
Edinburgh’s story
Three Conversations



Edinburgh Facts and Figures
Home to 518,500 residents. 
That’s over 5,250 new 
residents from last year.

4
Localities

70 GP surgeries providing 3 
million consultations / 
treatments in 2018/19

5 Million 
Hours of Homecare

An Ageing Population
Home to: 78,060 
residents over 65+

995 older people 
increase from last year 

89,194 older people 
expected by 2025

13.5%* of residents are 
carers

*Last available data 2011

109,506 
A&E Visits



We’re Changing Edinburgh’s DNA
• We aspire to support people to develop their full potential 

and enrich their lives
• We will build our commitment to being connected to our 

people, our partners and our communities
• We have a clear Partnership identity that embodies our 

values and includes our partners in all sectors
• We aim to be expert listeners
• We will free and empower our staff to be the best they can 

be



      

Contact 
workflowed 
from SCD to 

Hub Screening 
box

Contact 
workflowed 
directly to 

Allocated Worker 
and to Team box

SE: Business 
Admin check all 
boxes to ensure 
all contacts are 

picked up

Contact from other 
teams eg 
• Emergency SW
• Transfers from 

other SW teams
• C&F
• Criminal Justice

Referrals from 
Hospitals

Emergency 
Home Care

Alerts to let Hub 
know that client is 
in hospital [is this 

the same as 
referral from 

hospital?]

SE – Hub 
Senior and 

Cluster Senior 
screening

NW – Senior 
SW (Hub) and 
Cluster Senior 

(OT/SW)
Cluster box 
not in use

NE – Senior 
SW/OT screen 

in a rota for 
the whole 
Locality

Urgent issues (eg 
prevention of 

admission/urgent falls 
assessments) phoned 
to Duty Senior/Cluster 

Senior in NE

Open Swift, go 
into Hub box 
and print all 

contacts

Senior goes 
through each 
contact and 

makes a 
decision.  

Decision is 
recorded on 

Swift

Contact 
workflowed to 

Hub box

SE business support goes 
into Hub box and removes 
contacts that have already 
been dealt with via phone

Task

• Case may involve Task 
and Assessment – ie, 
may be initial Tasks 
and assessment due.  
May be different 
workers handling 
different aspects – 
confusion for customers

Info only (add 
defensible 
case note)

Mental health/
substance misuse 

contacts (from 
SCD) – duty 

senior screening 
against criteria.  

Request 
review

Wrong team – 
workflow to 

correct team 

Home Care 
waiting lists A 

& B

SW A & B

OT A & B

CCA A & B

• Contacts sometimes go directly to Cluster, 
sometimes to Hub – lack of consistency, 
increased chance of contact being missed

• Variety and volume of items into Hub box 
is overwhelming.  

• This doesn’t happen in all 
Localities – lack of consistency

• Not all teams are clear on 
where to send referrals

• 16 mail boxes to send referrals to
• Confusion over what Home Care 

does with referrals – they don’t 
appear to close contacts passed 
to them or make appropriate case 
notes to explain

• Printer often 
broken

• Manual 
process

• Inconsistent process across 
all Localities – confusing for 
SCD

• 2 Seniors screening ties up a 
lot of resource

• Difficult to identify urgent cases in Hub box
• Cases phoned through aren’t always removed 

from box – can lead to duplication

• SCD finds it difficult to reach Hub workers – delays 
for customers, lengthy waits on the phone, 
reputational damage

• Sometimes there is insufficient info on case notes, so further 
investigation is required – delays process/additional work

• Adult concern forms don’t print – need to refer to another tab to 
find full story

• Screening decision by PAs at SCD doesn’t always display 
correctly on Swift – leads to duplication of effort

• Swift is clunky and difficult to use – multiple tabs to click through
• Inputting screening decision adds time 
• The importance of the professional inputting their own decision 

was agreed at senior level but has not been well communicated to 
staff

• Screening decisions are not always recorded in the same place on 
Swift – confusion for others using the system, eg SCD

• 3-4 minutes per contact, 25-60 contacts per day.  8 hrs a week on 
screening.  

• Recording the decision has increased screening time from 1.5/2 
hrs to 3 hrs per day.  

• 1-2 a day – adds delay for 
customer.  Phone through if 
urgent

      

Print Task list 
daily 

(Business 
Support?)

