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Summary 
 
Background  
The ‘Connect Hackney’ programme is addressing social isolation and loneliness for people 
aged 50 and over in the East London Brough of Hackney. It is part of the ‘Fulfilling Lives: 
Ageing Better’ programme, funded by the National Lottery Community Fund in 14 areas in 
England and the Isle of Wight. Like other Ageing Better sites, Connect Hackney includes a 
community connector project as part of its programme. This project is a one-to-one 
coaching intervention which helps socially isolated and lonely older people (re)connect with 
the people, activities and services within their local community. The community connector 
model has much in common with social prescribing, a service which can range from a ‘light 
touch’ signposting of participants to community activities through to a coaching type of 
intervention delivered by a ‘link worker’ (or ‘navigator’ or ‘social prescriber’)1. Unlike social 
prescribing, community connector projects are usually community rather than primary care 
based. This report shares learning from an in-depth study of the Connect Hackney 
community connector project and aims to inform commissioners and policy makers working 
across sectors on social isolation and loneliness. 
 
Aims and methods 
The research described in this report is part of a broader local evaluation of Connect 
Hackney guided by a set of eight “test and learn” questions. This report addresses whether 
the community connector model has been able to support already isolated and lonely older 
people to take part in community activities. The research explored project reach, 
engagement and retention of participants, and perceived impact on social isolation and 
loneliness. It updates and extends an earlier report2 using additional data collected during 
the COVID-19 pandemic. The final study was able to explore the community connector 
project and its impact before and during the pandemic. Multiple methods were employed in 
the study’s design. Interviews were conducted with: five staff members; 12 participants; and 
four external stakeholders3. Analysis of surveys completed by 67 participants at project 
entry was also undertaken4.  
 
Findings  
 
Establishing and developing the community connector model in its first year and its place 
in the landscape of local services 
 

                                                        
1 Frostick C, Bertotti M (2019) Social prescribing in general practice. British Journal of General Practice. Nov: 
59-39.  
2 Harden, A., Sharpe, D. (2020). An in-depth study of the community connectors project for older people in 
Hackney living with or at risk of loneliness and social isolation, interim report. London: Hackney CVS.  
3 Data were collected at two time points, Sep-Dec 2019 (T1) and Aug to Oct 2020 (T2): three members of the 
community connector project team were interviewed at T1 and a further two interviewed at T2; seven project 
participants were interviewed at T1 and a further eight participants at T2 (of whom three were previously 
interviewed); and three external stakeholders were interviewed at T1 and a one further stakeholder interview 
at T2. 
4 Data collected at T1. An updated analysis of this data will be reported as part of a report on the overall reach 
and impact of phase 2 of the Connect Hackney programme later in 2021.  
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• Targeted personal outreach to establish referral partners and offering the option of 

home visits were effective ways to increase the numbers of referrals into the project. 
Personal outreach meant that members of the project team could engage directly with 
staff at referral organisations to help them understand who could be referred to the 
project and what the benefits might be. Home visits were a logical adaptation to the 
project to enable older people not yet able to attend sessions in community venues to 
participate in the project. However, home visits required more of co-ordinators’ capacity 
as it increased their travel time.  

 
• Partnerships with external organisations built reciprocity for generating and receiving 

referrals between projects. Each partner could build on the others work in developing 

a trusting relationship with the participant being referred. Community navigation work 
was considered only as good as the activities and services that were on offer in the 
community. Providers reported that on the whole, Hackney had a lot of community 
activities at no- or low-cost for residents throughout the borough. One project team 
member noted the unmet demand for befriending services and a lack of activities for 
housebound residents.  

 
• The Connect Hackney community connector model occupies a unique place in the 

landscape of local services. The only other comparable service is social prescribing but 
unlike the social prescribing offer in the Borough, the community connector service: is 
able to receive referrals from a wider set of organisations outside of primary care; is 
easy to access within community settings across the borough; offers a greater number 
of sessions and; is able to provide home visits to reach the most isolated 
participants/those unable to leave home. A particularly unique selling point is that in 

addition to one to one sessions the project is able to offer a range of flexible group and 

volunteering activities through the wider organisation which delivers the community 

connector project.  
 
Describing the participants that the community connector project has supported  
 
• Participants referred into the community connector project were often struggling to 

leave the house as a result of physical or mental health problems. These could be 
brought on or exacerbated by challenging life events, such as bereavement, a period of 
more acute ill health or job loss. Housing and benefit problems could also greatly affect 
participants’ wellbeing. Evidence from both participant and provider interviewees 
highlighted that many participants were also digitally isolated, lacking technological 
devices, Wi-Fi, skills and knowledge to stay socially connected online at home. 
Compared to survey participants across the Connect Hackney Programme, community 
connector survey participants had less social contact, scored higher on measures of 
social isolation and loneliness and were in worse health.  

 
• Strategies used for reaching older people, as well as the neighbourhoods in which the 

project is based, are likely to impact on the diversity of project participants achieved. 
Some groups of older people – such as those aged 70 and over, men, and those from 
Asian and other ethnicities - were less well represented amongst project participants. 
Targeted outreach strategies may be needed to better reach these groups.  
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The engagement and retention of participants 
 
• Close-to-home community venues and a relaxed informal environment were key for 

participant engagement and retention as these facilitated relationship building. 
  

• The personal qualities (e.g. approachable, non-judgemental) and skills (e.g. listening, 

empathy) of the community co-ordinators were crucial for engaging participants. 
Participant interviewees reported that community co-ordinators were able to build 
trust, model a positive outlook and support participants to plan and prepare for their 
participation in community activities.  

 
• Retention could be challenging for participants with multiple or complex problems but 

these could be overcome using a flexible ‘open door’ policy.  For example, poor health 
or benefit issues could stop participants engaging but they were able to put their 
sessions ‘on hold’ until they were ready to re-engage.   

 
Perceived impact of one-to-one sessions with community co-ordinators 
 
• One-to-one sessions between the community coordinator and participants were a 

powerful catalyst for change within the Community connector model. Positive impacts 
perceived by participant interviewees were improved wellbeing (e.g. feeling more 
optimistic); self-esteem and confidence. One participant summed up the impact of the 
sessions as leading to ‘feeling human again’. These findings resonate with both 
anecdotal evidence and learning from Community connector projects in other Ageing 
Better areas as well as previous qualitative research on the relationship between social 
prescribing link workers and patients in primary care.  

 
• Six key routes were identified through which one-to-one sessions with co-ordinators 

could lead to longer-term impacts on social isolation and loneliness and health and 

wellbeing: the affirmative experience of talking with someone who showed a genuine 
interest in them as a person; improved mood, feeling more hopeful and reassured; 
learning new coping strategies; feeling more purposeful; building up confidence to 
engage with the local area; and resolving health-related and other practical matters 
through signposting/referrals.  

 
Process and impact of moving onto community activities 
 
• No longer feeling alone through connecting, interacting and sharing experiences with 

others was a key outcome reported by participant interviewees who had gone on to 

participate in community activities. Some participant interviewees reported that new 
friendships or networks had been developed, others were simply enjoying the feeling of 
being noticed and remembered as a result of regular attendance at community 
activities.  

 
• Four key routes were identified through which group activities appeared to have an 

impact on participants’ social isolation and wellbeing: meeting other people in a similar 
position to them, providing opportunities for friendships to develop, learning about and 
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implementing strategies to promote health and wellbeing (e.g. mindfulness, eating 
well), and having fun and providing a good reason to go out of the home.   

 
• Strategies to support participants into community activities were most effective when 

they were tailored according to participants needs, circumstances and aspirations. 
Three distinct strategies were identified through provider interviewees: step by step 
approaches worked best with those that had been socially isolated for a number of 
years, a focus on activities worked better for those who did not like ‘groups’, and linking 
with community transport projects could help those with physical disabilities.  

 
• The confusion found amongst some participant interviewees around the number of 

one-to-one sessions on offer, when these end and how they fit alongside group and 

community activities needs to be addressed.  
 
The impact of COVID-19 on the community connector project  
 
• The community connector team focused on supporting participants immediate needs 

following the onset of the COVID-19 pandemic before being able to adapt the project 

in line with the first national lockdown and ongoing social restrictions. The project was 
re-started via remote delivery including providing one to one support via telephone and 
some online group activities. Socially distanced in person group activities were re-
started when possible.  

 
• The re-introduction of the group elements of the service and opportunities for 

participating in other community activities have been limited to date due to ongoing 

social restrictions. The biggest impact of the pandemic has therefore been on 
participants who were ready to seek out, or had already started, group or volunteering 
activities as part of their personal goals. Whilst online group activities worked for those 
who were able to engage digitally and enjoyed this mode of interaction, others found 
their engagement with the service had to be put on hold.  
 

• The experience of lockdown and social restrictions resulting from COVID-19 appears to 

have had differential impacts on participants’ progress. Whilst goals set in project 
sessions remained important to both participants and providers, the circumstances of 
the pandemic made it more difficult for them to be achieved. Some participants had 
been able to manage – though not necessarily improve upon – their wellbeing and some 
drew on their experiences of staying at home to cope. Other participants have been 
badly affected by the restrictions, missing face-to-face contact suffering bereavement, 
or too scared to leave the house at all.  
 

Conclusions  
 
This study found evidence that the community connector project was able to support older 
people In Hackney into community activities to reduce social isolation and loneliness and 
improve wellbeing. The study identified the key features of the projects which led to 
participant benefits and the contextual factors which can dampen or enhance this benefit. 
These findings are supported by previous research on social prescribing models in Hackney 
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and beyond56. The contextual factors identified include those related to the Covid-19 
pandemic. The restrictions on social contact during the pandemic are unprecedented and 
beyond the control of the community connector project. This study has contributed to the 
currently very limited evidence to help guide interventions intended to help older people 
(re)enter the community when public health is at risk.  
 
As the study collected qualitative data from community connector project staff and 
participants findings are based on the perceived impact of the project. Due to the pandemic, 
not enough quantitative data has been collected to reliably assess changes in outcomes, and 
longer-term follow-up to assess whether benefits are sustained over time has not been 
possible.  As community connector models have been implemented across Ageing Better 
programmes, these questions can be addressed at a national level. The qualitative findings 
presented here can be used to contextualise national findings to inform the implementation 
of community connector models for reducing social isolation and loneliness amongst older 
people in Hackney.  
 
Based on the findings from this study and the likelihood that the COVID-19 pandemic and 
associated social restrictions will be ongoing for some time, the following recommendations 
are offered for the community connector project within the Connect Hackney programme 
and beyond.  
 
• Continue to strengthen the adaptations made to the model so that its delivery is 

compliant with ongoing social restrictions, including ‘dual’ delivery combining remote 
and in person activity when appropriate. Particular attention needs to be given to 
strengthen opportunities for volunteering and group activities whilst social restrictions 
are in place.  
 

• Continue to address digital exclusion through partnerships with organisations delivering 
digital inclusion projects.  

 
• Review the ways in which the service is communicated via websites, printed media and 

word of mouth so that what is offered is very clear to existing and potential new 
participants and organisations, including being clear about the service pathway and 
when one to one support is ending and proactively finding out from participants how to 
best stay in touch with them.  

 
• Consideration should be given to the best way to alert participants to face-to-face 

opportunities when social restrictions ease (e.g. automated texts) especially those 
participants who had their journey with the project cut short due to the group activities 
stopping or moving online. Telephone contact has been a key mode of communicating 
but this can be resource intensive so routes such as e-mails or automated texts could be 
usefully explored.  

                                                        
5 Bertotti, M., Frostick, C., Hutt, P., Sohanpal, R. & Carnes, D. A realist evaluation of social prescribing: an 
exploration into the context and mechanisms underpinning a pathway linking primary care with the voluntary 
sector. Prim. Health Care Res. Dev. 19, 232–245 (2018). 
6 Pescheny, J. V., Pappas, Y. & Randhawa, G. Facilitators and barriers of implementing and delivering social 
prescribing services: a systematic review. BMC Health Serv. Res. 18, (2018 
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• Continue to capitalise on the strengthened partnerships developed during the COVID-

19 pandemic to deliver innovation such as language translation support for participants 
who have limited English.   

