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Introduction 

What the programme does 

1. Prevention Matters (‘the programme’) is an ambitious, whole county change programme 

designed to facilitate access to frontline community services and groups in 

Buckinghamshire. The programme targets those whose needs are below the substantial 

need threshold for adult social care. It was designed and implemented before the 

requirements of the Care Act 2014 were known and came into force. 

2. The service delivery model for the programme builds on a referral system, rather than on 

direct support. The programme helps users access frontline community services and 

groups, including making sure that they are comfortable with their choice. The needs of 

the programme users are not met by the programme itself, but by the frontline 

community services and groups to which users are referred through the programme. 

3. Fourteen Community Practice Workers (CPWs) are aligned to the seven GP localities in 

Buckinghamshire, and lead on the referral process, from first contact with the users to 

final review and exit. The CPWs are supported by seven Community Links Officers who 

ensure that the necessary resources are available in the community to meet users’ needs, 

including identification of opportunities to build new capacity.  

4. A wide network of frontline community services and groups provides direct face-to-face 

support to users through activities such as befriending, transport, fitness, and lunch clubs. 

5. In addition, the programme includes the following components: 

- A Volunteer Hub, which recruits volunteers and allocates them to volunteer 

hosting organisations;  

- Time Credits, which is an approach to getting people involved in community 

activities in exchange for non-cash rewards worth the equivalent to the time they 

spend contributing to community activities; and 

- Community Grants, which are cash contributions to community services and 

groups to build new capacity in relation to preventative care. 

6. Buckinghamshire County Council (‘the Council’) made a core management team available 

to the programme, including a full-time programme manager, to facilitate coordination 

across all the components as follows: 

- Through their direct work with programme users, the CPWs identify prevention 

needs and communicate these to the Community Links Officers, who work with 

other local stakeholders to find ways in which prevention needs may be met. 

- Both Volunteer Hub, and Time Credits tackle social isolation across the whole 

community, not just for those who formally participate in the programme. 

- CPWs, Community Links Officers, Volunteer Hub, Time Credits, and Community 

Grants, all together, share a common aim to build up the capacity and 

independence of individuals and communities. 

Executive Summary 
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- The Intelligence Hub collects data to assess the performance and impact of the 

programme.  

7. The Council is investing approximately £1 million per year in the programme between 

2013 and 2017. There were 2,860 contacts with programme users recorded throughout 

the lifetime of the programme up to the end of June 2015. Of these, 2,533 were unique 

contacts. 

8. The Council has been a forerunner in implementing a whole system approach to 

prevention.  Since the start of the programme the significance of preventive services has 

grown at a national level through the introduction of the Care Act 2014. 

9. In addition to the Communities, Health and Adult Social Care (CHASC) business unit 

mission statement, the Council has recognised the need for preventative support for 

vulnerable, older and disabled residents in its overarching 2015-2017 Strategic Plan.   

10. The programme works jointly with a number of services within CHASC to support related 

objectives and engage overlapping cohorts.  There is a key opportunity for the 

programme to integrate with sheltered housing supporting services in the future. 

11. For more information about the programme, including the different components and how 

these were designed to provide an integrated approach to prevention in the county, 

please see our earlier reports, Prevention Matters: Validation of data systems and 

processes, and Prevention Matters: Evidencing early impact and potential for achieving 

positive results. The programme’s website is: http://www.buckscc.gov.uk/social-care/care-

for-adults/prevention-matters/  

About the evaluation 

12. This evaluation took place between January 2014 and September 2015. It was a mixed-

method formative evaluation1 that assessed the programme while it was still in 

development. For example, all the CPWs and Community Links Officers were in place 

when the evaluation started, but the referral forms and the monitoring systems were only 

finalised in May 2014. The evaluation included before-and-after comparisons of outcome 

data. 

13. The evaluation examined the impact of the programme on users, local organisations, 

volunteers and the wider community in Buckinghamshire. It also assessed the programme 

as an enabler of wider system change across sectors, and the extent to which the 

programme helps to create more integrated working, build capacity in communities, form 

new collaborations, and generate a greater emphasis on prevention.  

14. The evaluation sought to gather evidence in relation to the following questions: 

a. Should the programme work as designed and does the evidence back up the design? 

b. Can the programme work, based on the available systems and resources, including 

governance and accountability structures? 

 

1 A formative evaluation is usually undertaken during the implementation of a project or programme, and is designed to 

inform improvements to design and outcomes. 

http://www.buckscc.gov.uk/social-care/care-for-adults/prevention-matters/
http://www.buckscc.gov.uk/social-care/care-for-adults/prevention-matters/
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c. Does the programme bring about the intended outcome changes for: 

- Individual users? 

- Organisations? 

- The wider care and support system? 

d. Are the benefits experienced by the programme users worth the costs? 

15. Previous interim reports focused on questions a. and b. Their main conclusions were: 

- One of the key strengths of the design phase of the programme was the 

modelling work to estimate the number of future users. 

- It would have been beneficial to also model community capacity and to assess the 

extent to which demand matches supply. 

- Early implementation was broadly in line with the design. 

- There could have been a greater distinction between strategy and operations. 

- The service model involves a wide network of organisations, and as a result the 

Council should be mindful of the potential financial and operational risks that are 

always associated with a large number of delivery organisations. 

- Frontline community services and organisations, which are the main agent of 

outcome change, are not part of the core delivery network.2 

16. This final report focuses on questions c. and d. All the components of the programme are 

within the scope of this final report. 

Data informing our findings 

17. Despite considerable efforts by staff within the programme to capture good quality data 

since the beginning of the programme, and in particular over the past six months, there 

were a number of limitations in the data available for this evaluation. 

18. The evaluation built on data from 250 users, for which both initial assessment (baseline) 

and review (follow-up) data was available. This was combined with qualitative data 

gathered through over 10 workshops with staff, 30 structured interviews with programme 

users, and over 50 meetings with key stakeholders. 

19. As is common with collecting data, there are risks around quality and bias. In particular 

there were completion issues in terms of the proportion of reviews carried out, and where 

reviews were completed, some questions were either not answered at all or were 

answered incompletely. As a result, there needs to be some caution in interpreting the 

data, particularly where there is only a small amount of change, as the data collection 

issues have the potential to bias the findings both positively and negatively. 

20. One of the limitations of the programme is that it does not have a neat definition of 

‘programme completion’. This is a key aspect of any evaluation. It involves a cut-off point 

 

2 Ramboll and Apteligen (2014) Validation of data systems and processes; Apteligen, Aldaba, and LG Futures (2014) 

Evidencing early impact and potential for achieving positive results. 
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that defines the circumstances in which a programme user has received the level of 

support required to expect a positive impact. The Council established the number of 

interactions between the CPW and the programme user, but for example, it did not 

establish the minimum number of sessions that a programme user should attend at the 

frontline community services and groups. 

Summary of findings 

Impact on individual users and cost-benefits 

21. One of the intended aims of the programme was to delay access to adult social care. This 

is the point in time at which a case meets the substantial need threshold.  

22. In line with this intention, the Council designed the eligibility criteria so that the 

programme could support those who are not in receipt of care, but at risk of needing it, 

as well as those who are in receipt of Council low level support, such as telecare, 

equipment, meals on wheels, or laundry services. The eligibility criteria exclude those who 

already meet the substantial need threshold and are in receipt of more formal adult social 

care, such as domiciliary care services. 

23. The evaluation found evidence that programme users often experience multiple needs in 

relation to their activities of daily living, such as shopping and leaving the house.3 In 

addition to this, a proportion of cases include moderate to severe dementia and high 

levels of frailty, which are not in line with the eligibility criteria for the programme. 

Available data does not allow us to quantify the proportion that these cases represent 

within all referrals to the programme. 

24. We do know that around 4% of programme users were in receipt of social care when 

joining the programme. This proportion is gradually decreasing, which suggests a closer 

alignment with the eligibility criteria. On the other hand, 7% of programme users moved 

on to receive social care between six and twelve months after joining the programme. 

Further analysis is being undertaken by the Council to understand more about this cohort.  

25. The evaluation concluded that the potential to maintain independence and delay access 

to adult social care may be less than originally intended as a result of the complexity of 

the needs and frailty of some programme users. This is an important and ongoing 

challenge faced by the programme. 

26. The evaluation found a number of positive trends, including: 

- Nearly half of all programme users reported improvement in their satisfaction 

with the level of social contact they had. Thirty nine percent reported that their 

level of satisfaction was maintained. 

- Over a quarter of programme users reported an improvement in the extent to 

which they feel worried, sad or unhappy, while 62% reported that it was 

maintained. 

 

3 Assessment data shows that 45% of programme users have 2 or more areas of need when assessed by a CPW. 
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- A third of programme users reported that their quality of life was better at the 

review stage compared to the time of their baseline assessment. For just over half 

of programme users, their quality of life was maintained. 

- Seventy one percent of users are able to spend their time as they want, or doing 

enough of the things they enjoy or value with their time. This is an improvement 

on the 36% of programme users at the time of their assessment. 

27. Considering the complexity of the profiles of programme users, stability in outcomes may 

be considered an impact of the programme. 

28. Although there is improvement in satisfaction with the level of social contact reported by 

programme users, analysis suggests that there has been little change in the actual 

frequency of social contact they have. As it is not within the scope of the existing review 

questions, it is not possible to explain why satisfaction has increased when the actual 

frequency levels have not, but as users also report spending more time doing things they 

enjoy, it may be that the social contact they have has also become more enjoyable. 

29. Through qualitative analysis, the evaluation concluded that the programme has been 

particularly successful at facilitating access to information. A recurring theme raised by 

those users interviewed as part of the evaluation, was that they would not have become 

aware of the available community services and groups if it was not for the CPWs.  

30. In line with best practice guidance by HM Treasury, the evaluation estimated that the unit 

cost of the CPW element of the programme is made up of the following (on a per person 

per year basis): 

- Council resources, including direct work with programme users and a proportion 

of the overall core management time: £600 

- Inputs from frontline community services and groups: £225 

- Time and cash that programme users need to engage with frontline community 

services and groups: £1,225 

- Other costs: £100 

31. This equals an estimated £2,150 per person per year4. The estimated unit cost excludes 

the Volunteer Hub, Time Banking, and Community Grant elements of the programme. 

32. If we multiply the Council’s £600 unit cost by the number of programme users, we obtain 

a figure greater than the official budget for the programme because the £600 estimate 

includes other Council resources which are not included in the official budget, for 

example the value of the time of those attending Board meetings, and certain overheads, 

like laptops, floor space, and utilities.  

33. The reported unit cost estimates already include an adjustment to allow for the fact that 

levels of participation in the programme have grown over time. The unit cost estimates 

 

4 These unit costs only include the resources directly relevant to the support provided to programme users. For example, 

they do not include the resources associated with Community Grants, Time Credits, and the Volunteer Hub, which are 

broadly connected with building community capacity and supporting wider system change, but not directly connected with 

the support provided to programme users. 
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are representative of any year, both early and later years, within the whole life-time of the 

programme. 

34. The Council’s £600 unit cost may be considered to unlock £1,550 worth of additional 

resources per person from community services and groups, and programme users, which 

might not have been focused on prevention if the programme had not been in place. 

35. Whilst no comprehensive benchmark is available, we concluded that the programme is 

relatively cheap. This finding is relevant to affordability. However, it is the potential cost-

benefits, not just the unit cost that matters when evaluating impact and informing 

investment decisions. 

36. Our analysis indicates that the benefits associated with the programme are £1,000 per 

user per year, including the value of the improvements in health suggested by the impact 

evaluation (£500), and estimated spill-over effects on the need for informal social care 

(£492). This is the care provided by relatives, friends, and neighbours in relation to 

activities of daily living. These benefits compare with the unit cost of £2,150 per person 

per year for the CPW element of the programme. 

37. This finding must be seen in the context of the benefits that initiatives similar to the 

programme may be expected to achieve at their early stages. Whilst not directly 

comparable, other similar initiatives elsewhere in the country have been estimated to 

achieve lower levels of benefits than in the case of Prevention Matters. 

38. Available data do not allow us to estimate whether benefits will be sustained beyond one 

year. Therefore, it is not possible to estimate how long might be required before more 

expensive types of support are needed by programme users. 

Impact on organisations and systems 

39. This evaluation found that the Community Links Officer role has started to become an 

effective enabler of building capacity across the community and voluntary sector in areas 

of need, such as tackling social isolation and providing opportunities for people to lead 

more active lives. The role has also started to become central to the development of new 

partnerships between organisations that offer care and support in the community, and 

has facilitated increasing numbers of successful applications for funding through 

Community Grants.  

40. The evaluation also showed that the programme has made positive progress in a number 

of key outcome areas, particularly among those organisations that have had the most 

direct contact with programme users, or that have been most closely associated with the 

CPW and Community Links Officer roles. In particular, the programme has: 

- enabled frontline community services and groups to reach more people in need 

of care and support services, 

- facilitated a number of new partnerships and helped to identify new joint working 

opportunities, most noticeably among more frontline organisations in 2015 when 

compared to the previous year of the programme, and 
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- started to foster a stronger culture of sharing knowledge and information, and 

closer alignment of resources on prevention. 

41. The speed of progress has also increased over the past 12 months and there are signs 

that the programme is now starting to become more embedded within the care and 

support system across Buckinghamshire. There is greater awareness of the programme 

across the community and voluntary sector in the county, and of the types of support that 

the programme can bring to individuals and communities, compared to 12 months ago. 

Time Credits 

42. The Time Credits network, which now includes over 40 local community and voluntary 

sector organisations, has also gathered pace over the past 12 months, and is now having 

a positive impact on building volunteering capacity in the county. Nearly 6,000 hours of 

time have been given by local people to a wide range of community activities.  

43. Alongside this, the Time Credits network has begun to foster new collaborations between 

community and voluntary sector groups in a way that should contribute directly to the 

Council’s longer term objectives to improve health and well-being, maintain 

independence, and reduce the demand on specialist social care services. External 

evidence, not validated as part of this evaluation, suggests a £3.00 return for each £1.00 

invested in initiatives similar to Time Credits.5 

Volunteer Hub 

44. On the other hand, the Volunteer Hub, which is run by Community Impact Bucks, has 

encountered challenges around recruitment and placement of volunteers in sustainable 

roles. These challenges are currently being addressed through joint working across the 

programme, and by encouraging volunteering as a viable support option for more 

programme users. The Volunteer Hub continues to try innovative outreach activities to 

recruit more volunteers outside of the programme. 

45. We estimated the unit cost of the Volunteer Hub to be £1,000 per volunteer. This includes 

Council’s, and Community Impact Bucks’ resources, and certain overheads, like laptops, 

floor space, and utilities. External evidence, not validated as part of the evaluation, and 

not necessarily directly comparable to what the Volunteer Hub does, suggests benefits 

ranging from £13,000 to £16,000. This could potentially result in up to £16 return for each 

£1 invested.6   

Community grants 

46. Up until July 2015, the Prevention Matters grant fund allocated nearly £150,000 to a 

growing number of new projects, aimed at tackling isolation and improving quality of life 

and well-being. An example is the Lindengate project, which supports adults with needs in 

relation to mental health and social isolation through gardening activities. The charity 

 

5 Knapp (2010) Building community capacity: making an economic case, available at http://www.pssru.ac.uk/pdf/dp2772.pdf 

6 Join In (2015) Hidden diamonds: uncovering the true value of sport volunteers, available at 

https://www.joininuk.org/hidden-diamonds-true-value-of-sport-volunteers/; Cabinet Office, Department for Work and 

Pensions (2013), Wellbeing and civil society: estimating the value of volunteering using subjective wellbeing data, available 

at http://www.vanl.org.uk/images/downloads/volunteering/Estimating-the-value-of-volunteering.pdf 

http://www.pssru.ac.uk/pdf/dp2772.pdf
https://www.joininuk.org/hidden-diamonds-true-value-of-sport-volunteers/
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responsible for the project reported positive impacts on its ability to provide tailored 

support to project participants, engage with other stakeholders, and enhance its 

reputation locally. 

47. The work of the Community Links Officers, in particular, has been a key factor in driving 

up the success rate of applications for Community Grants and raising awareness of the 

fund in local communities. The overall success of the projects will be known over the 

coming year as the Council gathers data about the outcomes and scale of impact they 

have achieved. 

Implications for the future 

48. This report provides important learning for the Council and its key partners, as they look 

to make decisions on the future of the programme, and consider the investment required 

to potentially mainstream the programme beyond 2015/16. 

49. The evaluation showed evidence that the programme is becoming embedded in the local 

care and support system, and that there are opportunities to capitalise on this with 

continued focus on building community capacity, facilitating new partnerships, and 

supporting innovation and new community projects. This can be achieved by continuing 

with the Community Links Officer role as it currently stands, but also giving consideration 

to the ways in which the Community Links Officers could devote more of their time to 

brokering stronger collaboration between the Council, District Councils, the community 

and voluntary sector, and statutory services. 

50. The use of Time Credits as a tool to increase giving in communities is likely to continue to 

gain momentum, and provide an important enabler for building community capacity and 

resilience, and improve health and well-being. Efforts to address the broader challenges 

faced in relation to recruiting and placing volunteers should also continue to be taken 

forward. 

51. Furthermore, whilst the evidence on impact in relation to health and well-being is mixed 

at this stage (and therefore the benefits that might result from improvements in health), it 

is likely that a number of factors have contributed to this, all of which could be addressed 

in the future in order to increase the impact the programme has for individual users: 

- There is evidence to suggest that the profile of cases entering the programme is 

more complex than originally intended. It would be worth reviewing the skills and 

competencies across the CPW component of the programme to ensure they fit 

with the needs of the full range of people being referred into the programme. 

