown due to the COVID-19 
pandemic. Many pathways established as in-person had to transition into online and digital-
based operations. OYL leadership stated that a change to service delivery was a significant 
implementation task. Staff felt "overwhelmed”, and the transition was "challenging". A 
critical pathway that COVID-19 affected was Get Healthy Get Active. Pathway leads spoke 
about the struggle with transitioning sessions into a digital intervention. Yet, leads still 
wanted to ensure communities were connected to the service across various demographics. 
Staff reflected on the initial challenges being overcome. As the pandemic progressed, digital 
resources and tools were better understood. Coaches were able to put in place good 
practices across programmes, for example implementing bookable systems for clients to 
access interventions in advance. 
 

Pauses to client progress 
Most OYL pathways adapted to online delivery to ensure clients continued using the 
service. Yet, some clients' progress was interrupted. Coaches mentioned that some clients 
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who accessed the service "hadn't completed". Staff acknowledged that some clients did 
not want to continue support using online services. Clients who were less likely to continue 
using the services were often on the Get Healthy Get Active pathway. Clients did "not 
want to come back into a gym" despite online interventions being available. However, staff 
highlighted, that "most of the people on the scheme so far who haven't completed yet, 
were quite eager to come back". 
 

Client Case Studies 
 

 
Face-to-Face Support 

 
Sam is a White British man with a long-term health condition. His GP referred him to 
One You Lincolnshire. He was then assessed in person and decided to take up the 
Stop Smoking pathway with the help of a health coach. Sam also had caring 
responsibilities for his wife. 
 
The main reason I wanted to stop smoking was the financial implications. If I was to say I 
smoked four packets of cigarettes a week, I wouldn't be far off the road. Well, it's 
anywhere between £36 and £45 a week, and you times that by 52 weeks, and you're on 
your way to £2000. Last year, I told myself I would stop, as the GP kept pestering me via 
text. I kept the previous text and thought, well, I'll take it. I've got nothing to lose.  
 
I was going a little bit before we were even talking of lockdown. I would have been happier 
to have carried on face-to-face. One thing to improve is I didn't know where this clinic was. 
I worked to find this place. One You Lincolnshire needs to be more precise on where they 
actually are.  
 
I said I wanted to stop smoking but didn't like the patches. The health coach explained 
how it works. And then, when I got my first lot of tablets, I had to pinpoint I would stop that 
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day. The health coach said, 'it is your choice,' which is vital. I know what I've been doing 
for the last 45 years is an addiction. The health coach didn't look down on me or talk 
down. She was no high and mighty person. There was none of this clinical type. 
All it was, we were having a cup of tea together and talking.  
 
The health coach played a significant part. I celebrated one year. It hasn't been as hard as 
I thought it would be, and I could get back in touch with them if there was an issue. Not 
stopping smoking for a year helped my lungs, and I won't put a burden on the NHS or 
anybody else. 
 

 

 
Online Support 

 
Sarah is a white British woman with a long-term health condition. The cardio 
rehabilitation clinic referred her to One You Lincolnshire. The triage team assessed 
her over the phone, and she decided to take up group support for Healthy Eating. 
Sarah also has carer support from family and friends.  
 
Five years ago, I was very ill, and it turned out that it was heart problems. Gyms didn't 
understand some of the issues alongside heart problems. For the cardiac people, I said 
how miserable I felt because I'd gone from walking and doing all sorts to none. So, the 
clinician put me through the service, saying, "I could refer you to this One You 
Lincolnshire". I thought, 'this is an approved programme'. I needed to lose weight, but I 
needed some support because of this constant uncertainty about whether I should be 
pushing myself.  
 
One You Lincolnshire contacted me and explained the course and how you had to 
commit to the 12 weeks. I could do a Wednesday morning, Thursday afternoon or 
whatever. I met my particular group on Thursday afternoon, from 1:30 PM to 2:30 PM, 
which is quite a long time. I prefer doing a Zoom online to sitting in a room in 
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the evening while they call out your weights. The first hour was like other weight 
programmes. You went through it week by week as a topic, but the last half an hour 
was an exercise class. That was super because you were at home. All you had to do 
was create a bit of space, and I found it much more manageable.  
 
About 10 or so people and the tutor could share the screen. The coaches encouraged 
people to join in the presentation, and there would be questions and little quizzes. They 
also encouraged people to share what had gone well during their week or how they felt. 
I had to make a weekly goal. That was good because it motivated you. You went 
through the balance between vegetables and fats, protein, and sugars. But it wasn't 
ever framed as "you must do this". The expectation was that you were on the 
programme. You want to make changes to your diet, and you are going to improve your 
fitness level.  
 
One You Lincolnshire did send out little freebies. There was a measuring cup for 
portion size. They were smaller than anything on the food packets would suggest!  
 
The health coach was excellent. I spoke to the health coach about this fear of what I 
can do. They were outstanding. In each class, the coach would say, these are the 
exercises. He would show you that you could do them sitting, or you could do them 
standing up. He tried to help you grade it and what it felt like to do moderate or 
vigorous exercise. It was a psychological acceptance that I could do it, and I felt more 
confident. I didn't make the total loss that One You Lincolnshire aimed for. But I can still 
access the online gym, and the health coach said he would call in three or six months 
to see how I am going. 

 

 

 

Integrated Support 
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Anna is a White British woman with a long-term health condition. She self-referred 
to One You Lincolnshire, and the team assessed her over the phone. She decided 
to take up Slimming World, and her health coach offered the Increased Exercise 
pathway. Anna also had carer support from family and friends.  

Since I've hurt my back and can't do much. I've gone from being very active, seeing 
many people, to my own four walls, 24 hours a day. It was a weblink my doctor gave 
me to sign up about getting some help with weight loss. I was with the pain clinic, and I 
was with them for 18 months. I kept telling them that I needed help and exercise. I 
pressed the link and then went online. I read about what One You Lincolnshire is and 
what they do and researched it a bit more. The website seemed to draw me in, making 
me think I needed them more. It could have been the point in my life I thought, 'I've got 
to do something.  

I was really, really nervous that I had to get somebody to listen to me again. The 
healthcare staff told me my back problem was all in my head, and I didn't want to go 
down that road again. I had a couple of phone calls with a referral staff member who 
said, 'there are a couple of options they could do'. I did Slimming World before, so I 
knew how to do it. I got a free three-month trial, which gave me the push I needed. The 
health coach got me back into Slimming World, and I did a 12-week free course with 
them. 

Then the health coach got me in contact with another lovely lady in the One 
You Lincolnshire service. She got me exercises and all catered for somebody with 
my lack of ability to do things. So, it's been fantastic. With One You Lincolnshire, it's all 
been over the telephone, but they've been constant. The health coaches have 
messaged me to see how things have been progressing. They've been so helpful, and 
they've listened. It's been nice to have somebody listen to what I need. 

For somebody who's never actually seen me, and it's been over the telephone, it's been 
fantastic. It's been nice to have somebody else support me for what I need, boosting 
that it's me doing it. We need clarification that we're doing well. I'm exercising, and I'm 
feeling happier. The health coach always said she could hear the change in me, and I 
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couldn't have asked for a friendlier bunch of people to help me. One improvement to 
the service is, if you weren't very active, you could do a face-to-face rather than a 
phone call. To make sure you're doing the exercises correctly. At the end of the day, 
you don't want to hurt yourself while you're doing exercise.  