 
• Undertake an urgent review of the resources and capacity of the team to deliver the 

adapted community connector model given the increase in referrals and the resources 
associated with delivering both ongoing adaptations (e.g online, telephone and in 
person activities) and new adaptations such as language support and refreshed 
strategies for communication.  
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1. Background  
 
This report shares learning from an in-depth study of the community connector project in 
Hackney, east London, pre- and during-COVID-19, and aims to inform commissioners and 
policy makers across sectors working on loneliness and related areas. This chapter begins 
with an overview of the National Lottery Ageing Better programme in which Connect 
Hackney is situated. The community connector model is described in relation to social 
prescribing, the national context of an ageing population and growing pressure on health 
care systems, and the onset of COVID-19. 
 
1.1 Ageing Better in Hackney 
‘Connect Hackney’ is one of 14 ‘Ageing Better’ programmes based in towns and cities7 
across England aiming to tackle social isolation and loneliness amongst people aged 50 and 
over. Ageing Better is a programme funded by the National Lottery Community Fund which 
runs from 2015 – 2022. Its key aims are to support older people to be: less isolated and 
lonely; more actively involved in their community with their views and participation valued; 
and more engaged in the design and delivery of services to improve their social 
connectedness. Aligned with these aims, the Connect Hackney programme has four 
intended outcomes, shown in Box 1.1.  
 

 
 
1.2 The community connector model 
In August 2018, Connect Hackney commissioned ‘Community Connections’, a community 
connector project to support isolated and lonely older people to (re)connect with the 
people, activities and services within their local community. Community connector projects 
are defined as those that use: 
 

                                                        
7 And the Isle of Wight. 

Box 1.1: Connect Hackney programme outcomes 

1. Increased numbers of older people who are socially isolated engage in 
meaningful and enjoyable activities which result in new friendships, sustained 
networks, improved resourcefulness, more confidence and thus, ultimately, a 
better quality of life.  
 

2. Increased numbers of older people who are at risk of social isolation engage in 
meaningful and enjoyable activities which result in new friendships, sustained 
networks, improved resourcefulness, more confidence and thus, ultimately, a 
better quality of life.  
 

3. To embed an asset model towards ageing and older people, where the latter are 
more actively engaged in the community and valued for the contributions they 
make.  
 

4. Increased direct involvement of older people and people as they age in shaping 
policy and holding key stakeholders to account, leading to stronger partnerships. 
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Any mechanism that works to identify isolated people over 50 and then works with 
them to help them transition from isolated to less isolated through person-centred 
structured support. This includes community navigators, social prescribing and 
approaches that involve people overcoming a specific barrier, for example, mental 
health. Ageing Better, 20188   
 

These projects are a key part of nearly all 14 Ageing Better programmes around the country. 
The community connector model has much in common with social prescribing. Social 
prescribing models vary but usually operate within a primary health care setting providing a 
way for health professionals to ‘prescribe’ community activities and support to their 
patients9. The community connector model can operate within or outside of primary care 
and, like many social prescribing models, involve a ‘link worker’ (or ‘navigator’ or ‘social 
prescriber’) who provides one-to-one support to participants in a time-limited number of 
sessions. Link workers will identify suitable community activities and groups for participants 
depending on their specific needs and aspirations and work with participants to build their 
confidence to attend.   
 
The community connector project commissioned within the Connect Hackney programme, 
‘Community Connections’, is delivered by a local community organisation whose link 
workers, ‘community co-ordinators’, work across a number of community centres and 
spaces in Hackney. This local organisation has been working in Hackney for just over 20 
years and has long-standing relationships with a number of public health commissioners. 
Members of its Board of Trustees are involved in the health and social care and housing 
sector. Over the last few years, the charity had been involved in the development of the 
borough’s ageing strategy and the creation of a borough-wide directory of support services. 
The community connector model itself was developed from an existing health coaching 
model run by the organisation and commissioned by Hackney Council as part of ‘Hackney 
Health Hubs’ that ran from 2015 onwards. Under the health hub model, health coaches 
worked alongside health improvement workers employed by a local hospital and delivered 
eight one-to-one preventative support sessions to residents aged 18 and over, working on 
confidence-building, motivation and personalised goal-setting for improved health. In short, 
the organisation delivering the community connector project have extensive knowledge of 
activities and services available in the borough, operate already from a number of sites 
across Hackney, and were well-versed in the skills needed to provide effective link-working, 
as well as the opportunities and challenges of community connector models.  
 
The community connector model in Hackney has the characteristics of a high intensity 
model in the Ageing Better classification of community connector models: it provides 
support to people whose isolation may be compounded by particular stressful life events, 
acute or chronic health conditions including mental health conditions, and provides 
sustained one-to-one flexible support over a three month or more period10. Participants 
receive up to 12 one-to-one sessions delivered by community co-ordinators. The co-
ordinators use motivational interviewing and positive psychology to build participants 
                                                        
8 Ageing Better: Learning Report No 2 – Community connectors. October 2018, p2. 
9 Frostick C, Bertotti M (2019) Social prescribing in general practice. British Journal of General Practice. Nov: 
59-39.  
10 Ageing Better: Learning Report No 2 – Community connectors. October 2018, p2. 
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confidence and motivation to engage with local community activities. Together, the 
participant and community co-ordinator create an action plan to guide their work together 
including planning for which activities they might attend, at what point and with what 
support. A detailed description of the project’s resources and activities can be found in 
section 4.1. Appendix A explores a theoretical basis for the model.  
 
1.3 National and local health policy context  
There is currently great interest and significant investment in social prescribing at both 
national and local levels. An ageing population, multiple long-term-conditions and growing 
health inequalities have put pressure on primary care which provides about 300 million 
patient consultations each year. There has been a sharp rise in GP consultation rates11. In a 
survey of 1000 GPs conducted in 2015, GPs estimated that they spent around a fifth of their 
consultation time on non-health matters such as personal relationships, lack of 
employment, debt, and poor housing, and 64% of GPs said that social isolation had been 
raised by patients12. Social prescribing and community connector models offer a way to 
alleviate these problems by improving social and health outcomes and, ultimately, relieving 
pressure on stretched health and social care services. Furthermore, there is increasing 
evidence that participating in community activities is associated with a wide range of health 
and social benefits13 (see Appendix A for further details on evidence of the effectiveness of 
social prescribing). 
 
The government’s Loneliness Strategy in 201814 and the NHS Long Term Plan in 201915 set 
out plans for implementing social prescribing connector schemes across the country. In 
autumn 2019, the National Academy for Social Prescribing (NASP) was launched to support 
social prescribing across England and develop its evidence base. In 2019, City and Hackney 
began a borough-wide social prescribing offer implemented through ‘Neighbourhoods’, an 
enhanced version of Primary Care Networks (PCN), which consist of groups of statutory and 
voluntary sector health, social care and wellbeing services located in a geographic area and 
serving a population of between 30- and 50,000 people. Neighbourhoods builds on the PCN 
model by identifying other community assets, for example, local community organisations, 
and relevant services, such as housing, that can holistically support residents’ care. There 
are over twenty social prescribing services operating across Hackney and a process of 
mapping their different service offers was underway in 2019. The community connector 

                                                        
11 Hobbs, F. D. R., Bankhead, C., Mukhtar, T., Stevens, S., Perera-Salazar, R., Holt, T., Salisbury, C. (2016). 
Clinical workload in UK primary care: a retrospective analysis of 100 million consultations in England, 2007-14. 
The Lancet, 387, P2323-2330. https://doi.org/10.1016/S0140-6736(16)00620-6 
12 Caper, K., Plunkett, J. (2015). A very general practice: how much time do GPs spend on issues other than 
health? (online) 
<https://www.citizensadvice.org.uk/Global/CitizensAdvice/Public%20services%20publications/CitizensAdvice_
AVeryGeneralPractice_May2015.pdf> [Accessed 13 October 2020] 
13 Fancourt, D., Steptoe, A. (2019) The art of life and death: 14 year follow-up analyses of associations between 
arts engagement and mortality in the English Longitudinal Study of Ageing. BMJ; 367 doi: 
https://doi.org/10.1136/bmj.l6377 
14 HM Government (2018). A connected society. A strategy for tackling loneliness – laying the foundations for 
change. London: DCMS. 
15 NHS (2019). The NHS long term plan (online). < https://www.longtermplan.nhs.uk/publication/nhs-long-
term-plan/> [Accessed 13 October 2020]. 
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project commissioned by Connect Hackney differs in a number of ways from other social 
prescribing services: sessions are located in community settings; community co-ordinators 
can offer a much greater number of sessions than social prescribers16; the project works in 
multiple locations across the borough; it is a universal rather than a targeted service; and 
co-ordinators have a wider reach, accommodating referrals from other statutory and 
community and voluntary sector organisations, not just from primary care.  
 
1.4 The onset of COVID-19 in England 
When the COVID-19 pandemic arrived in England social contact was nationally restricted in 
March 2020 through a ‘lockdown’. On 23 March 2020, Prime Minister Boris Johnson said all 
non-essential travel and public gatherings must stop, with people urged to leave home only 
for exercise, to shop for essential items, for medical care, or when their work could not be 
done at home. All shops selling non-essential items closed along with pubs, restaurants, 
theatres, cinemas and places of worship. Although lockdown restrictions were eased from 
4th July 2020, ongoing social restrictions remain in place. The Head of Social Prescribing at 
NHS England (NHSE) said in a blog post on the National Academy of Social Prescribing 
(NASP) website in April that social prescribing was needed more than ever. Social 
prescribing link workers were ideally placed to co-ordinate local community support for 
those that were isolated. NHSE began adapting social prescribing support to make it as 
relevant and practical as possible during COVID-19. In City and Hackney, social prescribers 
within Neighbourhoods continued to operate remotely and many practices gave social 
prescribers lists of their vulnerable patients to follow up while the Council worked on 
putting in place a borough-wide helpline. Community co-ordinators in the Connect Hackney 
community connector project continued to provide services to existing participants and 
received an influx of new referrals from people who needed support during the pandemic 
(see chapter 4). Appendix A provides further details on the national and local policy context 
for social prescribing. 
 
In summary, like other Ageing Better programmes around the country a key part of the 
Connect Hackney programme is its community connector project. The project is currently 
one of many social prescribing interventions in Hackney as a whole although it has some 
unique features in comparison to other interventions such as its community rather than 
primary care base. The Hackney community connector project is a high intensity model 
providing support to social isolated or lonely older people compounded by difficult life 
events, poor health or mental wellbeing, over several months (or longer). Social prescribing 
schemes have received a high-level of national and local government support and the onset 
of COVID-19 has served only to re-emphasise their importance in co-ordinating care. The 
next chapter sets out the research questions for the in-depth study of the community 
connector project in Hackney.   

                                                        
16 Although the number of sessions that social prescribers can offer varies, it is not as much as the 12 possible 
sessions from co-ordinators in the community connecter project. One social prescribing service could only 
offer one or two sessions to its participants. 
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2. Research questions 
 
The research described in this report is part of a broader local evaluation of the Connect 
Hackney programme. The evaluation is guided by a set of eight “test and learn” questions. 
One of these questions is focused on whether the community connector model has been 
able to support older people living with or at risk of social isolation and loneliness to take 
part in community activities and projects (see box 2.1). The in-depth study described in this 
report has been designed to address this test and learn question in particular17.  
 
 
 
 
 

 
 
 
 
 
Indicative research questions and lines of inquiry for the research were co-developed with 
the Connect Hackney programme team (see Appendix B). Following the arrival of COVID-19, 
research question 5 was added to examine the impact of the pandemic on the project and 
its participants.  
 
