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1 Introduction 

Based on experiences of project delivery and following stakeholder consultation, it 

has been decided to re-design and re-commission the Community Connectors 

project in Camden.  

This document summarises the key findings and recommendations from the review.  

2 Scope of review 

The review took place during July-August 2017 and included: 

 Interviews and group meetings with a wide range of stakeholders, including the 

ABC Older People’s Advisory Group, Community Connectors staff and 13 project 

participants/volunteers 

 A review of processes and evidence from similar projects outside of Camden1 

3 Background 

Community connector types of support2 provide an interface between people and 

opportunities to become more involved with other people, community groups, 

activities and support services. According to the Campaign to End Loneliness 

framework3, community connectors forge crucial links to direct interventions through 

outreach, understanding circumstances and supporting access.  

The intensity of support can vary according to service design and client need. As a 

primary level prevention service, most connector schemes are geared to manage 

‘lower level’ issues and refer clients to health or social care authorities to address 

more acute needs. A connector may carry out a home visit to discuss a support and 

activity plan or a less resource intensive service could entail delivering printed 

information and following it up with a telephone conversation to discuss options that 

the individual may wish to take forward.4  

                                            
1
 This did not include Social Prescribing projects.  

2
 Also known as ‘Navigator’, ‘Foundation’, ‘Gatekeeper’, and ‘First Contact’ services.  

3
 Jopling (2015) 

4
 Goodman et al (2015); Rodman (2014); Windle et al (2011) 
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Appendix 1 provides an overview on a range of schemes in England which offer 

community connector type services. The schemes vary according to their set-up, 

duration, pathways and outputs available. The information was obtained through 

project documents and telephone contacts.  

4 Previous Camden delivery model 

The initial Community Connectors delivery model contained the following steps:  

1. Locate an older person who is isolated or at risk of isolation (either by referral 
or active outreach) 

2. Provide them with an assessment/information session on activities available – 
address barriers to accessing opportunities 

3. Link with a project volunteer, if appropriate 

4. Link to an activity and provide support (e.g., temporary escort)  

5 Key learning points 

The remainder of this report focuses on the key learning points and recommendations 

from the review. These are organised along the following themes: 

 Establish a clear service vision 

 Promote a wellbeing approach  

 Work with people’s changing situations 

 Support a variety of volunteer roles 

 Enable access to opportunities 

 Co-ordinate with befriending services 

 Utilise existing resources about local activities 

 Need for more active outreach 

 Need for more supportive activities in Camden  

5.1 Establish a clear service vision  

Stakeholders held different interpretations on what the service offer entailed and who 

should be supported. To establish a shared understanding and to promote 

partnership working for a streamlined service, the following are recommended:   

 Define clear boundaries for the offer, i.e., who is to be supported and how, 

duration of support  

 Have a shared understanding within the team of how this translates into 

practice  
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 Centralise management to include case management overview, clear triage, 

central telephone contact number 

 Ensure a clear and well marketed ‘offer’ to older people and to other 

professionals  

 Create a clear pathway for the older person, including offering volunteer roles 

as appropriate 

 Create a clear ‘interface’ with referring in and out organisations, including 

Care Navigators, befriending schemes, Adult Social Care (ASC), AUC, health 

advocates, Camden Healthy Minds 

 Build relationships with potential referrers, including joint assessments 

 Establish the Community Connectors service as the ‘go to’ service and ‘one 

stop shop’ for promoting activities and connecting older people to those 

activities 

5.2 Promote a wellbeing approach  

Although the aim of the project is to reduce loneliness and social isolation, learning 

to date suggests that people find the terminology off putting as they do not wish to be 

labelled as ‘isolated’ or ‘lonely’. Moreover, people who are recognised as lonely by 

others did not wish to become part of ‘the system’.  

Instead, a wellbeing approach is recommended with a focus on maintaining 

independence and improving the quality of life in later life. The service needs to 

be flexible to offer the right degree of intervention:  

 To help people improve their own lives by getting out of their home more 

often, being more physically active, meeting people with similar interests, re-

establishing old friendships, etc.  

 To involve older people to help improve others’ lives by, for example, 

recommending someone else who might enjoy an activity; bringing a friend to 

a class; or by knocking on doors to promote an activity.  

5.3 Work with people’s changing situations 

Due to changing circumstances at times of transition (e.g., retirement, bereavement), 

people often need to cope with important matters like health conditions, finances and 

housing. This takes time to sort out and can detract from the focus of Community 

Connectors.  