- There are opportunities to consider whether the programme could provide 

support further ‘upstream’ – that is, before individual health and social 

circumstances become more complex. This will require consideration of ways to 

promote more self-referrals, earlier engagement in community groups and 

activities (for example through volunteering and giving) and whether a ‘lighter-

touch’ signposting service could be introduced for those with less complex needs, 

avoiding the need for a full review and follow-up process with these users. 
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What the Council needs to do to improve the data 

52. Our evaluation showed that the systems currently in place are broadly fit for purpose, 

however, the Council should continue to monitor data completeness across all outcomes 

and data items, at the level of individual CPWs, as a way of further driving up performance 

in this area. 

- There are opportunities for the data to be used to provide more monitoring 

information and to use this in discussions with CPW managers to compare 

outcomes across localities and CPWs and to learn from best practice. Using data 

as part of ongoing monitoring will also help to boost data quality as it becomes 

something that is used as part of day to day activity. 

- Whilst work was initially undertaken to gather actual health data from GP systems 

rather than from self-reported data in the assessment and review, it was not 

possible to achieve this during the timeframe of the evaluation. Data gathered 

directly would provide a much more accurate measurement of use of health 

services.  

- When the forms were designed in May 2014 there were some questions where 

the CPWs were not sure what the range of responses might be and they were 

therefore left as open questions. There is now potential for the Council to 

reformat these into closed questions, as the analysis showed that there were a 

limited number of responses as noted in chapter 3.  

- The timeframes in which the reviews were taken vary substantially. Over 20 

reviews were undertaken less than a month after the individual had their 

assessment. If these were light-touch users it may be pertinent to undertake the 

reviews quickly after the involvement, but it would be valuable to identify that 

these are light touch users, and potentially vary the questions that were asked. 

53. Another important learning point concerns the extent to which programme users are 

referred to those frontline community services and groups that deliver better outcomes 

for users. The programme was intentionally designed to focus on the social needs and the 

personal skills and aspirations of individual users. However, some users have engaged 

more effectively with some services, and therefore gained more benefit, than with others.  

54. We do not know from the data gathered as part of the evaluation whether different levels 

of engagement are the result of a better fit between the needs of an individual and the 

type of services they are referred to, or something more specific about the quality of 

service provision. We understand that the Council is already considering how the 

programme could work in partnership with frontline community services and groups to 

capture data about participation and attendance by programme users, and we would 

encourage this to continue as a way of further targeting programme resources 

accordingly. We would also advise the Council to establish the minimum number of 

sessions that a programme user should attend at the frontline community services and 

groups. 
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Summary recommendations 

55. The above may be summarised through the following headlines: 

- Recommendation 1: Review the skills and competencies of CPWs to ensure that 

the role can meet the full breadth of needs of potential programme users. 

- Recommendation 2: Open up the programme to more upstream cases as a way 

of supporting lower levels of need. 

- Recommendation 3: Share learning from data with CPWs and CPW managers to 

encourage improved data completeness. 

- Recommendation 4: Access actual GP attendance data to measure change in use 

of primary care following engagement with the programme. 

- Recommendation 5: Reformat some of the assessment and review questions to 

help improve the quality of outcome data. 

- Recommendation 6: Ensure greater consistency in the timing of reviews carried 

out by CPWs. 

- Recommendation 7: Find out how many times programme users attend the 

community services and groups they are connected with by CPWs. 

- Recommendation 8: Identify which community services and groups deliver better 

outcomes for programme users.  
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Term Definition 

AIS database Adult Integrated System database, the main data system for programme 
users’ assessments and outcome measurements 

Community 
Grants 

Grants to community services and groups as part of funding scheme 
within the programme 

Community 
Links Officer 

Community Links Officer, not abbreviated in this report 

Community 
services and 
groups 

The frontline community services and groups to which CPWs refer 
programme users 

(Council’s) core 
management 
team 

The Council’s core management team responsible for the service delivery 
model 

Council Buckinghamshire County Council 

CPW Community Practice Worker 

Core delivery 
organisations 

The five partner agencies which are represented at the Operational 
Management Group (former Service Delivery Group) and host CPW 
managers: Action on Hearing Loss, Bucks Mind, Carers Bucks, Connection 
Floating Support, and People’s Voice; alongside Spice, responsible for 
Time Credits; Community Impact Bucks, responsible for the Volunteer 
Hub; and Heart of Bucks, responsible for the administration of grant 
funding. 

Engaged 
programme 
users 

Those programme users who participate regularly in the local community 
services and groups to which CPWs refer them, as opposed to 
participating just sporadically or not at all 

Evaluation team 
or ‘we’ 

Consortium between Apteligen, Aldaba, LG Futures and Cheryl Hopkins 
Consulting commissioned to do the evaluation of the programme, 
authors of this report 

GPs General Practitioners 

Management, 
coordination 

The tasks required to manage and coordinate the programme, mainly 
through the work of the Council’s core management team, including the 
Intelligence Hub 

Acronyms, abbreviations and common terms 
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NHS National Health Service 

Programme The Prevention Matters programme 

Programme 
users or ‘users’ 

The individuals participating in the programme, and therefore included in 
the programme caseload 

Programme 
user direct 
work 

The work of the CPWs, and frontline community services and groups with 
the users 

Programme 
user 
engagement 

The ability of the user to attend and be an active part of community 
services and groups regularly; if in the context of the cost of the 
programme, includes fees, travel expenses and the value of the time users 
require to participate in community services and groups 

Programme 
user indirect 
work 

Management and coordination of programme user cases, mainly through 
the role of the CPW manager and referral organisations 

(Service) 
delivery model 

Combination of roles, responsibilities and processes involved in the 
delivery of the programme, equivalent to ‘implementation model’ or 
‘process’ 

Support to 
organisations 

The work that the programme does to build up the capacity of local 
organisations, for example through Community Grants 
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1 Impact of an ageing society 

1.1 Projections by the Office for National Statistics show that the number of people aged 60 and 

over in England and Wales will rise from the current 9.4 million to 12.1 million in 2037.7 This is 

partly as a result of an increase in life expectancy and translates into specific funding 

challenges for the public sector, including state pensions, healthcare, and adult social care. 

1.2 The number of contacts from individuals new to social care in England was 2.2 million in 2013-

2014. Of these, 0.9 million, or 46 per cent, required a further assessment or commissioning of 

ongoing service, and 1.2 million were dealt with at the point of contact.8    

1.3 In the case of Buckinghamshire, in 2014-15 there were 30,435 new contacts with social care 

from 14,020 different people. Of these, 48 per cent were existing users, 52 per cent were new 

to social care, and 8 per cent exited after receiving information and advice only. Some 46 per 

cent progressed within adult social care.9 

1.4 Gross public expenditure by local social services on adult social care in England in 2013-14 was 

£17,200 million. Of this, £8,800 million, or 51 per cent, was spent on older people (those aged 

65 and over).10 In the case of Buckinghamshire, expenditure on adult social care was £93 

million, of which £42 million, or 45 per cent, was on older people. 

1.5 As an illustration, the average cost for supporting older people in a care home with nursing in 

Buckinghamshire is approximately £619 per person per week.11 The Office for Budget 

Responsibility estimates that public spending on adult social care, if unchanged, would need 

to rise from the current level of less than 1 per cent to almost 2 per cent of gross domestic 

product by 2050 nationally.12  

 

2 The localism agenda 

2.1 Adult social care is the responsibility of local authorities. In November 2011, Parliament passed 

the Localism Act, which has a focus on flexibility for local government, including the General 

Power of Competence.13  

2.2 Greater levels of independence and flexibility have been accompanied by spending cuts. In the 

case of social services, the Association of Directors of Adult Social Services calculates that 

 

7 Office for National Statistics (2014), Mid-2012 Population Estimates: England and Wales, available at 

http://www.ons.gov.uk/ons/rel/pop-estimate/population-estimates-for-uk--england-and-wales--scotland-and-northern-

ireland/mid-2011-and-mid-2012/index.html ; National Audit Office (2014), Adult Social Care in England: Overview, p. 4, 

available at http://www.nao.org.uk/report/adult-social-care-england-overview/  

8 Health and Social Care Information Centre (2014), Community Care Statistics, Social Services Activity, England, 2013-14, 

Final release, available at http://www.hscic.gov.uk/catalogue/PUB16133  

9 Buckinghamshire County Council 

10 Health and Social Care Information Centre (2014), National Statistics, Personal Social Services: Expenditure and Unit Costs, 

England - 2013-14, Final release, available at http://www.hscic.gov.uk/searchcatalogue?productid=16602  

11 Buckinghamshire County Council 

12 Office for National Statistics (2014), Preliminary Estimate of GDP: Time Series Dataset Q4 2013, available at 

http://www.ons.gov.uk/ons/rel/gva/gross-domestic-product--preliminary-estimate/q4-2013/tsd-gdp-preliminary-estimate--

q4-2013.html ; Department of Health (2014), Care Bill Impact Assessment, available at 

https://www.gov.uk/government/publications/the-government-published-a-series-of-impact-assessments-alongside-the-

care-bill   

13 Local Government Association (2012), Localism Act, available at http://www.local.gov.uk/localism/localism-act    
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http://www.ons.gov.uk/ons/rel/pop-estimate/population-estimates-for-uk--england-and-wales--scotland-and-northern-ireland/mid-2011-and-mid-2012/index.html
http://www.ons.gov.uk/ons/rel/pop-estimate/population-estimates-for-uk--england-and-wales--scotland-and-northern-ireland/mid-2011-and-mid-2012/index.html
http://www.nao.org.uk/report/adult-social-care-england-overview/
http://www.hscic.gov.uk/catalogue/PUB16133
http://www.hscic.gov.uk/searchcatalogue?productid=16602
http://www.ons.gov.uk/ons/rel/gva/gross-domestic-product--preliminary-estimate/q4-2013/tsd-gdp-preliminary-estimate--q4-2013.html
http://www.ons.gov.uk/ons/rel/gva/gross-domestic-product--preliminary-estimate/q4-2013/tsd-gdp-preliminary-estimate--q4-2013.html
https://www.gov.uk/government/publications/the-government-published-a-series-of-impact-assessments-alongside-the-care-bill
https://www.gov.uk/government/publications/the-government-published-a-series-of-impact-assessments-alongside-the-care-bill
http://www.local.gov.uk/localism/localism-act
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between 2010 and 2015 adult social care funding has been reduced by £4,600 million, 

representing a 31 per cent decline in real term spending.14 In the case of older adults, the 

King’s Fund estimated that spending on social care services has fallen by 17 per cent in real 

terms since 2009-10.15 

 

3 The role of prevention 

3.1 When faced with increases in demand along with reducing budgets, public services can apply 

two broad strategies: 

- ‘retrenchment’: this involves raising eligibility thresholds, and as a result making 

fewer people eligible and reducing levels of support; and 

- early action: this involves preventing cases from reaching a more serious or costly 

status.  

3.2 The National Audit Office distinguishes between the following types of early action: 

- prevention (upstream): usually through universal policies such as health 

promotion, to minimise the risk of cases becoming more serious or costly; 

- early intervention (midstream): to target cases at high risk or showing early signs 

of a particular problem to try to stop it occurring, or delaying the more serious or 

costly stages; and 

- early remedial treatment (downstream): to intervene when there is a problem, to 

stop it getting to more serious or costly stages, and redress the situation.16 

3.3 The business case for early action is compelling, but it is not easy to put it into practice. 

Limited affordability usually translates into greater focus on those most serious cases that 

require immediate action, rather than those that are less serious now but might get worse in 

the medium term. In addition, decision makers need to make choices based on evidence but 

inevitably the available evidence on what might happen in the future, if early action measures 

were adopted now, is affected by great levels of uncertainty. 

3.4 In spite of the implementation risks associated with early action, the context in which local 

authorities currently operate requires decision makers to be in a position to confidently shift 

to early action resources that have been allocated traditionally to targeted and reactive 

services.  

 

4 The Care Act 

4.1 In 2010, Andrew Dilnot was commissioned by the UK Government to conduct a review of 

social care and support. The review was based on the following definitions:  

 

14 Public Finance (2015), Social care funding cut by a third since 2010, ADASS survey finds, available at  

http://www.publicfinance.co.uk/news/2015/06/social-care-funding-cut-third-2010-adass-survey-finds  

15The King's Fund (2015), Spending on social care for older people, available at http://www.kingsfund.org.uk/projects/nhs-

in-a-nutshell/spending-social-care-older-people   

16 National Audit Office (2013), Early action: Landscape Review, available at http://www.nao.org.uk/report/early-action-

landscape-review/  

http://www.publicfinance.co.uk/news/2015/06/social-care-funding-cut-third-2010-adass-survey-finds
http://www.nao.org.uk/report/early-action-landscape-review/
http://www.nao.org.uk/report/early-action-landscape-review/
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- Social care supports people of all ages with certain physical, cognitive or age-

related conditions in carrying out personal care or domestic routines. It helps 

people to sustain paid or unpaid work, education, learning, leisure and other 

social support systems. It supports people in building social relationships and 

participating fully in society.  

- Social care is part of a wider care and support system, which includes social care, 

the NHS, the social security system, housing support and public health services. It 

also includes the services provided by third-sector organisations, and the 

invaluable contribution made by carers and volunteers. The state pension and 

private financial products also provide income that is used for care and support 

needs.17  

4.2 In 2011, the Dilnot Commission concluded that the social care system was not fit for purpose. 

Reasons for this conclusion included: 

- People are unable to plan ahead to meet their future care needs. 

- Assessment processes are complex and opaque.  

- Eligibility varies depending upon where people live and there is no portability if 

they move between local authorities.  

- Provision of information and advice is poor, and services often fail to join up in a 

way that promotes more integrated care.  

4.3 The Care Act was passed by Parliament in May 2014 based on detailed consideration of the 

Dilnot Commission's review.18 The Care Act 2014 integrates care and support legislation and 

gives new rights to people who require care and their carers.  

4.4 All local authorities will be required to provide social care to all individuals who meet the 

national minimum threshold, which is equivalent to the former ‘substantial needs threshold’: 

inability to carry out most personal care or domestic routines, and not possible to sustain 

involvement in several aspects of work, education or learning.19 

4.5 The Care Act 2014 will also extend new responsibilities to local authorities, which are expected 

to provide services that prevent care needs from escalating, making sure arrangements are in 

place to address their needs in a timely manner before the person's condition deteriorates and 

they require ongoing care and support.   

  

 

17 Commission on Funding of Care and Support (2011), Fairer Care Funding, p. 4, available at 

http://www.ilis.co.uk/uploaded_files/dilnott_report_the_future_of_funding_social_care_july_2011.pdf  

18 Care Act 2014, available at http://www.legislation.gov.uk/ukpga/2014/23/contents/enacted/data.htm  

19 Social Care Institute for Excellence (2015), Care Act, available at http://www.scie.org.uk/care-act-2014/ ; Parliamentary 

Written Statement (2015) Cap on care costs, available at http://www.parliament.uk/business/publications/written-questions-

answers-statements/written-statement/Lords/2015-07-17/HLWS135/ ; Department of Health (2010), Putting people first: A 

whole system approach to eligibility for social care, available at 

http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/en/Publicationsandstatistics/Publications/

PublicationsPolicyAndGuidance/DH_113154  

http://www.ilis.co.uk/uploaded_files/dilnott_report_the_future_of_funding_social_care_july_2011.pdf
http://www.legislation.gov.uk/ukpga/2014/23/contents/enacted/data.htm
http://www.scie.org.uk/care-act-2014/
http://www.parliament.uk/business/publications/written-questions-answers-statements/written-statement/Lords/2015-07-17/HLWS135/
http://www.parliament.uk/business/publications/written-questions-answers-statements/written-statement/Lords/2015-07-17/HLWS135/
http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_113154
http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_113154
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5 Adult social care investment in Buckinghamshire 

5.1 Alongside the establishment of GP commissioning consortia and other new health 

commissioning arrangements, in its 2010 Operating Framework the NHS announced that as of 

2011-12 Primary Care Trusts would receive specific allocations to support social care. Primary 

Care Trusts would be required to transfer these allocations to local authorities (‘the social care 

transfer’) through arrangements under Section 256 of the National Health Services Act 2006. 20 

In April 2013, Primary Care Trusts became Clinical Commissioning Groups.  

5.2 Prior to executing social care transfers, Clinical Commissioning Groups and local authorities 

were required to agree appropriate areas for social care investment and expected outcomes. 

Investment priorities included: 

- Investment in prevention and well-being services for frail older people and people 

with long-term conditions in their own home. 

- Changing the balance of care from hospital based provision to community based 

models. 

- Supporting the delivery of national strategies such as dementia and stroke care. 

- Expanding services to support people when they leave hospital to receive more 

intensive support. 

- Ensuring that people have good advice and information to support self-help 

particularly in relation to people with long term conditions. 21  

5.3 Following sign-off by the Department of Health through the Strategic Health Authority, 

Buckinghamshire County Council (‘the Council’) obtained £8.9 million of the overall NHS social 

care transfer for investments over the two financial years 2011-12 and 2012-13. An additional 

£1 million was allocated to the Council through Section 256 in connection with winter 

pressures. Therefore, the NHS social care transfer to Buckinghamshire totalled £8.9 + £1.0 ≈ 

£10 million from 2011 to 2013.22  

5.4 In June 2013, a letter from the NHS Finance Directorate to Clinical Commissioning Groups 

confirmed that the Council would receive £5.9 million in 2013-14 for social care support. 

Therefore, the NHS social care transfer to Buckinghamshire totals £10 + £5.9 ≈ £16 million 

between 2011 and 2014.  