1. How was the project implemented in its first year? How was the model refined and 

adapted based on learning? How effectively was the community connector project 
reaching its target population?   

2. What is community connector project’s place in the landscape of local services and 
partnerships? 

3. What features of the community connector model have effectively engaged and 
retained participants in the project, as reported by participants and providers?  

4. Can the community connector model help to reduce social isolation and loneliness and 
what are the key pathways through which this happens? 

5. How did COVID-19 impact on the community connector project and its participants? 
 
The next chapter sets out the research methods. 
 
 
 
 
  

                                                        
17 Data were also collected from the project and its participants to address some of the other test and learn 
questions in the broader local evaluation. 

Box 2.1: Community connector test and learn question 
 
“How successful has the Connect Hackney connector model been to recruit and 
retain older people living with or at risk of social isolation and loneliness in 
sustained activities?” 
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3. Methods 
 
3.1 Study design 
 

A small-scale in-depth study of how the community connector model was working in 
Hackney was undertaken at two time points, before COVID-19 from September to 
November 2019 (T1) and during COVID-19 from August to October 2020 (T2). At T2 the first 
national lockdown had ended but some social restrictions were still in place. A mix of 
methods were employed: 1) interviews with project providers; 2) interviews with 
participants18; 3) interviews with external stakeholders19 and; 4) anonymised participant 
self-reported survey data on socio-demographic characteristics and outcomes collected at 
T1 only. Table B.1 in Appendix B maps the research questions against each method.  
 
3.2 Sampling and recruitment  
 

Project managers and community co-ordinators: All six members of the project delivery 
team (two managers and four community co-ordinators) were invited to take part in 
interviews at T1 and three members of staff agreed. The three participants included both 
project managers and one community co-ordinator. At T2, one of the project managers was 
interviewed again to ascertain the key aspects of project delivery that had changed during 
COVID-19 and three current community co-ordinators were also interviewed.  
 
Participants: The study aimed to interview participants who were diverse in age, ethnicity, 
health and social care needs, and from the four community sites in which the project was 
operating. The study also aimed to conduct follow-up interviews with participants to 
examine their journeys with the project over time. Project managers and co-ordinators were 
briefed on the characteristics of the participants required. They were asked to approach 
participants to ask them whether they would be willing for a researcher to contact them to 
explain the study and invite them to take part. At T1, community co-ordinators obtained 
agreement from nine participants and seven participants subsequently agreed to take part. 
At T2, co-ordinators were asked to contact participants interviewed at T1 who had received 
between two and four of their 12 sessions (n=4). Agreement was obtained from all four 
previous participants for the research team to contact them and three subsequently agreed 
to participate20. Five more recent participants were approached and all agreed to 
participate.  
 
External stakeholders: At T1, the project manager identified external stakeholders for the 
research team to approach for interview with a brief to identify two from organisations that 
made referrals into the community connector project and two from organisations that 
community connectors referred into. Three out of four stakeholders identified were 
interviewed. At T2, the project manager identified additional stakeholders who had liaised 
with the project during COVID-19. One additional stakeholder was interviewed.  
                                                        
18 Interviews with up to five volunteers had been planned but there were low numbers of active volunteers 
working with the project during the T1 fieldwork period. After the onset of COVID-19, all volunteering activities 
were stopped. However, one participant interviewed at T2 had volunteered pre-COVID-19.  
19 An online survey of external stakeholders was originally planned at T1 but a similar survey was underway 
within the prevention workstream at the Council (see Appendix I for a summary of the survey)  
20 One participant was not contactable 
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Participant self-reported survey data: Socio-demographic and outcome data were collected 
from participants by project providers at project entry and exit using the Ageing Better 
‘Common Measurement Framework (CMF). Connect Hackney provided anonymised data for 
all community connector project participants that had completed a participant survey as of 
December 2019 (n=67). In March 2020, all routine data collection across the Connect 
Hackney project ceased due to COVID-19. As only four additional participant surveys were 
entered into the data set at this stage, updated analyses were not conducted21.  
 
3.3 Data collection 
 

Project managers and community co-ordinators: At T1, interviews were conducted face-to-
face with staff at their offices or community sites. The interviews covered the project design 
and implementation process, what is working well and not so well, partnership working, 
perceived impact and key mechanisms (see Appendix C for the interview schedule). Two of 
the three provider interviews were digitally recorded and transcribed verbatim. The third 
interview was not audio-recorded due to noise levels within the community centre in which 
it took place; instead detailed notes were taken. At T2, the project manager was 
interviewed remotely using Zoom; since the participant had been interviewed before, 
questions regarding their previous work experience and questions on participant reach, 
engagement and retention were left out. Three community co-ordinators were interviewed 
remotely as a group using MS Teams (see Appendix D for the interview schedule). 
Interviews were digitally recorded and transcribed verbatim. 
 
Participant interviews: At T1, participants were given the choice of a telephone or a face-to-
face interview and all participants opted for a telephone interview. Interviews covered 
issues of reach, engagement and retention; whether the project met their needs/ 
expectations; any perceived changes or improvements to themselves or their lives as a 
result of taking part in the project; what they viewed as the best aspects of the project; and 
what they thought could be improved (see Appendix E for the interview schedule). Five of 
the seven interviews were digitally recorded and transcribed verbatim. Two participants did 
not want their interviews to be recorded and so detailed interview notes were taken. At T2, 
participants were interviewed by telephone. Interviews focused retrospectively on their 
engagement with the project prior to COVID-19; suggested improvements; aspects of the 
project participants enjoyed or thought helped them; the impact of COVID on their 
involvement in the project; and co-production and volunteering experiences (see Appendix 
F for the interview schedule). Participants interviewed previously were not asked questions 
about how they found out about the project and their early experiences of the project.  
 
Stakeholder interviews: Telephone interviews were conducted with three stakeholders at 
T1. Interviews sought to understand what works well in collaborating with the community 
connectors project and how the project fits within the wider local health and social care 
landscape in Hackney (see Appendix G for the interview schedule). These interviews were 

                                                        
21 There is a time lag between data collection and data entry. Updated analyses will be available later in 2021 
in a report on the overall reach and impact of the Connect Hackney programme.  
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not digitally recorded but detailed notes were taken. At T2, one more stakeholder was 
interviewed and this was digitally recorded22 (see Appendix H for the interview schedule).  
 
Anonymised participant self-reported survey data: Socio-demographic data covered: 
gender, age, ethnicity, religion, LGBT+, living arrangements, presence/absence of a long-
standing illness or disability, and carer status. Outcome data covered social isolation; 
loneliness; health and wellbeing and volunteering, co-design and influence.  
 
3.4 Profile of participant interviewees 
The profile of participant interviewees was diverse in terms of gender, age, ethnicity, the 
community site recruited from and health and social care needs (table 3.3). A similar level of 
diversity was achieved amongst participants within both of the fieldwork periods (T1 and 
T2)23. The greater make-up of ‘young older’ participants and the lower proportion of Asian 
participants and ‘Other’ ethnicity reflects the profile of participants within the project as a 
whole (see section 4.2). Participant interviewees were from all four community sites in 
which the project operated and they had entered the project with a variety of health, social 
care and other needs. Significant life events included bereavement and retirement.  
 
Table 3.3 Characteristics of participants interviewed 

Gender N Age at first 
interview 

N Ethnicity N Site N Health and 

social care 

needs* 

N 

Female 6 50 to 59 5 Black 6 One 4 Physical 
health 
condition 

4 

Male 6 60 to 69 5 White 5 Two 2 Mental health 
condition 

5 

  70 and 
over 

2 Asian 0 Three 3 Significant life 
event 

6 

    Other/ 
Unknown 

2 Four 2   

Total 12 Total 12 Total 12 Total 12 - - 
*Participant could have more than one health and social care need so total not shown 
 
Participants interviewed at T1 were at various points through their 12 one to one sessions 
with the project. One participant had completed all of their sessions, three had completed 
between four and eleven sessions and three had completed two to three sessions. Three 
participants who had had between two and four sessions at the time they were first 
interviewed at T1 were re-interviewed at T2. Of the five additional participants who were 
interviewed at T2, four had completed their sessions and had moved on to group activities 
or volunteering and one participant had recently started the project before COVID occurred.  
 
3.5 Data analysis 
Interview transcripts were read and re-read and line-by-line coding was carried out using 
NVivo 12 software. Inductive codes were developed from the qualitative data. Each code’s 

                                                        
22 This stakeholder had been involved in the development of Hackney Neighbourhoods and the Community 
Navigation Design Group.. 
23 See Harden and Sharpe for the profile of the seven participant interviewees at T1.  
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data were then checked for consistency of interpretation and re-coded as necessary. The a 
priori research questions were used as an overall framework for the higher-order themes. 
Socio-demographic and baseline outcome data from the participant survey were analysed 
using descriptive statistics24.  
 
3.6 Ethical approval  
Ethical approval was granted by the UEL ethics committee (ref ETH1819-0216). An 
amendment to the ethics application was sought and approved to accommodate new 
research questions, data collection tools and remote working methods in the light of COVID-
19. Written informed consent was received from all participants; findings and quotes in the 
report are pseudo-anonymised to minimise the risk of identifying participants.  
 
3.7 Presentation of findings 

Table 3.4 illustrates how the findings are presented in chapter 4, indicating the research 
questions and lines of inquiry addressed by each of the chapter sections.   
 
Table 3.4: Presentation of findings according to research question addressed 

Findings section Research question/line of inquiry 
4.1 Establishing and developing 
the community connector 
model in its first year. 

How was the project implemented in its first year? How was 
the model adapted and changed based on learning?  
 

What is the community connector project’s place in the 
landscape of local services and partnerships?  What 
partnerships have been developed and how valuable are 
these?  

4.2 Describing the participant 
group that the community 
connector project supports 

How effectively was the community connector project 
reaching its target population?  
 

4.3 Engaging, retaining and 
ending work with participants 

What features of the community connector model have 
effectively engaged and retained participants in the project?  

4.4 Perceived impact of one to 
one sessions on participants  

Can the community connector model help to reduce social 
isolation and loneliness? What are the key mechanisms? 

4.5. Perceived impact of 
participants of participating in 
group activities  

Can the community connector model help to reduce social 
isolation and loneliness? What are the key pathways to 
impact?  
 

4.6 The impact of COVID-19 on 
the project and its participants? 

How did COVID-19 impact on the implementation of the 
community connectors project? 
 

How did COVID-19 impact on the engagement and retention of 
community connectors project participants? 
 

How did COVID-19 impact on participants’ experience of one 
to one sessions and group activities?  

  
                                                        
24 At the time of writing only 13 participant follow-up surveys were available for analysis. A reliable analysis of 
change in outcomes would not be possible with such a small number of participants.  
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4. Findings 
 
The community connector project’s aim was to support socially isolated or lonely older 
people (aged 50+) to become more involved in groups and activities in their local 
community, in order to “guide people as easily and quickly as possible out of isolation”. This 
chapter begins with the development of the community connector project in its first year 
before the start of the coronavirus pandemic (section 4.1). Section 4.2 describes the profile 
of the participant group for community connectors and the nature of the problems with 
which they are presenting, based on provider and participant interviews and the participant 
survey undertaken prior to the pandemic. Section 4.3 focuses on the features of the 
community connector model that help to engage and retain participants. The perceived 
impact of one-to-one sessions and group activities are examined in sections 4.4 and 4.5. The 
impact of COVID-19 on the project and its participants is reported in section 4.6.  
 