It is recommended that the service includes a central triage and case 

management system. The service should avoid encouraging dependency with a 

Connector at a time when people are not ready to engage in the wider community. A 

central triage can refer swiftly and appropriately to other agencies while a case 

management approach can keep in touch with individuals as they become ready to 
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engage. The central triage and case management approach also reinforces the 

vision of Community Connectors as a time limited service.  

Following a wellbeing model (5.2 above), the service needs to embed people into a 

range of activities – encouraging links with other classes in a community centre, 

joining trips, or doing the shop, for example. The more groups and chances for 

joining in, the stronger the bonds when situations change, and the greater the 

chance that community engagement will be sustained. 

5.4 Support a variety of volunteer roles 

Volunteers can greatly expand the reach of the service and reduce pressure on 

paid staff. Thought should be given to supporting volunteers with opportunities for 

training and reflection about the difference they are making, and matching individual 

capabilities to volunteering roles.  

The review identified a range of roles for volunteers (young and old) in the project:  

 Champions/ambassadors to promote the work and aims of the project  

 Transport specialists and escorts to activities  

 Connectors (with appropriate safeguards)  

 Promotion through delivering leaflets, holding a coffee morning or other 

outreach activities  

5.5 Enable access to opportunities 

The lack of assisted transport in Camden was mentioned repeatedly during the 

review. Door-to-door transport that is affordable and easily arranged was expected to 

be included in the offer by both the older people and the agencies that made 

referrals to Community Connectors. Experience of the project showed that people 

were unable to continue activities due to insufficient transport.  

Therefore, the service needs to include transport assistance and staff/ 

volunteers need to be trained in this area. As the service is temporary, escorting 

can only be built into the initial ‘settling in’ offer with clear boundaries agreed with 

individuals in advance. Alternative assisted transport may need to be arranged once 

the community connector has finished supporting the person, as the need may be 

ongoing.   

5.6 Co-ordinate with befriending services 

The relationship between Community Connectors and befriending is vital. It is 

recommended that the project completes full referrals to befriending services 

and undertakes joint assessments so that shared agency to agency 

understanding is established.  
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Staff and volunteers would need to differentiate between community connector and 

befriending functions and be mindful when a referral to a befriending service would 

be more appropriate.  

Referral agencies need to be made aware that Community Connectors is not a 

befriending service.  

5.7 Utilise existing resources about local activities 

In Camden, excellent resources already exist for searching and mapping local 

activities and services. The review identified RecommendMe as a widely valued 

resource for information about local activities. Additionally, the new Community 

Connectors service is encouraged to market itself on directories such as Camden 

Care Choices.  

5.8 Need for more active outreach 

Outreach requires extra time and specific skills. It is therefore recommended that 

a separate project, Outreach and Co-ordination, take on the outreach element 

for Community Connectors to allow for testing of different strategies. The 

Community Connectors service is expected to work closely with the Outreach and 

Co-ordination team, accepting referrals and linking these people to community 

activities.  

5.9 Need for more supportive activities in Camden 

Stakeholders were concerned that activities in the borough offered limited support to 

encourage and maintain participant attendance. Some people viewed existing 

activities as ‘cliquey’ or unwelcoming and chose not to return. The project and 

community centres did not have the resources to provide a ‘welcoming and settling-

in service’. Additionally, some people were not interested in attending activities in 

community centres where many of the opportunities were based. There is an 

apparent gap between what is provided and what is expected in terms of support on 

offer, especially for people living with dementia. 

It is recommended that a separate fund, a Community Activities and Outreach 

Programme, is established with a remit to supply ‘gold standard’ activities for 

older people. The programme would:  

 Fund providers to run high quality social activities with support, i.e., meeters 

and greeters, phone calls before and after activities, follow-up to those who 

stop attending 

 Ensure these funded activities include provision outside of community centres, 

e.g., in sheltered accommodation 

 Ensure the funded activities include one-off gatherings and ‘taster’ sessions, 

on neutral ground, in order to attract new people 
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The new Community Connectors project would be expected to work closely with this 

programme by sharing best practices and identifying gaps in ‘gold standard’ 

provision.  

6 Conclusion 

Following stakeholder feedback and a review of the learning from Community 

Connectors and similar projects, it is proposed that:  

 The new Community Connectors project is a centrally coordinated connection 

service that promotes the wellbeing of older residents.  

 The focus will be on matching people to activities and supporting people, 

initially, to access activities. The project will signpost/refer to other services, 

when appropriate.   