 

20 Department of Health (19 December 2012), Funding Transfer from the NHS to Social Care in 2013-14, What to Expect; 

NHS England (19 June 2013), Funding Transfer from NHS England to Social Care, 2013-14; Local Government Association 

and NHS England (August 2013), Statement on the Health and Social Care Integration Transformation Fund, available at 

http://www.england.nhs.uk/wp-content/uploads/2013/08/itf-aug13.pdf 

21 Investment plans were expected to comply with Department of Health (2010), A vision for adult social care: Capable 

communities and active citizens, available at 

http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/publicationsandstatistics/Publications/PublicationsPolicyand

Guidance/DH_121508; and Department of Health (2010), Recognised, Valued and Supported: Next steps for the carers 

strategy, available at https://www.gov.uk/government/news/a-national-strategy-for-carers 

22 Buckinghamshire County Council (16 January 2012), Report to Cabinet, available at 

https://democracy.buckscc.gov.uk/mgConvert2PDF.aspx?ID=22229; NHS England (19 June 2013), Funding Transfer from 

NHS England to social care, 2013-14, available at http://www.england.nhs.uk/wp-content/uploads/2013/07/funding-

transfer-to-sc-letter.pdf; Local Government Association and NHS England (August 2013), Statement on the Health and 

Social Care Integration Transformation Fund, available at http://www.england.nhs.uk/wp-content/uploads/2013/08/itf-

aug13.pdf 

http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/publicationsandstatistics/Publications/PublicationsPolicyandGuidance/DH_121508
http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/publicationsandstatistics/Publications/PublicationsPolicyandGuidance/DH_121508
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5.5 Following further adjustments, the total NHS social care transfer to the Council was set at £18 

million between 2013 and 2017.23 Note this period of time is longer than that stated in the 

previous paragraph. 

 

6 Prevention Matters investment in Buckinghamshire 

6.1 As part of the NHS social care transfer, the Council agreed a total investment in the 

programme of £4.1 million. The investment was originally intended to be used between April 

2011 and December 2015. At a later stage, the Council obtained permission to increase the 

total investment to £5.1 million for the period from April 2013 to March 2017.24 

6.2 Following the announcement of the Better Care Fund in June 2013, the Council had 

conversations with relevant stakeholders to align the funding agreed for the programme with 

the Better Care Fund.25 In early 2015, the Council decided to fund the programme through its 

own resources. Total investment in the programme remained £5.1 million until March 2017. 

However, the programme is no longer aligned with the NHS social care transfer or the Better 

Care Fund. It is also important to note that this investment was agreed before the 

requirements of the Care Act 2014 came into force. 

 

 

  

 

23 Buckinghamshire County Council (April 2013), Transfer of social care money from the NHS, available at 

https://democracy.buckscc.gov.uk/documents/s42344/draft%20health%20and%20wellbeing%20report%202013%2014.pdf  

24 Buckinghamshire County Council (April 2013), Transfer of social care money from the NHS, available at 

https://democracy.buckscc.gov.uk/documents/s42344/draft%20health%20and%20wellbeing%20report%202013%2014.pdf  
25 Local Government Association and NHS England (August 2013), Statement on the health and social care Integration 

Transformation Fund, available at http://www.england.nhs.uk/wp-content/uploads/2013/08/itf-aug13.pdf ; NHS England 

(2014), 1,100 million transfer from the NHS to social care, 2014-15, available at http://www.england.nhs.uk/wp-

content/uploads/2014/05/la-fund-split-at.pdf ; National Audit Office (2014), Planning for the Better Care Fund, available at  

http://www.nao.org.uk/report/planning-better-care-fund-2/; Department of Health (7 May 2014), Main NHS transfer, Better 

Care preparation, available at http://www.local.gov.uk/documents/10180/6050671/LASSL(DH)(2014)1.pdf/a6965b6f-b98f-

436b-8570-a83ad85d37b9  

https://democracy.buckscc.gov.uk/documents/s42344/draft%20health%20and%20wellbeing%20report%202013%2014.pdf
https://democracy.buckscc.gov.uk/documents/s42344/draft%20health%20and%20wellbeing%20report%202013%2014.pdf
http://www.england.nhs.uk/wp-content/uploads/2013/08/itf-aug13.pdf
http://www.england.nhs.uk/wp-content/uploads/2014/05/la-fund-split-at.pdf
http://www.england.nhs.uk/wp-content/uploads/2014/05/la-fund-split-at.pdf
http://www.nao.org.uk/report/planning-better-care-fund-2/
http://www.local.gov.uk/documents/10180/6050671/LASSL(DH)(2014)1.pdf/a6965b6f-b98f-436b-8570-a83ad85d37b9
http://www.local.gov.uk/documents/10180/6050671/LASSL(DH)(2014)1.pdf/a6965b6f-b98f-436b-8570-a83ad85d37b9
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7 History 

7.1 Prevention Matters (‘the programme’) is an ambitious, whole county change programme 

designed to facilitate access to frontline community services and groups in Buckinghamshire. 

Its focus is on activating resources, also referred to as ‘social assets’, which are intended to 

contribute positively to reducing demand for adult social care. 

7.2 The set-up phase of the programme ran between Autumn 2012, when the first consultations 

with local stakeholders took place, and July 2013, when the first person was referred to the 

programme. This phase included a pilot that ran between January and July 2013. The 

programme is currently scheduled to conclude in its current format by December 2016. 

 

8 Eligibility 

8.1 The programme is for those who are not eligible for adult social care because their needs are 

below the substantial need threshold. In January 2014, the Prevention Matters Board 

reinstated the eligibility criteria as ‘people who are socially isolated and who are on the cusp 

of needing more health and social care interventions in the near future, this is, those at risk of 

developing substantial needs’. Examples include people who: 

- Visit their GP frequently but have no significant health problem; 

- Need to find ways to maintain or regain their independence following an illness; 

- Are unable to get out and about, maintain social contacts or are at risk of 

becoming lonely and isolated, for example owing to a bereavement, a decline in 

physical health, or increased frailty; 

- Cannot live independently, such as an adult with learning difficulties living with 

elderly parents who are no longer able to give support; 

- Live in a rural area not well connected to community activities; 

- Have their health and well-being affected by their caring role; and, or 

- Are depressed, anxious, lacking self-confidence, unable to participate in 

community activities, find or keep a job, make friends or carry out their family 

responsibilities. 

 

9 Delivery model 

9.1 The service delivery model for the programme builds on a referral system, rather than on 

direct support. The programme helps users access frontline community services and groups, 

including making sure that they are comfortable with their choice. The needs of the 

programme users are not met by the programme itself, but by the frontline community 

services and groups to which users are referred through the programme 

9.2 The programme has the following components in relation to programme users: 

Chapter 2: What the programme does 
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- Fourteen Community Practice Workers (CPWs), aligned to the seven GP localities 

in Buckinghamshire, lead on the referral process, from first contact with the users 

to final review and exit.  

- Seven Community Links Officers who ensure that the necessary resources are 

available in the community to meet users’ needs, including identification of 

opportunities to build new capacity.  

- A wide network of frontline community services and groups provide direct face-

to-face support to users through activities such as befriending, mental health 

support, transport, fitness, and lunch clubs. 

- The Intelligence Hub is responsible for the data systems underpinning the 

programme. 

9.3 The programme has the following components in relation to the wider community and system 

of public services: 

- One aspect of the Community Links Officer role is to match local supply and 

demand for preventative care. 

- The Volunteer Hub recruits volunteers and allocates them to volunteer hosting 

organisations, which are mostly different to the frontline community services and 

groups to which the programme users are referred 

- Time Credits is an approach to getting people involved in community activities in 

exchange for non-cash rewards worth the equivalent to the time they spend 

contributing to community activities. 

- Community Grants are cash contributions from the Council to community services 

and groups to build up new capacity in relation to preventative care. 

9.4 The Council made a core management team available to the programme, including a full-time 

programme manager, to facilitate coordination across all the components as follows: 

- Through their direct work with programme users, the CPWs identify prevention 

needs and communicate these to the Community Links Officers, who work with 

other local stakeholders to find ways in which prevention needs may be met in the 

community 

- Both the Volunteer Hub, and Time Credits tackle social isolation across the whole 

community, not just for those who formally participate in the programme. 

- CPWs, Community Links Officers, Volunteer Hub, Time Credits, and Community 

Grants, all together, share a common aim to build up the capacity and 

independence of individuals and communities 

- The Intelligence Hub collects data to assess the performance and impact of the 

programme.  

9.5 The Council has been a forerunner in implementing a whole system approach to prevention.  

Since the start of the programme the significance of preventive services has grown at a 

national level through the introduction of the Care Act 2014; requiring local authorities to both 
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identify and provide a arrange services to prevent, reduce or delay the need for care and 

support for all local people. 

9.6 The Council has recognised the imperatives to support vulnerable, older and disabled 

residents to lead independent lives; delay the need for care; and support the voluntary and 

community sector to help communities to help themselves, in its overarching 2015-17 

Strategic Plan.  The programme fundamentally supports two of the three core values and 

themes in the strategic plan as outlined in Figure 1, below.  

Themes Values 

Safeguarding our vulnerable To protect our most vulnerable and those 
unable to help themselves 

Creating opportunities and building self-
reliance 

To promote opportunities for all of our 
residents to live their lives to their full potential 

Keeping Buckinghamshire thriving and 
attractive 

To encourage and support ambition and self-
determination for all our residents and local 
communities 

Figure 1 Buckinghamshire County Council 2015-17 Strategic Plan  

 

9.7 The Communities, Health & Adult Social Care Business Unit (CHASC) has recognised the role 

of preventative services in its recently launched mission statement: ‘We will work in 

partnership, commission, and provide services that help individuals and businesses to thrive 

and remain healthy and independent, focusing on preventative services, early help when 

things are at risk of going wrong and intervention in times of greatest need or crisis’. 

9.8 The programme is aligned and works jointly with a number of services within CHASC to 

support related objectives and engage overlapping target cohorts including trading standards, 

in-touch, multi-agency group meetings (MAGs), carer, falls prevention, care management, re-

ablement, equipment and telecare services.  Sheltered housing support services are currently 

being recommissioned across Buckinghamshire in a model based around the programme.  

This provides a key opportunity to align and integrate these services at a future date. 

 

10 The journey through the programme 

10.1 Typically a GP refers someone who meets the eligibility criteria to the programme. After 

assessment, the CPW agrees an action plan with the user. All action plans involve a further 

referral to a frontline community service or group, for example, to participate in a lunch club 

once a month. Users engage with the CPWs again at the six- and 12-month reviews, after 

which the user exits the programme.  
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Step 1: Identification of prevention need 

10.2 The users themselves, a healthcare or social care professional, or another community service 

or group can identify a low or moderate need that meets the eligibility criteria for the 

programme.  

Step 2: Referral 

10.3 Referrals are made either directly to the CPWs, or via the administrator responsible for the 

email inbox and telephone service for the programme. As the single point of contact, CPWs 

confirm whether the referral is eligible for the programme. CPWs aim to make contact with the 

user within three to seven working days with the aim of arranging a home visit within fifteen 

working days of referral.  

Step 3: Assessment 

10.4 As part of the assessment, CPWs explain the programme to users and discuss their needs and 

preferences. They also identify any potential risks that need to be addressed. An action plan is 

developed with the user.  

10.5 The main component of the action plan is the choice made by the user as to the community 

services and groups in which they will participate. This is referred to as the community asset 

that will be made available to the user to address their needs. If the decision is made during 

the referral or assessment phase that the programme is not suitable for the user, the CPW is 

expected to provide additional advice, including signposting to other services. 

Step 4: Participation in community services and groups 

10.6 In dialogue with the CPW, community services and groups may make their own assessment of 

the user’s suitability before they can accept the referral from the CPW. In some organisations, 

this includes an assessment of whether the person’s needs are matched to the existing services 

or activities. For example, organisations with a focus on mental health needs may assess the 

type of mental health issue before starting work with programme users. 

10.7 The CPW will typically accompany the programme user to the first session at the community 

service or group in order to provide support and to ensure the individual is happy with their 

decision. The intervention period during which the CPW is involved is intended to last for six 

to eight weeks, including up to six visits between the CPW and the programme user.  

Step 5: Review 

10.8 The CPW carries out a review at six months (or later if progress to engage with frontline 

services has taken longer than anticipated), to establish whether the programme user is still 

accessing the relevant services and to check their satisfaction with the service and the progress 

made in terms of outcomes. If the user’s needs have been met and no other issue is identified, 

the case is considered ‘closed’. However, the programme includes a further review at 12-

month with the same focus on service satisfaction and outcome progress. 
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11 What this chapter covers 

11.1 This chapter is concerned with the impact of Prevention Matters (‘the programme’) on the 

programme users. The chapter looks at the pathway from contact through to the reviews that 

take place up to a year after the CPW intervention has been completed. 

11.2 In particular this chapter is focused on the outcomes in relation to: 

- Health and well-being 

- Social contact and isolation 

- Physical activity 

- Overall quality of life 

- Use of health services 

 

12 Key findings 

12.1 Many programme users need support across a number of different areas rather than in respect 

to just one issue. This can make it challenging to quickly find a support option that satisfies 

their multiple needs, or that is possible for them to engage in. The most common areas in 

which programme users state that they need support is in respect to social isolation. 

12.2 Overall, the evaluation found that: 

- Nearly half of all programme users reported improvement in their satisfaction 

with the level of social contact they had. Thirty nine percent reported that their 

level of satisfaction was maintained 

- Over a quarter of programme users reported an improvement in the extent to 

which they feel worried, sad or unhappy, while 62% reported that it was 

maintained 

- A third of programme users reported that their quality of life was better at the 

review stage compared to the time of their baseline assessment. For just over half 

of programme users, their quality of life was maintained 

- Seventy one percent of users are able to spend their time as they want, or doing 

enough of the things they enjoy or value with their time. This is an improvement 

on the 36% of programme users at the time of their assessment. 

Considering the complexity of the profiles of programme users, stability in outcomes may be 

considered an impact of the programme. 

12.3 Although there is improvement in satisfaction with the level of social contact reported by 

programme users, analysis suggests that there has been little change in the actual frequency 

of social contact they have. As it is not within the scope of the existing review questions, it is 

not possible to explain why satisfaction has increased when the actual frequency levels have 

not, but as users also report spending more time doing things they enjoy, it may be that the 

social contact they have has also become more enjoyable. 

Chapter 3: Impact on individuals and cost-benefits 
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13 Data informing our findings of impact on individuals 

13.1 This chapter draws on data from a number of sources, including the Council’s AIS database, 

interviews with programme users and national datasets which were used to support the 

statistical analysis and benchmarking.  

13.2 AIS includes data for individuals who were involved in the programme. Revised data collection 

systems were introduced in May 2014. After this point, AIS includes more detailed assessment 

and review questions. Many of the same questions were asked in the detailed assessment and 

review process so that it was possible to establish baseline and follow-up measures and 

determine the change for each individual over time. 

13.3 The analysis presented in this chapter focuses on programme users who participated in the 

programme up until the end of June 2015, and had review data available. There were 710 

reviews up until the end of June 2015 using the new review forms26. The review process has 

been designed with reviews being undertaken at 6 and 12 months after the first contact. This 

was designed to explore the sustainability of change. In practice, reviews have had to be 

undertaken at a range of points in time and as such the latest review only is included in the 

analysis in this section. 

13.4 Although there were 710 reviews it should be noted that not all assessments and reviews were 

completed fully with all questions asked. Similarly, some reviews were conducted with 

programme users who had an assessment before the new forms were introduced, meaning 

that there was no baseline for these individuals. When looking to match question responses 

between the assessment and the latest review the individual completed, it was possible to 

match in the region of 250 programme users for any given question, although the exact 

numbers vary depending on the question. 

13.5 As is common with collecting data, there are risks around quality and bias. In particular there 

were completion issues in terms of the proportion of reviews carried out, and where reviews 

were completed, some questions were either not answered at all or were answered 

incompletely. As a result, there needs to be some caution in interpreting the data, particularly 

where there is only a small amount of change, as the data collection issues have the potential 

to bias the findings both positively and negatively. More detail on the evaluation methods, 

data sources, and risks and potential bias are detailed in the technical appendix of this 

document. 

13.6 One of the limitations of the programme is that it does not have a neat definition of 

‘programme completion’. This is a key aspect of any impact evaluation. It involves a cut-off 

point that defines the circumstances in which a programme user has received the level of 

support required to expect a positive impact. The Council established the number of 

interactions between the CPW and the programme user, but for example, it did not establish 

the minimum number of sessions that a programme user should attend at the frontline 

community services and groups. 

 

 
26 There were also a further 72 reviews which were undertaken but where the correct questionnaire was not used, and 

therefore could not be used in the evaluation. 
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14 Contact and assessment 

14.1 There were 2,860 contacts with programme users recorded throughout the lifetime of the 

programme up to the end of June 2015. Of these, 2,533 were unique contacts.  

14.2 As can be seen from the chart below, the highest proportion of referrals were from GPs and 

primary health, with the second highest proportion from other Council services. As one of the 

objectives of the programme was to engage primary care, this should be seen as a success. 

Only approximately 10% of referrals were self-referrals. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2: Source of referrals (percentage) 

 

14.3 The table below shows the number of contacts made per assessment that actually took place 

alongside the length of time required to complete the assessment, by locality. Although the 

table shows some areas consistently perform better, there are some data recording issues 

(such as negative days between contact and assessment) and some outliers (such as over 1000 

days to assessment for one programme user) which have meant that it has not been possible 

to explore whether some areas are genuinely performing better, or are just better at data 

recording. 
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Figure 3: Contacts and assessments by locality 

 

15 Assessments and need 

15.1 From May 2014 more detailed assessment forms were introduced and therefore much of the 

analysis comparing a baseline and follow-up relies on data for the period May 2014 – June 

2015. Over this period, 1,013 full data assessments were completed, an average of 84.4 

assessments per month. 