4.1 Establishing and developing the community connector model in its first 
year  
 
This section answers research questions 1 “How was the project implemented in its first 
year? How was the model refined and adapted based on learning? How effectively was the 
community connector project reaching its target population?” and 2 “What was the 
community connector project’s place in the landscape of local services and partnerships?” 
The community connector project was commissioned in August 2018 and set up using a 
phased approach across the four community locations in which it operates within the 
borough25; the first year equates loosely to August 2018 – October 2019 to account for the 
set-up phase required before participants could be seen. The project’s proposal specified 
two key components of the community connector model: 1) one-to-one health coaching 
sessions for participants with community co-ordinators, and 2) community navigation – 
developing partnerships with local organisations focused on health and wellbeing, and non-
health matters that can affect health and wellbeing (for example, housing, debt support), 
and empowering participants to use their services. Over the first year, the one-to-one 
sessions were refined and two new components were added – group activities and the 
option of volunteering. This section describes the outreach work and referral mechanisms 
that developed in the early stages of the project. The development of each component is 
then described in turn, drawing on interviews with the project provider team, participants 
and external stakeholders at T1.  
 
Reaching the target group through outreach work and referrals 
Outreach work and partnerships with local organisations were important to generate 
appropriate referrals into the project and ensure participants were directed to the right 
support for them from other organisations. Participants could self-refer or be referred by 
other statutory or voluntary organisations (for example, general practices, social care, or 

                                                        
25 The delivery team consists of an overall project manager, responsible for strategic and line management and 
monitoring of budgets and targets, and an assistant project manager, responsible for day-to-day operational 
oversight, line management and targeted outreach work to promote the service. At T1 and T2, there were four 
community co-ordinators (equivalent to 2.2 FTE posts) responsible for delivering the one-to-one case work 
with service users, as well as outreach and relationship-building work with local stakeholders.  



 20 

other community projects). The amount of detail required in the referral form had been 
deliberately reduced to remove form-filling as a barrier to registering interest in the project.  
Referrals were initially screened by the project co-ordinator to determine whether people 
were suitable for the project. Participants had to be 50 or older and show signs of, or be at 
high risk of, social isolation or loneliness, for example, a person who had been a full-time 
carer for a relative who had recently passed away, or a person who had suffered an episode 
of ill health following loss of employment. If the criteria were met, the participant would be 
assigned a community co-ordinator to engage them in one-to-one coaching sessions. 
Participant interviewees reported it had taken two or three weeks from referral to the first 
session and the provider interviewees highlighted that participants were informed of how 
long the wait might be before they were seen.  
 
Considerable time had been invested in outreach work to develop referral partners. In the 
project’s early days there were lower than anticipated numbers and many inappropriate 
referrals26 due to: the novelty of the project; the relatively ‘hidden’ nature of the target 
group27; and the phased approach to project implementation. The provider team extended 
its outreach work and the project was promoted at GP practices, housing associations, 
foodbanks, health fairs and other community events, hospital discharge teams, adult social 
care and the local voluntary sector. Outreach included greater clarity on what the 
community connector model offered in comparison to other projects and who might 
benefit. Personal targeted outreach, whereby a project team member met with potential 
referral partners, was considered the most successful strategy as it enabled staff at the 
partner organisation to gain a thorough understanding of how their patients/participants, 
and the organisation itself, might benefit from the community connector project:    
 

“We’re not there to befriend, we’re not there to counsel so it can be a bit challenging 
….it’s often we would have to reiterate that throughout… our kind of interactions…. it’s a 
definite challenge…we make it clear that we are not support workers, such as a floating 
support worker who will do say a range of extensive form filling with people but we are, 
there to help …. people to engage with the community, to build those connections, access the 
support that they need, and support them through that as well, rather than just sign posting 
them and referring.” Provider (T1) 

 

Increasing referrals into and out of the project were documented in project monitoring 
reports (not included in this report). By the end of year one, the project had a waiting list. 
The team had to redistribute their workload to manage an influx of new referrals that 
resulted from successful outreach work, demonstrating the need to be responsive to 
dynamic changes in delivery when establishing projects.  
 
Referral partnerships created reciprocity between partners in generating and receiving 
referrals between projects. Partners could build on the trusted relationships built with 
participants. Such reciprocity could lead to quicker and more appropriate support: 

                                                        
26 The project team estimated that between 10 and 20 per cent of referrals made were ‘inappropriate’ in that 
the project is not able to help such as those who have significant health or social issues that prevent them 
from being able to fully engage with the programme.  
27 Identifying someone as/self identifying as socially isolated and lonely is not always easy, partly due to the 
stigma involved and partly due to being hidden by other more visible problems such as health conditions.  
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We are unable to provide longer term support beyond one or two sessions because social 
prescribing has become so popular. This is where the community connector project is more 
appropriate for some of our patients. These are typically patients not leaving the house with 
no confidence who require home visits. (External stakeholder representing a social 
prescribing service. (T1, paraphrased))    

 

Challenges reported by external stakeholder and provider interviewees were: language 
barriers and a lack of capacity to work with people who cannot speak English; not being able 
to refer patients who have complex health care needs; and, for other Connect Hackney 
funded organisations, uncertainty over which project is ‘credited’ with the participant..  
 
Despite progress made there was still scope to improve project visibility to, new external 
referral partners at the end of year one. The survey of external stakeholders representing 
community and voluntary sector organisations in Hackney found that only two out of 14 
stakeholders reported receiving a referral from the community connectors project although 
nine organisations were interested in receiving referrals (see Appendix J). As one participant 
interviewee at T2 summed up “everybody should know about it”. 
 
Eight of the twelve participants interviewed were referred to the project in its first year 
(that is, prior to October 2019). Four of these eight reached the project via self-referral, two 
were referred by other community based projects, one was referred by another part of the 
wider organisation running the community connector project for one interviewee the 
referral type was not clear. Self-referrals were made after participants had seen a leaflet or 
advert for the project (see Box 1 in Appendix J), or after the project was recommended to 
them from someone they knew.  
 

“I thought, ‘Well yeah why not?’ ….. I’m sort of making all efforts really to fill the day a bit. 
[laughing] I’d go to the opening of an envelope if its free you know. Not quite that bad, but 
there are a lot of things going on but something that is local and offers one-to-one support I 
thought, ‘Mm yeah why not.’ You know.” Participant M (T1) 

 

Regardless of type of referral, an interesting aspect of interviewees accounts was a feeling 
of surprise that such a project existed (e.g. “I never knew there was people like it 
[community coordinators] about actually” Participant N [T1]; “somebody’s actually kind of 
paid to pay attention, its actually quite rare” Participant M, [T1]) or ‘being lucky’ to be able 
to take part in the project. Some of those who self-referred expressed an underlying 
uncertainty as to whether they were really entitled to be project participants given, for 
example, their perception that other people may be in much greater need than themselves.  
For many of the participants there was a sense of anticipation and of looking forward to 
what the project might offer and lead to at the referral stage. For example, participant V at 
T1 who was referred to the project via another organisation, was initially unclear about 
what to expect until they met with a project staff member who was able to sit down with 
the participant and explain what was involved in the project (“I like the way she present what 
she’s, she said, we get in to it now, what she’s doing and what’s going to do [in the project]”). 
 
From the perspectives of the four participant interviewees who self-referred, the referral 
process were reported by two to be fairly smooth and relatively quick overall, whilst the 
other two noted having to chase up their initial enquiries. These mixed experiences are 
consistent with the survey of community connector participants reported in Appendix I.   
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One-to-one health coaching sessions and community navigation 
Participant and provider interviewees reported that coaching sessions were flexible, person-
centred and responsive to the different needs of participants. Participants could be offered 
up to 12 sessions. Although fewer sessions were judged by provider interviewees to be 
sufficient for some participants, for example, a participant with interests that matched an 
existing community group who had enough confidence to attend, typically, participants had 
more complex needs (see section 4.2) and the full maximum number was usually needed as 
well as follow-up support. Sessions could be offered weekly, fortnightly or with longer 
breaks, according to participants’ needs: 
 

“They might need quite a bit of intensive support, we would actually choose to leave maybe 
a few gaps… it may be preferable to do it fortnightly or occasionally leave a bit of a gap to 
give people also a chance to put in to place any actions you have agreed with that person.” 
Provider (T1) 

 

In the first session, co-ordinators would talk to participants about their physical health, 
wellbeing, levels of confidence and motivation, and how well they understood the services 
that were available to them. Community co-ordinators use motivational interviewing and 
strategies from positive psychology to build participants confidence, motivation and 
understanding to overcoming barriers to taking part in community activities. Provider 
interviewees highlighted the importance of the person centred approach as being a key 
factor in the success of the one-to-one sessions, valuing the knowledge and insight of the 
person and trying to understand their interests and motivations (see section 4.4). Together 
the community co-ordinator and the participant create a personal action plan to guide their 
work together including planning for which activities they might attend, at what point and 
with what support. The goal setting, another aspect of the person centred one-to-one 
support, was also felt to be crucial in terms of “helping people to really make [their] goals 
achievable and relevant in their situation”.  
 
Project participants were directed to statutory or voluntary organisations that could help 
meet their needs. Provider interviewees reported they often had to invest considerable 
time in supporting participants to access statutory services. Provider and external 
stakeholder interviewees highlighted that community navigation work was only as good as 
what was on offer in the community28. Keeping up-to-date with activities and programmes 
in the voluntary and community sector could be challenging as programme turnover was 
frequent due to short-term funding. At T1, work was underway within Hackney to create an 
online directory of support services so that providers, and the general public, could find 
services in their local area more easily. Provider interviewees also noted the systemic 
impact of changes in statutory and voluntary services. For example, one provider noted that 
the Calm and Connect course (see Box 4.1 below) could serve as an interim measure while 
residents were waiting for mental health services from a statutory provider.  
 
In the initial proposal for the project, one-to-one sessions took place in community settings. 
Around six months into the first year, project managers developed the project to include 

                                                        
28 Interviewees, included participant interviewees reported that on the whole, Hackney had a lot of 
community activities at no- or low-cost for residents throughout the borough, although unmet demand for 
befriending services and a lack of activities for housebound residents was noted.  
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home visits. These were introduced for those who were not yet ready or able to travel to 
community venues. The home visits, together with the targeted outreach strategies 
described above, was the turning point in increasing referrals to the project (“we are 
inundated now with people that need home visits,” Provider, T1). The home visits also 
brought benefits in terms of the providers gaining greater insight into the challenges faced 
by their participants (“when you step inside someone’s home you realise sometimes how 
they’re living and the barriers that they have…you know that has really opened up our eyes,” 
Provider T1). There were also challenges with the introduction of the home visits: referrals 
increased but community coordinators must now factor in additional travelling time.   
 
Group activities – a new component 
Initially, the project intended to provide one-to-one sessions only, up to a maximum of 12 
over three to four months. Over the first year, the project was developed to include group 
activities to complement the one-to-one coaching sessions. The group activities were 
designed as a bridge between the one-to-one sessions and taking part in activities in the 
community. The organisation running the community connector project runs several group 
programmes to which participants could be referred (see Box 4.1).  
 
Box 4.1 Examples of group programmes within the charity running the community 
connector project which connector participants had joined 

 
 
It is intended that participants will “graduate in to” the groups from, or alongside, their one-
to-one sessions, and that group activities will replace some of the one-to-one sessions for 
some participants. Community connector provider interviewees highlighted that group 
activities gave participants the opportunity to meet others in a similar position or with 
similar interests and build their social confidence. It also enabled the project team have 
greater capacity to provide more individual sessions for participants who are still “really 
struggling" after a number of sessions and are not ready to be in a group situation: 
 

“We’re trying to focus those one-to-one sessions to people that are really struggling and 
could really do with a bit more intensive support… by providing a group programme. 
[Participants]… could have say three or four one-to-one sessions with a coordinator, and then 
the rest of their sessions would take place in a group…..” Provider (T1) 

 
Volunteering activities – new (optional) component 
Provider interviewees reported that volunteers were encouraged on the programme in 
different roles (e.g. accompanying community coordinators on home visits, helping with 

• Calm and Connect – a five-week group course focused on managing anxiety or low 
mood. 

