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Foreword
Millions of people rely on health 
care services for intensive or long 
term support. At times in our lives 
when we may need a high level of 
support from the NHS, we want to be 
in control of it. We want to choose the 
people we invite into our homes, lives 
and communities, knowing they are 
all focused on helping us to live a good 
life. We don’t want to have to choose 
between getting the support we need 
and living our lives.

The NHS is changing to make this a reality. 
Chapter 1 of the NHS Long Term Plan 
sets out how the NHS will move to a new 
service model for the 21st century which 
means people will have more options, 
better support and properly joined-up 
care at the right time and place. 

Personalised care is one of the five 
major, practical ways to make this change 
happen. Personalised care means people 
have choice and control over the way 
their care is planned and delivered, 
based on ‘what matters’ to them and 
their individual strengths, needs and 
preferences. The Comprehensive 
Model for Personalised Care – which 
has been co-produced with people 
with lived experience and a wide range 
of stakeholders – brings together six 
evidence-based and inter-linked 
components, including personalised care 
and support planning, enabling choice, 
social prescribing and community-based 
support, and personal health budgets. 

Universal Personalised Care – the 
delivery plan for personalised care 
– sets out how Sustainability & 
Transformation Partnerships (STPs), 
Integrated Care Systems (ICS) and 
Primary Care Networks (PCNs) will be 
supported to embed personalised care 
as ‘business as usual’ across the health 
and care system. 

Shared Lives is one of the practical 
approaches the health system can 
offer to make personalised care a 
reality. It’s not new: 12,000 people 
already live with or regularly visit 
their chosen Shared Lives carer, all 
across England. Shared Lives has a  
40-year history as a form of social care, 
which enables people to live as part 
of a supportive household rather than 
living in a care home, or to visit their 
Shared Lives carer, rather than visiting 
a day centre or having ‘respite’ breaks 
in a residential service.  

England’s 125 local Shared Lives services 
have developed a reputation as one of 
the most personalised forms of care, 
with the Care Quality Commission (CQC) 
consistently rating it as the best-performing 
model of regulated social care. The sector’s 
membership charity, Shared Lives Plus, 
NHS England and NHS Improvement 
are working together to help NHS 
commissioners and providers to build 
on Shared Lives’ success in social care, to 
develop it as a new choice of health care.

Shared Lives demonstrates the 
extraordinary health and wellbeing 
outcomes that personalised care 
can achieve. It also challenges our 
assumptions about how healthcare 
services should behave. At its heart is a 
belief that for people who need long term 
support to live healthy, happy lives, the 
often-intimate support they need cannot 
come from a succession of strangers. 
Instead it can be offered by a small, 
consistent group of people whom they 
have chosen, and who are personally 
committed to them, not just as ‘patients’ 
but as people. Scaling up Shared Lives is 
representative of the deeper shift our 21st 
healthcare system is embracing, toward 
a new relationship between people, 
professionals and the health care system.

This short briefing has all the 
information you need to explore how 
you can practically offer people with 
learning disabilities, mental ill health, 
dementia, stroke, as well as other long 
term conditions, a new way to avoid a long 
time in hospital or a nursing facility, to 
recover from an illness or operation, and 
to pursue a good life amongst people who 
can offer just the right support.  

Alex Fox OBE 
CEO, Shared Lives Plus

James Sanderson 
Director of Personalised Care,  
NHS England.

James Sanderson
Director of Personalised Care, 

NHS England.

Alex Fox OBE
CEO, Shared Lives Plus
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Introduction to Shared Lives:  
how it makes a difference

Jenny, 17, from Bolton, lived at home and is interested in art, 
and animals. She also struggled to interact with others and has a 
diagnosis of mixed mood disorder, anorexia nervous and self-harm.

Her mental ill health eventually led her to staying for three months in a specialist 
inpatient service. There, Jenny’s ultimate goal, with the support of the CAMHs team, 
was to recover her mental health, her confidence and her family’s confidence too.