I could only do the exercises over a few days when I started doing them, but I can do 
the exercise programme three times a week now. I can't say I'm more mobile because 
I'm not. But I went out yesterday, and I can walk a bit further than I would have been 
able to 18 months ago. My mood since losing weight and exercising more has 
improved. 

Yes. I've still got the pain. But with a change of medication and losing weight, I can do 
more for myself. It's the motivational aspect they give you to actually want to do 
something about how you are. I've now come to terms with the fact that I will not be 
riding my bike again, but I know I can still do things. My broken body isn't going to stop 
me from enjoying life. 
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Chapter 4 Secondary Data 
Analysis 
Data Analysis Overview 
The aim of phase 2 was to provide quantitative evidence, and the analysis aimed to explore 
the accessibility, efficacy, and fidelity of the service. In this chapter, anonymised secondary 
data provided by One You Lincolnshire was used to explore the outcomes of each of the 
four pathways. Data was collected on client uptake, attendance, and completion across 
client demographics. Key outcomes were: 
 

• Identify critical components of good practice of the client pathway, capturing the 
views from clients, programme staff, healthy lifestyle service subcontractors, and 
referral teams on barriers and facilitators of service implementation and delivery. 
 

• Identify access within client subpopulations against local population demographics. 
 

• Assess baseline effectiveness of OYL. Exploring variables that moderate outcomes 
such as client, provider, and programme factors compared to service targets and 
external benchmarks. 

Methods 
 

Data collection 

One You Lincolnshire collected demographic-identifying variables from 17 sites (Table 2). 
Anonymised data were transferred to the University of Lincoln team, and data were stored 
on Microsoft 365, and no files were downloaded before the team cleaned, processed, and 
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analysed the data. Each site had data for demographics such as age, ethnicity, gender, 
long-term health conditions, LSOA, and pathways. 
 

Research Design and Analysis 
Statistical analysis was performed using SPSS software (v27). Service attendance and 
completion rates were expressed as frequencies and proportions. Descriptive statistics 
summarised session attendance as a proportion of total sessions offered/planned. The 
demographic characteristics of clients were summarised via descriptive statistics. Local 
population norms were interpreted to understand inequalities in service access and 
acceptability. A key performance indicator was the percentage of clients supported from the 
most deprived areas. In line with the service target that 50% of clients were from the 30% of 
most deprived LSOAs. Service uses such as uptake, attendance and dropout were explored 
about client demographics. Then service-use indicators regressed to demographic factors. 
Before applying linear/non-linear models to the data. For effectiveness analysis, client 
outcomes were coded for attainment and enrolment. 
 

Sample Size 
Secondary data analysis was conducted for all available data. A census sampling approach 
was used, and the dataset size was sufficient for modelling purposes (Bell et al., 2008). The 
analytic approach produced stable, unbiased estimates with a sample of ≥500 level-2 
cases, and this criterion was met for all outcomes of interest. In total, 24,370 referrals 
nested within 16,354 clients nested within 128 coaches were included in the dataset for 
analysis. 
 

Outcome Measures 
Primary outcome analyses focused on self-reported health behavioural outcomes (Table 5). 
Focal outcomes varied by programme. The outcomes reflected target levels of behaviour for 
clinically meaningful improvement. Goal achievement indicators were defined as the 
following: 

• Smoking quit status at four weeks 
 

Page 113



38 
 

 

• Alcohol intake reduced to less than 14 units per week or decreased by 50% or 
more 
 

• Physical activity increased to 150 minutes or more of moderate activity per week 
 

• 5% or more weight loss at 12 weeks 

Table 5.Outcome variables and descriptions of codes 

Outcome 
Variables 

Coding Description 

Smoking 
Cessation 

Quit status at 4 weeks 
0 = Not achieved 1 = Achieved 

Alcohol Reduction Intake reduced to <14 units per week or decreased by ≥50%  
0 = Not achieved 1 = Achieved 

Physical 
Activation 

Physical activity increased to ≥150mins moderate activity per 
week 
0 = Not achieved 1 = Achieved 

Weight Reduction ≥5% weight loss at 12 weeks 
0 = Not achieved 1 = Achieved 

 

Secondary Outcomes 

Secondary outcomes were related to the following: 

• Client uptake (0 = programme declined/did not start, 1 = programme commenced) 

• Attendance (n of sessions attended, % of sessions attended [as a proportion of all 
sessions offered]) 

• Completion (0 = dropped out, 1 = programme completed) rates.  

The analysis considered confounders such as client age, gender, ethnicity, socio-economic 
status, rural/urban, health status and disabilities (Table 6). 
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Table 6. Tertiary coach-level, secondary client level and primary level referral 
predictor variables and descriptions of outcomes 

Coach Level Variables Coding Description 
Coach ID Unique ID for coach (clustering variable) † 
Client Level Variables Coding Description 
Client ID  Unique ID for client (clustering variable) 
Age In Years 
Gender 0 = Female 1 = Male‡ 
Ethnicity 0 = White British 1 = Ethnic minority 
Rurality 0 = Urban 1 = Rural 

Deprivation 
0 = Not living in top-30% most deprived LSOAs 
1 = Living in top-30% most deprived LSOAs 

Long-term health 
condition (LTHC) 

0 = No LTHC 1 = LTHC 

Mental Health Condition 
(MHC) 

0 = No MHC 1 = MHC 

Long-term sickness/ 
disability/unemployment 

0 = Not long-term sick and/or unemployed 
1 = Long-term sick and/or unemployed 

Carer 0 = non-carer status 1 = Carer status 
Body Mass Index (BMI) kg/m2 
Programme 
Participation 

Number of tier-2 programmes attended (0 – 4) 

Reported Importance of 
making change 

11-point self-report scale 
0 = not important at all 10 = extremely important 

Reported Confidence 
about making change 

11-point self-report scale 
0 = not confident at all 10 = extremely confident 

Referral Level Variables Coding Description 
Referral (n) Referral instance (nth referral for the same client) 
Attendance Number of sessions attended for this referral instance 
† No coach characteristics were available for modelling  

‡ Cell-size for other gender identities was too small to model 
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Statistical Analysis 

For primary effectiveness analyses, client outcomes were coded. Client outcomes included 
the attainment of enrolled pathways. Secondary analysis used frequencies and proportions 
to express service attendance and completion rates. Session attendance was defined as a 
proportion of total sessions offered/planned—demographic characteristics of clients such as 
completers and non-completers; were also summarised. Client demographics were 
compared and interpreted against local population norms. Analysis was used to understand 
any inequalities in service access and acceptability to clients.  
 
A key performance indicator was (and marker of Reach) the percentage of clients supported 
from the most deprived areas. The indicator was compared against a target that 50% of 
clients were from the 30% of most deprived LSOAs. Across tier-2 programmes, outcomes 
were represented as binary variables. Thus, generalised linear mixed modelling was applied 
for all primary analyses. Models used a binomial distribution and logit link function. 
Parameters were estimated via the penalised robust quasi-likelihood method—the method 
accommodated for possible violations of model assumptions. As the data were hierarchical, 
a three-level model was constructed. Referrals (level 1) nested within clients (level 2), and 
clients nested within coaches (level 3). Intraclass correlation coefficients (ICCs) were 
computed to identify the outcome variance at each level. Random intercepts were used to 
correct for differential outcomes by the client and coach. Predictor variables were examined 
as fixed effects and presented as odds ratios (OR) with 95% confidence intervals. 
 