• Food for Life cookery course – a six-week group cooking course 
• Community meal – weekly a community centre 
• Walking group – weekly walking meet-up groups in different locations throughout the 

borough 
• Stroke support group – a stroke survivor group that promotes independent living and 

a healthy lifestyle 
• Active citizen – participants can share their knowledge and skills in a subject of their 

choosing to other residents 
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administration tasks or helping to run the group activities), including the option for previous 
participants to become volunteers. The project also aimed to offer up to six months of 
follow-up support provided by a peer volunteer for those participants who still need 
support at the end of the 12 one-to-one sessions with the community coordinator, 
however, providers reported that finding volunteers to provide this support has proved to 
be challenging. One participant who had undertaken volunteer training also reported that 
they thought the wider organisation running the community connector project could have 
clearer procedures and responsibilities for staying in touch with volunteers on different in-
house projects. Provider interviewees also highlighted their aspirations for the groups to 
eventually become self-sustaining peer groups run by participant turned volunteers.   
 
In summary, by the end of year one, the community connector project team had increased 
its outreach activities to raise local organisation’s awareness and understanding of the 
project’s services and activities, and develop stronger referral relationships. The team had 
expanded its one-to-one offer to include home visits to reach those participants who were 
very socially isolated and struggling to leave the house. The team also developed the model 
to include group activities, inviting participants to attend in-house programmes at the 
Shoreditch Trust or external group activities that matched their interests. Participants were 
also made aware of volunteering opportunities.  
 
4.2 Describing the participant group that the community connector project 
supports  
 
As noted earlier, the community connector project targets Hackney residents aged 50 and 
over who show signs of, or are at high risk of, social isolation or loneliness, for example, 
those with acute or chronic physical or mental health conditions, a person who had been a 
full-time carer for a relative who had recently passed away, or a person who had suffered an 
episode of ill health following loss of employment. This sections assess the extent to which 
the project was able to reach its target group (research question 1) and begins with a 
qualitative description of the nature of the problems with which participants were 
presenting, based on provider and participant interviewee accounts. Key findings are then 
presented from the socio-demographic and baseline outcome profile of those taking part in 
the community connector project (reported in full in Appendix K)29. 
 
Challenges faced by participants 
Community connector participants were typically battling with multiple problems. One of 
the most frequent problems mentioned was participants staying at home and not leaving 
the house. Some participants suffered anxiety when they left the house (some had had 
agoraphobia diagnosed). Others had health conditions that made it physically difficult to go 
out and some participants had little confidence to leave the house because they felt people 
would be looking at them. Some participants were depressed by their health condition or 
life events (for example, being unemployed) and had low mood with little motivation and 

                                                        
29 This was based on an analysis of 67 participant surveys that were available as of early December 2019. An 
updated analysis including all participant surveys completed from the community connector project prior to 
the onset of the Covid-19 pandemic in March 2020 will be reported later this year. As the participant survey 
stopped at the point of the first national lockdown, participant survey data is not available after this point.  
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energy to go out. For example, this participant, in their fifties, described how they became 
isolated after leaving their job:   
 

“I battled with a lot of questions and I started to feel a little bit down and it was a shock to 
my system because I’m used to getting up and going to work.  Then all of a sudden I’m not 
working…. Lots of people that I know obviously, everybody’s at work, so I felt isolated and on 
my own.” Participant St (T1) 
 

Participants and providers highlighted that many participants were also digitally excluded, 
lacking technological devices, Wi-Fi, skills and knowledge to stay connected online at home. 
Provider interviewees highlighted the lack of home-based support for getting older 
residents online and learning computer skills. Providers and participants also reported that 
housing issues such as changes in tenancies, inappropriate housing, problems with 
neighbours or repairs, could exacerbate mental health problems and changes in benefits or 
PIP assessments could spike participants’ anxiety and set their progress back.  
 
The socio-demographic profile of participants 
Compared to all Connect Hackney participants, there was a greater concentration of 
community connector participants in the younger age band of 50 to 59 years (45 percent 
compared to 17 per cent across all projects) and a higher proportion of participants with a 
long standing illness or disability (89 percent compared to 66 per cent). The latter is 
expected given that chronic health conditions can compound issues of social isolation and 
loneliness. The younger age group can also be explained by the project target group which 
includes those experiencing adverse life events such as losing a job or inability to work due 
to health conditions. These groups are likely to be the ‘younger old’. It may be that the 
project has been more successful in reaching this group of ‘younger old’ than the ‘older old’.  
 
A larger proportion of community connector participants were female (70 per cent) 
compared to participants across all Connect Hackney projects (62 per cent). This difference 
reflects the fact that four of the other Connect Hackney projects focus on men. Community 
connector participants showed a similar balance to all Connect Hackney participants in 
terms of ethnicity, religion, LGBT+, living arrangements and carer status (see Tables 1a and 
1b in Appendix K).  
 
Compared to older residents in Hackney as a whole, community connector participants 
were more likely to be female, of Black ethnicity, live alone and have a long standing illness 
or disability (see Tables 1a and 1b in Appendix K). The participation of a greater number of 
women reflects more general trends. It is well documented that women are more likely 
than men to access services and support, for example, primary care. Nationally, Ageing 
Better participants are also more likely to be female. The factors influencing the 
participation of men in Connect Hackney is being explored in another part of the broader 
local evaluation30. The greater proportion of those living alone or with a long standing illness 
or disability again reflects the focus of the community connector project and Connect 
Hackney overall. The greater proportion of participants of Black ethnicity may reflect the 
demographics of the areas in which the community connector project is being implemented 
and the need for targeted outreach to other ethnic groups. 

                                                        
30 ADD ref to targeted projects report when ready 
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Baseline social isolation and loneliness and health and wellbeing 
As might be expected, community connector participants had lower average levels of social 
contact and participation compared to Connect Hackney participants overall and compared 
to older people nationally (see table 2 in Appendix K). For example, community connector 
project participants reported a lower average level of social contact outside of the family 
and with neighbours and the local community. Again, in line with expectations, community 
connector participants also reported feeling more lonely as measured by both the De Jong 
and the UCLA scales compared to all Connect Hackney participants as well as the local and 
national comparator groups (table 3 in Appendix K).  
 
Given that poorer health is both a cause and consequence of greater levels of social 
isolation and loneliness it was not surprising that community connector participants were in 
poorer health compared to all Connect Hackney participants. Differences in health and 
wellbeing were very large: the proportion of older people in England that have no health 
problems is 12 times higher than the same proportion amongst community connector 
participants (see table 4 in Appendix K).  
 
In summary, based on data collected prior to the pandemic, there was evidence that the 
community connector project is reaching its target group. Participants referred into the 
community connector project were often struggling to leave the house as a result of 
physical or mental health problems. These could be brought on or exacerbated by 
challenging life events, such as bereavement, a period of more acute ill health or job loss. 
Compared to survey participants across the Connect Hackney Programme, community 
connector survey participants had less social contact, felt more lonely and were in worse 
health. Some groups of older people – such as those aged 70 and over, men, and those from 
Asian and other ethnicities - were less well represented. Targeted outreach strategies may 
be needed to better reach these groups. 
 
4.3 Engaging, retaining and ending work with participants  
 
This section answers research question 4, “What features of the community connector 
model have effectively engaged and retained participants in the project, as reported by 
participants and providers?” It starts by focusing on the features of the project and 
community co-ordinators’ skills and work to engage participants in the project, drawing on 
interviews with participants and providers (at T1 and T2). It looks at factors that affect 
retention, that is, whether participants participate in the project for its duration. Finally, the 
section examines how work with participants is brought to a close.  
 
Engaging participants in the project 
A close location and peaceful environment: Participants, providers and their partners 
reported that locating one-to-one sessions or group activities at home or close to 
participants’ homes was considered very important to enhancing participants’ ability to 
engage and stay with the project as many participants’ physical mobility was impaired: 
 

“That’s the one [community centre] very close to me… It didn’t take a whole lot of walking to 
go down there… You would take a five minutes’ walk, it would be a 20 minute walk for me.” 
Participant V (T2). 
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Provider interviewees described the community setting of the project as vital for 
engagement for those who had problems with anxiety as it was a more relaxed 
environment and unlike statutory services, there was less anxiety around having to be there 
on time or missing their appointment. Participant interviewees highlighted the quiet and 
pleasant environment in which they could chat privately with their co-ordinator. In the 
survey of community connector participants reported in Appendix I only four out of the 12 
participants completing the survey rated the location of appointments as ‘excellent’ or ‘very 
good’. The remaining participants rated the location of appointments as ‘good’, ‘fair’ or 
‘poor’).  In light of the qualitative findings above, lower ratings may reflect dissatisfaction 
when appointment locations were not close to home or home based.  
 
Personal qualities, skills and knowledge of the community co-ordinators: It was clear 
across the participant interviews from T1 and T2 that participants thought very highly of the 
co-ordinators who had many qualities that they valued: being ‘friendly’, ‘approachable’, 
‘polite’, ‘kind’, ‘easy to talk to’, ‘able to have a laugh’, ‘non-judgemental’ and ‘supportive’. 
As one participant interviewee elaborated when recalling her first session with her 
community co-ordinator, such qualities were able to put people at ease and facilitate 
honest conversations.   
 

“Well I didn’t know what to expect, because I didn’t know this person. You know I didn’t 
know what she was or how she was going to be but she was very friendly, very kind and very 
approachable, I felt perfectly comfortable with her and you know, I had a really nice talk. You 
know I didn’t feel at all shy or perhaps withhold anything” Participant M (T1) 

 

This participant felt that these qualities were particularly important for those who were not 
used to talking about feelings and who just ‘got on with things’. Another participant 
emphasised the importance of the genuineness of understanding and interest from his co-
ordinator in comparison to his negative experiences of ‘box-ticking’ with past service 
involvement. 
 
Co-ordinators skills in a person-centred approach was highly valued by participants. This 
encompassed several ways of working: listening and empathy, working at the participant’s 
pace, working with the participant’s personal goals and motivations, and building trust. 
Being able to really listen, and really hear and understand what participants were saying 
was key:  

“She’s the first one that come to my house that I can have engagement with, a talk without 
feeling like the people I’m talking to know more about strokes than I who have experienced 
it.” Participant V (T2 follow-up) 
 

“They spoke to me like a fellow human being, you know at a time when I felt that I was only 
a quarter of a human being you know.” Participant C (T1) 

 

Taking things at the right pace for the participants, using a ‘calm’ approach in which ‘no 
pressure’ was put on participants to do things too quickly was noted by both participants 
and provider interviewees: 
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“She kind of like started off really, really slowly, which I like you know what I mean. Just to 
say, ‘Listen, Richard31, you don’t have to go every day, you don’t have to do this, you don’t 
have to do anything if you don’t want to’.” Participant R (T2)  

 

Providers were careful about whether/how they introduced paperwork into the first 
meeting as the formality of paperwork could be associated with actions rather than 
relationship building. Some participant interviewees did report feeling rushed or pressured 
and as a consequence overwhelmed but were able to communicate this to their co-
ordinator and get things slowed down. Participants reported a range of different reasons for 
joining the project, indicating the importance of focusing work on participants’ own goals. 
Several participants had recognised that they had needed to start getting out of the house 
more and meet other people. A number of participants wanted support with their wellbeing 
and mental health. Some were interested in learning opportunities, getting back into work 
or taking on other purposeful activities, or wanted support in finding other services that 
would be useful to them. Through listening and showing empathy, working at the right 
pace, and with participants’ goals, co-ordinators were able to build trusting relationships 
with participants. Trust allowed them to suggest actions to participants that could help build 
their confidence and motivations to engage in community activities.  