 The project will work in partnership with the Outreach and Co-ordination 

project and the Community Activities and Outreach Programme. 
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Appendix 1: Sample of schemes 

Project, location, lead, structure Set-up, pathway Outputs, outcomes Other 

Community Navigators, 
Cambridgeshire Council 

Care Network 

2013 - current 

 

County manager, 5 District 
coordinators (paid staff) 

 

community.navigators@care-
network.org.uk  

  

Client matched to a volunteer who meets them 
locally, at home or at drop-in session. 
Coordinator can sometimes resolve query over 
the phone. More complex cases are managed 
by the coordinator rather than being assigned to 
a volunteer.   

Promotes community activities, statutory and 
voluntary support.  

The face-to-face meeting is followed up two 
weeks later with telephone contact for any 
additional support.  

 

From 2015 evaluation: Befriending and social 
activities among the most common supports 
requested.  

2014 figures: 1,336 clients, with average 4 
signposts/referrals per client.  

Call backs were introduced because clients 
were not following up or did not know how to 
follow up on information provided. 

Due to demand, the information service 
expanded to providing clients with 
access/transport support.  

Evaluation – phase 2: 

 

http://care-
network.org.uk/userfiles/Leafl
ets/YorkConsultingCommunit
yNavigatorsFinalReport14Ma
y.pdf  

Connect, Islington 

Help on Your Doorstep 

2009 – current 

20% clients age 60+ 

 

12 staff (3 office; 9 front-line 
advisers), 21 volunteer advisers 

 

http://www.helponyourdoorstep.co
m/our-services/  

 

Targets isolated and vulnerable households 

Across 16 wards. Proactive engagement in 
homes – outreach and referral 

Process: leaflet homes, door-to-door outreach 
(introduction, leave service information with 
householder – 50% clients proactively contact 
service based on this information); either make 
referral (via partner who follows up) or direct 
support 

Follow-ups 3 and 12 weeks later 

2013-14 figures: 26,000 doors knocked, 
1,555 clients (6%) received direct help; 3,506 
(14%) referred. Therefore 20% take-up 
support.  

At 3 month follow-up, 95% of clients report 
their issue was resolved, improved, or in 
process of support 

2009-2014 Project Report: 

 

http://www.helponyourdoorste
p.com/wp-
content/uploads/2016/03/HO
YD-20-page-magazine-print-
ready-1.pdf  

Lewisham Community Connections  

2013 – current  

18+ (average age 2016: 56 years) 

Age UK Lewisham and Southwark 
and partners  

 

CDWs receive referrals (sifted for 
appropriateness) and pass on to CFs who pay 
home visit & develop a person-centred plan 
together with the client, then match to activities 
or support.  

Second contact by phone or in person to 

2016-17 figures: 690 clients (86% of target), 
5-10% do not take-up CC after a referral.  

Referrals: approx 66% from GPs and Adult 
Social Care 

They do not monitor % who take-up 
activities/service referrals 

2015 Evaluation: 

 

http://councilmeetings.lewish
am.gov.uk/documents/s3737
6/Information%20Item%207C
%20-

mailto:community.navigators@care-network.org.uk
mailto:community.navigators@care-network.org.uk
http://care-network.org.uk/userfiles/Leaflets/YorkConsultingCommunityNavigatorsFinalReport14May.pdf
http://care-network.org.uk/userfiles/Leaflets/YorkConsultingCommunityNavigatorsFinalReport14May.pdf
http://care-network.org.uk/userfiles/Leaflets/YorkConsultingCommunityNavigatorsFinalReport14May.pdf
http://care-network.org.uk/userfiles/Leaflets/YorkConsultingCommunityNavigatorsFinalReport14May.pdf
http://care-network.org.uk/userfiles/Leaflets/YorkConsultingCommunityNavigatorsFinalReport14May.pdf
http://www.helponyourdoorstep.com/our-services/
http://www.helponyourdoorstep.com/our-services/
http://www.helponyourdoorstep.com/wp-content/uploads/2016/03/HOYD-20-page-magazine-print-ready-1.pdf
http://www.helponyourdoorstep.com/wp-content/uploads/2016/03/HOYD-20-page-magazine-print-ready-1.pdf
http://www.helponyourdoorstep.com/wp-content/uploads/2016/03/HOYD-20-page-magazine-print-ready-1.pdf
http://www.helponyourdoorstep.com/wp-content/uploads/2016/03/HOYD-20-page-magazine-print-ready-1.pdf
http://www.helponyourdoorstep.com/wp-content/uploads/2016/03/HOYD-20-page-magazine-print-ready-1.pdf
http://councilmeetings.lewisham.gov.uk/documents/s37376/Information%20Item%207C%20-%20HWB%207%20July%2015%20Community%20Connections%20Evaluation%20Report%20APPENDIX%201.pdf
http://councilmeetings.lewisham.gov.uk/documents/s37376/Information%20Item%207C%20-%20HWB%207%20July%2015%20Community%20Connections%20Evaluation%20Report%20APPENDIX%201.pdf
http://councilmeetings.lewisham.gov.uk/documents/s37376/Information%20Item%207C%20-%20HWB%207%20July%2015%20Community%20Connections%20Evaluation%20Report%20APPENDIX%201.pdf
http://councilmeetings.lewisham.gov.uk/documents/s37376/Information%20Item%207C%20-%20HWB%207%20July%2015%20Community%20Connections%20Evaluation%20Report%20APPENDIX%201.pdf
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Project, location, lead, structure Set-up, pathway Outputs, outcomes Other 