With the support of Shared Lives, Jenny could return home to her parents and they 
settled on regular respite, visiting a Shared Lives carer’s home and family every week, 
even though they initially thought it might be better for Jenny to live in with a Shared 
Lives carer.  

The Shared Lives team took a steady and empowering approach to finding the right 
Shared Lives carer for Jenny to ensure she selected carers she felt a connection with. 
She went for meals with each carer and then stayed with them independently as 
she felt comfortable and was able to relax. She told the scheme how proud she felt of 
herself for interacting with new people.

Through the sensitive approach of Shared Lives, Jenny has gained in confidence, 
self-esteem, hope, independence and optimism. Although she still self-harms, it’s 
not as often and there has been no further accident and emergency visits – a pivotal 
milestone for Jenny and her family.

As Jenny’s story shows, someone with significant healthcare needs can move successfully 
back into the community, with the wrap-around support that Shared Lives care can offer. 
Shared Lives is a regulated care model. 
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   Shared Lives carers are recruited 
and trained through an in-depth 
3-6 month approval process. 
Careful recruitment means that 
Shared Lives carers can be trusted 
with a high level of autonomy 
in their work, which includes 
providing personal care. 

  Shared Lives carers are paid and 
work under contract to a local CQC-
registered Shared Lives scheme, 
whose registered manager is 
ultimately responsible for the 
safety and quality of each support 
arrangement. Each support 
package is paid for through council 
social care or NHS continuing 
healthcare budgets and typically 
costs the commissioner around 
£650 per week .

   Funding for a Shared Lives 
arrangement could be via 
Continuing Health Care (CHC), 
Personal Health Budget (PHB), 
Section 117 or spot purchased 
within other contract budgets.  
They may be fully health funded, 
or joint funded with social care.

  The individual (aged 16+) either 
moves in with their chosen Shared 
Lives carer or visits them regularly. 
The Shared Lives carer treats the 
individual as ‘one of the family’, 
involving their family and friends 
to grow the individual’s informal 
support network. A Shared Lives 
carer supports no more than 
three people at any one time

   One Shared Lives carer cannot 
provide round the clock hands-on 
care. Live-in Shared Lives includes 
support during evenings and 
weekends, but if the individual also 
needs support through the day, 
this needs additional resourcing.

   A Shared Lives arrangement starts 
with matching: the Shared Lives 
carer and the individual looking 
for support get to know each other 
and may opt for a trial period first 
before deciding that the match will 
work. It’s always their choice.

  The local scheme supports and 
monitors the match and finds 
a new support arrangement 
if the match comes to an end. 
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Partnership learning:  
unlocking the potential

Recognising the potential of Shared Lives in health, between 2016-2019 NHS 
England and Shared Lives Plus partnered with Shared Lives schemes and Clinical 
Commissioning Groups to demonstrate and grow the model. Seven CCGs developed 
Shared Lives for people with health care needs including mental ill health, acquired 
brain injury and learning disability and/or autism. A full evaluation of this pilot 
programme, undertaken by Cordis Bright with partners Social Finance, PPl and 
the Innovation Unit, can be found here:

www.sharedlivesplus.org.uk/health

The evaluation found that factors that enabled sites to successfully implement the 
Scaling Shared Lives in Health programme included:

  Taking a narrow focus in terms of cohort, to ensure that energy and effort 
is concentrated on establishing relationships with key referrers.

  Strong local governance for driving implementation. Where the programme 
could integrate itself with local governance structures and align itself to 
other local priorities, this particularly strengthened engagement.

  Establishing local champions to promote the programme has improved 
presence and awareness of Shared Lives.

  Factors identified by the evaluation that hindered successful 
implementation included:

  Attempting to deliver a Shared Lives solution to too many different cohorts 
of people.

  Failing to develop strong links to key referrers. 

  A lack of funding for certain health conditions has restricted the number 
of arrangements; equally some individuals that are eligible for funding 
have needs that are too complex to support through Shared Lives.