Model building 
We first examined bivariate models of individual predictor-outcome relationships. Then we 
built a multivariate model including all significant predictors from bivariate models. Finally, 
we dropped predictors that were not significant in the multivariate model. We then had a 
final parsimonious model. Removing weaker/less relevant predictors from the model reduced 
standard errors for other predictors, enabling more precise estimates of their effects. Model 
fit was monitored using the Akaike information criterion (AIC). Pairwise deletion, with cases 
excluded from models in which data were missing on a required variable, was used to 
manage missing data. We applied linear mixed models for secondary outcomes that were 
non-binary, such as the percentage weight loss. The models used maximum likelihood 
estimation, paralleling the generalised linear mixed models’ approach. 
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Results 
Table 7 presents descriptive statistics for clients in the dataset. OYL activity was between 
June 2019 and February 2022 with data for 16,354 clients available. However, data 
completeness varied across cases and variables. Proportions in Table 7 are expressed as a 
percentage of valid (non-missing) data for each variable. 
 

Table 7.Client characteristics in quantitative dataset (N unique IDs = 16,354) 

Client Variables  n % 
Age Mn 49.6 (SD 15.5)   
Gender Male  4,694 (32%) 

Female 9,654 (66%) 
Ethnicity White British 10,662 (93%) 

Ethnic Minority 829 (7%) 
Rurality Rural 5,948 (51%) 

Urban 5,793 (49%) 
Deprivation Living in top-30% most deprived 

LSOAs 
5,026 (38%) 

Living in less deprived LSOAs 8,360 (63%) 
Long-term health 
condition 

Yes 7,272 (72%) 
No 2,767 (28%) 

Mental health condition Yes 3,600 (39%) 
No 5,659 (61%) 

Long-term sickness 
and/or unemployment 

Yes 2,528 (26%) 
No 7,377 (75%) 

Carer Status Carer 852 (7%) 
Non-Carer 11,240 (93%) 

BMI Mn 34.6 (SD 13.7)   
Programme participation Mn 1.4 (SD 0.9)   
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Importance of making 
change 

Mn 9.2 (SD 1.3)   

Confidence in making 
change 

Mn 7.0 (SD 2.4)   

Note. % Reflect proportions for valid (non-missing) data. Percentages may not sum to 100% due to rounding. LSOA = Lower 
Layer Super Output Area 

 
For evaluative interest in Reach, there is evident diversity in the OYL client base. Compared 
to Lincolnshire population norms, OYL service users represent the broader population. 93% 
of the Lincolnshire population identified as White British in the 2011 census. However, the 
service was under-representative of men—48.7% of the Lincolnshire population and older 
than the county average of 43.2%. Figure 5 shows the percentage of One You Lincolnshire 
clients from the 30% most deprived LSOAs compared to the commissioning target. 
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Figure 5.Percentage of One You Lincolnshire clients from the 30% most deprived 
LSOAs compared to commissioning target 

 
 

Service outcome effectiveness and predictors 
Evaluative results relate to Effectiveness across the core outcome indicators, such as Stop 
Smoking, Alcohol Reduction, Physical Activity, and Weight Loss. 
 

Stop Smoking Pathway 
OYL quit smoking was above the target standard of 50%. As shown in Figure 6, for OYL 
clients engaging with Stop Smoking support and setting a quit date, 56% quit smoking 
(95% CI = 55-57%). Successful quitting was self-reported at four weeks, and data came 
from 8,124 quit attempts within 6,036 clients. The improved quit rate under OYL has seen 
Lincolnshire Stop Smoking Services rise from 10th to sixth place in total quits. OYL 
compares well to available figures from previous stop-smoking services in Lincolnshire. Data 
from 2017-18 and 2018-19 indicated 46–50% quit rates.  
 
Moreover, the quit rate observed within OYL is comparable to NHS Stop Smoking Services 
outcomes in England. In the concurrent period (2019-22), NHS outcomes were 51–59%. 

Page 119



44 
 

 

OYL rates were more than double the estimated 25% quit rate among self-quitters (Dobbie 
et al., 2015). Due to the impact of the pandemic and the shift to remote support, Carbon 
Monoxide verification in the national NHS data has dropped to 2-3%. The proportion of 
Carbon Monoxide verification in OYL data over this pandemic-affected period was low at 
10%. There was no significant effect of COVID reconfiguration on Stop Smoking support. 
For instance, quit outcomes were similarly for pre- vs post-pandemic, indicating the shift to 
remote support and reliance on self-report without Carbon Monoxide verification did not 
inflate positive quit outcomes. For specific target populations, 44% of 685 pregnant women 
quit smoking with OYL. OYL outcomes were comparable to NHS Stop Smoking Services 
outcomes of 45-48% over the same period. NHS outcomes had also improved pre-OYL, 
with a success rate of 38% in pregnant smokers over 2017-18. 
 

Figure 6.Service delivery differences in self-reported successful quit smoking 
rates 

 
NHS Stop Smoking 

Services 

Previous Standard Care 

One You  
Lincolnshire 

Integrated Care 

 
Past local benchmark (2017-18 provision in Lincs): 

46% of patients self-reported 

successfully quitting smoking at 4 
weeks 

 
Current national benchmark (NHS England): 

51-59% of patients self-reported 

successfully quitting smoking at 4 
weeks.1,2 

 
OYL Data 2020-2022 

56% of clients self-reported 
successfully quitting smoking at 4 

weeks.3 
 

 

V
S 
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1 https://digital.nhs.uk/data-and-information/publications/statistical/statistics-on-nhs-stop-smoking-services-in-england/april-2020-to-march-
2021 
2 https://digital.nhs.uk/data-and-information/publications/statistical/statistics-on-nhs-stop-smoking-services-in-england/april-2019-to-march-
2020 
3 Based on 8,124 quit attempts within 6,036 clients 

 
Only a small proportion of variance was accounted for at the level of the coach (2%) or 
client (6%) for smoking outcomes. Most variances were explainable at the referral level, 
reflecting variability within clients. Such as that the same client might achieve their quit 
target on one occasion but not another. When modelling all bivariate predictors together, 
four variables emerged as independent predictors. Figure 7 shows the predictors for 
smoking outcomes. At the client level, success was more likely with age. Success was also 
more likely with reported confidence in the ability to change and perceived self-efficacy.  
 
Yet, less likely in the context of existent mental health conditions (NHS Digital, 2021). For 
illustration, the quit rate in those aged 40 years and older was 52% compared to 61% in 
those aged 60 years and older. The quit rate in those with vs without a mental health 
condition was 51% vs 59%. Clients reporting a confidence score of 7 or more out of 10 in 
their ability to make a change had a quit rate of 61%. Compared with a quit rate of 50%, 
those reported a confidence score of 6 or less. At the referral level, success decreased with 
successive attempts/referrals.  
 
Chaiton et al. (2016) found that individuals who found quitting easier tended to succeed in 
early attempts. Whereas individuals with repeated unsuccessful attempts, the average 
success rate diminished over attempts. Adjusting for the predictors above, we observed 
outcome equalities. Rurality, deprivation, gender, ethnicity, and presence of long-term health 
conditions did not impact outcomes. Neither did sickness and unemployment status, carer 
status, and BMI. Smoking outcomes were not significantly related to attending multiple 
programmes. The reported importance of change and COVID reconfiguration were unrelated 
to outcomes also. 
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Figure 7.Likelihood of quitting smoking by client factors and quit attempts whilst 
using One You Lincolnshire between June 2019 to February 2022 

 

 
Note. Error bars give 95% Confidence Intervals (CIs) for each observed odds ratio. All effects are statistically significant (95% 
CIs do not cross the line of equal likelihood). 