15.2 As part of the assessment, programme users are asked what things they need help with. 

Programme users can select multiple areas where support or help is needed. The chart below 

shows that a large number of programme users (over a quarter) said that they needed support 

in relation to social isolation.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

Figure 4: Areas where programme users reported needing support (number of clients)  

 

15.3 A quarter of programme users said they needed help in respect to 2 of the areas listed above 

and 51% of programme users said they needed help with 3 or more areas. One programme 
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user needed support in as many as 11 categories. This suggests that some individuals have a 

complicated mix of needs, making it challenging to address all of their problems. Reviews of 

open responses suggest that for some of these programme users the solution that would have 

helped address one of their needs was limited by other problems they face. For instance, 

individuals felt isolated but because they also had mobility issues they were not able to attend 

some of the activities offered by the CPW. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Figure 5: Number of areas of support programme users reported needing help 

 

15.4 Through qualitative analysis, we know that a proportion of cases include moderate to severe 

dementia and high levels of frailty, which are not in line with the eligibility criteria for the 

programme. Available data does not allow us to quantify the proportion that these cases 

represent within all referrals to the programme. 

15.5 We do know that around 4% of programme users were in receipt of social care when joining 

the programme. This proportion is gradually decreasing, which suggests a closer alignment 

with the eligibility criteria. On the other hand, 7% of programme users moved on to receive 

social care between six and twelve months after joining the programme. Further analysis is 

being undertaken by the Council to understand more about this cohort.  

15.6 In response to being asked what they like doing, the most common response was ‘Watching 

TV’, followed by ‘Books / reading’, ‘Going shopping’ and then ‘listening to music or radio’. 
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Figure 6: Activities that programme users reported enjoying (number of programme users) 

 

16 Impact on individuals’ health and well-being 

16.1 The impact on individuals’ health and well-being was assessed through the use of two 

recognised tools: the Warwick-Edinburgh Mental Well-being Scale (‘Warwick-Edinburgh 

questionnaire’), which is supported by Public Health England, and the Euroquol Group 5 

Dimension questionnaire (‘EQ-5D questionnaire’), which is supported by the National Institute 

for Health and Clinical Excellence (NICE), among other organisations.  

16.2 The Warwick-Edinburgh questionnaire is focused on mental well-being, including self-

confidence and the ability to manage one's feelings, whilst EQ-5D provides a simple and 

generic measure of health status. 

EQ-5D (Health status) 

16.3 Three questions from EQ-5D were used in the assessment and review forms. The EQ-5D 

questionnaire produces overall scores from 0 to 1, with 1 being best health. The average EQ-

5D score for all adults aged 65 and above in Buckinghamshire is 0.88, which is approximately 

10 points higher than the same score for the whole of England, suggesting that people in 

Buckinghamshire perceive themselves to be relatively healthier when compared to the rest of 

England. 

16.4 In the case of the programme users for whom we have good quality data, the average EQ-5D 

index score at the point of assessment was 0.63. At the point of review, the average increased 

to 0.67. This suggests an improvement, although as expected the review score is still well 

below the average for the adults aged 65 and above in Buckinghamshire. 

16.5 One of the questions from the EQ-5D questionnaire asks for the respondent’s self-rated health 

on a vertical visual analogue scale where the end points are labelled ‘worst imaginable health 

state’ with a score of 0, and ‘best imaginable health state’ with a score of 100.  
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16.6 There were 225 programme users who provided a score in both the assessment and review 

phase. The average score shows a slight improvement, with an average score before 

participating in the programme of 58 compared to an average score at follow-up of 59. Given 

the scale of this change, it is difficult to determine whether this is a genuine change or the 

result of a bias in the sample. For example, it is possible that those programme users who 

responded to this question were those who were more engaged and experienced better 

outcomes. The evaluation therefore looked at the change at an individual level to try to 

understand more about how perceptions had changed. 

16.7 The chart below shows the number of people who reported an increase, no change, and a 

decrease in their self-rated health score. This shows that a substantial proportion of 

programme users (41%) reported a higher health score. Where the score improved, it 

improved by 17.1 on average. Of those, a little over one fifth had seen an increase of 5 points, 

and a further fifth reported an improvement of 10 points. Over a quarter had seen their score 

improve by 15 or 20. 

16.8 Further analysis did not reveal any common characteristics (for example, the person’s age or 

number of areas of need) among the cohort with improved health scores. 

16.9 In addition to those that had improved their health, a further quarter of programme users had 

maintained their perceived level of health. A third had seen a decline, and for these 

programme users the score had fallen by a similar amount as the increase among those whose 

scores improved.  

 

 

 
 

 

 

 

 

Figure 7: Change in self-reported health score for programme users who had an assessment and follow-up score 

(percentage) 

 

16.10 Programme users were also asked how they were feeling in terms of whether they were 

worried, sad or unhappy. The chart below shows the responses of the 245 users for whom it 

was possible to match assessment and review responses. Of these programme users there was 

a notable reduction in the number who said they were very worried, sad or unhappy at the 

follow-up stage than there were at the baseline stage (44 programme users at the baseline 

compared to 24 people at the review). There was also an improvement from 31% to 40% who 

said they were not worried, sad or unhappy (77 to 99 people).  

41%
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33%

Score has stayed the 
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Figure 8: Scores in relation to whether programme users are worried, sad or unhappy at assessment and review 

 

16.11 When looking at the changes at an individual level and comparing how programme users 

responded, 27% showed an improvement, 11% were more worried, sad or unhappy, and the 

remaining 62% reported no change. 

16.12 Programme users were asked about how they felt doing usual activities and whether they had 

any problems. From the initial assessment over a quarter (28%) said that they had a lot of 

problems doing usual activities and a further 59% said they had some problems.  

16.13 Looking at matched programme users, who had both a baseline and follow-up response to 

this question, the data shows a small decrease in the number of programme users who had 

problems doing usual activities. Figure 9, below, shows the responses for matched programme 

users. 

 
Figure 9: Scores in relation to whether programme users have problems doing their usual activities 
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16.14 Figure 10, below, shows the movement between categories on an individual level. There was a 

slightly higher number of programme users who have seen a positive progression between the 

response categories than those who have indicated that they have more problems doing usual 

activities. 

 
Figure 10: Change in whether an individual has problems doing their usual activities for programme users who had 

an assessment and follow-up score (percentage) 

 

16.15 Having problems doing usual activities is likely to take longer or be more difficult for the 

programme to impact, than whether an individual feels worried, sad or unhappy. It is therefore 

not surprising that the change here is less notable. It is also positive that over half of 

programme users had not reported a fall in their perception that they have problems doing 

their usual activities. 

Warwick-Edinburgh Mental Well-being Scale (Self-reported well-being) 

16.16 As part of the Warwick-Edinburgh questionnaire, programme users were also given a series of 

statements and asked the frequency with which they felt that the statement was true over the 

previous two weeks. Respondents were given the options of: none of the time, rarely, some of 

the time, often, all of the time. CPWs were also given the option to say that they did not feel it 

was appropriate to ask as particular question. 

16.17 The Warwick-Edinburgh questionnaire produces scores that range from 0 (worst mental health 

outcome) to 70 (best mental health outcome). The average score for all adults aged 65 and 

above in Buckinghamshire is 52.37, which is in line with the score for the whole of England. 

16.18 In the case of the programme users for whom we have good quality data, the average 

Warwick-Edinburgh score at the point of assessment was 40.67. At the point of review, the 

average increased to 44.02. This suggests an improvement, although as expected the review 

score is still below the average for the adults aged 65 and above in Buckinghamshire. 

16.19 Looking at the data in response to the Warwick-Edinburgh scores for matched programme 

users, there is some clear improvement across a number of the statements. Particular 

highlights include: 

- Where 33% of the matched programme users said they had rarely or never felt 

relaxed in the baseline, by the time of the review this had fallen to only 16%. At 
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the same time, the proportion who said that they often or all of the time felt 

relaxed, had increased from 30% to 41%. 

- The proportion who said they have been able to make their own mind up about 

things most or all of the time has increased from 69% in the baseline to 73% in 

the follow-up reviews. At the same time the number who said they rarely or never 

felt able to make their own mind up about things fell from 7% to 4%. 

- Between the baseline and the follow-up, the proportion of programme users who 

reported that they have been thinking clearly often or all of the time increased 

from 55% to 61%, while the proportion who said they were rarely or never able to 

think clearly fell from 15% to 8%. 

- 18% of matched programme users said they were rarely or never dealing with 

problems well at the baseline and by the time of the review, this had decreased to 

10%. At the other end of the scale, 37% felt they were dealing with problems well 

‘often’ or ‘all of the time’ at the baseline, however, this increased to 50% feeling 

this way by the review. 

16.20 At an overall level, the above shows that there is clearly some improvement in the perceptions 

of how well programme users have felt, and how well they have been able to deal with 

challenges and problems. The chart below looks at changes at an individual level and shows 

that for all statements, there is a considerable number for whom there has been an 

improvement, compared to a much smaller percentage for whom things have got worse over 

the time period between their assessment and their review. 

 
Figure 11: Change in how an individual has been feeling for programme users who had an assessment and follow-up 

score 

 

16.21 In line with these findings, interviews with a sample of programme users confirmed that the 

programme gave people opportunities to leave the house and clear their minds, instead of 

staying in. This was perceived as a way of dealing with feelings of isolation and low-level 

mental illness such as anxiety and depression. 

16.22 After participating in the activities run by frontline community services and groups, users were 

left with positive feelings. An 82-year-old female told us about how the programme helped 

her while waiting for a knee operation: 
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- ‘It helps with your mind, which is good, and that in turn helps with your physical 

things, doesn’t it?’ 

- ‘You might come home extremely tired, but it still helps you immensely inside, 

giving you a sort of feeling of well-being’ 

16.23 The appendix at the end of this report provides more detailed case studies of other 

programme users who we spoke to during this evaluation. 

 

17 Impact on social contact and isolation 

17.1 One of the particular aims of the programme is to address issues that contribute to social 

isolation. The assessment and reviews were therefore designed to understand the extent to 

which individuals have sufficient social contact, the format of this contact, such as going out, 

having visitors, phone calls, and whether programme users spend their time doing things they 

enjoy. 

17.2 Drawing on a question which features in the national Adult Social Care survey, programme 

users were asked to say which of the following statements they associated most closely with 

over the past two weeks: 

1. I had little social contact with people and feel socially isolated 

2. I had some social contact with people, but not enough 

3. I had adequate social contact with people 

4. I had as much social contact as I want with people I like 

17.3 The average score for all adults, not just those aged 65 and above, in Buckinghamshire is 3.10, 

which is equivalent to having adequate social contact with people, and in line with the average 

for the whole of England. At the point of assessment, programme users scored 2.50. At the 

point of review, they scored 3.10, suggesting an improvement that brings programme users in 

line with the rest of the population. 

17.4 We further investigated the average scores to identify groups who experienced increases and 

decreases in the quantity and quality of their social contacts. At the point of assessment 53% 

of all programme users said they had only ‘some’ or ‘little’ social contact. This had fallen to 

27% of those who completed this question in the review. An even larger fall was witnessed in 

the level of those who said they did not have enough social contact. The chart below shows 

the percentage of users associated with each statement across the matched responses. 

17.5 When comparing baseline and follow-up responses, it is particularly worth noting that nearly 

50% had moved up a level (or more) in response to the statements, and only 12% were less 
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positive about their level of social contact. At the review point, 39% said they had as much 

social contact as they wanted with people they liked. This is in line with the average for all the 

adults who use social care in Buckinghamshire, which in 2013-14 was 38.4%. 

Figure 12: Scores in relation to whether programme users have enough social contact or feel socially isolated 

 

17.6 Programme users were also asked directly about the levels of social contact they had through 

different methods of engaging with people socially. These varied from face-to-face contact 

through to emails and online interactions. The data presented in the table below is for all 

programme users whose responses between the assessment and review could be matched to 

give a baseline and follow-up. The chart has been colour coded to make it easier to see the 

higher values across each section, with the higher values more orange, and the lower values 

more grey. 

17.7 The chart shows that there has actually been very little change in the frequency and type of 

contact programme users have, with nearly half of programme users going out once or twice 

over the two week period. Following the Prevention Matters intervention, the number going 

out several times a week, most days or everyday has increased from 37% to 42%. The data also 

shows a very slight increase in the percentage who have visitors to their home at least several 

times a week, and who receive phone calls at least several times a week.  
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Figure 13: Frequency of contact by type at assessment and review (orange highlights = higher values) 

 

17.8 Programme users were asked how they felt about how they spend their time, and whether 

they do things they enjoy. The question was multiple choice with the options: 

1. I don't do anything I value or enjoy with my time 

2. I do some of the things I value or enjoy with my time but not enough 

3. I'm able to do enough of the things I value or enjoy with my time 

4. I'm able to spend my time as I want, doing things I value or enjoy 

17.9 The average score for all adults, not just those aged 65 and above, in Buckinghamshire is 2.77, 

which is equivalent to doing some or enough of the things people value or enjoy and is in line 

with the average for the whole of England. At the point of assessment, programme users 

scored 2.38. At the point of review, they scored 2.99, suggesting an improvement that brings 

programme users above the rest of the population. 

Frequency of contact Going Out

Visitors to your 

home Phone calls

Skype / video 

calls

Emails / social 

media / online 

forums

Not at all 14% 15% 10% 95% 77%

Once or twice  over the 2 weeks 48% 56% 38% 3% 13%

Several times a week 22% 19% 28% 1% 4%

Most days / everyday 15% 10% 24% 1% 6%

Total 100% 100% 100% 100% 100%

Not at all 12% 8% 3% 95% 74%

Once or twice  over the 2 weeks 46% 51% 34% 4% 13%

Several times a week 28% 24% 38% 1% 6%

Most days / everyday 14% 17% 24% 1% 6%

Total 100% 100% 100% 100% 100%

Review

Assessment
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17.10 In the follow-up reviews there was a notable improvement in the extent to which users said 

they spend their time doing things that they value or enjoy. The chart below shows the 243 

users for whom there was a baseline and a follow-up response to the question. It is particularly 

notable that the proportion of people who were able to spend their time as they want, doing 

things they value or enjoy has increased from 11% to 32%. There was also a considerable 

increase in the proportion who said that they are able to do enough of the things they value 

or enjoy with their time. 

Figure 14: Scores in relation to whether programme users do things they enjoy or value with their time 

 

17.11 As with other measures, there were some users for whom there was no change, or a reduction 

in the extent to which they are able to spend their time doing things they enjoy or value. 

However, the improvements in this area are stronger than in respect to other outcomes, with 

the majority (52%), showing an improvement and only 10% showing a decline. 

17.12 In line with these findings, through qualitative analysis the evaluation concluded that access to 

emotional support from peers is one of the aspects that programme users valued the most. 

Many of the users we interviewed live on their own and do not have relatives or friends nearby 

with time for a chat. 

17.13 Community services and groups provide plenty of time to talk to sympathetic peers. This was 

recognised by users as useful in terms of discussing personal matters and being able to solve 

daily situations. Most users confirmed that they had not made any new friends with whom 

they could meet outside the hours when the activities take place. Some voiced concerns about 

not being able to mix with other age groups. 

17.14 An 88-year-old male was referred to a community group, which was the same one to which he 

used to take his wife before she entered residential care: 

- ‘I agreed to attend just to please my GP’ 

- ‘But now that I am here, I quite like it, it prepares me for the future’ 
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- ‘I would have preferred to have a befriender, but there was not any available’ 

- ‘Hollow sounds in this room make it difficult to understand other people’ 

- ‘Most people here have some form of dementia, so it is difficult to have a proper 

conversation’. 

17.15 A number of programme users mentioned that there are a range of barriers which have 

prevented them from accessing organisations or services that the CPW has referred them to. 

This particularly includes: 

- Long waiting lists, particularly in relation to befrienders but with other services 

and organisations too 

- Transport or mobility problems which prevented the programme users taking part 

in the activities recommended. 

 

18 Impact on physical activity 

18.1 Some of the activities to which programme users can be referred involve physical activity, such 

as seated exercise classes or organised walks. The outcome questionnaire therefore included a 

question on physical activity that was drawn from the International Physical Activity 

Questionnaire (IPAQ). This is a validated tool to measure and compare self-reported change in 

physical activity across a population over time.  

18.2 Programme users were asked the number of days within the last week in which they had 

walked for at least 10 minutes and then the amount of time they had spent walking on one of 

those days (hours and minutes). Looking across all matched programme users (127 

individuals), this revealed that programme users walked on average on 2.9 days at the 

assessment phase, and by the review, on 3.3 days. With an average of 21.1 and 22.9 minutes 

respectively, this meant that on average users walked for 14.6 minutes at the baseline and 15.4 

minutes at the follow-up stage.  

18.3 In total 48% of matched programme users showed an increase in the amount of time they 

spent walking compared to 25% for whom there was no change and 27% who spent less time 

walking. 

18.4 Through qualitative analysis, the evaluation concluded that health conditions permitting, 

programme users enjoyed doing light exercising like regular walks. However, this was not 

related to the programme, it was just what users have always enjoyed doing. 

18.5 A few of the frontline community services and groups include an element of exercising, which 

is positively rated by the programme users. Others include an element of ‘active minds’, such 

as collective crosswords and quizzes. This is perceived as an improvement in the weekly 

routine which would probably be replaced with other activities in the home, if the programme 

was not in place. It is not possible to be precise as to the exact number of community services 

and groups that do each type of activity. 

18.6 A male user aged 63 who has a condition that increasingly limits his mobility explained to us 

how sitting exercises helped him stay active:  
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- ‘Looks simple to do, but everything changes when you have a health condition’ 

- ‘I can’t stand being at home doing nothing. Day time TV is too bad!’  

- ‘If I wasn't here I would be reading a book indoors or in the back garden; maybe 

thinking too much; this is better!’ 

 

 

19 Impact on quality of life as a whole 

19.1 In addition to specific outcomes, users were asked about their general perception of their 

overall quality of life as a whole and provided with the following options 

1. Very bad 

2. Bad 

3. Alright 

4. Good 

5. Very good 

19.2 This question was set specifically so it could be compared with Buckinghamshire overall. The 

average score for all adults, not just those aged 65 and above, in Buckinghamshire is 3.71, 

which is between ‘alright’ and ‘good’, and is in line with the average for the whole of England. 