 

“I think… quite often you have built a level of trust and so you are trusted to do the right 
thing, which again is a responsibility, but it’s also a real asset.” Provider (T2) 

 
Three participant interviewees reported that they prized the knowledge that co-ordinators 
had of local community activities and services, and the knowledge that they had on 
managing health and mental health problems, as one participant explained: 
 

“She's got a lot of knowledge about all these certain things that I can relate to. And all of the 
things that she's saying is all things that I've never thought of, things I wouldn’t have known, 
and it makes you just stop and think. She's brilliant.” Participant Q (T2) 

 
Provider interviewees also reflected that working in health coaching for a long time in the 
borough had lead them to have a deep understanding of the complexity of people’s lives 
and the integration of their health and social issues.  
 
Retaining participants over the duration of the work: Provider interviewees highlighted 
that they put effort into following-up with participants to see if they had implemented the 
actions they had talked about in meetings and listen to their feedback. They identified this 
as an important part of the personalised support, as opposed to offering a sign-posting 
service. Project providers reported that retention posed challenges for the project team as 
some participants were not able to attend sessions due to ill health and/or emergent crises 
related to the complex problems many of the project participants faced:  
 

“…retention can a bit of an issue predominantly because a lot of it is related…to…some of the 
complex health conditions that, you know that [the people we are supporting have]… what 
we’re finding is that …..they don’t want to end their sessions, they are getting value from 
them, but it’s just …they’re going through a bereavement, their health isn’t great or they’ve 
got massive benefit issues that have suddenly come out of nowhere...” Provider (T1)  

 

                                                        
31 pseudonym 
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The team were able to overcome these challenges in some cases through a flexible ‘open 
door’ approach they took when participants stopped engaging. Participants were able to 
put their sessions ‘on hold’ until they were ready to re-engage and community co-ordinators 
would maintain contact in between times through catch up phone calls. Agreeing endings 
with participants could also be ‘very unpredictable’. Things might be progressing very well 
and then in the last couple of sessions, a sudden hospital stay or a crisis might arise and 
additional support might be needed. Or it make take 12 sessions to put the right care 
package in place but some additional work might be needed to follow-up and make sure it 
was being properly implemented. Flexibility in managing participants was essential to 
ensure a smooth transition for participants from the project. 
 
4.4 Perceived impact of one-to-one sessions with community co-ordinators  
 
This section answers research question 4 “Can the community connector model help to 
reduce social isolation and loneliness and what are the key pathways through which this 
happens?” in relation to the one-to-one support component of the model. It examines the 
impact of the one-to-one sessions in which participants participated, based on interviews 
with participants and providers at T1 and T2. It also considers the impact of COVID-19 on 
participants’ progress towards better wellbeing and reduced isolation, drawing on 
interviews with participants and providers at T2.  
 
Seven participants and one provider talked about the positive feelings of affirmation 
participants experienced from speaking to someone who was truly listening and 
understanding what they were going through.   
 

“She's [the co-ordinator] so down to earth, and like I said, ultra-intelligent and then once you 
start talking you suddenly realise that there's people out there like the [name of organisation 
running the community connector project] that are just dedicated 100% in your wellbeing… 
so that to me was emotional really that somebody that didn’t know me from Adam, really go 
out of their way to find out what's troubling me.” Participant R (T2) 

 
Three participants who had experienced loneliness or social isolation after a stroke talked 
about feeling human or more like themselves from their sessions (“before I had lost 
confidence in the Carla that I know. I feel that Carla is slowly crawling back” Participant C, 
T1). 
 
Nine participants and one provider talked about the different ways that seeing a co-
ordinator had led to improved mood, feeling hopeful and reassured. Many of the 
participant interviewees talked about feeling in a better mood after their appointments and 
several talked about feeling more hopeful about life. Participant J, for example, was very 
depressed after a second stroke and she described the hope she recovered through her 
one-to-one sessions: 
 

“Not wanting to see anybody, not wanting anybody to see me.  Not wanting to go out, not 
wanting to even have fun.  Laugh or anything, I just wanted to be by myself. Then this 
programme helped me to understand that all is not lost… and that I can even, if I’m still in 
this condition, I still can make myself happy.” Participant J (T2)  
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Several participant interviewees also reported that they had felt reassured or comforted 
from their conversations with the co-ordinator. For example, one participant who had been 
struggling with anxiety said that coming to the sessions was a ‘reality check’ for them where 
they came away realising that the world was better than they had imagined it. Participant 
interviews reported learning new coping strategies. Three participants said they were 
better able to manage stress as a result of the sessions. Participant M had conceptualised 
the strategies she and her co-ordinator had developed as a “kind of map I’ve got of [how] 
not to sink back into depression”. She valued the strategies she was learning as she felt they 
helped her not to rely on her friends inappropriately (“when you’ve only got a handful of 
friends you don’t want to lean on anyone of them too much you know, otherwise they start 
edging away).  
 
Gaining a sense of purpose was also reported by five participants and one provider. Four 
participants said the sessions helped them to get out of the house and meet people and two 
participants said that the sessions contributed a structure to their week.  Several 
participants said that the sessions motivated them to try to do things (e.g. call a friend, go to 
the shops, become involved in volunteering) and made them realise they had something to 
offer: 
 

“Talking to someone who shows an interest and who cares. That’s a big deal you know….It 
makes you feel human again. Makes you feel you’ve got something to offer, you’re not over 
the hill…” Participant V (T1)  

 

Five participants and two providers reported that co-ordinators built up participants’ 

confidence to engage in their local area by encouraging participants, at their own pace, to 
take up new learning opportunities. Participants gave examples of community courses for 
example, in computing, cooking and wellbeing for women, and volunteering experiences 
within the programmes provided by the wider organisation who ran the community 
connector project. The trusting relationship between participants and providers, and the 
wider organisation as an extension of providers, made it easy for participants to segue into 
in-house volunteering activities as providers could choose activities that they were 
confident would match participants’ interests and ability to engage, and participants trusted 
them to do it.  
 

“She got me into that Food for Life so… every time I sort of like… lapsed back into my, close 
the door and forget about the world kind of thing… she’d [say], “Hey Rich, do you fancy doing 
this, Food for Life?... Doesn’t take long and you know if you want to go: go; if you don’t: 
don’t.” Participant R (T2) 

 

Provider interviewees also highlighted that the prospect of attending groups could be off 
putting to some participants, particularly for men. Other participants did not want to join 
groups or ‘chat’ to people so provider interviewees reported finding a group which ran an 
activity that the participant would enjoy such as gardening. Attendance at the group was 
therefore ‘sold’ on the activity itself rather than the group. Nine of the twelve participants 
interviewed had started to participate in community activities (see section 4.5) and three 
participants had started the process of deciding which community activities they might like 
to try. Those still considering activities reported how their community co-ordinator had 
helped them think through or challenge barriers to participating in community activities in 
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their one-to-one sessions such as feeling embarrassed or conspicuous because of disabilities 
or injury.  
 

“No, no I haven’t done nothing, no its all, it will be, cause I said to her, ‘When I go, go,’ I say, 
‘I will have to take us, I’ve got a trolley and I do rely on it, you know when I’m walking,’ she 
said you can take it with you when we go and no one takes no notice. And I think that’s nice ” 
Participant N (T1) 

 

Three participants mentioned that co-ordinators had also helped them by signposting or 

referring them to other support services. One participant reported that their co-ordinator 
had helped them to get some medical equipment they needed and introduced them to dial-
a-ride. Two participants reported their co-ordinator had invited a professional to a joint visit 
to assist them, respectively, with claiming their allowances and checking their mobility and 
breathing (referring them on to a doctor). Participant interviewees highlighted that the 
support they had from the project was part of a wider network of local support services, 
which was comforting: 
 

“It’s like my own little avengers team as well ‘cause I've got different people to help with 
different things.” Participant F (T2). 

 

Provider interviewees were often quite surprised at the transformative effect the person-
centred and goal orientated one-to-one sessions could have on participants lives, 
particularly when seemingly small changes were implemented which then had a huge 
impact:  
 

“…[its] very rewarding as well when we do get the feedback of the difference that you know 
seeing a coordinator can make. And often some of it is… quite eye opening from someone 
saying that, ‘Before I saw the coordinator I really didn’t know where my life was going 
etc…And sometimes it can just be focussing in on one, fairly small issue that in the end will 
make a massive difference to that, to that individual.’ Provider (T1) 
 

All participants were incredibly grateful for the support they had received. One participant 
suggested two minor improvements to the one-to-one support: that they could have either 
received a check-in once a month or every two months after their sessions finished or 
alternatively have spaced out their last few session over a longer duration (“just to know 
somebody has you in their sight”) and to ensure there was sufficient cover in the team over 
the summer holidays. Six participants were emphatic that they could not fault the service 
that they had received.  
 
In summary, there were six key routes through which one-to-one sessions with community-
co-ordinators could lead to longer-term improvements in social isolation and loneliness and 
health and wellbeing: the affirmative experience of talking with someone who showed a 
genuine interest in them as a person; improved mood, feeling more hopeful and reassured; 
learning new coping strategies; feeling more purposeful; building up confidence to engage 
with the local area; and resolving health-related and other practical matters through 
signposting/referrals. These benefits were often linked by provider and participant 
interviewees to the features of the project described in section 4.3 which enhanced 
engagement and retention (e.g. skilled and trusted facilitators, person-centred and goal-
orientated nature of sessions).  
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4.5 Perceived impact of participants participating in group activities  
 
This section answers research question 4 “Can the community connector model help to 
reduce social isolation and loneliness and what are the key pathways through which this 
happens?” in relation to the group activities component of the model. It examines the 
impact of the group activities, which include volunteering in a group setting, in which 
participants participated, based on interviews with participants and providers at T1 and T2.  
 
As noted in section 4.4 above, of the twelve participants interviewed at T1 and T2, nine had 
participated in group or volunteering activities. This engagement was supported by the 
community co-ordinator either in a ‘light touch’ way (e.g. through a referral) or through 
more intensive support such as accompanying a participant to a group activity. Those 
furthest along in their journeys with the project were now readily participating in a mix of 
regular weekly activities (e.g. lunch clubs, digital projects, the Food for Life cooking classes, 
the local gym, walking groups, the Calm and Connect group, and a theatre project32). One 
participant interviewed had undertaken group training to become a volunteer and another 
had volunteered to wash-up at the Food for Life group.  
 
The benefits of taking part in group activities in terms of meeting other people in a similar 
position were highlighted by six participants and two provider interviewees. Participants 
reported that it made them feel less alone, they were able to learn from one another and 
share their experiences and it gave them perspective on their own situation. One participant 
talked about the benefit that came from the walking group: 
 

“I suppose what for me is come out of the whole experience so far, is that sometimes when 
we feel down we feel like we’re the only person in the world. Whereas when you go out and 
meet you know, I’ve come to join this group or you know you realise you’re alone and lots of 
people are struggling with different things for different reasons.  And it felt nice that we can 
all come together…” Participant St (T1) 

 
Conversely, those that do not identify with others in the group may be more likely to 
discontinue the group activity. For example, one participant interviewee reported that they 
had tried the Calm and Connect course and realised that they were in a much better place 
with their wellbeing, financial stability, and levels of loneliness than the other participants 
who had attended, and consequently dropped out. The same participant also tried the 
walking group and an external social group and similarly dropped out because they realised 
that they had the energy and enthusiasm to explore their own social interests (preferring 
cultural activities).   
 
Only two participants reported that they had made friendships through group activities, 
whereby participants had seen one another outside of the group setting. One had become 
friends with someone at their walking group and another had met two other people at 
volunteer training with whom he had stayed in touch: 

 

                                                        
32 At T1, the provider interviewees reported that local community activities had more take up than activities 
organised for further afield (e.g. trips to the West End of London) although the lack of take up of these was 
thought to be related to a lack of interest in the actual activities themselves rather than their location.  
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“I've made a good friend as well ‘cause when I've been at volunteering training, I've met 
somebody who’s a cancer survivor and we kind of meet up every now and then to go for a 
walk and we kind of like bounce off each other as well. So, if I feel a bit low, I think you know 
what, I might give her a ring or she might give me a ring, might just meet up go for 
something to eat or go for a walk as well.” Participant F (T2) 

 
Another participant interviewee explicitly discussed the fact that she had not made any new 
friends despite meeting lots of new people through the activities she was taking part in. 
 