 

Alcohol Reduction Pathway 
Figure 8 shows 57% reduced alcohol use (95% CI = 52–61%) via OYL alcohol reduction or 
health coaching pathways. Data came from 635 reduction attempts within 544 clients. 
Reduced alcohol use was determined as decreasing intake by 50% or more or to less than 
14 units per week. Moreover, across all OYL clients meeting eligibility criteria for alcohol 
reduction, 37% reduced alcohol use (95% CI = 35–39%). Data was monitored from 2,351 
referrals across 1,599 clients. Benchmark outcomes for brief alcohol reduction interventions 
were 10–30% (Heather, 2012, O'Donnell et al., 2014). High rates of alcohol reduction were 
supported across the service. Intention-to-treat analysis showed that clients not in the 
alcohol reduction pathway still reduced drinking. 
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Figure 8.Service delivery differences in self-reported successful reduced drinking 
rates 

 
Brief Alcohol Reduction  

Interventions 

Previous Standard Care 

One You  
Lincolnshire 

Integrated Care 

 
Past national brief alcohol reduction interventions 

10-30% of patients self-reported 
successfully consuming less than 

14 units of alcohol a week.1,2,3 

 

 
OYL Dataset 2020-2022 

57% of clients self-reported 
successfully consuming less than 
14 units of alcohol a week OR 

decreasing units by 50% or more.4 

 
 

 

1 Fleming, M., and Manwell, L.B., 1999. Brief intervention in primary care settings: A primary treatment method for at-risk, problem, and 
dependent drinkers. Alcohol Research & Health, 23(2), p.128. 
2 Heather, N., 2012. Can screening and brief intervention lead to population-level reductions in alcohol-related harm. Addiction Science & 
Clinical Practice, 7(1), pp.1-14. 
3 O'Donnell, A., Anderson, P., Newbury-Birch, D., Schulte, B., Schmidt, C., Reimer, J. and Kaner, E., 2014. The impact of brief alcohol 
interventions in primary healthcare: a systematic review of reviews. Alcohol and alcoholism, 49(1), pp.66-78. 
4 Based on 2,351 reduction attempts within 1,599 clients 

 
Most outcome variance was accounted for at the coach (19%) and client (11%) levels for 
alcohol reduction outcomes. In particular, there was evident clustering by the coach. 
Clustering suggests between-coach differences in outcomes. For example, the 

V
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characteristics of coaches may enable successful outcomes. When modelling all bivariate 
predictors together, three variables emerged (Figure 9). The variables were independent 
predictors of alcohol reduction outcomes. At the client level, success was more likely with 
age and participation in other tier-2 programmes. At the referral level, success was more 
likely following 1:1 health coach input. Adjusting for the predictors above, we observed 
outcome equalities. Rurality, deprivation, gender, ethnicity, and long-term health conditions 
did not impact outcomes. Neither did mental health, sickness and unemployment, carer 
status, and BMI. Alcohol reduction outcomes were not significantly related to the reported 
change in importance or confidence. COVID reconfiguration was not related either. 
Predictors suggest equity of outcome after transitioning from in-person to online delivery. 
 

Figure 9.Likelihood of reducing alcohol consumption whilst using One You 
Lincolnshire between June 2019 to February 2022 

 
 

Physical Activity Pathway 
As shown in Figure 10, 43% (95% CI = 42–44%) of clients increased physical activity via 
physical activity or health coaching pathways. Data came from 7,881 activation attempts 
within 5,943 clients. A successful outcome was 150 minutes of moderate activity per week. 
Across all OYL clients meeting the eligibility criteria to become active, 28% (95% CI = 27–
29%) were supported to be ‘active’ by the end of referral. Eligibility criteria were those 
who were ‘inactive’ or ‘fairly active’ when entering the service. Data was monitored from 
16,181 referrals to 10,877 clients. Observed success rates compared to benchmark 
effectiveness of exercise referral schemes of 13–18% (Williams et al., 2007). High rates of 
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physical activation were supported across the service. Intention-to-treat analysis showed 
that clients not in the physical activity pathway still increased physical activation. 
 
Figure 10.Service delivery differences in self-reported successful increased 
physical activity rates 

 
Exercise Referral  

Scheme 

Previous Standard Care 

One You  
Lincolnshire 

Integrated Care 

 
National Exercise Referral Schemes 

13-18% of patients self-reported 
successfully reaching 150 minutes 

of moderate activity per week.1 

 
OYL Dataset 2020-2022 

43% of clients self-reported 
successfully reaching 150 minutes 

of moderate activity per week.2 

 
 

 

1 Williams, N.H., Hendry, M., France, B., Lewis, R. and Wilkinson, C., 2007. Effectiveness of exercise-referral schemes to promote 
physical activity in adults: systematic review. British Journal of General Practice, 57(545), pp.979-986. 
2 Based on 16,181 activation attempts within 10,877 clients 

 
Most of the variance was accounted for at high levels. There was 27% variance at the 
coach level plus 24% at the level of the client for physical activity outcomes. The predictors 
emphasise the value of coach-level and client-level influences on activation outcomes. 
When modelling all bivariate predictors together, nine variables emerged (Figure 11). The 
variables were independent predictors of activity outcomes. At the client level, success was 
more likely with age and participation in other tier-2 programmes, and success was less 
likely with deprivation, long-term unemployment, and sickness.  
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Additionally, success was more likely in women and when living with long-term health 
conditions. At the referral level, success was more likely following 1:1 health coach input. 
Also, increased attendance and over repeat referrals. As shown in Figure 10, the most 
influential factors were multi-programme participation. Clients participating in more than one 
programme were 2.7 times more likely to succeed. Health coach input correlated to 2.5 
times as likely to succeed. The factors suggest that integrated delivery potentiated better 
outcomes across the client base. Adjusting for the predictors above, we observed outcome 
equalities. Rurality, ethnicity, presence of mental health conditions, carer status, and 
BMI did not impact outcomes. Physical activation outcomes were not significantly related to 
changes in importance and confidence. Also, neither was COVID reconfiguration. We 
observed some inequities in the outcome. Gender and deprivation predictors suggested that 
some groups were less able to benefit from OYL support in physical activity. Long-term 
unemployment and sickness, as a marker of disability, also affected outcomes.  
 

Figure 11.Likelihood of increasing physical activity to 150 minutes a week whilst 
using One You Lincolnshire between June 2019 to February 2022 

 
 

Weight Loss Pathway 
As shown in Figure 12, 33% (95% CI = 32–34%) of clients achieved 5% weight loss via 
adult weight management or health coaching pathways. Data came from 6,858 reduction 
attempts within 5,885 clients. Successful weight loss was achieved at 12 weeks following 
the start of a client's weight management plan. Across all OYL clients meeting the eligibility 
criteria of a BMI of 30 or above, 25% (95% CI = 25–26%) of clients achieved 5% weight 
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loss. On average, clients had a weight reduction of 6%. Data was monitored from 12,915 
referrals to 8,201 clients. The success rate of clients opting into the weight management 
pathway exceeded NICE guidelines (NICE, 2014).  
 