At the point of assessment, programme users for whom we have good quality data scored 

3.20. At the point of review, they scored 3.42, suggesting a small improvement which as 

expected is still below the average for the adult population. 

19.3 Many users selected the middle response, stating that their quality of life was ‘alright’. 

However, at initial assessment 16% of matched programme users felt that their quality of life 

was ‘very bad’ or ‘bad’. Following participation in the programme, the percentage of all 

programme users who said they felt their quality of life was ‘good’ or ‘very good’, had risen 

from 32% and 49%.  
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19.4 The chart below shows the responses for matched programme users against all response 

criteria. 

Figure 15: Scores in relation to how programme users view their quality of life 

 

19.5 The chart below shows the change in score at an individual level: 14% of individuals saw a 

decline in the perception of their quality of life, compared to 33% who felt there had been an 

improvement. 

 

 

 

 

 

 

 
Figure 16:  Change in quality of life assessment for programme users who had an assessment and follow-up score 

 

19.6 Through qualitative analysis, the evaluation concluded that the programme has been 

successful at facilitating access to information. A recurring comment by those users 

interviewed as part of the evaluation was that they would not have become aware of the 

available community services and groups if it was not for the CPW.  
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19.7 As a result, programme users accessed resources that helped them adapt their lifestyle to their 

deteriorating conditions. Adaptability may be considered a key aspect of prevention which 

may delay rapid progression to adult social care. 

 

20 Impact on use of health services 

20.1 In addition to exploring users’ perceptions of changes in their health, the evaluation also 

explored the impact of the programme on the burden on health services. As it was not 

possible to draw on actual health attendances using data from GPs, the analysis drew on self-

reported usage, based on the extent to which programme users had used health services over 

the previous month.  

20.2 The number of interactions with the health system is a good basis from which to make an 

assessment of the impact of the programme. The assessment and review forms include three 

questions on the programme user’s frequency of visits to a GP, Accident and Emergency, and 

hospital services, prior to and following participation in the programme. 

20.3 Amongst those who completed the question about whether or not they had used their GP in 

the last month, 58% said they had, compared to 44% who said they had not. Care should be 

taken when assessing the level of impact as given the levels of referrals from GPs, it is likely 

that there were some people who became involved with the programme because they saw the 

GP in the first place, so we would potentially expect that there were more programme users 

who had used the GP in the last month. Indeed, looking at the matched programme users 

shows that the average number of monthly visits for those who did visit a GP was 1.3 at the 

point of assessment, compared to 1.1 at the follow-up review. If these self-reported figures are 

representative of a full year, this would equate to a reduction of two GP attendances per 

person per annum. Just under a third (30%) reported fewer GP visits, whereas nearly 20% said 

that they had had a greater number of attendances. 

20.4 The data shows a small reduction in the proportion of users who attended A&E, with a fall 

from 9% to 4% across matched programme users. There was also a small decrease from 10% 

to 8% of matched users who reported being admitted to hospital. The amount of health 

services used remains largely the same. 

20.5 Overall it is difficult to assess whether the programme had any immediate impact on the use 

of health services as the improvements are small and may be overly influenced by the nature 

of the data collection approach. At the start of the evaluation, the Council was hoping to gain 

access to local primary care attendance data, however, this wasn’t possible during the time of 

the evaluation. 

 

21 Potential cost-benefits 

21.1 The Council’s initial intention was for the programme to delay access to adult social care. This 

is the point in time at which a case meets the substantial need threshold. 

21.2 This evaluation showed that the programme has supported a proportion of people to either 

maintain or improve their level of social contact, well-being and quality of life. However, the 

evaluation cannot be used as a basis to argue that the programme delays access to adult 
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social care. This is because the available data are not sufficiently robust to support that 

argument. 

21.3 In line with these findings, we estimate below the potential cost-benefits associated with the 

programme. Additional details are available in the technical appendix. 

 

22 Unit cost 

22.1 The unit cost of the programme ranges between £750 and £3,550 per person per year, 

depending on the profile of the user.  

22.2 The lowest estimate is for low intensity cases which only require the provision of some basic 

information. The highest estimate is for high intensity cases, for example a programme user 

who is emotionally unstable and requires a number of face-to-face conversations with the 

CPW that is higher than usual to complete the process. 

22.3 These unit costs only include the resources that are required to provide direct support to the 

programme users. Therefore, they include: 

- the role of the CPWs,  

- the role of CPW managers,  

- part of the Council’s core management team, and 

- the staff working at the frontline community services and groups. 

22.4 The unit costs also include the time and cash that programme users need to engage with 

frontline community services and groups, for example, the transport and registration fees 

required to participate in the activities. 

22.5 The unit costs exclude those resources that go to the following aspects of the programme: 

- local organisations, such as the Community Grants, because those resources are 

used by the organisations in the first instance to build up their capacity, rather 

than to support the programme users directly; 

- the volunteers, such as the Volunteer Hub, because those resources are used 

mostly to build up volunteering capacity, rather than to support the programme 

users directly; and 

- the wider care and support system, such as most of the Community Links Officer 

roles, for similar reasons.  

22.6 Where one single unit cost is required, instead of a range, our advice is to use £2,150 per 

person per year as an estimate. This estimate is calculated on the same basis as above and is 

consistent with best practice guidance by HM Treasury.27 It is made up of the following (on a 

per person per year basis): 

- Council resources, including direct work with programme users and a proportion 

of the overall management time: £600 

 

27 HM Treasury (2014) The Green Book; NICE (2013) How NICE measures value for money in relation to public health 

interventions 
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- Inputs from frontline community services and groups: £225 

- Time and cash that programme users need to engage with frontline community 

services and groups: £1,225 

- Other costs: £100 

22.7 We adjusted the unit cost estimates to allow for the fact that levels of participation in the 

programme have grown over time. The unit cost estimates are representative of any year, both 

earlier and later years, within the whole life-time of the programme.  

22.8 Figure 17, below, for a breakdown of the £2,150 estimate. 

 

 

 

 

 

 

 

 

 

 

Figure 17: Resources involved in the unit cost of the programme by function and type of funder 

 

22.9 Some £600 out of the £2,150 estimate are Council resources. This is resources that are funded 

through the Council’s budgets, as opposed to other local organisations, or the users 

themselves.  

22.10 To clarify, the £600 estimate includes just the Council resources that go to programme users, 

and excludes those that go to other aspects of the programme, such as local organisations, 

the volunteers, and the wider care and support system, as above. The £600 estimate also 

excludes the time and cash that programme users invest in participating in frontline 

community groups and services, because these are not Council resources. 

22.11 If we multiply £600 by the number of programme users we obtain a figure greater than the 

official budget for the programme because the £600 estimate includes other Council resources 

which are not included in the official budget, for example the value of the time of those 

attending Board meetings, and certain overheads, like laptops, floor space, and utilities.  

22.12 The Council’s £600 unit cost may be considered to unlock £1,550 worth of additional resources 

per person from community services and groups, and programme users, which might not have 

been focused on prevention if the programme had not been in place. 
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22.13 Figure 18, below, provides a breakdown of the £600 estimate. The appendix includes technical 

details on our unit cost calculations. 

 

 

 

 

 

 

 

 

 

 

Figure 18 Breakdown of Council unit cost by function 

 

22.14 We advise against comparing these unit costs with adult social care unit costs. This is because 

the assumption implicit in that type of comparison is that the programme delays the point in 

time when unit costs for adult social care need to be met. As stated at the beginning of this 

section, this evaluation did not provide any evidence to that end. 

22.15 Instead of a comparison with adult social care, we propose a comparison with similar 

programmes which other local authorities are delivering at present. Due to confidentiality 

constraints, we cannot be explicit as to the name of the programmes and the local authorities. 

The unit costs referenced below are in line with the methodology we used to estimate the 

£600 unit cost for the programme. 

- A service aiming to support 200 elderly people through signposting and provision 

of a common room open during the day is estimated to cost £1,000 per person 

per year. The main differences with the programme under evaluation are that this 

service is run by a manager and a number of apprentices, and takes the shape of a 

day centre. 

- Another service aiming to support under 100 elderly people through an evidence-

based model costs £2,500 per person per year. The main similarity with the 

programme under evaluation is that this service builds on community assets. The 

main difference is that the practitioners are trained to a higher level than the 

CPWs in order to achieve a certificate. 

22.16 Whilst this is not a comprehensive benchmark, on the basis of this comparison we can 

conclude that the programme is relatively cheap. This finding is relevant to affordability. 

However, it is the potential cost-benefits, not just the unit cost that matters when evaluating 

impact and informing investment decisions. 
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23 Cost-benefits 

23.1 This evaluation found improvements across a number of outcomes. This includes an increase 

in the average EQ-5D index score from 0.63 at the point of assessment to 0.67 at the point of 

review: a 4 per cent improvement. 

23.2 We estimated the benefits associated with the improvement in health only. This is because 

existing techniques to estimate the benefits associated with other outcomes included in the 

evaluation, such as social isolation, ultimately draw on assumptions in relation to health. 

Therefore, if we estimated both health and social isolation benefits we would run the risk of 

double counting benefits.  

23.3 We took a cautious approach because due to quality limitations the programme cannot claim 

the whole improvement in outcomes suggested by the data. Our assumptions include: 

- 2 per cent improvement in health outcomes, rather than the whole 4 per cent 

mentioned above  

- An association between the 2 per cent improvement in health outcomes and 7 

fewer days of informal care per user per year. This is care provided by relatives, 

friends, and neighbours in relation to activities of daily living.28 

23.4 Based on recognised methodologies, including valuation of quality-adjusted life years (QALYs), 

we estimated that the benefits associated with improved health (£500) and reduced informal 

care (£492) are £1,000 per person per year.29 This compares with the unit cost of £2,150 per 

person per year for the CPW element of the programme.  

23.5 Available data do not allow us to estimate whether benefits will be sustained beyond one year. 

Therefore, it is not possible to estimate how long might be required before more expensive 

types of support are needed by programme users. Figure 19 includes both cost and benefit 

estimates. 

  

 

28 We based this assumptions on research reported in Rowen (2013) Estimating informal care effects associated with EQ-5D 

tariff values for use in economic evaluation 

29 This includes guidance by the Office of Health Economics, available at https://www.ohe.org/news/ohe-seminar-launches-

eq-5d-5l-value-set-england 
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Figure 19: Estimates of costs (£, build-up bars) and benefits (£, build-down bars) per user per year 

 

23.6 Our cost-benefit estimates must be seen in the context of the cost-benefits that initiatives 

similar to the programme under evaluation may be expected to achieve at their early stages. 

Whilst not directly comparable, the Community Navigators programme has been estimated to 

produce £900 worth of benefits per person in the first year of implementation. This is £100 less 

than our estimate for the programme under evaluation.30 No comparable cost data are 

available. 

23.7 It is also important to note:  

- The Council cannot claim any of the benefits associated with the programme on 

the basis of this evaluation because this would require a control group, which is 

not within the scope of this evaluation. 

- The estimated cost-benefits apply to the society as a whole, not particularly to the 

Council or the public sector, therefore they cannot be used to forecast future 

budget reductions. 

 

30 Knapp (2010) Building community capacity: making an economic case, available at http://www.pssru.ac.uk/pdf/dp2772.pdf 
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- This evaluation may not be taken as a basis to argue that the programme will 

achieve any specific level of benefits in the future because forecasting future 

outcomes is not possible based on the available data. 
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24 What this chapter covers 

24.1 This chapter is concerned with the impact of Prevention Matters on the care and support 

system in Buckinghamshire and in particular, the organisations involved in the programme, 

including: 

i. The core delivery organisations: Buckinghamshire County Council, Heart of Bucks 

(Community Grants for community and voluntary sector organisations), Community 

Impact Bucks (Volunteer Hub), Spice (Time Credits network), and CPW host partners 

(Action on Hearing Loss, Bucks Mind, Carers Bucks, Connections Floating Support and 

People’s Voice) 

ii. Frontline community services and groups in which programme users participate, and 

iii. Other community and voluntary sector organisations that provide preventative care 

and support services or group activities in the community and which are not part of 

the organisations above. 

 

24.2 In order to present the impact we observed throughout this evaluation, we provide an 

assessment of the extent to which each of the relevant individual programme components 

were implemented, followed by a review of the overall outcomes and impact that the 

programme achieved (the findings). This includes identification of learning to inform future 

development of the programme and potential for mainstreaming the programme in 2016. 

24.3 Figure 20 shows the programme model. This aspect of our evaluation is therefore concerned 

with: 

- The role of the Community Links Officers in building capacity within the 

community and voluntary sector, and helping to identify and better meet care and 

support needs in the community 

- Processes for gathering data and intelligence to better align resources with the 

impact of prevention over the longer term 

- Volunteering and giving time, to support capacity building and impact on 

individual health, well-being and independence, and 

- Grant funding for prevention and services aimed at reducing isolation and 

promoting independence. 

24.4 The Council made a core management team available to the programme, including a full-time 

programme manager, to facilitate coordination across all the components as follows: 

- Through their direct work with programme users, the CPWs identify prevention 

needs and communicate these to the Community Links Officers, who work with 

other local stakeholders to find ways in which prevention needs may be met. 

- Both Volunteer Hub, and Time Credits tackle social isolation across the whole 

community, not just for those who formally participate in the programme. 

- CPWs, Community Links Officers, Volunteer Hub, Time Credits, and Community 

Grants, all together, share a common aim to build up the capacity and 

independence of individuals and communities. 

Chapter 4: Impact on organisations and systems 
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- The Intelligence Hub collects data to assess the performance and impact of the 

programme.  

24.5 The work of the CPWs is covered in chapter 3 ‘Impact for individuals’.  

 
 

Figure 20: The Prevention Matters model showing areas covered by this aspect of the evaluation (grey circles) 

 

 

25 Key findings 

25.1 This evaluation found that the Community Links Officer role has started to become an 

effective enabler of building capacity across the community and voluntary sector in areas of 

need, such as tackling social isolation and providing opportunities for people to lead more 

active lives. The role has also started to become central to the development of new 

partnerships between organisations that offer care and support in the community, and has 

facilitated a number of successful applications for funding through the Prevention Matters 

grant fund. There is, however, scope to review how the role can work most effectively to 

ensure these new partnerships lead to sustainable improvements in services over the longer 

term.  

25.2 The evaluation also showed that the programme has made positive progress in a number of 

key outcome areas, particularly among those organisations that have had the most direct 

contact with programme users, or that have been most closely associated with the CPW and 

Community Links Officer roles. In particular, the programme has: 

i. Enabled frontline services to reach more people in need of care and support services, 

although not yet at a sufficient scale to generate greater flexibility or responsiveness in 

service delivery 
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ii. Facilitated a number of new partnerships and helped to identify new joint working 

opportunities, most noticeably among more frontline organisations in 2015 when 

compared to the previous year of the programme, and 

iii. Started to foster a stronger culture of sharing knowledge and information, and closer 

alignment of resources on prevention. 

 

25.3 The speed of progress has also increased noticeably over the past 12 months and there are 

signs that the programme is now starting to become more embedded within the care and 

support system across Buckinghamshire. 

25.4 The Time Credits network has also gathered pace over the past 12 months, and is now having 

a positive impact on building volunteering capacity in the county. Alongside this, the network 

has begun to foster new collaborations between community and voluntary sectors in a way 

that is likely to contribute directly to the Council’s longer term objectives to improve health 

and well-being, maintain independence, and reduce the demand on specialist social care 

services. 

25.5 On the other hand, the Volunteer Hub has continued to encounter challenges around 

recruitment and placement of volunteers in sustainable roles. These challenges are currently 

being addressed through joint working across the programme, and include encouraging 

volunteering as a viable support option for more programme users, and continuing to try new 

and innovative outreach activities to recruit (and place) more volunteers outside of the 

programme. 

25.6 Heart of Bucks has allocated Community Grants to a growing number of new projects, aimed 

at tackling isolation and improving quality of life and well-being. The work of the Community 

Links Officers in particular has been a key factor in driving up the success rate of applications 

and raising awareness of the fund in local communities. The success of these projects will be 

known over the coming year as data is gathered about the outcomes and scale of impact they 

have achieved. 

 

26 Data informing our findings of impact on organisations 

26.1 The following data sources have been used for this aspect of our evaluation: 

i. Interviews with key personnel from frontline community services and groups (from the 

community and voluntary sector) 

ii. Two interactive workshops with the core delivery organisations and the Council’s core 

management team 

iii. 1:1 interviews with staff responsible for overseeing different components of the 

programme including the Time Credits network, Heart of Bucks (responsible for 

administering Community Grants), Community Impact Bucks (Volunteer Hub), and the 

Intelligence Hub. 

iv. Prevention Matters programme board reports 

v. Activity and monitoring returns and progress reports 
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27 The intended or expected change from Prevention Matters 

27.1 The programme aims to generate a number of outcomes within the organisations involved in 

the programme, and across the wider care and support system in Buckinghamshire. These 

outcomes include: 

i. Increased community capacity, use of assets and voluntary activity 

ii. New and stronger social networks, including new services and collaborations  

iii. Reduced demand for more specialist care and support services 

iv. Greater capacity for organisations to share resources and collaborate 

v. Greater skills and knowledge of frontline staff in relation to prevention 

vi. Sustainable alignment of resources to demands and opportunities for prevention 

vii. Changes in culture among frontline community services and groups to embed new 

ways of working and sharing of resources, information and knowledge 

 

27.2 The evaluation has shown that the programme has made positive progress in all of these 

outcome areas, particularly among those organisations that have had the most direct contact 

with the programme users, or that have been most closely associated with the programme, 

either through the CPW or the Community Links Officer role. The speed of progress has also 

increased over the past 12 months and there are signs that the programme is now starting to 

become embedded within the care and support system across Buckinghamshire. 