While out walking in local woods 
Brian suffered a stroke and ended up in 
intensive care, enduring a four-month stay 
in hospital. Sadly, his health deteriorated 
further when he also suffered two minor 
heart attacks and Brian was  
extremely weak.

The medical trauma left him with complete memory loss and his mobility  
was severely limited - making it difficult for him to walk even short distances.

After the rehab team referred him to their local Shared Lives scheme, the  
scheme matched him with a local couple, both experienced Shared Lives carers.

After moving in, they supported him in many aspects of his life - from helping  
him with appointments to sorting his medication and liaising with his friends.

They also helped him to plan for a holiday to Thailand, where he visited with no 
support, and with preparations to move out to his own flat and live independently.

Despite not knowing if he would ever regain his mobility or memory, Brian’s 
confidence grew throughout his stay and the help he received successfully  
enabled him to achieve his goal of moving into his own home.
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Shared Lives achieves high  
outcomes and is value for money

1. The CQC rates Shared Lives as 95%+ good or outstanding (compared to 82% for  
other forms of social care and 72% for nursing homes).

2. An independent cost comparison of Shared Lives found that it was significantly 
lower for people with learning disabilities and people with mental ill health compared 
to other forms of regulated social care.1 Many people using Shared  
Lives report having better health, fewer health crises and reducing their use 
of other services.2

3. Early findings from the national Shared Lives outcome tool found that 85% of 
people felt Shared Lives supported them to have friends and 89% felt involved with 
their community. 83% felt Shared Lives improved their physical health and 88% their 
emotional health.3

After caring for his mum for many 
years, Derek moved into his own home.  
Soon afterwards Derek began having 
problems with his new neighbour. 

After concerned family members took him to A&E, he revealed that his neighbour 
was abusing him financially, physically and emotionally.  A&E then contacted the 
emergency duty team at social services, which is where Derek heard about Shared 
Lives for the first time.

Derek thought he would feel safer living with other people and decided to live 
with his nephew and agreed to having short breaks with a Shared Lives carer family. 
This worked well for a short time until further complications meant Derek suffered  
a nervous breakdown and was diagnosed with PTSD.

After another period in hospital Derek was discharged into a residential home, 
although he was frightened about the prospect of living alone in future and preferred 
the idea of living with a family. After discussions with his social worker, the idea of 
Shared Lives for a long-term arrangement was suggested.

After working with the Shared Lives team on the matching process, Derek is now 
happy and settled with a Shared Lives family. Being part of family life has been crucial 
to Derek’s recovery and he is now much more confident, happy and outgoing. He also 
no longer takes his anxiety medication. Derek feels he is getting better every day and 
that he will be able to live independently one day soon.

8
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Scaling Shared Lives 
for specific groups 

People in the Shared Lives health demonstrator programme learned that 
it is most effective to find a specific group and prove the concept for them. 
Whilst a Shared Lives scheme may be able to receive referrals of a wide 
range of people, it requires intensive work to generate appropriate referrals 
and to adapt Shared Lives for new groups or uses. It also requires focus and 
sustained senior leadership, for a project which will be small scale initially, 
with ambitions to grow sustainably.

Because Shared Lives focuses on the whole person and what a 
good life looks like to them, rather than seeing them only in terms 
of a presenting medical condition, it can be tailored to a wide 
range of different groups: people with learning disabilities, mental 
ill health, dementia, stroke, acquired brain injury, substance misuse 
problems or a combination of conditions. 

12
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William, an elderly man, had a fall,  
likely to be prompted by other health  
issues, which included early onset  
of dementia. 

When he was ready to be discharged, his family felt unable to care for him and the 
discharge team thought Shared Lives would be a good option for him and keep him 
out of residential care, where the recovery rates are much lower. They planned an 
initial four-week period for William to fully recuperate from his fall, with a possibility  
of extending to a full-time arrangement.

Thanks to the Shared Lives scheme, a Shared Lives carer was able to take the referral 
at short notice and met William at the hospital, where they got on well and agreed 
that the arrangement would go ahead. 