Guideline targets for commissioned weight management services were 30% achieving 5% 
weight loss. OYL also exceeded the guidance of an average weight loss target of 3%. In a 
recently published evaluation of UK tier-2 weight management services, it was found that 
only a minority met the NICE criterion (Ells et al., 2018). The success rate for OYL is 
comparable to those observed in auditing patients referred to NHS weight loss programmes 
at 33% (Ahern et al., 2011). OYL also had a better rate (32%) than other integrative 
programmes in the UK (Birnie et al., 2016). 
 
Figure 12.Service delivery differences in self-reported successful reduced weight 
rates 

 
NICE  

Guidelines 

Previous Standard Care 

One You  
Lincolnshire 

Integrated Care 
NICE Targets 

3% weight loss exceeded in 
OYL 

 

30% intervention target 
exceeded in subcontracted 

services1 

 

OYL Dataset 2020-2022 

33% of clients self-reported 
successfully losing 5% of body 

weight after 12 weeks.2 

 

40% of clients self-reported 
successfully losing 5% of body 
weight after 12 weeks with 2nd 
Nature and Slimming World 

 
 

 

V
S 
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1 https://www.nice.org.uk/guidance/ph53/chapter/1-Recommendations 
2 Based on 12,915 reduction attempts within 8,201 clients 

 
For weight loss outcomes, a small amount of variance was accounted for by coach 
predictors at 3%. A more substantive amount of variance was accounted for by between-
client differences at 22%. When modelling all bivariate predictors, three variables emerged 
as predictors (Figure 13). At the client level, success was more likely with age. At the 
referral level, success was more likely following 1:1 health coach input and increased 
attendance. Adjusting for the predictors above, we observed outcome equalities. Rurality, 
deprivation, gender, and ethnicity did not impact outcomes. Neither did long-term health and 
mental health conditions or sickness, unemployment status, carer status, and BMI. Weight 
loss outcomes were not significantly related to a client's importance or confidence in making 
change, and multi-programme attendance or COVID reconfiguration was also unrelated. 
 

Figure 13.Likelihood of a 5% weight loss whilst using One You Lincolnshire 
between June 2019 to February 2022 

 
 

Pathway attendance and completion 
Table 8 presents Implementation, pathway attendance and completion results. The table 
shows whether pathway delivery and engagement were consistent with planned provisions. 
Available 'Move More' data underestimates attendance and completion rates as data on 
session attendances was not maintained. In contrast, the data for 'Eat Healthy' was more 
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dependable as the data linked to weekly weight records. The completion rate for Eat 
Healthy was 70%. OYL exceeded the NICE guidance criterion for weight management 
programmes of 60% or above for completion. 
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Table 8.One You Lincolnshire pathway attendance and completion 

Tier-2 
programme 

Standard 
N 

sessions 
offered 

Criterion n 
for 

completion 

Mn 
attendance 

 
(95% CIs) 

% Meeting 
completion 

criterion 

Stop 
Smoking 

6† ≥5 6.80 
(6.70, 6.91) 

63% 

Move More 12 ≥9 4.51 (4.44, 4.57) 26% 
Eat Healthy 10 8 8.78 (8.67, 8.88) 70% 
Drink Less 6 ≥5 4.44 (4.28, 4.60) 46% 

Health 
Coach 

4 ≥3 3.59 
(3.49, 3.69) 

56% 

 
Note. Each referral ID contains a single attendance figure, which may in some cases reflect attendance across multiple 
programmes. Estimates were obtained by limiting to referrals that only contained outcome data for a single programme but 
may be inflated. †But can range up to 12 sessions as needed. 

COVID-19 reconfiguration 
Sustaining outcomes through challenging reconfigurations relates to the Maintenance of 
successful implementation. Effectiveness analyses showed that post-COVID reconfiguration 
did not significantly affect outcomes. Outcome effectiveness was maintained after 
transitioning from in-person to remote delivery. We also explored if OYL could maintain 
equitable access after service reconfiguration. As shown in Table 9, there were significant 
changes in the characteristics of the client base. There were changes in age, gender, 
deprivation, ethnicity, and disability. The changes indicated that some subpopulations were 
less well-represented post-COVID. Reach was enhanced through service reconfiguration in 
some ways. Enabling remote access to services and digital solutions overcame restrictions 
on in-person delivery. Remote access also allowed more open referral pathways, boosting 
commenced referrals from ~353 per month to ~668 per month. However, there were some 
evident inequities in the uptake of reconfigured services. Access seemed to be enhanced 
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for those from less deprived areas. As a result, the service moved further from the targeted 
representation of those from the most deprived areas. 
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Table 9.Significant differences in demographic profile of clients accessing 
services pre- vs. post-COVID 

 

  
 Pre-COVID Post-COVID 
 In-person Remote 

Commenced referrals 
(n) 

3,174 15,357 

Mean Age 52.1 49.6 

% Men 37% 31% 

% From most 
deprived areas 

45% 35% 

% Ethnic minorities 9% 7% 

% Long-term 
unemployed/sick 

30% 24% 

 

Limitations 
Limitations must also be acknowledged. As is typical for real-world intervention evaluations, 
a pre-post design was used with no control group. Furthermore, client outcomes were self-
reported using instruments suited to a clinical setting. As such, there was modest validity 
relative to gold standard research measures. However, the changes in measured health 
outcomes suggest that behaviour change was achieved. Whilst limitations might be seen as 
weaknesses for efficacy, the benefits of healthy lifestyles are well known. Hence, the 
primary contribution of this study relates to implementation outcomes. 
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Chapter 5 Economic 
Evaluation 
Value Proposition 
 

Definition  
A value proposition is a "statement of the benefits and value that a service can 
deliver to its customers and prospective customers" (Barnes et al., 2009). Service 
provision involves contributions from stakeholders, and each stakeholder can be considered 
a customer receiving a service from another stakeholder. However, the primary customer is 
the patient. A value proposition differs from an economic evaluation in encompassing a 
range of value measures (Price and St John, 2019). 
 

Application 
The most quoted definition of value in health care is “health outcomes achieved per 
pound spent” (Porter, 2010). However, we recognise other dimensions of value in 
healthcare. Improving quality is integral to pursuing value in healthcare, and Donabedian 
(2002) advocated for quality healthcare to improve processes and outcomes. Therefore, the 
value proposition describes the nature of the service and the care pathway to which it 
contributes. 
 

One You Lincolnshire’s Value 
Clients accessing OYL’s integrated support service adopted healthy lifestyles. OYL success 
rates exceeded national benchmarks across behavioural outcomes of smoking, physical 
activity, healthy eating, and alcohol consumption. OYL’s services show equities of the 
outcome. People from ethnic minority groups and rural areas were likely to benefit from 
integrated support recognising the interdependent nature of health behaviours. Integrated 
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care had a significant impact on outcomes. Support across pathways from a health coach 
and participation in multiple pathways increased success rates. Success was seen across 
weight management, physical activity, and alcohol reduction pathways. For example, the 
success rate for alcohol reduction clients without a health coach or engagement with 
multiple pathways was 2%.  
 