“I’m signed up to various sorts of things and you see people and you chat to them but I can’t 
say I’ve actually made any new… I mean I was hoping that I might meet some other people in 
the same- or women particularly in the same situation… that we could kind of chum up and 
you know go to the cinema and go out for a lunch that sort of thing but I haven’t really” 
Participant M (T1) 

 

Friendships of course take time to develop and may not be a realistic outcome especially if 
the lifespan of the activities attended is relatively short. The same participant did recognise 
this and saw the mutual benefits of simply interacting with others and sharing experiences, 
a point noted by other participants who had not developed friendships beyond the group 
activity setting. Another participant highlighted the benefits of social interaction in terms of 
simply being noticed and remembered when she attended her weekly digital inclusion 
course 
 

“Even the teacher they say, when I come through the door, ‘Oh my god here comes the nicest 
lady.’ You know. [laughing] …..well they introduce me every way and people never forget 
me” Participant C (T1).  

 

The group activities themselves could help participants’ wellbeing by giving them 
opportunities to learn how to manage stress and anxiety and by encompassing meditation 
or exercise. Two participants had enjoyed learning on the Calm and Connect course, one of 
whom had been recovering from a stroke and said that they had been interested in tackling 
sleep problems and strengthening their muscles. Two participants and a provider 
commented on the holistic benefits of the group – being physically active either in walking 
to the group or exercising within the group, the social interaction, and the sense of 
wellbeing from speaking to other people in a similar position. Similar to participants’ 
accounts of the one-to-one support, several participants reported that the group activities 
were helpful in providing an enjoyable, fun purposeful activity for which to leave the house 
each week.  
 
A few participant interviewees at T1 expressed some confusion around the different 

components of the project, in particular between the one-to-one sessions and the group 
sessions or the community activities they had started to attend. They were not sure 
whether the group sessions or community activities replaced/or would replace the one-to-
one sessions or whether one-to-one sessions would continue alongside them. Ensuring 
participants had clear information about the different components of the project and how 
they run alongside each other could alleviate some of the anxieties associated with this 
confusion.  
 
In summary, there were four key routes through which taking part in group activities 
alongside or after one-to-one sessions with community-co-ordinators could lead to longer-
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term improvements in social isolation and loneliness and health and wellbeing: meeting 
other people in a similar position;  providing opportunities for social interaction and for 
friendships and networks to develop; learning about and implementing strategies to 
promote good health and wellbeing; and enjoyable and fun activities providing a good 
reason to go out of the home. Evidence was more limited on the impact of group activities 
as not all participant interviewees had ‘graduated’ to group activities/had not been 
participating in group activities for very long. As discussed in section 4.6, the Covid-19 
pandemic made it more difficult to continue taking part in group activities.  
 
4.6 The impact of COVID-19 on the community connector project and 
participants 
 
This section answers research question 5, “How did COVID-19 impact on the project?” It 
sets out the impact of the first national lockdown and social restrictions that followed on 
the delivery of the project. Drawing on provider, external stakeholder and participant 
interviews at T2, it starts by focusing on the first six weeks of lockdown when all support 
services were working out how best to operate and describes the project’s place – and more 
widely the charity running the community connector project place – in the landscape of 
local support services. It then moves on to examine the activities the project has been able 
to relaunch before turning attention to the impact of the pandemic on project participants.   
 
‘Fire-fighting’ in the first six weeks of lockdown and becoming the single point of contact 
for community support 
The wider charitable organisation that delivered the community connector project were at 
the heart of the borough’s support for older residents during the first national lockdown. 
They became the single point of access for residents’ COVID-related concerns through a 
borough-wide telephone helpline and online form. Staff, including the community 
connector team and volunteers33, fielded phone calls from residents, alongside other 
council staff that had been redeployed, to assess caller’s level of need using a traffic light 
system (urgent, immediate, and routine) and navigate them to appropriate services. As of 
the 13th March 2020, all face-to-face contact with community connector participants 
stopped. Community co-ordinators called existing participants and vulnerable past 
participants34 to check whether they had access to food, whether they understood the 
symptoms of COVID and what they should do if they had them, and checking that they 
understood the government guidance. Co-ordinators referred to the first few weeks of 
lockdown as ‘fire-fighting’. In the few weeks before the helpline was set up by the council, 
provider interviewees reported that they had received an influx of new referrals to the 
community connector project, many of which were inappropriate or were people who were 
newly isolated as a result of the lockdown. Many people needed signposting to more 
relevant services: 
 

“In terms of them being inappropriate, it was like a lot of them were they’ve run out of gas, 
electricity, they’ve got no food.  I don’t know, I suppose they were inappropriate, yes.  They 

                                                        
33 The organisation also created their own remote befriending offer using volunteers who had been trained to 
triage calls during the lockdown period.  
34 Those without care packages, without kin, who were living by themselves or particularly isolated, or 
shielding because of health conditions. 
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were things that we were really struggling to deal with, but we managed to deal with them.” 
Provider (T2). 
 

Once the council helpline was set up, the number of inappropriate referrals to the project 
died down. Five organisations formed the ‘Coronavirus Network of Community 
Navigators’(CNCN) to provide a streamlined response to calls from the helpline, with each 
organisation taking responsibility for a particular issue (e.g. food; housing; returning home 
from hospital)35. The community connector project became the lead organisation for issues 
related to social isolation.  
 
The external stakeholder interviewee at T2 reported that the leading work of the staff 
during COVID-19 had elevated the charity’s status and improved awareness and 
understanding across the borough of the expertise of the organisation36. Staff provided 
much insight for the council in terms of the impact of the pandemic on residents and in 
developing a more effective community navigation system. The stakeholder interviewee 
also reported that the charity seemed to understand and embrace the systemic nature of 
community work and the benefit of organisations working together rather than competing.  
 

“The pandemic has shown us that… where there is a will there is a way for the voluntary 
sector to come together to work more closely with the statutory sector, be that social 
services, the council as a whole, primary care, healthcare.” Provider (T2). 

 

The charity have been commissioned by the council to continue to develop the idea of a 
single point of access into services beyond COVID-19, to help other organisations 
understand the landscape of local services.  
 
Relaunching the project’s activities with ongoing social restrictions 
 
One-to-one support and community navigation: During the first national lockdown, the 
team moved over to remote one-to-one sessions over the telephone. In April, the team 
continued to triage participants and they began to refine the type of remote one-to-one 
support they could provide on an ongoing basis. Table 4.1 shows the increased numbers of 
new participants that engaged with the project through triage and one-to-one sessions 
during the pandemic37.  
 
Provider interviewees reported that a more structured, focused approach was needed for 
remote one to one sessions as it was not easy to follow through multiple points on an action 
plan over the phone. Action plans were revised into “remote support plans” which focused 
on one key goal that the participant wanted to concentrate on, and the sessions were 

                                                        
35 This group also helped to co-ordinate Mutual Aid groups – groups of residents volunteering their time and 
assistance 
36 The wider charity has a long history of working with the Council through its existing health coaching model 
and, more recently, as an active member of the Borough’s Community Navigation Service Design group. In 
relation to the latter, this group had been working on a number of actions prior to the pandemic (e.g. mapping 
out support services in the borough, developing a common outcome measurement framework). 
37 Data is derived from Connect Hackney project monitoring spreadsheets submitted in years 1 and 2 and 
reports Shoreditch Trust submitted to Connect Hackney during the pandemic in year 2. Reliable data were not 
available for number of new participants that engaged in one-to-one sessions only. 
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reduced in number from 12 to 8. The team adopted an approach based on “Acceptance and 
Commitment Therapy” (ACT), which they had been trained in earlier in the year. The team 
liked this approach and found it highly relevant to their work38.  
 
Table 4.1: Number of new participants engaged in one-off events, triage, or one-to-one 
session before and during the COVID-19 pandemic 

Quarter 2019 
pre-COVID 

2020 
during-COVID 

Jan – Mar 0 27 
Apr – Jun 24 169 
Jul – Sep 96 104 
Oct – Dec 31 129 
Total 151 429 

 
Provider interviewees reported that they had found the remote support package very 
successful overall and gave comprehensive examples of the work they had been able to 
achieve with participants. For example, one provider interviewee described how she worked 
with a participant who wanted to move out of the one-bedroom flat that she shared with a 
relative whom she cared for: 
 

“She contacted the council, she found out what she needed to do… we set the action for her 
to contact them, she did that, and as a consequence of that, by the time I called her the next 
time we were due for a call, which was two weeks after that, she’d also registered as a carer, 
she applied for a carer’s allowance and received it.  So from setting one action she’d then felt 
motivated enough to continue the whole process, which was fantastic.” Provider (T2). 

 

Provider interviewees also noted that remote support could be quicker to put in place than 
in-person appointments. However, they also highlighted some challenges in working 
remotely (e.g. assessing level of need over the phone; heightened impact of language 
barriers and no access to interpreters):  
 

“You are so limited in your ability to check what someone’s eligibility is.  And people tend to 
present at least in a state of panic or crisis.  So a lot of that had to be taken on by face 
value.” Provider (T2). 

 

Provider interviewees also noted that it was harder to stay up-to-date with what community 
activities and services were still running while social activity was restricted:  
 

“In the early days there was a lot – not just for us but for all of the organisation, everyone 
was trying to find their feet and see how much of their original offer they could continue to 
deliver.  So even though most of our existing referral partners continued to deliver services, a 
lot of them were limited in how they could deliver services.” Provider (T2). 

                                                        
38 ACT focuses on accepting what you cannot control and “empowering people to take charge of what they can 
take charge of.” Co-ordinators talk through a problem step-by-step with their participant and then look at 
actions that move the participant closer to their goal. The idea is that the sense of achievement from 
completing smaller steps will motivate participants to make other changes towards their goal. 
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Although changes to services were initially confusing, provider interviewees also highlighted 
that it led to more communication and shared learning between different community 
organisations, particularly those with expertise in providing digital support39,40 . 
 
Group activities: In late April 2020, the project team launched an online version of the Calm 
and Connect course using Zoom, each week focused on a different aspect of wellbeing (for 
example, exercise, managing anxiety, keeping a journal). After the first course, the team 
decided to run it with a looser structure as participants did not attend every session and 
some participants joined partway through, “often the topic goes off at a tangent” (Provider, 
T2). Each week, participants who have signed up are told of that week’s meeting topic and 
are given a password. Participants could choose whether or not to join in the session 
depending on how they are managing that week, (“it’s formally informal”, Provider [T2]). 
After the course, participants were encouraged to continue through a self-organised group.  
 
In July 2020, after the first national lockdown period, the community connector project 
team began to work out what in person activities they could provide balancing the public 
health risks of the virus and the risks to mental wellbeing of continued social isolation. The 
team looked for outdoor, secure and bookable community spaces where a small group of 
people could meet in a socially distanced way with a group facilitator. Activities were also 
provided in places that were easily accessible to participants so that they could avoid taking 
public transport to get there. These ‘Sanctuary Spaces’ were started up; participants had to 
be referred to the activity and be booked onto the activity in advance. Walking groups were 
also re-started once given the go ahead from Hackney Council. The in person contact during 
this period was also important because it gave co-ordinators the opportunity to connect 
with new participants in person. 
 

“It’s about moving forward and getting people out and connected.  The response to the walk 
happening again has just been absolutely fantastic.  People are really pleased that they are 
happening again, and it also means then we can invite participants to the walk who we 
haven’t met yet.” Provider (T2). 