William moved in to a safe, caring and supportive home close to his family, and  
began to receive the support his family were not able to provide. The support from 
the Shared Lives team and the carer’s skills and willingness, shows that these types  
of arrangements can work for rehabilitation and respite.



Shared Lives for 
health in your area

Shared Lives can support  
diverse health needs

There is almost certainly a local Shared Lives scheme in your area and it may already 
be providing small amounts of healthcare. So you are likely to be able to build on the 
existing capacity, although you can also start a new scheme. 

The majority of people using Shared Lives at present are using 
it for support with a learning disability, mental ill health or 
dementia, but the programme showed that it can also used 
by many others. Thus, in the health context, Shared Lives 
can be developed for people who:

  Would otherwise be at risk of hospital admission or a long stay, due 
to mental ill health, stroke, acquired brain injury and other conditions.

  Are considered complex or challenging because they have non-medical 
needs as well as medical ones. For instance, people who lack decent 
housing, are socially isolated, or who have a learning disability as well as 
a mental health problem.

  Belong to a minority or excluded group, who can use Shared Lives as a route 
to accessing more personalised and integrated support. 

12

To develop Shared Lives in your area, NHS commissioners and their  
partners need to:

1.   Identify a target group and adapt Shared Lives for their needs. 
Shared Lives has been used successfully with a very wide range of people, 
but we learned it is best to identify a specific group, such as people with mental 
ill health, or acquired brain injury and build the service and evidence for them, 
before expanding. Shared Lives needs to be delivered as an ongoing partnership 
with NHS services. 

2.  Set realistic goals and timescales and plan your investment in recruiting and/
or retraining Shared Lives carers, and matching them to individuals. As a minimum, 
you will need to resource an additional full or part time coordinator to recruit and 
match Shared Lives carers. Each FTE coordinator will increase the capacity of the 
service by up to 25 people, reaching that capacity after 24 months. 

3.  Build awareness of Shared Lives amongst people with long term conditions 
so that they know they can choose Shared Lives.

4.  Help clinicians and referral agencies to understand what Shared Lives is, 
who it can work for and how to refer people into it. It is important to be able 
to describe the new model’s key processes, intended outcomes, target groups, 
referral criteria and the behaviours of staff, patients and managers required for 
its success. Any new model will be perceived as ‘risky’, so clear information about 
risk management is required.

5.  Build a network of local champions and use success stories and lessons 
learned as part of driving wider system change as you develop Universal 
Personalised Care in your area.

6.  Seek expert support. Shared Lives Plus is the membership charity for 
Shared Lives across the UK. It offers a comprehensive package of resources 
covering good practice, quality assurance, outcomes measurement, and 
communities of practice, as well as support to scope, cost and develop 
new services. The NHS England Personalised Care Team offers support 
with embedding the UPC model. 

Shared Lives is one of an emerging movement of community and strengths-based 
approaches, which collectively are helping health and systems to transform the 
way they work with people and communities. The Asset-Based Area by Think Local, 
Act Personal sets out 10 simple steps to embedding community and strengths-
based working in everything you do. Contact Think Local, Act Personal for 
support and advice.



Jamie suffered a traumatic brain injury 
four years ago, when aged just 31.

He was previously very sociable but made slow progress and his friends also found 
it difficult dealing with the ‘new Jamie’. The Head Injuries Team (HIT) were aware of 
Shared Lives after hearing about it in presentations and meetings and thought it 
would be a good option for his recovery. They also knew Jamie could use his  
personal health budget on Shared Lives. 

The HIT team also met Carl, who knew Jamie and had supported him to attend 
HIT appointments at the hospital. He’d also been a long-term carer for his mum, 
but he lacked confidence due to his own dyslexia. The HIT team saw his potential 
and suggested he become a Shared Lives carer. The local Shared Lives team agreed 
and supported him all the way through their robust assessment process. He passed 
the panel and since supporting Jamie, both the HIT and Carl have seen a noticeable 
improvement in his confidence and say he has come a long way.  