Clients with a health coach support and engage with all pathways had a success rate of 
75% for alcohol reduction. The synergistic effects of integration represent added value over 
siloed provisions. The effect translates into incremental cost-effectiveness compared to 
equivalent funding of a group of isolated providers. OYL serves over 16,000 people in 
Lincolnshire. The service has been able to pivot in challenging circumstances. Moreover, it 
continued to provide access to support throughout the COVID-19 pandemic. OYL 
maintained outcome success rates from pre- to post-reconfiguration. OYL also almost 
doubled client referral rates. The service has an established and tested infrastructure for 
regional delivery across different modalities. If sustained, outcomes delivered by OYL will 
lead to savings for the local health and social care system. As lifestyle-related conditions 
and disability-adjusted life years are reduced. Smoking cessation and alcohol reduction 
could increase disposable income within local communities. 
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Chapter 6 Discussion 
Access and referrals to One You Lincolnshire 
 

Overall accessibility to the service 
This evaluation explored the reach of One You Lincolnshire (OYL) for eligible clients in the 
county. Secondary analysis and interviews found that most clients were white British and 
women. The average age of a client was around 50 years old, and there was an even 
distribution of clients from both rural and urban settings. Compared to the literature, the 
demographic of OYL reflected most weight-loss interventions. For example, most clients 
were white, female and from less disadvantaged groups (Haughton et al., 2018, Jackson et 
al., 2020). Additionally, most clients at the point of triage had a BMI categorised as obese. A 
key eligibility criterion of OYL was clients having a long-term health condition. Clients with 
LTHC are often more at risk of obesity and experience barriers to care (Betts and Froehlich-
Grobe, 2017). As such, OYL was able to provide accessibility to a critical target group at 
risk of ill health. 
 

Barriers for subpopulation groups  
The underrepresentation of men in the service was explored in the qualitative interviews. 
Men reported reduced GP visits, perception of women-dominant programmes, and fear of 
seeking help. Indeed, a study by Wagner et al. (2007) found that reduced health-seeking 
behaviours in men were associated with limited health literacy. Literature shows that men 
were less likely to seek care than women, even with severe health problems (Schlichthorst 
et al., 2016). Among those aged 21 to 58, men consulted a GP half as often as women, 
and the difference was not explained by reproductive health reasons (Schlichthorst et al., 
2016).  
 
Ethnic minorities were also underrepresented in OYL. Previous lifestyle services also noted 
fewer minority groups accessing the service (Haughton et al., 2018). For example, Azar et 

Page 135



60 
 

 

al. (2020) found that older ethnic minority groups had more significant barriers to services 
than the general population. Nevertheless, OYL clients that accessed the service were 
motivated, and most clients have a high confidence score to change and the importance to 
change at the start. Before the COVID-19 pandemic, most OYL clients were referred to the 
service via their GP. The use of annual NHS Health Checks was found to be better 
attended by older individuals (Coghill et al., 2018).  
 
However, COVID-19 put a considerable strain on primary care. Qualitative focus groups 
highlighted the prioritisation of clinics on COVID-19 management. Also, the removal of face-
to-face contact with patients resulted in fewer referrals to OYL via GPs. One major 
reconfiguration in the service was the introduction of self-referral. Secondary analysis 
revealed that the demographic of OYL changed with the new reconfiguration. For example, 
the average age of clients became younger. The demographic also was more women-
dominant and had fewer ethnic minorities. Clients who were long-term unemployed and from 
deprived populations were also less likely to refer to the service. Interviews suggest that 
COVID-19 resulted in GPs encouraging potential clients to self-refer. Rather than initiating 
direct referrals, GPs relied on a client’s health-seeking behaviour to follow up on the GPs 
suggestion. As such, groups with lower health-seeking behaviour may have been less likely 
to self-refer than if referred by GPs. Thus, men may be less likely to self-refer or visit a GP, 
making referral routes for men into the service difficult. 
 

Meeting Commissioning Targets 
Deprived groups live in the poorest neighbourhoods on low incomes. As such, populations 
often have limited access to safe living and health services. The commissioning target for 
OYL was 50% of clients from the 30% of most deprived LSOAs. However, OYL's reach was 
currently 38%. Extensive literature has shown that social inequities impact access to health 
services. When compared to other lifestyle services, OYL reflected similar accessibility 
barriers. Individuals living in more deprived neighbourhoods had poorer population health 
(Coghill et al., 2018). As such, complex health needs were more common in clients from 
deprived areas. Clients in OYL from deprived LSOAs were likelier to have long-term health 
conditions and poorer mental health.  
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Also, clients were more likely to have long-term unemployment, sickness, or substance 
dependencies. Complex unhealthy lifestyle behaviours may be an indicator of reduced 
service engagement. One study found that participants with many unhealthy lifestyles were 
24% less likely to attend a GP appointment than those without (Feng et al., 2014). As 
disadvantaged groups are more likely to have complex health needs, they may have been 
less likely to engage in the referral routes OYL offered. Previous work has shown that 
unhealthy lifestyles cluster among low socioeconomic groups and deprived populations are 
less likely to seek primary healthcare. Thus, it is uncertain whether behavioural interventions 
in primary healthcare are reaching those in most need (Feng et al., 2014). 
 

Barriers to alcohol reduction referrals 
Excess alcohol consumption can impact older adults, and drinking has been shown to 
exacerbate long-term health conditions in older groups (Bareham et al., 2021). The average 
age of clients in OYL was 50 years old. Thus, alcohol reduction support was beneficial to 
existing OYL clients. However, OYL had low referrals to the alcohol reduction pathway. 
Health coach focus groups revealed that time-constrained care affected practitioners' ability 
to address clients. Previous studies show that alcohol-related conversations were not 
regularly part of a GP's work (Bareham et al., 2021). In the context of older populations, 
practitioners were deterred from talking. GPs mentioned concerns about sensitivity to the 
topic prevented discussions.  
 
Also, competing priorities when addressing older people's complex health needs. GP 
interviews from this study highlighted the limited promotion of alcohol reduction to clients. 
Practitioners were more likely to recommend weight management and smoking cessation to 
clients. Practitioners found diet and smoking behaviours easier to infer than alcohol intake. 
These findings reflected existing literature on GP engagement with brief alcohol 
interventions. One study noted that GPs felt that assessing smoking status was 
'straightforward'. Practitioners often determined physical activity from appearance, assessing 
if a patient was overweight (Ampt et al., 2009). In contrast, assessing alcohol intake was 
only during a formal health check. Therefore, a practitioner's congruence and capacity may 
influence alcohol pathway referrals. The relationship between patient-GP is thus key for 
lifestyle interventions (Johnson et al., 2010). 
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Client Outcomes of One You Lincolnshire 
 

Overall service outcomes 
Clients referred to OYL were likely to engage in the service's healthy eating and physical 
activity pathways. Most clients used one or two pathways whilst in the service, as exampled 
in the case study of Sarah's story. Sarah discussed how she went to the service for 
Slimming World. After completing the 12 weeks, she was recommended for physical activity 
support by the health coach, which she took up. As a result, Sarah could use multiple 
pathways of the service. A review by Johns et al. (2014) found more significant weight loss 
in services combining diet and exercise compared to interventions focused on either diet or 
exercise alone. Therefore, OYL had better outcomes across all pathways than the standard 
level of care, with a higher percentage of clients meeting targets. 
 