NE – Task 
paperwork handed 

to Duty SW/OT/
CCA and workflow 
to Business Admin

(NE & NW) If 
Task not 

completed, 
worker adds it 
to Outstanding 

Task list

NW – Senior 
records case note 
and workflows to 
admin to record 

Task.  Paper copy 
passed to duty 

worker

SE – paper 
copy passed 

to named 
worker 

SE – Excel 
schedule of 

work 
maintained to 
ensure even 

spread of work

Named worker 
retains 

ownership of 
Task until 
completed

Senior may 
check 

outstanding 
Tasks

Hub worker 
records action 

taken in 
Involvements 

tab

Workflow to 
Business 

Admin 

Business 
admin records 

Task 
completed/

partial 
completion

• Some confusion over who checks list of Tasks, and who can/does close 
them

• Inconsistency around ownership – SE has allocated worker who retains 
ownership; other Localities pass Tasks to other workers via Outstanding 
Task list.  Could lead to confusion for client/other professionals, and 
duplication of effort

• NE are working differently in assigning Tasks via paper
• SCD have noted Tasks sitting for weeks with no action recorded
• ‘Task Outstanding’ status is potentially leading to duplication of effort
• Scheduling rolling respite tasks for future dates affects performance 

measuring
• 9 task lists per Locality – confusing and inconsistently used
• Task types/worker type combinations not available for some tasks
• Teams using stand-alone scheduling spreadsheets not linked to Swift
• Customers find it difficult to contact key worker – SCD can’t contact the 

Hub reliably/consistently
• Teams are using Task lists for things that are not Tasks (eg initial reviews, 

which will be forward-dated) – not consistent and can skew performance 
measuring

• If Hub and Cluster both involved, who takes 
ownership?

• Process for closure of tasks is inconsistently 
followed – tasks may remain open in error

• Missed or delayed Tasks are not infrequent
• Some concern that customer isn’t always 

informed of what is going on

Mental health/
substance misuse 

contacts (from 
SCD) – duty 

senior screening 
against criteria.  

Workflow to 
MH team and 
to business 

admin.  

Screened by 
MH Senior

SCD PAs 
workflow 

mental health 
contacts 

directly to MH 
team

Some MH 
cases passed 

to GPs?

Home Care 
waiting lists A 

& B

Home Care 
screening

SW A & B

OT A & B

CCA A & B

Decision on 
• whether case is for Hub or 

Cluster (will it take less 
than or more than 6 
weeks)

• And urgency – A or B (A = 
14 days, B = 6 weeks)

• And worker – SW, OT, 
CCA

Decision 
recorded on 

Swift and 
workflow to 
business 

admin

Business 
Admin put 
case onto 

appropriate 
waiting list

SE – Business 
Admin cross-

check 
numbers of 

contacts 
against 

workflows to 
ensure nothing 

lost

Business 
admin sends 
letter to client 

to say on 
waiting list

Longer term work 
that is not an 

Assessment put on 
Assessment Waiting 

List
NW – Cluster 

Senior looks at 
Waiting Lists and 
schedules contact 
to named person, 

using Excel 
scheduling 

spreadsheet.  6 
pieces of work 
every 4 weeks.  

Business 
Admin checks 
spreadsheet 

every Monday 
and allocates 
to worker via 

Swift

SE – Cluster 
Senior goes 

into Swift and 
runs off 

waiting list 
(aiming for 

once a week)

Hub Seniors 
flag cases on 
Waiting List A 

to Cluster 
Seniors

NE – Cluster 
Senior has 4 

weekly 
supervisory 
meeting with 
workers to 

allocate work.  
May forward-date 

Key Worker

Once case is 
allocated, 

worker has 3 
days to make 
initial contact 

with client/
representative

Additional 
contacts 

workflowed to 
Key Worker

Assessment 
carried out and 

recorded

      

• Inconsistent process at SCD – one process for PAs, one for 
CSAs

• Sometimes MH cases workflowed to business support go 
nowhere

• Localities are unsure about processes for dealing with mental 
health

• Different waiting lists are used by different Localities

• Other waiting lists available – 
Waiting list (generic); SW Waiting 
List; Patches

• People can be on multiple lists
• Homecare expect more assessments to be completed in the teams 

before referral
• Not all Hubs are using waiting lists in the same way
• Some waiting lists are used incorrectly – things get missed
• Assessment waiting lists are not necessarily populated with people 

waiting for assessment
• No criteria for what constitutes A or B waiting lists
• Some disagreement over whether case should be Hub or Cluster
• Timescales for A & B waiting lists are not being met
• Clients don’t always know that they are on a waiting list unless a letter is 

sent out – leads to repeated contacts through SCD, and potential 
confusion within system

• If a letter is sent, it has SCD contact details, and SCD cannot help 
customer unless something has materially changed

• Not happening in NE or NW
• Letter has SCD contact details 

and no timescale – not helpful for 
customer

• Not purpose of waiting lists – 
confuses picture

• Cases put on waiting lists that 
could be dealt with quickly as 
Tasks

• Waiting lists are only checked weekly at 
most – can result in delays to A & B 
timescales