Co-located at Lewisham Council 
offices (social care), organised in 4 
cluster areas: team leader, 4 FTE 
Community Development Workers, 
4 FTE Community Facilitators, 
administrator (p-t); pool of 
volunteers  

 

http://www.ageuk.org.uk/lewishama
ndsouthwark/services/community-
connections/ 

 

https://cclewisham.wordpress.com/
category/lewisham/  

 

signpost to appropriate activities. CF may be 
more involved in arranging connection and may 
accompany on first visit. But volunteers take 
over from there, if requested.  

Draw on volunteer connectors occasionally for 
clients who may need to be accompanied to an 
activity (to encourage independence number of 
times is negotiated in advance)  

Duration: aim 6-8 weeks, average 9 weeks 

All clients asked 5 questions (1-5 rating scale): 

-Content with life 

-Can manage my health 

-I am socially active 

-I am physically active 

-I have access to the information I need  

Questions asked at first contact, after second 
contact (referral to activity/service); 10% 
asked questions after 3 months (after case 
closed).  

From 2015 evaluation report: Inconsistent 
findings on increased activities after case 
closed – from two separate samples of 66 
clients taken at different time points: 79% and 
53% reported an increase 

%20HWB%207%20July%201
5%20Community%20Connec
tions%20Evaluation%20Repo
rt%20APPENDIX%201.pdf  

 

 

Linkage Plus, Tower Hamlets 

2009 – current (pilot 2006-08) 

THC and CCG 

 

Led by Toynbee Hall and partners 
(including Age UK East London)  

 

5 centre hubs (managed 
independently), each with Co-
ordinator and Outreach Workers 
(staff) – Details for Toynbee Hall 
only: 1 Co-ordinator; 2 p-t Outreach 
Workers (1 FTE). 

 

linkageplus@toynbeehall.org.uk  

Referrals (mix of health and community based) 
direct to a centre or, if central, passed on to 
nearest centre. Details of client needs in referral 
form. Outreach Worker phones to introduce and 
arrange a meeting at public place or client home 
(if preferred). Assessment for health, home, 
social, finance. Encourage visit to centre for 
activities.  

Remainder of LinkAge Plus is in centres. Based 
on first meeting, OW will arrange for other needs 
and make referrals, including befriending. If 
client does not go to centre, OW will not see 
them again.  

Transport to centre not accompanied – client 
takes public transport or dial-a-ride. Clients can 
see their OW at the centre. OW will follow-up on 
clients who stop attending the centre.  

 

Aim is to encourage independence in older 
people (age 50+). 

Volunteers help run centre activities (shared 
with other projects) and don’t do outreach.  

Monitoring figures sent to commissioners and 
not publicly available. 

Pilot evaluaton report (2008):  

 

https://www.gov.uk/governme
nt/uploads/system/uploads/att
achment_data/file/186909/to
wer-hamlets-evaluation.pdf  

 

http://www.ageuk.org.uk/lewishamandsouthwark/services/community-connections/
http://www.ageuk.org.uk/lewishamandsouthwark/services/community-connections/
http://www.ageuk.org.uk/lewishamandsouthwark/services/community-connections/
https://cclewisham.wordpress.com/category/lewisham/
https://cclewisham.wordpress.com/category/lewisham/
http://councilmeetings.lewisham.gov.uk/documents/s37376/Information%20Item%207C%20-%20HWB%207%20July%2015%20Community%20Connections%20Evaluation%20Report%20APPENDIX%201.pdf
http://councilmeetings.lewisham.gov.uk/documents/s37376/Information%20Item%207C%20-%20HWB%207%20July%2015%20Community%20Connections%20Evaluation%20Report%20APPENDIX%201.pdf
http://councilmeetings.lewisham.gov.uk/documents/s37376/Information%20Item%207C%20-%20HWB%207%20July%2015%20Community%20Connections%20Evaluation%20Report%20APPENDIX%201.pdf
http://councilmeetings.lewisham.gov.uk/documents/s37376/Information%20Item%207C%20-%20HWB%207%20July%2015%20Community%20Connections%20Evaluation%20Report%20APPENDIX%201.pdf
mailto:linkageplus@toynbeehall.org.uk
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/186909/tower-hamlets-evaluation.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/186909/tower-hamlets-evaluation.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/186909/tower-hamlets-evaluation.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/186909/tower-hamlets-evaluation.pdf
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Project, location, lead, structure Set-up, pathway Outputs, outcomes Other 