Physical Activity: online delivery, health coach support and deprived 
groups 
28% of clients on the OYL physical activity pathway met the target of 150 minutes of 
moderate to vigorous exercise weekly. In comparison to 13-18% of patients that had used 
the national exercise referral scheme. Being a woman and older increased the likelihood of 
achieving 150 minutes weekly. Long-term health conditions were also more likely to achieve 
150 minutes a week. Conditions affecting mobility and pain management were most 
common in the qualitative findings. The introduction of personalised online delivery may 
have favoured individuals with LTHCs. As Anna's case study described, online group 
exercise classes were beneficial for limited mobility. A study by Betts and Froehlich-Grobe 
(2017) found that limited mobility was a barrier to weight loss and exercise interventions. In-
person weigh-ins and inaccessible transport reduced the feasibility of attending and 
completing interventions. Therefore, OYL presents an opportunity for physical activity for 
people with impaired mobility and LTHCs and meets the needs of growing evidence of 
weight-related disparities.  
 
However, studies show that digital services are more likely to undermine disadvantaged 
groups. Poor access to mobile technology, Wi-Fi, or mobile data has been associated with 
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low user motivation for behaviour change (Szinay et al., 2020). Thus, online delivery may 
present opportunities and challenges to OYL delivery. A health coach and better attendance 
increased the likelihood of successful activity outcomes. McGuire et al. (2019) found that 
people receiving 1:1 and group support were more likely to engage in physical activity than 
in group sessions alone. Likewise, frequent meetings were associated with weight loss 
(Dansinger et al., 2007). OYL clients from more deprived areas with long-term 
unemployment were less likely to achieve 150 minutes weekly. A systematic review of low-
income groups found that whilst people kept up with dietary changes, physical activity was 
less consistent (Bull et al., 2015). Evidence shows that one of the main reasons for 
individuals not achieving outcomes was incurred costs (Nagelhout et al., 2017).  
 
Despite data finding that deprived groups were less likely to meet goals, OYL clients 
showed meaningful changes. After the intervention, interviews found that clients had greater 
confidence, motivation, and self-esteem. These factors are critical for sustained lifestyle 
changes (Male et al., 2022). Jong et al. (2020) highlighted that creating a supportive 
environment for behaviour change was essential for success. Thus, OYL encompasses not 
only physical activity but psychosocial well-being. However, Baumeister et al. (1998), Vohs 
and Heatherton (2000) found that human self-regulation draws on limited resources as such 
single behaviour change may benefit low-income groups. Thus, the most effective modality 
of lifestyle services may depend on the target group. 
 

Weight loss: commercial programmes, older clients, and person-centred 
support 
OYL exceeded NICE guidance of an average weight loss target of 3%. 33% of clients also 
achieved 5% weight loss. 40% of clients lost weight with external partners such as Second 
Nature and Slimming World. Similar studies have found positive outcomes from commercial 
weight-loss programmes. Allen et al. (2015) found that a 'free' GP referral to services that 
typically cost people money encouraged participation. Age was a predictor of weight loss, 
with older clients more likely to achieve losing weight. Also, clients with a health coach who 
attended more sessions were more likely to achieve a weight loss of 5%. Previous evidence 
found that 60-year-olds lost more weight than younger individuals and sustained significant 
weight loss (Svetkey et al., 2014).  
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Qualitative interviews revealed that clients valued ongoing person-centred support. Rapport 
with health coaches was viewed as encouraging, with positive relationships among many 
clients. The health coach interviews mentioned using proactive messaging. Messaging 
included motivational interviewing. Also, coaches engaged with clients and gave feedback 
on progress and tips. Celis-Morales et al. (2017) found that people with personalised 
support consumed less unhealthy food. Health coach interactions may influence client 
outcomes as higher engagement leads to greater effectiveness. Some clients discussed a 
preference for online, viewing group sessions as more accessible. To date, few studies 
have compared health coaching delivery. However, Appel et al. (2011) found improvement 
in weight with both remote and face-to-face support. Thus, the reconfiguration of OYL 
service delivery may offer a unique insight into online and face-to-face support. 
 

Alcohol Reduction: age, deprivation, and physical activity  
Despite low referral rates to OYL brief alcohol support, clients had successful outcomes. In 
comparison to 10-30% in standard interventions, 57% of OYL clients drank less than 14 
units of alcohol a week. Older clients and 1:1 support were predictors that increased a 
client’s likelihood of achieving the behaviour change outcome. The Royal College of 
Psychiatrists (2018) recommended that low-risk drinking for people aged 65 and over be 
drinking no more than 12 UK units per week. Older people are likely to be more sensitive to 
alcohol-related harm through the effects of ageing and have a higher risk of interactions with 
prescribed medications (Rao, 2020).  
 
Another predictor was a client being referred to another OYL pathway. Alcohol support was 
suggested to clients through physical activity or weight loss, and coaches offered support 
through alcohol reduction for weight loss rather than dependency. Studies have shown that 
exercise may reduce alcohol consumption among hazardous drinkers (Rasmussen et al., 
2021). Indeed, specific exercises may encourage more days of no drinking. For example, 
one study by Gunillasdotter et al. (2022) found that people who did yoga drank around 5.5 
drinks less per week than those in the aerobic exercise group. Interviews revealed that 
deprived populations used the pathway less. One reason may be that alcohol treatment was 
often needed for individuals rather than brief advice. Evidence shows that individuals in the 
most deprived areas are less likely to drink but more likely to engage in heavy episodic 
drinking. Deprivation is associated with heavy episodic and frequent drinking (Fat et al., 
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2017). Health coaches mentioned that the pathway faced stigmatisation, and support for 
alcohol reduction was still viewed as challenging by health professionals.  
 
However, a key predictor of alcohol reduction was clients being in another pathway. Few 
scientific reports have investigated the effect of programmes targeting several lifestyle 
factors. However, one study found similar outcomes to OYL. Lee et al. (2009) showed that 
at-risk drinkers in integrated care were more likely to access treatment as such drinkers 
decreased harmful drinking more than those in the specific alcohol referral interventions. 
 

Smoking cessation and mental health 
56% of clients quit smoking for four weeks using OYL compared to 46% of patients using 
the NHS Stop Smoking Service. Older clients with a high confidence score were more likely 
to quit. In contrast, clients with previous attempts are less likely to quit. Also, clients with 
mental health conditions were less likely to quit. Studies have shown that changing 
behaviour is more difficult for service users with mental health conditions (Bradley et al., 
2021). As such, there is a greater need to focus on confidence-building and readiness to 
change. As such, an improvement in mental health may significantly impact a client's ability 
to make physical health changes. 
  

Page 141



66 
 

 

Working Relationships with One You Lincolnshire 
 

Primary care practitioners and capacity 
Primary care is crucial in preventive health care activities, with staff promoting smoking 
cessation, responsible alcohol consumption, weight control and physical activity 
(Schlichthorst et al., 2016). Studies reveal that GPs often recruit hard-to-reach populations 
(O'Hara et al., 2015). GPs were identified as a critical element of the OYL service model. 
Most clients expressed a high trust in GPs. Clients followed GP suggestions, often 
assuming that "the doctors know best". However, in this study, primary care staff presented 
some gaps in knowledge of the OYL service model.  
 