• Scheduling needs to be done more 
frequently, as delays can affect targets/
impact on customers

• Business admin aren’t always able to 
identify what needs to be scheduled 
when

• Volume of work so high that workers 
can’t deal with tasks quickly and end up 
carrying cases on waiting lists

• Newly qualified staff may not be capable 
of dealing with complex cases – this 
makes allocation harder as need to give 
these to experienced staff – more delay 
for customer

• Staff numbers aren’t equal across 
Localities/Clusters

• Delays mean that more work is required 
to establish what has changed when 
assessment begins

• The way cases are allocated is not 
consistent across Localities

• Workers aren’t always aware that they have 
been allocated to a case – causes issues 
for SCD trying to contact Key Workers

• Concerns over staff stress levels – seniors 
worried about overloading staff

• Assessments 
not happening 
within 
timeframes

• Process for 
closing 
asessments 
needs 
attention

• SCD have difficulty in 
contacting Key Workers 

• Key Workers sometimes 
tell SCD that they only 
deal with one aspect of 
care – not taking holistic 
view/ownership

Frankenstein’s monster…



Our New Approach



The Three Conversations

• Improves the experience of people and 
families who need support

• Significantly improves workers’ job 
satisfaction and productivity – by liberating 
them to do the role they aspired to

• Supports independence and connectedness 
with community

• Reduces the bureaucracy that threatens to 
drown us all

• Has been successfully implemented and 
evaluated elsewhere in the UK



Implementing the approach…

• Invitation across the Partnership for service areas to 
volunteer

• Fortnightly ‘Making It Happen’ meeting to:
• agree innovation sites
• offer support and challenge
• discuss progress and share learning
• agree actions

• Currently 7 innovation sites across a range of service areas



South East Innovation Site
Hypothesis
That we could see people more quickly and improve outcomes for 
individuals using the 3 Conversations approach by:

• cutting out the initial screening/signposting at our contact centre
• reducing the time from initial contact to provision of support 
• cutting out the screening in the locality for priority and professional group 

(SW/OT/CCA) 
• by focussing on personalised conversation rather than assessment directed by 

professional focus 
• increasing our contact time with the person by reducing the burden of 

bureaucracy 
• shifting our focus from crisis response towards prevention



How we set up the Innovation Team

Team Lead
• invitation extended to senior OT and senior SW group for someone to 

act as team lead for the innovation site – 3 notes of interest and one 
selected 

Innovators
• open invitation then sent to all assessment staff in the locality – we 

invited people who were keen and people who were sceptical
• 10 volunteers came forward – 3 SW’s, 3 OT’s and 4 CCA’s 

Start-up
• people were given a week to ‘close’ their caseload 
• supervision realigned from existing arrangements to innovation team 

lead with dotted line for professional supervision and governance
• first week of innovation set aside to get to know community resources



Practical arrangements & support from 
Partners 4 Change

• People to be freed of their caseloads
• Team to be located together
• Size of team should be proportionate to amount of 

work 
• Recording has to be aligned with 3C’s paper work 

supported by ‘light-touch’ on client database
• Weekly huddle supported by Partners 4 Change 

during initial 12-13 week period



This Photo by Unknown 
Author is licensed under CC 
BY-SA

Risks/Challenges

Increase in waiting lists 
Increased pressure and some discord within the locality 

• team working to different principles
• additional pressure on seniors
• other team members picked up cases that couldn’t be closed

Sense from remainder of locality that innovation team 
were being given special treatment and had a ‘cushy 
number’ compared to everyone else
Moving away from current recording in SWIFT/AIS 

• information less accessible
• recording less information

http://www.thebluediamondgallery.com/wooden-tile/c/challenge.html
https://creativecommons.org/licenses/by-sa/3.0/


Early learning and evaluation

PDSA approach – from outset
Dataset – needs to be reviewed and developed as the innovation progresses
Entering formal phase of analysis

• Data Analysis
• Focus Groups

• innovation team
• control group taken from remainder of locality
• innovation team lead
• seniors from remainder of locality

 Telephone follow-up interview with individuals with whom we’ve had 
conversations 

• 3 simple questions



This Photo by Unknown Author is licensed under CC BY-SA

Early Findings

• Faster response time
• Improvement in the quality of 

interactions with people – more 
personalised and more flexibility

• Greater use of community resources
• Less transfer from conversation to 

services
• More manageable workloads
• Move towards earlier intervention

http://www.thebluediamondgallery.com/handwriting/r/results.html
https://creativecommons.org/licenses/by-sa/3.0/


Next Steps…
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