 

 

28 Building capacity and improving access to prevention services 

28.1 The evaluation explored the extent to which the programme might have the potential to 

generate sustainable change in organisations across four key domains: 

i. Service provision, including building capacity and increasing the ability to reach new 

and different people 

ii. Resources, including better use of resources, access to new funding and better sharing 

of resources across sectors 

iii. Ways of working, including the culture of sharing knowledge, accessing volunteers and 

focus on prevention 

iv. Partnerships and collaboration, including new and stronger partnerships, new 

information channels, and greater consistency in service delivery. 

 

28.2 These are the four areas which are most likely to lead to sustainable improvements in the 

availability and quality of services, and the results are shown in figure 21 below. 

28.3 Building capacity in local communities is achieved in a number of ways: 

i. The work that the Community Links Officers undertake to map community assets and 

service provision in their local areas, and to build a comprehensive and current 

resource of what is available for people to access or make use of  

ii. Joint working between the Community Links Officers and CPWs to identify areas of 

unmet need 
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iii. The support provided by Community Links Officers to community groups to bid for 

small grants to invest in new and sustainable innovations, and 

iv. By increasing the amount of time given by volunteers to their communities.  

 

28.4 Through our interviews with the core delivery organisations, and frontline community services 

and groups across the county, we found evidence that the programme has started to become 

well embedded in the care and support system. As expected with a large-scale change 

programme like Prevention Matters, this has taken considerable time and effort to come to 

fruition.  

28.5 Overall, organisations recognise the value of the programme and have begun to identify 

changes in their ability to reach out to more people, particularly those who are socially 

isolated or generally less able (or reluctant) to access services (due to location, mobility, 

transport, confidence, or other social factors).  

28.6 As expected, the core delivery organisations experience the positive impacts of the 

programme to a larger extent than the wider frontline community services and groups 

because they are more closely involved in delivery. Many frontline community services and 

groups have a basic understanding of the programme. The level of awareness, and therefore 

an understanding of the potential benefits, has grown in the last 12 months. The evidence 

suggests that this is due to a combination of promotional activities and the work of the 

Community Links Officers. 

28.7 Overall, there is evidence to indicate that the programme has: 

i. Enabled frontline community services and groups to reach more people in need of 

care and support services, although not yet at a sufficient scale to generate greater 

flexibility or responsiveness in service delivery 

ii. Facilitated a number of new partnerships and helped to identify new joint working 

opportunities, most noticeably among more frontline community services and groups 

in 2015 when compared to the previous year of the programme, and 

iii. Started to foster a stronger culture of sharing knowledge and information, and closer 

alignment of resources on prevention. 

 

28.8 Influencing the ways in which local organisations work, including in relation to prevention, is 

one of the most difficult challenges the programme faces. However, nearly half of the 

organisations interviewed as part of the evaluation identified some changes in the way they 

work, mainly as a result of greater sharing of knowledge and information, but also through 

access to new volunteers. Change was generally slower to happen in those organisations that 

had less contact with programme users. 

The findings provide important learning for the future of the programme, suggesting that 

closer involvement, either through hosting CPW roles, through direct engagement with 

Community Links Officers, or through referrals that result from CPWs, is likely to be a key 

driver of longer term impact across the system.
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Figure 21: Comparison between year 1 and year 2 impact on frontline organisations across the four domains assessed in the evaluation 
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29 Supporting innovation and sustainability 

29.1 As part of the Prevention Matters programme, Heart of Bucks (Buckinghamshire 

Community Foundation) is responsible for managing the Community Grants Fund Scheme 

on behalf of Buckinghamshire County Council. The scheme is initially worth a total of 

£300,000 over 2 years (£150,000 in each of 2014/15 and 2015/16), and Heart of Bucks 

receives an annual fee from this allocation for delivering the grants programme (7.5% of the 

total fund). In 2015/16, £14,000 will be made available to Community Links Officers to 

support locality grants, whilst the remainder will be allocated across two other grant 

categories. 

29.2 Heart of Bucks exists to help build thriving communities in Buckinghamshire. The 

Foundation was established in 2000 and since that time, has supported around 1,600 

community groups across the county to set up or sustain a wide range of community based 

initiatives, including day centres, transport schemes, foodbanks, sports clubs, youth centres 

and credit unions. It is therefore well placed to administer the Prevention Matters fund 

alongside the other work it undertakes in the community. 

29.3 The main objective of the fund scheme is to: 

‘…provide seed funding for new, sustainable projects, and the development of 

existing projects that will reduce social isolation and improve the health & well-

being amongst people in Buckinghamshire with moderate to substantial support 

needs, including people with learning disabilities, people with mental health 

concerns or older people with limited social networks.’ 

 

29.4 Within this, it is expected that funded activities will: 

- Enable individuals to remain active in their community  

- Enable individuals to make and keep friendships 

- Provide practical assistance in the home & community 

- Promote and develop new community groups 

- Improve access to community based voluntary services 

29.5 These objectives are achieved through offers of funding in one of three categories: 

- Localities grants: for funding up to £500. Applications for localities grants are 

assessed and allocated by Community Links Officers. 

- Small to medium grants: for funding between £501 and £15,000 over a period 

of up to three years. Applications are assessed and allocated by Heart of Bucks 

through an agreed grant allocation process. 

- Strategic grants: for funding between £15,001 and £25,000 and up to three 

years. Applications are assessed and allocated by Heart of Bucks and must 

demonstrate that the project is capable of delivering significant impact, either 

geographically or in terms of the number of service users engaged in the 

project. 
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29.6 During its first 15 months to July 2015, total funding of £154,231 was awarded to 19 

projects. The majority of these have been focused on tackling issues of social isolation. This 

is summarised in the table below and represents the full amount of the fund in year 1 (after 

allocation of the Heart of Bucks administration fee) plus approximately 11% of the fund in 

year 2. 

 

Type of grant Awards Funding Average funding 
per award 

Locality grant 9 £4,610 £51231 

Small / medium grant 

 

5 £39,831 £7,966 

Strategic grant 

 

5 £109,790 £21,958 

Total 19 £154,231 £8,117 

Figure 20 Distribution of Community Grants total funding 

 

29.7 Up to July 2015, the Prevention Matters grant fund has received a total of 33 applications 

from local community groups or organisations.32 Approximately 60% have been awarded 

funding. It is not clear from the data captured by Heart of Bucks whether this number 

includes all possible locality grants identified by the Community Links Officers. Unsuccessful 

applications are usually signposted to other funding sources because they fail to meet the 

criteria for the Prevention Matters fund, or because the money requested is not specifically 

focused on new, sustainable projects. 

29.8 The following table sets out the status of grant applications to July 2015. 

 

 

 

 

 

 

 

 

 

31 One locality grant above £500 was awarded, to Community Impact Bucks for the Aylesbury Men in Sheds scheme 

(£1,500). The average is therefore slightly higher than the intended for this type of grant. 

32 This includes only those grant applications that have at least completed an expression of interest. 
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Status of grant applications Number 

Total grants reaching expression of interest (EoI) stage –                    

April 2014 to July 2015 

 

33 

Unsuccessful applications from EoI stage 

 

13      
(40%) 

Successful applications from EoI stage 

 

20      
(60%) 

In pipeline 

 

7 

Status to be confirmed – currently being followed up by Community 

Links Officers 

 

2 

Total 42 

 

Figure 21 Status of Community Grants applications 

 

29.9 The value of the pipeline is not currently captured by Heart of Bucks as part of its usual data 

collection and reporting systems, however, this is something that could be included in the 

fund’s monitoring arrangements in the future. 

29.10 Based on the data collected by Heart of Bucks, it is difficult to assess with confidence 

whether the success rate has changed since the fund began, however, anecdotal evidence 

suggests that applications are now more likely to be supported compared to when the 

programme began. This is due largely to the improved knowledge and support provided by 

the Community Links Officers, especially in the first six months of 2015. The result is a 

greater focus of grant applications on areas of unmet need identified through the 

programme, and alignment with the objectives of Prevention Matters. There is also 

evidence of greater awareness of the fund among frontline groups and services. This is 

likely to ensure greater impact and improved success rates in the future. 

29.11 In terms of the outcomes that grant funded projects have achieved, this data is now being 

collected, and the Council should be in a position to assess this in the future. However, 

despite staffing and governance challenges for two projects, feedback suggests that all 

others are making good progress. It will be important to understand the extent to which 

they contribute towards the wider programme objectives, such as reducing demand for 

specialist care and support services (including social care), making a sustainable 
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contribution to building stronger networks and collaborations in communities, and 

facilitating sharing of resources. 

29.12 An example is the Lindengate project, which supports adults with needs in relation to 

mental health and social isolation through gardening activities. The charity responsible for 

the project reported positive impacts on its ability to provide tailored support to project 

participants, engage with other stakeholders, and enhance its reputation locally. 

29.13 The grant fund has started to become an effective, additional funding stream for prevention 

in Buckinghamshire and there are signs that over time it may further stimulate positive 

shifts in the way the community and voluntary sector approaches prevention. There is also 

evidence that grant funded projects provide an additional avenue for staff to promote the 

Time Credits network and to build volunteer capacity in the county. 

 

30 Volunteering and giving time to communities 

30.1 The Volunteer Hub, managed through Community Impact Bucks, has been set up to work 

with the programme to ‘recruit volunteers for charities and communities who support older 

and vulnerable adults’33. Community Impact Bucks is accredited as a Volunteer Centre by 

Volunteering England and provides a range of services to encourage volunteering and 

support volunteers in Buckinghamshire. 

30.2 Programme users within the Prevention Matters programme are directed towards the 

Volunteer Hub and linked with volunteering opportunities to address needs such as 

isolation and lack of self-confidence. Once referred to the Volunteer Hub, programme users 

are generally directed towards organisations which support older people and vulnerable 

adults, although a small number do volunteer in other types of organisations. Programme 

users associated with Prevention Matters account for approximately 15% of total referrals 

received by the Volunteer Hub34.  

30.3 The table below shows the data on applications and volunteer placements at the time of 

writing this report35: 

Volunteer category Applications Placements 

All volunteers 196 94 

Prevention Matters users 31 18 

 

Figure 22 Volunteer applications and placements to June 2015 

 

  

 

33 http://www.communityimpactbucks.org.uk/pages/volunteer-registration.html 

34 Source: Quarterly Monitoring Report April to June 2015 

35 Source: Quarterly Monitoring Report April to June 2015 

http://www.communityimpactbucks.org.uk/pages/volunteer-registration.html
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The referral process 

 

30.4 The route to volunteering through a Prevention Matters referral is slightly different than for 

other volunteers, who tend to come to the Volunteer Hub via the internet. Programme 

users can be referred to the Volunteer Hub following assessment by the CPWs if 

volunteering is identified by the CPWs as a way of meeting their care needs. See below for 

limitations with this process.  

30.5 Referrals from Prevention Matters may have slightly more support needs than other 

volunteers. They may have less confidence in themselves to provide help to others and 

perceive themselves to be in need of support36. One way in which these needs have been 

addressed is by CPWs accompanying programme users to volunteer activities in the first 

instance or to support them through the process of identifying a volunteer opportunity.  

 

Impact 

30.6 As well as placing volunteers, the Volunteer Hub also provides training to volunteers 

relating to the key skills and issues for volunteers in befriending and other similar roles, 

such as safeguarding, health and safety and listening skills. Approximately 200 individuals 

have accessed training on core volunteer skills and specialist trustee training, representing 

over 40 different organisations. The training element of the hub was highlighted as one of 

the main successes.37 

30.7 Organisations have also benefited from the Volunteer Hub’s Volunteering Advice Surgeries, 

which enable them to access one-to-one support on volunteer recruitment issues38. 

30.8 Feedback from programme users who have been placed as volunteers also highlights the 

positive benefits of volunteering (although only a small number of survey responses have 

been received and analysed – 14 replies from 50 questionnaires issued)39: 

- 11 respondents have enjoyed volunteering with their charity / organisation 

- 12 respondents felt their volunteering role was matched to their skills and 

interests 

- 13 respondents felt supported by the charity / organisation 

- 12 respondents felt very good or good levels of support from the Volunteer 

Hub 

- 12 respondents felt they had made a positive contribution by volunteering  

- Where relevant, volunteering was seen as having a positive impact on 

employment chances, skills and confidence levels. 

30.9 We estimated the unit cost of the Volunteer Hub to be £1,000 per volunteer. This includes 

the Council’s, and Community Impact Bucks’ resources, and certain overheads, like laptops, 

floor space, and utilities. External evidence, not validated as part of the evaluation, and not 

necessarily directly comparable to what the Volunteer Hub does, suggests benefits ranging 

 

36 Telephone Interview with Helen Cavill (July 2015). 

37 Telephone Interview with Helen Cavill (July 2015). 

38 Volunteer Hub Full Review published in May 2015. 

39 Volunteer Hub Full Review published in May 2015 and survey data provided by Helen Cavill (July 2015). 
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from £13,000 to £16,000. This could potentially result in up to £16 return for each £1 

invested.40   

 

Limitations of the current model 

30.10 The key limitation of the current model is the small number of volunteers being placed 

through referrals from Prevention Matters and in general terms. Up to July 2015: 

- Referrals have been received by the Volunteer Hub from programme users – 

this is approximately 1.25% of all programme referrals to date  

- 20 of these 31 referrals have been placed in organisations and are now 

volunteering, and 

- Programme users associated with Prevention Matters account for 

approximately 15% of total referrals received by the Volunteer Hub – almost 

200 volunteer applications have been received in total by the Volunteer Hub. 

30.11 The Volunteer Hub has worked with the CPWs to increase the number of referrals and this 

is an ongoing process. The turnover of CPWs was highlighted as being particularly 

significant in this process – it has been essential to reinforce the wider benefits of 

volunteering in addressing confidence, well-being, isolation and loneliness to CPWs as well 

as potential programme users. A recent review of the Volunteer Hub identified a number of 

challenges which are now being addressed by the Council and Community Impact Bucks, in 

collaboration with local partners: 

- Low levels of volunteer recruitment and placement in rural areas – access to 

transport may be connected to this41 

- Dissatisfaction with the length of time the placement process takes42 

- Lack of success with some of the different outreach programmes e.g. going out 

to libraries, supermarkets and shopping centres, newspaper and leaflet 

campaigns. Targeted campaigns for specific types of volunteers are thought to 

be more successful e.g. campaigns for befrienders, drivers and day carers43, and 

- Age profile of volunteers – there is a perceived lack of younger volunteers from 

all sources, although 50% of applications received between April and June 2015 

were from potential volunteers aged under 5044. For Prevention Matters 

referrals, approximately 50% of applicants were aged under 50.45 

30.12 Ongoing efforts to tackle these issues, and to continue to embed volunteering 

opportunities and giving time in the CPW assessment process may help to ensure that the 

 

40 Join In (2015) Hidden diamonds: uncovering the true value of sport volunteers, available at 

https://www.joininuk.org/hidden-diamonds-true-value-of-sport-volunteers/; Cabinet Office, Department for Work and 

Pensions (2013), Wellbeing and civil society: estimating the value of volunteering using subjective wellbeing data, 

available at http://www.vanl.org.uk/images/downloads/volunteering/Estimating-the-value-of-volunteering.pdf 

41 Volunteer Hub Full Review published in May 2015. 

42 Volunteer Hub Full Review published in May 2015. 

43 Volunteer Hub Full Review published in May 2015 and telephone Interview with Helen Cavill (July 2015). 

44 Source: Volunteer Hub Quarterly Monitoring Report April to June 2015 

45 Data supplied by Helen Cavill by email, July 2015. 

https://www.joininuk.org/hidden-diamonds-true-value-of-sport-volunteers/


Evaluation of Prevention Matters – Final Evaluation Report 62 

hub can make a greater contribution towards the outcomes of Prevention Matters in the 

future. 

 

Time Credits 

30.13 Time Credits are a tool that can be used to engage people in the design and delivery of 

their public and community services, and to support people to take a more active role in 

their communities. Time Credits can support services and neighbourhoods to become more 

effective agents of change.  

30.14 People receive Time Credits as a thank you for contributing time to their community or 

service. They can then ‘spend’ Time Credits to access events, training and leisure activities, 

or to thank others in turn. 

 

Figure 23 The Spice Time Credits model46 

 

30.15 Earning Time Credits: Services and local community groups identify current and new 

opportunities for people to give their time. The new opportunities are based on the 

interests, skills and availability of local people. 

30.16 Spending Time Credits: Public, community and private organisations identify ways people 

can spend Time Credits with their services or at events. This can be ‘spare capacity’ at 

theatres or swimming pools for example, or for community services as a way of recognising 

and thanking people for the contributions they have made.  

30.17 Time Credits provide a way of designing and delivering community and public services in 

closer collaboration with the people who use those services, and have been shown to help 

maintain independence, build social capital and contribute to improved health and well-

being. Time Credits were introduced as part of the programme in 2014, with a view to 

supporting the objectives and outcomes of the programme (specifically with reference to 

building capacity in the community and voluntary sector), whilst also having a wider benefit 

on the health and well-being of the local population. This was initially for a 12 month 

period, delivered by Spice, with the aim of quickly building a sustainable network of Time 

 

46 ©Spice Innovations Limited, 15 Old Ford Road, London E2 9PJ. 
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Credits partners, using the expertise of Spice, and then handing this over to the Community 

Link Officers. 

30.18 On the basis of the positive progress made during that first 12 months, the contract with 

Spice was extended for another year, to continue to build the network and embed Time 

Credits into those organisations already signed up. This contract is being funded jointly by 

the Prevention Matters programme and the Council’s public health ‘Active Bucks’ project, 

and recognises the wider public health benefits of investing in developing the Time Credits 

network. 

30.19 To date, there are 43 groups and services that have signed up to the network, and which 

offer earning opportunities for Time Credits members. At the end of March 2015, there 

were 227 members earning Time Credits. A total of 3,165 hours of time was given by these 

members in the first 12 months of the programme. The majority of members are adult 

women. 