Also, GPs expressed having limited capacity and time to engage with the referral process of 
the service. Health coaches and partners reflected on historical relationships with primary 
care clinics. Before the introduction of OYL, a key challenge was managerial capacity at 
primary care clinics, which limited clinics' buy-in to community services. Din et al. (2015) 
found a reluctance to promote physical activity to patients by GPs. The study identified 
several barriers to referral—for example, the time constraints placed on GPs. Also, the 
priority of physical activity about other health promotion activities (Din et al., 2015). As a 
result, OYL leadership found relationship building a critical need for service initiation and 
delivery. Interviews showed OYL had worked to gain buy-in from primary care clinics, and 
partners valued buy-in and viewed it as a critical facilitator for referrals into external 
programmes. 
 

Quality assurance and data sharing 
Quality assurance was a key commissioning strategy the evaluation aimed to evidence. 
Interviews revealed that quality was embedded into the service design as OYL leadership 
encouraged buy-in across teams and pathways. All OYL team members had consistent 
training in behaviour change, and continual learning was also embedded into the 
organisation. Vangen and Huxham (2000) suggested that trust was imperative for a 
successful partnership working. Relationships between OYL and service partners were 
positive, and consistent communication and trust were highlighted as critical strengths of the 
organisation. One factor that did vary between partners was data sharing. Each partner 
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organisation had different data-sharing processes and administration capacities. Also, 
referral routes had varied approaches to referring to the service. These areas may provide 
opportunities to streamline tasks, as Henderson et al. (2018) found that seamless data 
sharing between organisations often contributed to a consistent end product. 
 

Service completion and sustainability of One You 
Lincolnshire 
 

Pathway completion and service configuration 
Lifestyle interventions often have sustained low changes reported. Completion and long-term 
changes were as complex as the factors influencing access to the intervention (Gidlow et 
al., 2005). However, many studies showed that close adherence to lifestyle modification 
resulted in a favourable outcome (Oh et al., 2018). OYL had a range of completion rates 
across the four lifestyle pathways. More than half of clients that took up stop smoking 
support had still quit four weeks later. Over half of the clients completed their sessions with 
a health coach, and over a quarter completed the physical activity and weight management 
programmes. However, there was limited data to explore the reasons for non-completers. 
Common challenges of non-completion of weight loss programmes were self-monitoring and 
low mood. Venditti et al. (2014) demonstrated that problem-solving weight loss programmes 
were associated with better outcomes. The sustainability of OYL can also be looked at 
through the organisation’s ability to withstand risk and change as the service delivered all 
pathways for Lincolnshire residents during the COVID-19 pandemic. 
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Chapter 7 Recommendations 
and Conclusion 
Improve access for disadvantaged groups 
 
OYL had good access for most clients entering the service and reflected the demographic of 
the county. However, some clients were less well represented in the service. There may be 
a need for improved access for disadvantaged groups, men, and ethnic minorities. Previous 
studies found that individuals living in deprived areas preferred personalised care 
(Christensen et al., 2020). The role of the health coach was also valued. Coaches helped 
handle low moods and lack of motivation among vulnerable groups. Rapport building with a 
client started at the initial engagement. Coaches were able to address a client's willingness 
and ability to change. Then throughout the service, address triggers that affect a client's 
ability to sustain positive change.  
 
As there were few clients from different ethnic groups, further research may be needed to 
understand rapport building. Social opportunity barriers included cultural identity linked to 
the consumption of traditional starches—also, the desire to perform physical activity that 
was culturally acceptable such as walking and dancing. The evaluation also highlighted 
signposting by health practitioners. Less direct referrals may have reduced the number of 
clients to reduced alcohol consumption pathways. The role of practitioners is a vital 
component of the service, and they are necessary for networking, integrating care elements, 
and showing leadership. The NHS Health Check was a key route into the service. Previous 
studies have also shown that inviting patients for an NHS Health Check is a predictor of 
attendance. Verbal, telephone, and enhanced letter invitations are predictors of attendance. 
In comparison to a traditional letter invite (Coghill et al., 2018). Thus, applying behavioural 
insights may be more effective at encouraging attendance to the health check and, in turn, 
OYL. 
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Innovative promotion of alcohol support 
 
Phase 2 showed that alcohol reduction support had low referrals. Alcohol consumption was 
challenging for referral routes to promote as there was stigma toward receiving support. 
However, once on the pathway, clients had significantly improved outcomes compared to 
standard care. One unique feature of OYL was that most clients on the pathway were 
referred once in the service. Services supporting substance use have traditionally been 
delivered separately from other health care services. As substance use is seen as a social 
problem, prevention support is often not considered a responsibility of the health care 
systems. Alcohol reduction was promoted positively via weight loss with holistic health 
benefits. Thus, OYL may want to consider the promotion and social marketing of alcohol 
reduction. 
 

Streamlining of data 
 
Technology can play a crucial role in supporting integrated care. Electronic health has the 
potential to support quality, track patients, and identify trends and threats. As OYL had 
issues with Response 365 and some gaps in data, robust data systems could improve the 
organisation and usability of clinical data. Data sharing could help patients, health care 
professionals, and health system leaders coordinate care, promote shared decision-making, 
and engage in quality improvement efforts. Also, data systems could provide information in 
many languages, connecting patients with culturally appropriate providers. Exchanging 
treatment records among health care providers improves treatment and patient safety. 
However, given known discrimination based on race or substance use disorders, safeguards 
against inappropriate or inadvertent disclosures are essential when streamlining data 
sharing. Therefore, protecting confidentiality when exchanging sensitive information must be 
considered. 
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Conclusion 
 
Integration is the systematic coordination of general and behavioural health care. Integrating 
services have been shown to provide a practical approach to supporting whole-person 
health and wellness. Too many patients fall through the cracks when health care is not well 
integrated and coordinated across systems. A lack of integration can lead to missed 
prevention or early intervention opportunities. Single behaviour changes interventions have 
been successful; however, OYL provides crucial evidence on the benefit of clients with 
multiple unhealthy risk factors. OYL outcomes exceeded all standard care across all four 
lifestyle risks and positive qualitative experiences from clients. Despite COVID-19, the 
service remained adaptable and successfully reconfigured service delivery. OYL was able to 
focus on local relationships and made strong connections with organisations in Lincolnshire. 
As such, OYL was able to create an integrated offer for clients, increased the likelihood of 
better outcomes and has the potential to reduce health disparities. 
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Appendix B: Sampling and recruitment framework 
 

Participant Group  Sample 
Size  

GP Staff (GPs, social prescribers, nurses)  4  
Slimming World/Weight Watchers and Get Healthy Get Active Subcontractors  3  
One Year No Beer, 28 Days 3  
Adult Weight Management Lead, Alcohol Lead, Physical Activity Lead, Smoking 
Cessation Lead  

4  

Senior Triage Officer, Referral Generation Lead, Health Coach Team Lead  3  

Adult Weight Practitioner, Man V Fat Coach  3  
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Triage Worker, Referral Generation Officer  3  
Physical Activity Coach, Health Coaches  4  
Stop Smoking Advisor, Pharmacy Facilitator  3  

Total  30  
  

Participant Group  Sample Size  
Carer  2  
BAME (Black and minority Ethnic)  2  
Long Term Health Condition  2  
LCC (Lincolnshire County Council) employees  2  
Clients not motivated  2  
Clients not eligible for service  2  
Clients eligible but do not take up service  2  
Tier 1 clients  2  
Tier 2 clients  2  
Low need support  2  
Medium need support  2  
High need support  2  
Drop out clients  2  
Clients that did not maintain sustained change  2  
Clients that did maintain sustained change  2  
Total  30  
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