Jamie’s Personal Health Budget (PHB) application defined clear goals, and Carl’s 
support now enables him to work towards and achieve them, alongside giving more 
structure to his life and continuity of care and support.  Examples of support include: 

 Planning his week and ‘risk assessing’ different activities. Jamie’s weekly   
 structure also takes account of his fatigue and capabilities when he is tired

 Encouraging Jamie to make contacts in his community and pursue different  
 interests and hobbies, at an appropriate pace that manages his anxiety

 Developing strategies to remember and independently take his medication.

Surprisingly, there were no other support options available or suitable for Jamie. 
Shared Lives has undoubtedly helped to increase his independence, cognitive skills 
and his overall dream of living independently in the future.

After seeing the success of Shared Lives, the HIT staff are committed to developing 
Shared Lives support for more of their patients and trust the model as a positive 
enabling type of support.  They are keen to continue to work in partnership with 
Shared Lives for the benefit of their patients.

2019
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Conditions for success

A senior leader who can champion the model, unlock investment and 
ensure that the referral agencies invest time in co-producing, understanding 
and partnering with the new service. The set-up costs are low to build on an 
existing Shared Lives scheme, but the project time scale needs time. It needs 
to include time to recruit a new coordinator, who in turn recruits Shared Lives 
carers, and then begins to match them after the 3-6 month approval period. 

Find a strong case for Shared Lives as it improves health and wellbeing 
outcomes for a cohort and/or fills a clear gap in a service. This might 
be around enabling the service to reach a group who have been hard to 
engage, or enabling someone to recover at home rather than in hospital.

A case for Shared Lives as a lower cost alternative to building-based 
care, or for cost-avoidance through, for instance, avoiding use of crisis 
or acute services.

An identified champion within each team which will refer people 
to Shared Lives, who is excited by the potential of UPC, understands 
the value and potential of Shared Lives and has capacity to help develop it. 
Referral into Shared Lives is different to other services due to the careful 
matching process rather than the usual concept of ‘placing’ someone in a 
service: there is guidance on referral criteria, but the service will also need 
to find a suitable match. Finding a match can take time and patience, which 
is rewarded with exceptional longevity and outcomes. Matching becomes 
easier as the service scales, so growth can be on a curve.  

Commitment to partner with the Shared Lives service within agreed 
protocols. It is unlikely that someone can be referred into Shared Lives and 
then the case closed. For most people, health services will need to work with 
the Shared Lives household, and be easily available in an emergency, which 
helps the Shared Lives carer and scheme to manage high levels of risk. 

Programmes need a jointly-owned communications strategy and to find 
multiple ways of getting early success stories out to key audiences: this may 
require resourcing communications support. People with lived experience of 
using the model become powerful advocates. External agencies also need to 
be willing to adapt their systems, messages and branding to NHS audiences. 
Messages should be developed and ‘road-tested’ with NHS colleagues. 

Successful scaling of Shared Lives is likely to start small and gradually grow 
the programme, but the end goal must be ambitious and continuing senior 
leadership attention will be needed to create the attitudinal and practice 
changes needed in the wider system to use and get good value out of the 
new model, and to embed it into the core business of the area. Shared Lives 
should be developed as part of the wider strategic shift towards personalised 
care, with investment in co-designing a more community-based system 
and developing stronger and more equal relationships with the Voluntary, 
Community and Social Enterprise (VCSE) sector, and the communities they 
represent. The Action Plan of the Joint VCSE Review, co-sponsored by NHS 
England, Public Health England and the Department of Health and Social Care, 
set out practical steps to take.  
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Costs and resource implications

Shared Lives is often more cost effective than other forms of healthcare as  
it is not a building-based service but takes place in ordinary family homes.

Shared Lives arrangements can be funded through a number of mechanisms 
including spot purchasing, S117 and Personal Health Budgets.  Shared Lives Plus  
can work with your area to help design funding pathways to enable people to  
benefit from Shared Lives arrangements either on a short or long-term basis.