30.20 The rate of growth in the Time Credits network has begun to increase in recent months, 

with approximately 2,800 hours of time were given by members in the first quarter of 

2015/16. This is nearly 90% of the time given in the first 12 months.  

30.21 Organisations that are part of the Time Credits network also come together for regular 

events and networking opportunities, to share knowledge and ideas, and to foster new and 

ongoing collaborations with others in the local area. This has been shown in independent 

research of Time Credits to deliver sustainable benefits to organisations within the first two 

years of being involved in the network.47 

30.22 Time Credits is now starting to build momentum and is likely to provide an important 

mechanism for continuing to build community capacity and to achieve the Council’s 

prevention, health and well-being outcomes in the future. However, this is likely to require 

ongoing and sustained effort to promote and develop new opportunities, and to continue 

to encourage community and voluntary sector groups to get involved in the network. 

External evidence, not validated as part of this evaluation, suggests a £3.00 return for each 

£1 invested in initiatives similar to Time Credits.48 

31 Processes for gathering data and intelligence 

31.1 In the first phase of this evaluation, an extensive validation and redesign phase was 

undertaken in relation to the programme’s information systems. There were a number of 

substantial changes made to the data collection systems as a result. Details of the validation 

and revised data collection tools can be found in the report ‘Validation of systems and 

processes’ from May 2014.  

31.2 The data analysis in chapter 3 explores the impact of Prevention Matters on individuals by 

drawing on the new data questions. As identified in this section, the analysis uncovered 

some limitations within the new data set. Whilst there is an inevitable trade-off between the 

burden of data collection and the amount and quality of information that can be provided, 

 

47 Apteligen Limited, An Evaluation of Spice Time Credits, December 2014. 

48 Knapp (2010) Building community capacity: making an economic case, available at 

http://www.pssru.ac.uk/pdf/dp2772.pdf 

http://www.pssru.ac.uk/pdf/dp2772.pdf
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some opportunities for further improvements to data quality were identified within the 

evaluation: 

- There are opportunities for the data to be used to provide more monitoring 

information and to use this in discussions with CPW managers to compare 

outcomes across localities and CPWs and to learn from best practice. Using 

data as part of ongoing monitoring will also help to boost data quality as it 

becomes something that is used as part of day to day activity. Some CPWs 

completed the assessment and reviews more thoroughly than others. Whilst 

there will inevitably be some variation by programme user, there may be some 

value in sharing some learning among CPWs to help improve the consistency 

of completion and in particular, sharing of ways to ask questions that some 

CPWs find challenging. 

- Whilst work was initially undertaken to gather actual health data from GP 

systems rather than from self-reported data in the assessment and review, it 

was not possible to achieve this during the timeframe of the evaluation. Data 

gathered directly would provide a much more accurate measurement of use of 

health services. However, in the interim it may be possible to make changes to 

the AIS systems to correct data entry errors. For instance, there were some 

programme users where they reported no use of health services, but then gave 

a number of times they had accessed a service.  

- When the forms were designed in May 2014 there were some questions where 

the CPWs were not sure what the range of responses might be and they were 

therefore left as open questions. There is now potential for the Council to 

reformat these into closed questions, as the analysis showed there were a 

limited number of responses as noted in chapter 3. An example of this includes 

the question about whether the individual had any problems accessing the 

service they were put in touch with. This could be reformatted to a question 

which gives options around the degree to which they had had difficulty 

accessing services (including an option of no difficulty) and then a further 

question about the type of difficulty, with options including issues around a 

waiting list, mobility problems or transport issues.  

- The timeframes in which the reviews were taken vary substantially. Over 20 

reviews were undertaken less than a month after the individual had their 

assessment. If these were light-touch users it may be pertinent to undertake 

the reviews quickly after the involvement, but it would be valuable to identify 

that these are light touch users, and potentially vary the questions that were 

asked. A light touch survey was prepared as part of the first part of the 

evaluation. If the burden of undertaking the reviews is too much, it would be 

worth considering whether the quality could be improved by only undertaking 

one follow-up with individuals but being more rigorous about the quality of 

the review. 
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32 Data collection 

32.1 One of the key priorities within the initial phase of the evaluation was to undertake a data 

system validation to ensure that the evaluation could build on best quality outcome data. 

The outcome framework developed following the validation was designed to balance 

academic rigour and the practical challenges of data collection with elderly and vulnerable 

groups, such as respondent fatigue, both from clients and CPWs. Other considerations 

included: 

- Ensuring comparability with national surveys to explore counterfactual 

scenarios and to give external credibility to the analysis, drawing on tried and 

tested question formats 

- Building on established econometric techniques that enable the transformation 

of outcome data into economic value estimates 

32.2 Based on the evaluation design and workshops with the relevant staff, in February 2014 the 

assessment and review forms used by CPWs were redesigned to reflect the following 

outcome domains: 

- Health and well-being 

- Use of health services 

- Physical activity 

- Social isolation 

- Overall quality of life 

32.3 Following the design of the new assessment and review forms, these were piloted by two 

CPWs and refinements to the guidance were made. Following the final sign-off of the new 

data collection approaches, a number of training workshops were untaken by Anne Tomsett 

and the evaluation team attended additional meetings to help support CPWs use the new 

forms. Anne Tomsett also provided extensive ongoing support to CPWs.  

32.4 The new assessments and reviews were launched in May 2014. In addition to undertaking 

the assessment, CPWs were asked to undertake a review with clients at a six-month, and 

12-month follow-up. This is to enable a longitudinal approach to the impact evaluation. 

32.5 Following concerns from CPWs about the assessment and review requirements being 

disproportionate for light-touch clients, a specific review questionnaire was developed to 

be used with these individuals. This approach had the advantage that it would not take the 

time of the CPWs and would also offer a more independent approach to evaluation as the 

questions would not be asked directly by the CPWs who would not see the responses. It 

was eventually decided that it was not possible to administrate the introduction of this 

survey, so the only data on follow-up is available from the reviews. 

33 AIS database 

33.1 The AIS database is the system chosen by the Council to be the primary source of 

information relating to programme users. It is an on-line system developed by Northgate 

Public Services which provides a version of the standard SWIFT adult social care database 

Appendix 1: Technical appendix 
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tailored to the programme. As a result, the system provides additional background data for 

those users who have had contact with adult social care prior to participating in the 

programme. 

33.2 CPWs and one administrator are responsible for recording data onto AIS from the point at 

which the referral is received through to final review. This is based mainly on answers to the 

questions that CPWs ask programme users at their face-to-face meetings. The data are 

recorded initially on paper forms as the conversation between the CPW and the user 

develops, and then inputted manually into AIS. Examples of key information recorded in the 

AIS database include: 

- NHS number, code flagging up previous access to adult social care services, 

and personal details. 

- Reasons for referral to the programme, including details of referrer. 

- Needs and preferences, for example in relation to users' preferred spare time 

activities.  

- Action plan details. 

34 Data completion and caveats 

34.1 The main limitation of the outcome framework relates to the administration of the 

questionnaires. In dialogue with the Council, it was agreed that the most efficient use of 

available resources was to integrate the administration of the outcome questions with the 

assessment and review forms used by the CPWs in their face-to-face interactions with 

programme users. The implication of this is that users might think erroneously that their 

responses could influence how the practitioners approach their cases, and ultimately affect 

their eligibility or form of participation in the programme.  

34.2 As a result, they might provide biased answers to the questions in our outcome framework. 

We managed this risk by developing detailed guidance for CPWs, including details of how 

to ensure that the questions are not misinterpreted. We also played an active part in the 

training sessions provided to CPWs on questionnaire administration, form completion, and 

data inputting. 

34.3 There are a high proportion of programme users for whom there are gaps in the 

assessment questions and there is either no review, or it has been poorly completed. This 

means that it was only possible to compare matched clients (clients from whom where was 

a baseline and follow-up record) for approximately 250 clients. This represents in the region 

of a quarter of the clients who received Prevention Matters over the period that the more 

detailed health and well-being questions were used. 

34.4 The review process was designed to undertake multiple reviews with individuals in order to 

understand any patterns in outcomes and determine whether any initial benefits gained 

seemed to be sustainable. However, there was a great deal of inconsistency in the point at 

which reviews were undertaken, and for a high proportion of clients, there was only one 

review. In view of this, the follow-up data refers to the latest review that was undertaken 

with the individual. 
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34.5 The poor levels of data completion also potentially introduces bias into the data and the 

analysis of this. It is therefore important to note the following potential bias / caveats. 

- If CPWs felt uncomfortable asking about how people felt during the 

assessment phase, then baseline data for this question was not captured. As 

there was no baseline data to compare with the review information, any 

improvement in the health or well-being of the individual would not be 

captured through the data collection.  

- It is possible that only those who were healthier, or more engaged or who may 

have got more out of Prevention Matters may have completed the reviews. This 

may overstate the benefits gained. However, it is known that CPWs had a 

period focused on collecting as many reviews as possible before the cut-off 

date for data to be used in the evaluation. It is understood that a wide range of 

Prevention Matters clients were followed up with during this period, which may 

have helped mitigate against this risk. 

- The nature of the referral process means that clients may often have engaged 

with Prevention Matters when they are at crisis point. This means that their 

interactions with healthcare providers may have been higher than ‘usual’ 

anyway at this point. Although there is a question which asks how ‘typical’ this 

level of attendance is, there is little known about the cycles of attendances that 

individuals go through. 

34.6 There remain issues with data quality in addition to the data completeness. For example, in 

the question on how many days clients had walked for more than 10 minutes in the last 7 

days, there were some who said they had walked for more than 7 days. These responses 

have been excluded from the analysis. Similarly, there were clients who said they had not 

seen a GP in the last two weeks but then entered data for the number of times they had 

seen a GP. 

34.7 It should also be noted that because of the issues in the time between reviews it has not 

been possible to consider the progression and sustainability of any impact. 

35 Programme user profiles 

35.1 The section below show the profile of referrals and programme users. 
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35.2 In total there were 2,522 referrals. Of these and where the gender is recorded, 61% were 

female and 39% were male. 

 

35.3 There does not appear to be any bias in the proportion of accepted referrals by gender, 

with 63% of those with a recorded assessment being female, and 37% being male. 

35.4 The age profile of referrals is shown below. There were also 48 programme users where the 

age was not recorded.  
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35.5 The above chart shows that 62% of referrals were for people aged 75 and over, with a third 

of referrals involving individuals aged 85 and over. The age profile of referrals progressing 

to assessment is almost identical to overall referrals. 

35.6 Eighty percent of referrals were white British, with a further 6% from other white ethnic 

groups. This profile is almost identical to the overall profile in Buckinghamshire, which 

showed 86.4% of the population as being from a white ethnic group. 

35.7 When looking at the ethnic profile of those who received an assessment, there was a higher 

proportion who were recorded as white (93%). This increase seems to be related to the 

recording of ethnicity at referral stage and implies there may be a slight over-

representation of clients from a white background compared to the local population profile. 

However, given the age profile of Prevention Matters clients this split may be reflective of 

the population that Prevention Matters targets.  
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36 Unit costs 

36.1 We used data for 2013-14 and 2014-15 to model a typical financial year in the lifetime of 

the programme. The typical financial year includes: 

- The running costs that are incurred every year while the programme is active, 

for example staff salaries 

- A proportion of the set-up costs that are incurred for activities whose results 

last longer than a year, for example training and marketing 

36.2 Therefore, the unit costs included in the body of this report may be used as a reference for 

any of the years during which the programme remains active. 

36.3 The main data source we used for our unit costing estimates was the Council’s accountancy 

records, including both budgeted and actual costs. Other data sources include: 

- Diary exercises by the Council’s core management team 

- Diary exercises by the core delivery organisations through workshops 

- Interviews with the CPWs to assess time required to process cases 

- Referral, assessment and review data in the AIS database 

36.4 We adjusted the cost data so that we could estimate the costs associated with a typical 

year. For example, if a role dedicates only a proportion of the available time to the 

programme, we estimated how much of the role’s salary should be associated with a typical 

year. 

36.5 We produced estimates for the resources that are required to run the programme but are 

not part of the official budget for the programme. For example, users are often required to 

pay registration fees to the frontline community services and groups. 

36.6 Once we had completed data adjustments and estimates for resources not included in the 

official budget, we classified each cost item across the following categories: 

Type of funder: 

- The Council, including roles that are not part of the official budget, for 

example those attending Board meetings 

- Core delivery organisations, including resources not paid for by the Council, 

such as additional time by CPW managers 

- Frontline community services and groups 

- Other organisations, for example GP surgeries when making the referrals 

- Users, including the value of their time, travel expenses and registration fees 

Phase of the programme: 

- Set-up 

- Running 
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Component: 

- CPW 

- Community Links Officer 

- Interventions by community services and groups 

- Council’s management and coordination 

- Community grants 

- Volunteer Hub 

- Time credits 

- User engagement, including the value of their time, travel expenses and fees 

Function: 

- User direct work: The work of the CPWs, and frontline community services 

and groups with the users 

- Support to organisations: The work that the programme does to build up 

the capacity of local organisations, for example through Community Grants 

- Management, coordination: The tasks required to manage and coordinate 

the programme, mainly through the work of the Council’s core 

management team, including the Intelligence Hub 

- Support to volunteers and the community 

- User indirect work: Management and coordination of programme user 

cases, mainly through the role of the CPW manager and referral 

organisations 

- User engagement, including the value of their time, travel expenses and fees 

36.7 The unit costs reported in the body of the report only include the resources relevant to the 

support provided to users. For example, they exclude the resources associated with 

Community Grants, Time Credits, and the Volunteer Hub. 

 

37 Unit cost assumptions 

37.1 Set-up costs include the value of the time of the individuals involved in the programme 

design and set-up activities, such as stakeholder consultations and business planning, and 

the resources other than human required to run the programme on a continuous basis, 

including:  

- Where actual data not available, costs associated with floor space, information 

technology (IT), and telephone assumed to be £1,340 per full-time equivalent 

per year 

- Set-up activities and items assumed to require renewal after three years, for 

example, new laptops 

- 50 per cent of the Council’s core management team is assumed to provide 

indirect support to programme users 
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- CPW managers assumed to spend an additional 15 per cent of their time on 

the programme, over and above the time for which they obtain direct funding 

from the Council 

- Where actual data not available, non-wage labour costs, such as employer 

National Insurance contributions, assumed to be 27 per cent of the gross salary 

- 10 per cent vacancy rate applied to CPWs and Community Links Officer salary 

costs 

- Based on interviews and visits, the average frontline community service or 

group is assumed to require one full-time equivalent, including volunteer 

resources, to support an average caseload of 30 users 

- User fees towards frontline community services and groups, and travel 

expenses, assumed to be £30 per month over 10 months, including two visits 

per month 

- The value of the time required from users and volunteers assumed to be the 

national minimum wage 

38 Cost-benefits 

38.1 Based on outcome change data, we assumed a 2 per cent improvement in health outcomes. 

This is lower than the improvements included in the body of the report to allow for the fact 

that some of the improvement would have happened regardless of the programme. There 

are many factors, other than the programme, which are responsible for the changes in 

health outcomes included in the body of the report. The evaluation did not include any 

control group. 

38.2 We estimated the value of a 2 per cent improvement in health based on recognised 

methodologies associated with the EQ-5D questionnaire. We assumed that people would 

be willing to pay £25,000 for one year in perfect health.49 

38.3 In addition, we estimated that a 2 per cent improvement in health is associated with 7 fewer 

days of informal care.50 This is care provided by relatives, friends, and neighbours in relation 

to activities of daily living. The value of the time of informal carers was assumed to be the 

national minimum wage. 

38.4 We made the value of health improvements and reductions in informal care relative to the 

unit costs in order to obtain estimates of the return on investment per person per year. 

 

 

 

  

 

49 The Office of Health Economics, available at https://www.ohe.org/news/ohe-seminar-launches-eq-5d-5l-value-set-

england 

50 Rowen (2013) Estimating informal care effects associated with EQ-5D tariff values for use in economic evaluation 
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Case study 2: Male, 63, community group involving exercising

Married, two children, one of whom lives nearby, health condition increasingly limits his mobility, aware that before 

too long he will lose memory, speech, and all mobility

‘Looks simple but everything changes when you have a health condition’

He used to have a job in the retail industry. He always valued the opportunity of working with and learning from 
his colleagues.

• ‘I simply loved my job. The day I left was like someone hitting my face’

• After assessment, the CPW referred him to a community service that includes sitting exercises and ‘active 
minds’ activities

It was early days when the interview took place, but he was generally pleased with the community group

• ‘The first part of the day is always about active minds, as they call it, someone comes and does a presentation 
or they play the piano and we sign along. The second part is about stretches and sitting exercises, with music’

• At the beginning the pace was too fast for him, but the people running the community group were good at 
tailoring the exercises to his condition.

• He said that the sing-along sessions were not ‘his cup of tea’

Before he was diagnosed with his condition he used to enjoy observing wild life and doing countryside walks, 
but this is no longer possible

• ‘I can’t stand being at home doing nothing. Day time TV is too bad!’

• ‘I love wildlife. I used to spend a lot of time in the countryside. But now it does not work. They say I can use a 
wheelchair but it is not the same. You can’t go through gates and things like that.’

• ‘If I wasn't here I would be reading a book or in the back garden; maybe thinking too much; this is better!’

He was happy about the work the CPW was doing for him, including queries on his behalf to keep adapting his 
lifestyle to his deteriorating health

Appendix 2: Case studies 

1

Case study 1: Female, 80, community group

Widow, lives with one of her two children, attends a community group organised by volunteers once a week involving 

lunch, opportunities to have informal conversations, and occasional outings

‘I have been living in my house for 40 years, so it was easier for my son to move in after my husband died’

She used to be a teacher. After retirement her health deteriorated. She is keen to do activities outside the house but 
transport is a problem.