Reconnections, Worcestershire 

2015 - current  

 

Age UK Hereford & Worcestershire  

 

6 areas managed by 6 VCS orgn’s; 
volunteer connectors (each 
coordinator works with approx. 15 
volunteers) 

 

http://www.reconnectionsservice.or
g.uk/  

 

Triage system: referred client receives phone 
call; screening questions; then volunteer home 
visit 

Volunteers encourage/ motivate client to make 
regular connections; co-develop a plan; 
accompany on outings; aim is for engagement to 
be self-sustaining 

Duration: 6-9 months 

 

May 2017 data (2 year operations): 1244 
referrals; 647 starts. Most non-starts cases 
exit at triage stage.  

Outcomes-based contract (social impact 
bond): payments to delivery partners tied to 
reduction in loneliness (R-UCLA measured at 
baseline, 6 & 18 months) 

Economic assessment of service costs & 
benefits in process 

Interim evaluation report:  

 

http://www.socialfinance.org.
uk/wp-
content/uploads/2016/08/Rec
onnections-Evaluation-
Interim-Report_June-
2016_FINAL.pdf  

 

Village Agents, Gloucester County 
Council, CCG 

2006 – current 

Funded by GCC and CCG 

 

Area based in 6 district hubs: 31 
part-time agents 

 

http://www.grcc.org.uk/village-
agents/village-agents  

Facilitated signposting service to help older 
people live independently 

2016-17 figures: 2,185 clients (of which one-
third (32%) were repeats from a previous 
year). Ave client age 77 years.  

Incoming referrals: 36% word of mouth and 
self/family/ friend; 20% health care; 6% social 
care  

Outcomes: WEMWBS introduced July16; T1 
216; T2 48 (after 12 wks); scored improved 
by 5 points.   

2013-14 Annual Report: 

 

https://www.villageagents.org
.uk/Docs/Village%20and%20
Community%20Agent%20En
d%20of%20Year%20Report
%20FINAL.pdf  

 

 

http://www.reconnectionsservice.org.uk/
http://www.reconnectionsservice.org.uk/
http://www.socialfinance.org.uk/wp-content/uploads/2016/08/Reconnections-Evaluation-Interim-Report_June-2016_FINAL.pdf
http://www.socialfinance.org.uk/wp-content/uploads/2016/08/Reconnections-Evaluation-Interim-Report_June-2016_FINAL.pdf
http://www.socialfinance.org.uk/wp-content/uploads/2016/08/Reconnections-Evaluation-Interim-Report_June-2016_FINAL.pdf
http://www.socialfinance.org.uk/wp-content/uploads/2016/08/Reconnections-Evaluation-Interim-Report_June-2016_FINAL.pdf
http://www.socialfinance.org.uk/wp-content/uploads/2016/08/Reconnections-Evaluation-Interim-Report_June-2016_FINAL.pdf
http://www.socialfinance.org.uk/wp-content/uploads/2016/08/Reconnections-Evaluation-Interim-Report_June-2016_FINAL.pdf
http://www.grcc.org.uk/village-agents/village-agents
http://www.grcc.org.uk/village-agents/village-agents
https://www.villageagents.org.uk/Docs/Village%20and%20Community%20Agent%20End%20of%20Year%20Report%20FINAL.pdf
https://www.villageagents.org.uk/Docs/Village%20and%20Community%20Agent%20End%20of%20Year%20Report%20FINAL.pdf
https://www.villageagents.org.uk/Docs/Village%20and%20Community%20Agent%20End%20of%20Year%20Report%20FINAL.pdf
https://www.villageagents.org.uk/Docs/Village%20and%20Community%20Agent%20End%20of%20Year%20Report%20FINAL.pdf
https://www.villageagents.org.uk/Docs/Village%20and%20Community%20Agent%20End%20of%20Year%20Report%20FINAL.pdf