There are 125 Shared Lives schemes in England, operating in most areas of the 
country. Shared Lives Plus can support you to develop a partnership arrangement 
with your local scheme to develop healthcare solutions, or to establish a new  
Shared Lives scheme focused on health.

Our support offer can include detailed financial modelling to identify the resource 
needed locally to develop Shared Lives in health depending on the priorities and 
ambition in your area.
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Potential barriers to  
growth of Shared Lives

The Shared Lives in health demonstrator programme found that Shared Lives 
schemes were able to build supply (recruiting and retraining Shared Lives carers 
to take on more health-orientated roles) but found barriers to overcome in 
creating demand:

Busy clinicians can be initially reluctant to refer to the new service, and 
quick to give up if initial referrals don’t result in support arrangements. Referral 
processes and care pathways need to be adjusted to include the new model 
and the matching process.

Shared Lives schemes needed to be willing to adapt their processes to the 
requirements of the NHS. For instance, through starting the matching process 
whilst the individual was still in hospital, by introducing people to potential 
Shared Lives carers, using pen portraits, Skype and face to face visits. 

Personal health budgets can enable people to choose new models, but for 
this to happen, people need good information and access to expert advocacy 
and brokerage support.

Small scale initiatives are usually developed by junior staff. These workers 
can create capacity, but struggle to influence the local health system to use 
that capacity. So senior leaders need to invest time in internal awareness 
and wider system changes if a new model is to scale up successfully. 

When new approaches are piloted, there is a tendency towards optimism 
bias in terms of both numbers and time scales. High levels of ambition should 
be reflected by willingness to invest time in getting a model right at the 
beginning. Short-termism is a key barrier.

Costs and resource implications



To make an initial enquiry please contact Alex Fox,  
CEO, Shared Lives Plus  
 

  alex@sharedlivesplus.org.uk  
  07738 641 897

Support to develop Shared Lives  
to deliver personalised care

NHS England, NHS Improvement and Shared Lives Plus are working together 
to offer support to develop Shared Lives in your area. 

The support offer includes:

  Building links between the NHS partners and the local 
Shared Lives scheme and brokering initial conversations. 

  An initial assessment of the viability of developing Shared Lives 
as a health or integrated health and care approach in your area 
and a SWOT analysis. 

  Support to identify and convene stakeholders, including 
experts by experience and local user-led or patient groups 
to plan development.

  An outline plan for commissioning, investment, 
awareness raising and evaluation.

20

Acknowledgements

We would like to thank the seven CCGs 
that took part in the pilot programme 
between 2016 and 2019: Barnsley, Bolton, 
Derby, South Tees, Gloucestershire,  
Portsmouth, Wirral.

We would also like to thank Cordis Bright for providing a thorough independent 
evaluation of the implementation of the programme.



  0151 227 3499 

  www.sharedlivesplus.org.uk

  info@sharedlivesplus.org.uk

Registered Charity Number (England and Wales):1095562

Registered Charity Number (Scotland): SC042743 

Company Number: 4511426

“As part of a complex case involving self-harm, 
Shared Lives provided breathing space for both mother 
and daughter,which gave them some normality during stressful 
times. It helped the mother sleep more easily at night, without 
worrying about her daughter’s wellbeing on an ongoing basis. 
From the patient’s perspective, she was able to stay in relaxed 
and caring family atmosphere, which wasn’t as formal as, say, 
a care home environment.

“Regarding outcomes, she continues to remain at home following 
Shared Lives intervention, is now attending college on a regular basis  
and has not been readmitted at any stage.

“I was also amazed at the huge cost savings compared with a community  
placement, which was our initial option. It also undoubtedly prevented several 
hospital readmissions.

“Overall Shared Lives provides significantly better outcomes and is far less  
of a risk than other available options to us. The matching process is thorough  
and always involves the patient and their individual needs.”

Laura Naylor, Complex Case Worker, Bolton CCG