• She spoke about her teaching years: ‘I used to teach small children, but they stopped taking me seriously when I went 
deaf, so I had to give up’

• She still likes teaching children how to read and write. She enjoys going for a walk in the park, so that she can see 
children playing, although knee problems limit her ability to walk for too long.

• Son arranged for a local transport service to take her to the community group. ‘It is nice to see a car waiting for me 
outside the house’.

She has only recently started to participate in the community group but overall she is happy with it.

• ‘It is lively, although that means that sometimes people get loud and I cannot quite hear what they say’

• She could not think of anything when asked what she liked the least about the community group

• She only spoke to the CPW twice: ‘Once when I first met them at my house, and then the first day I came to the 
community group. It is my son who normally speaks to them. I am too deaf for the phone’.

If she did not participate in this community group, she would spend more time at home

• The community group where the interview took place is not the only one she attends. She also attends another 
one, but only once a month.

• When asked about the activities she does in her spare time, she mentioned watching TV and reading
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Case study 2: Male, 63, community group involving exercising

Married, two children, one of whom lives nearby, health condition increasingly limits his mobility, aware that before too 

long he will lose memory, speech, and all mobility

‘Looks simple but everything changes when you have a health condition’

He used to have a job in the retail industry. He always valued the opportunity of working with and learning from his 
colleagues.

• ‘I simply loved my job. The day I left was like someone hitting my face’

• After assessment, the CPW referred him to a community service that includes sitting exercises and ‘active minds’ 
activities

It was early days when the interview took place, but he was generally pleased with the community group

• ‘The first part of the day is always about active minds, as they call it, someone comes and does a presentation or they play 
the piano and we sign along. The second part is about stretches and sitting exercises, with music’

• At the beginning the pace was too fast for him, but the people running the community group were good at 
tailoring the exercises to his condition.

• He said that the sing-along sessions were not ‘his cup of tea’

Before he was diagnosed with his condition he used to enjoy observing wild life and doing countryside walks, but this 
is no longer possible

• ‘I can’t stand being at home doing nothing. Day time TV is too bad!’

• ‘I love wildlife. I used to spend a lot of time in the countryside. But now it does not work. They say I can use a wheelchair but 
it is not the same. You can’t go through gates and things like that.’

• ‘If I wasn't here I would be reading a book or in the back garden; maybe thinking too much; this is better!’

He was happy about the work the CPW was doing for him, including queries on his behalf to keep adapting his 
lifestyle to his deteriorating health
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Case study 3: Male, 83, community group

Widower, three children, one of whom lives in the area, heart attack, and knee, hand ligament, and cataract operations 

in the last few years

‘The whole thing is geared up… the quiz… the bingo… the meal…’

Before retirement he used to own retail shops. He was very active. He used to play golf regularly.

• He took early retirement after his first heart attack 13 years ago.

• One of his daughters cares for him. She drives him to the community group. She helps with ‘these new things like 
broadband and stuff. I get letters asking me to connect but I do not quite understand what they mean.’

He was originally referred to a service involving some physical activity which proved not to be suitable and was then 
further referred to the current community group with which he is happier

• At the end of the interview the daughter mentioned she would have liked to be more closely involved in the 
discussions around community services and groups

It was early days when the interview took place, but he was generally pleased with the community group

• He participates in the community group once a week. He thinks that the pace of the activities suits him.

• We witnessed an argument between two of the other people participating in the community group

• ‘I do not know what has happened. I actually get on well with both.’

• He could not think of anything when asked what he liked the least about the community group

If he did not participate in this community group, he would spend more time at home

• ‘Generally speaking, I would take it easy if I didn’t come to this. Watching TV. My daughter brings me books from the library. I 
like keeping to myself. Just being at home is nice’

• He does occasionally go into town for a coffee with some ‘old golf mates’
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Case study 4: Female, 43, volunteering, respite care for husband

Married, two young children, cares for husband who has a brain injury and requires 24/7 care, recently started to work 

again

‘I love volunteering. It is just nice when the people I help smile back’

She decided to have a break from work when she had her first child. Husband became the wage earner. Recently 
husband had a stroke which resulted in a brain injury.

• They receive benefits support, but she has recently decided to start to work again. 

• She finds the situation stressful. Luckily she has access to a number of respite care services, some of which have 
been facilitated by the CPW.

• ‘Selfish though it may sound, I just need a break from my caring responsibilities. Last year I went through a bad patch. I 
went to my GP and they went through all those depression questions.’

She now volunteers for a charity once a week. Her volunteering work involves looking after animals, which she has 
always liked.

• The CPW did all the research for her. She admitted she was not in the right frame of mind to do that herself.

• She was very positive about her relationship with the CPW. ‘Good to giggle and to talk about this and that!’

• She thinks it might be possible for her to make new friends through volunteering.

She does not meet with people

• ‘Everyone has their own lives’

• Most of her trips into town are related to her husband and children’s care, for example going to the dentist
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Case study 5: Male, 88, community group 

Married, wife with dementia in care home, two children living abroad, lives on his own, recently had a stroke, will stop 

driving very soon due to safety concerns

‘I would like to have someone who visits me, just to check I am ok to be left alone’

Before retirement he used to work for a trading company. He has many hobbies. Isolation is his main problem.

• In addition to the community group where the interview took place, he participates in a creative writing group, 
which the CPW also facilitated earlier on in the year

• He likes gardening, wood carving, pottering and looking after his bonsais

• He also does some exercising at home ‘more vigorous exercises than the ones we do here’ in reference to where the 
interview took place

The community group in which he is participating is the same one to which he used to take his wife before she 
entered nursing care

• Overall he is happy with the activities they organise at the community group, for example collective crosswords

• He originally agreed to attend ‘just to please his GP’

• ‘But now that I am here, I quite like it, it prepares me for the future’

• He aims to attend the community group once a week, but often he only does so once a month due to hospital 
appointments and other commitments

He would have preferred to have a befriender, but there was not any available. He thinks that the chances of him 
making new friends at the community group are slim.

• ‘Hollow sounds in this room make it difficult to understand other people’

• ‘Most people here have some form of dementia, so it is difficult to have a proper conversation’

• I cannot make friends here, you cannot have a conversation
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Case study 6: Male, 78, community group 

Widower, two children living outside Buckinghamshire, lives on his own, mobility limitations, forgetfulness, his car 

recently broke down and wonders whether he should give up driving

‘One of the advantages of this group is that you can meet people, talk to people’

He is frail. In addition to mobility limitations, he has breathing problems and his eyesight is not good, although memory 
loss is what worries him the most.

He only started participating in the community group where the interview took place two months ago. Overall he is 
happy with it.

• He participates in another similar group, also once a week

• He highlighted the friendly character of the staff running the community group

• ‘It is a question of being with other people… playing bingo…’

• He could not think of anything when asked what he liked the least about the community group

If he did not participate in the community group, he would spend more time at home

• He only leaves the house to participate in the two community groups, to attend medical appointments and to do his 
weekly shopping with his son

• He normally drives around, although his car recently broke down and he is considering the option of giving up 
driving

• He likes reading and watching TV 
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Case study 7: Male, 68, respite care for wife

Married, one son living outside Buckinghamshire, recently retired, cares for his wife, who has Alzheimer, participates in 

carer groups

‘The CPW was helpful. I just could not get anything from Social Services. Asked them, but never heard a thing from them!’

Wife started to develop Alzheimer six years ago. Both moved to Buckinghamshire recently.

• At the beginning she only needed small changes to her lifestyle, like a key safe and adaptations to prevent falls, but 
she is progressively needing more specialized care

• ‘I will keep looking after her for as long as it is possible, but she will have to go into a care home before too long’

Through the CPW, he has accessed some groups for carers. She participates in some ‘active minds’ activities and 
receives visits from volunteers and mental health nurses. He thought all these were working well.

• He welcomes a break from his caring responsibilities when his wife participates in the activities 

• ‘I can tell she has enjoyed the day because she comes out smiling and is very affectionate with the carers that walk her out’

• The activities in which the wife participate stimulate her mind ‘but she cannot remember anything shortly afterwards’

• He only mentioned the poor acoustics of some of the venues where the activities take place when asked what he 
liked the least about them

It would be very difficult for him to cope with the situation without the support provided through the programme

• Wife’s condition requires a lot of time for health and safety planning, for example paper work to obtain support to 
adapt the house to prevent falls

• The community groups and services he has accessed through the programme are also good to find out about 
additional support that is available in the area by talking to other carers
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Case study 8: Female, 93, community group and audio book club

Widow, living with daughter, partially blind, recently had a stroke, got over cancer two years ago, cataracts operation 

‘I didn’t know there were people like the CPWs. This programme has been a lifesaver!’

Before retirement she did a range of jobs, including secretary and shop assistant. Her husband died 10 years ago. She 
moved in with her daughter a year ago when she realised that she could no longer live on her own.

• ‘My eyes aren’t too good, so I just have to get on as best as I can’

She used to attend a day centre that closed down. Through the CPW, she has recently started to go to a new 
community group.

• The first few days she did not get a very good impression. ‘We were just sitting doing literally nothing.’

• But now it is getting better with activities like bingo and crosswords

• She enjoys people’s company

• She also participates in a community group that gives her the opportunity to listen to audio books

If she did not participate in the community group, she would spend more time at home

• ‘I wouldn’t do much. I cannot read any more’

• She likes looking at dogs as their owners walk them by the house

• She does not know any of the neighbours. She receives frequent visits from relatives. Occasionally she talks to one 
friend over the phone.



Evaluation of Prevention Matters – Final Evaluation Report 81 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

9

Case study 9: Female, 82, community group

Widow, two children living outside Buckinghamshire, lives on her own in sheltered accommodation, awaiting knee 

operation appointment

‘You leave achy but with a sense of wellbeing’

She moved to Buckinghamshire five years ago. Her husband died 15 years ago. She remembers the time when she used 
to look after her paralysed brother. She has loads of hobbies.

• In recent years she has developed mobility problems and a heart condition, which means she cannot move 
independently outside the house

• When younger, she did loads of sports, including swimming and cycling, and now tries to stay as active as possible

• She likes knitting, drawing, reading, writing poetry, looking after the plants, watching documentaries

• ‘Luckily I do not have dementia or anything like that!’

She participates in community services and groups almost every day of the week, many of which have been facilitated 
by the CPW

• She particularly enjoys one of the groups where everyone is welcome to choose the activity they want to do, for 
example drawing, ‘without being told what to do by someone who sort of… runs the show’

• She has made some friends at the community services and groups in which she participates and talked warmly 
about the staff running them

• ‘It helps with your mind, which is good, and that in turn helps with your physical things, doesn’t it?’

• ‘You might come home extremely tired, but it still helps you immensely inside, giving you a sort of feeling of wellbeing’

• If she did not participate in the community group, she would spend more time at home

• ‘I would not have found out about these things without the CPW’



Evaluation of Prevention Matters – Final Evaluation Report 82 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

10

Case study 10: Female, 78, volunteering

Widow, no children, no relatives, hip replacement operation six years ago, overall in good health, main problem is 

isolation and difficulties to admit it because of fear of stigma

‘A dial-a-ride car outside the house announces to everyone that an old person lives inside’

Before retirement she worked as a shop assistant. Her job used to be good for meeting people. 

• She jokingly describes herself as ‘fiercely independent’

• ‘I keep to myself. That is the way I was brought up’

• She feels isolated. She is reluctant to go out for a coffee on her own. She thinks that people do not sit next to her 
because of her age. ‘People do not mix with older ages’

• ‘I would like to feel of some use in life, which I don’t at the moment, to be frank’

• She says she uses public transport because she is capable of doing so, but also because of the stigma around 
transport services for elderly people

She has participated in coffee mornings for over two decades. Through the CPW, she has recently started to do some 
volunteering involving animals

• She has known her GP for 30 years. She is aware that GP, CPW and other practitioners can only point her in the 
right direction: it is down to her to make new friends

• She complained about some people’s attitude in the coffee mornings: ‘They tend to stick together and do not always 
welcome new people’

• ‘All these programmes run out. This one with the CPW is coming to an end soon and then everything will go back to the 
same’

• She is positive about the chances of making new friends at the place where she volunteers

• If she did not do volunteering, she would spend more time at home and walk around in town on her own

• ‘It would be nice to go out for a coffee with someone I can really get to know. Not just chats like this one we are having’
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Case study 11: Female, 58, volunteering, walking club

Divorced, due to be a grandmother soon, lives on her own, has noticeable anxiety and depression, lost her job and as a 

result lost her confidence too, volunteers at a day centre and is a member of an outdoor activity club 

‘The CPW has been more helpful than I had expected’

She lost her job as a security officer

• As a result, she developed anxiety and depression, and lost confidence in herself

• ‘I struggled to come to terms with the fact that I had no job, no money, so I was reliant on my husband. I didn’t even have 
enough money to take a taxi so I had to walk everywhere.’

• She also suffers from physical ailments

She is a member of a local sports club before she started participating in the programme

• She does not exercise as much as she would like because of her physical ailments

• She is still actively involved as a member of the club committee and talked with passion about the sports 
competitions she helps to organise

She met the CPW in the context of mental health services

The CPW helped her with a number of activities

• Benefit claims

• Enrolment in walking club

• Volunteering opportunity

She is happy with the walking club, but still has some doubts about volunteering

• She enjoys the walking club and has set herself walking goals 

• ‘I wouldn’t have known about the club if it wasn’t for the CPW’

• ‘Volunteering gives me a sense of purpose, but still get nervous around new people’
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Case study 12: Female, 55, community group, adult learning

Single, no children, lives on her own, used to rely on parents, recently diagnosed dyslexic, hard of hearing, had operation 

on one eye, uses guide stick when going out, very shy character

‘Prevention Matters? Yes! That is a good name for it!’

She was too shy to ask for help until she had a breakdown

• Her brother helped her take the first step

• ‘You have to ask for help if you need it’

Being diagnosed dyslexic changed her life

• CPW took her to the Adult Learning Centre where she was diagnosed

• ‘Now I could understand why I was making the mistakes I was making’

She received practical help through the CPW

• Installing bath seat

• Smoke alarm for hard of hearing, flashing doorbell, special telephone, hearing loop

• Audio books, which she did not know she was entitled to until the CPW offered their help

Community group sessions have helped with the social aspects

• She finds it nice to have people to talk to, who know what she needs help with

• CPW’s attending the first few community group sessions was also a big help

She highlighted accessing information as one of the strengths of the programme

• ‘It is hard because sometimes you don't know what can help you and you don't know where to look, especially if you are shy 
with using the phone to call around, and don't have access to a computer.’
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Case study 13: Female, 80, community group

Widow, no relatives, lives on her own, still independent and drives herself around, very practical outlook, feels isolated 

due to deaths in family and of friends, wants to take charge of her own life

‘There is a divide between good services and not so good services’

Recent bereavement made her think

• She realised she was getting isolated and wanted to end it

• ‘It would be nice not to have to go to another funeral’

• She has no relatives, and finds her neighbours unfriendly

She has a positive attitude towards taking charge of her own situation

• Before joining the programme, she had been volunteering at a hospital, helping to serve patients’ meals for many 
years

• She enjoys gardening and reading in her spare time

The CPW helped her access a number of community groups

• She found out about Prevention Matters at a stall in a public space

• She kept a leaflet

Her experience participating in the programme did not live up to expectations

• ‘I was never sure what they wanted from me and it all seemed a bit vague’

• She feels services are very divided between good and varied options available to people she knows in south 
Buckinghamshire, and not so good options elsewhere

• Some community groups she has been referred to have ‘folded’ due to lack of funding

• She feels the groups she goes to are rushed and people tend to keep to their cliques, no opportunity to mingle
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Case study 14: Male, 88, community groups

Widower, children and grandchildren live far away, lives on his own, capable of looking after himself, diagnosed with 

bladder cancer, hard of hearing, still suffering the consequences of an accident he had many years ago

‘I am not intending to go to any other services through Prevention Matters’

Health problems do not seem to get his spirit down

• As a result of bladder cancer, he attends regular hospital appointments

• He needs hearing aids

• He has frequent neck and hip pains, following an accident he had many years ago

• He takes regular medication in connection with heartburn

He values his independence highly, although he is also keen to meet people

• ‘My independence means the world to me’

• Enjoys gardening, fixing things, cooking, going to watch football matches with friends, learning to use his iPad

• He keeps himself busy with activities outside the house at least 3 or 4 days a week

• He meets with his sister once a week and is friends with one of the neighbouring families

• ‘My granddaughter bought me and iPad. I keep in touch with my family that way’

He tried a number of community groups but didn’t stick

• The CPW referred him to a Church club but there were no men there and didn’t feel comfortable

• He then tried a lunch club but it closed down shortly afterwards

• Following these disappointing experiences, he said he is not intending to go to any other services through 
Prevention Matters

He does go to exercise classes to which he was referred by his occupational therapist

• He met a friend there who he sees for coffee outside the therapy sessions
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Case study 15: Female, 57, community group

Divorced, two children and two grandchildren, living on her own, suffered breakdown while living abroad, returned to 

Buckinghamshire and engaged with mental health services

‘I don’t know where I would have gone without Prevention Matters’

Very troubled background contributing to mental health concerns

• Troubled childhood and family relationships

• When she returned to Buckinghamshire she accessed local mental health services which let her down 

• ‘There’s no help after you get out of a service’

She started to participate in a community art group with the CPW’s help

• She made friends and received support

• Art has helped with anxiety issues ‘without a doubt’

• She has shown her artwork at small exhibitions: ‘something to be proud of!’

• One of the downsides is that buying art materials is expensive

• The CPW also provided financial advice

If Prevention Matters was not available, she would probably stay at home and continue to feel isolated

• She stressed the friendly character of the CPW

• She said she has made friends at the art group but she doesn’t see them outside the group
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