 

Sanctuary Spaces and walking groups were felt to be sustainable in the context of evolving 
social distancing rules as they could be tailored to the number of people from different 
households allowed to gather. Provider interviewees conceptualised a tiered approach to 
activities moving forward, from remote work with participants on the phone and via Zoom 
one-to-one and group video calls, to meeting participants in small groups outdoors with 
social distancing, and finally returning to face-to-face indoor meet-ups as before COVID-19.   
 
In summary, the period of lockdown to manage the rise of COVID-19 galvanised the wider 
charity in which the community connector project sat alongside the rest of voluntary sector, 
the council, and the wider community into action to ensure that older residents’ basic needs 
were met. The charity played a leading role in being a single point of access to navigate 
residents, and other organisations, into appropriate care, which led to an influx of new 
referrals to the community connector project. The project developed a range of remote 
                                                        
39 Including Newham New Deal Partnership who ran a one-day-a-week IT support helpline for older residents 
in Hackney, MRS Independent Living who ran a social group for male older residents which included IT 
support, and Groundwork who ran a Zoom-skills group delivered by telephone and Zoom. 
40 The Sharp End and Age UK. 
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services and reintroduced some face-to-face outdoor group activities when social 
restrictions eased. The next sections continue to examine the impact of COVID-19 as part of 
their focus on how community co-ordinators engage, retain and end their work with 
participants, and the impact of the project on participants’ social isolation, health and 
wellbeing.  
 
The impact of COVID-19 on community connector participants  
The eight participants interviewed at T2 (around two months after the first national 
lockdown had ended) had been at different stages of their journey through the project at 
the point of lockdown: two were still part way through their one to one sessions and six had 
completed their one to one sessions. Of these  three had already moved onto group 
activities prior to the start of lockdown and three had either only just finished their one to 
one sessions or had just started their route into volunteering prior to lockdown. This section 
describes the impact of the pandemic on participant journeys through the project; the 
experience of remote one to one and group activities; and the impact of the pandemic on 
participants wellbeing.  
 
Impact on participant journeys through the project: The COVID-19 pandemic appeared to 
have the biggest impact on those participants who were seeking out group or volunteering 
activities as part of their personal goals. As noted in the previous section, community co-
ordinators were able to successfully engage and retain people in one-to-one remote 
support. Four of the eight participants interviewed at T2 in this study had received such 
remote one to one support. Community co-ordinators were also able to offer online group 
activities for participants who were willing and able to engage in them. Two of the eight 
participant interviewees took part in these. However, due to the social restrictions in place 
to control the pandemic, the project was not able to meet the needs of participants who 
had started/or were ready to start group or volunteering activities that could not be 
delivered remotely. For these participants, engagement with the project ended prematurely 
or was put on hold. This applied to four of the eight participants interviewed at T2 in this 
study.  
 

“I was going to do some more volunteering, and then the lockdown started and that was the 
end of that. Everything kind of just stopped, you know. Not much changed, it all stopped, 
everything really.” Participant R (T2) 

 
Experience of remote ‘check in calls’ and one to one sessions: Four of the participant 
interviewees reported receiving a check in call or text in the early part of the first lockdown 
(e.g. “they made sure that we were going along with all the protocols and making sure 
everybody was safe”). These calls were very much appreciated and helped to ensure that 
participants were able to get their immediate needs met:  
 

“She saw that, ‘How you are going to get your food, you can’t go to Tesco, you haven’t got 
this, that,’ okay, that was her initiative. And you know the organisation did well because it’s 
cooperating with other organisations within the Hackney borough to help its citizens because 
I had two or three people come and knock and it really, really was nice.” Participant V (T2) 

 

Four of the participant interviewees received one to one support remotely. Two of these 
had not yet finished their one to one sessions with the project at the point of lockdown. The 
other two had finished their one-to-one sessions but took up the offer from the project to 
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receive a few additional sessions at the start of lockdown. Whilst these session were highly 
valued, there were some technical challenges encountered, an overall preference for in-
person rather than remote, and some confusion over the number of sessions being offered.  
 
Provider interviewees reported that many participants had engaged well with remote one-
to-one support and they had received good feedback - “we are hearing people very 
positively reply that it really is making a difference in their lives in a way that no other 
support can do at the moment,” (Provider, T2). In fact, provider interviewees had noticed 
that overall, participants’ retention in one-to-one sessions had improved. Acknowledging 
the increased caseload that had come from ‘checking-in’ with participants as well as giving 
more intensive one-to one-support, providers said that they had been able to move some 
participants into the relaunched walking groups or the face-to-face meet ups at ‘Sanctuary 
Spaces’ after the first national lockdown ended.  
 
Experience of remote and socially distanced in person group activities: Although six of the 
eight participant interviewees were digitally literate - able to use and have access to a 
smartphone and/or computer - only two had taken part in online group activities. These 
participant interviewees enjoyed having the opportunity to catch up with familiar people 
from the groups they had attended prior to lockdown or speak with new people in a similar 
position. In fact, one of these two participants had taken part in at least four online courses 
with various organisations, signposted to her by the three community organisations to 
which she belonged. Here she describes how one of the courses also encouraged her to go 
outside:   
 

“I'm just going onto another one tomorrow about nature, you’ve got a sheet and then each 
week…. you're going out, I'm going to go over the marshes and do a certain activity that 
they're going to give you to do, relating to nature and that type of stuff I love, I love being 
over the fields.” (Participant Q, T2) 

 

Amongst the four digitally literate participant interviewees who had not taken part in online 
group activities, one reported that the prospect of remote group activities was just not 
appealing as she was not able to interact in the way she wanted to:  
 

“It’s like obligatory, however many people it is, you know you’ve got like 10, 15, 20 whatever 
all there. Whereas if I go to a group, I could pick the people I want to talk to, or you know 
people I want to approach even. It just seems to be a very artificial set up, you know Zoom 
meetings and I'm not frankly desperate enough to do that” Participant M (T2) 

 

The two participant interviewees who were not digitally literate had both wanted to start 
computing courses and these participants also expressed concerns about information 
security. One of them saw their digital exclusion as part of the exposure of “shabby 
behaviour” towards older people that COVID-19 had exposed41: 
 

“We've been made perfectly aware of that, that we are now baggage. Better get rid of this 
baggage. They are not up to date with the technological future, are they?” Participant V (T2 
follow-up) 

 

                                                        
41 Though Participant V had also been really pleased and surprised with the support he had received from 
volunteer residents and neighbours who had delivered him food, “I think that was absolutely magnificent.” 
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Only one participant interviewee had taken place in a socially distanced group activity. 
Participant M described above who did not find online groups appealing reported really 
enjoyed an outdoor socially distanced gathering that another Connect Hackney project had 
organised once social restrictions had eased. This participant also thought that, in general, 
community organisations had been slow to arrange socially distanced gatherings in outdoor 
spaces during the summer of 2020 when the first national lockdown ended. Another 
participant interviewee highlighted the effort she would need to invest to get back to face 
to face activities especially as her anxiety around contracting COVID-19 was high:  
 

“What's got me through life is being really scared of things but saying, once I've done it, I’ll 
feel better after… I know that if I didn’t go, I would feel much worse that night. And I’d be 
saying, what have I missed?... and I’d be questioning myself. So that’s what pushes me 
through anything.” Participant Q (T2) 

 

Provider interviewees also noted that although there was an “appetite” for in person group 
activities, not all participants wanted to or could participate due to high anxiety and/or the 
need to keep shielding:  
 

“I would say there’s definitely appetite for people to connect again, to get out there, to meet 
other but it’s also mixed with quite high anxiety.  A lot of people are concerned.  Some people 
rightly so, because there are still people that are continuing needing to shield.” Provider (T2)  

 
Impact on wellbeing of participants: The experience of lockdown and social restrictions 
resulting from COVID-19 had differential impacts on participants wellbeing. Some 
participant interviewees highlighted that their experience of lockdown was not dissimilar to 
their lifestyle prior to joining the community connector project as most of their time has 
been spent at home (“I felt very, its almost the kind of life I've got anyway, so it’s not such a 
big deal.”). Participant interviewees who had coped during lockdown also talked about the 
strategies they were using to maintain their wellbeing and cope with the social isolation 
such as exercising every day, listening to or making music, and cleaning. There were also 
examples of participants drawing on the friends and networks they had made through 
attending group activities for support. For example, one participant interviewee who had 
made two friends through his volunteering experience continued to maintain their 
friendships through lockdown. The friendships provided a good source of social support:  
 

“we all contact each other just to make sure we’re all alright as well, so I've got somebody to 
just make sure we’re all alright during COVID,” Participant F (T2).  

 

The wellbeing of the above participants appeared to have been relatively stable over the 
period of the first national lockdown and beyond. Others had been badly affected and it 
seemed possible that the pandemic might have undone some of the prior improvements 
made. This appeared to be especially the case for those participants who had begun to rely 
on attending group activities to promote their wellbeing prior to lockdown. This situation 
was often compounded by several other factors such as experiencing adverse events (e.g. 
bereavements); being very anxious about contracting COVID-19; not being able to/not 
enjoying group activities remotely; and a reluctance to ask for or receive help. For example, 
the following participant interviewee who had been enjoying group activities prior to 
lockdown and then experienced bereavement during lockdown was hoping that face-to-face 
activities could resume so that she could have respite from her thoughts: 
 



 41 

“It wouldn’t be a bad idea to go out because the more you stay indoors, the more your mind 
goes on those things and then you are crying all the time.” Participant J (T2) 

 

Another example of one the above factors was from a participant interviewee who would 
only ask for help if he was truly desperate. It may be that participants needs are more easily 
missed when they are not being seen face-to-face especially when they believe that they do 
not merit help because they assume that other people need it more.  
 

“I have felt like I've wanted to but I don’t want to be a burden, you know if I can deal with it, 
I’ll deal with it, you know if I can’t then, well, it takes quite a lot of me to reach [out] to be 
honest with you.” Participant R (T2) 

 

Provider interviewees reported that they were concerned about participants’ regressing 
during lockdown. For example, the following quote from a provider interviewee describes 
her concern about a particular participant who had just progressed to the point where he 
could participate in groups prior to lockdown:  
 

“I would have loved him to have come to the community centre and that.  He was just about 
to start that, really, and to start actually coming to see me, and then lockdown happened, 
and it’s proven really, really difficult for him, actually.” Provider (T2) 

 

Another type of participant that provider interviewees were concerned about were those 
that were shielding. Providers picked up confusion amongst these participants as to what 
they were and were not allowed to do according to public health guidance. For example, 
participants had thought that they could not attend their health appointments and as a 
result their physical and mental health had suffered. Provider interviewees reported relief 
at being able to talk through the guidance with these participants and enable them to safely 
attend health appointments.  
 
In summary, lockdown and social restrictions meant it was harder for participants to engage 
in purposeful activities and opportunities to learn and grow, though online group activities 
provided some diversion for some participants. The nature of one-to-one support also 
changed, initially to move away from working on personal goals towards more general chats 
with participants about how they were coping, though later on the project was able to move 
back to more goal-directed remote support plans. The experience of lockdown and social 
restrictions resulting from COVID-19 had had differential impacts on participants’ progress. 
Some participants had been able to manage – though not necessarily improve upon – their 
wellbeing and some drew on their experiences of staying at home to cope. Other 
participants had been badly affected by the restrictions, missing face-to-face contact, 
suffering bereavement, or too scared to leave the house at all. Regardless of their situation, 
all participants appreciated the conversations with and advice from co-ordinators during 
that time. Lockdown and social restrictions meant that face-to-face group activities stopped 
abruptly, reducing participants’ ability to meet socially with others. Although a couple of 
participants had engaged in online group activities, and found them helpful in reducing 
social isolation, other participants were not able to access online activities as they were not 
digitally literate or preferred to find other ways of coping during lockdown. Some 
participants had found successful ways of managing their social isolation, talking to family, 
friends, carrying on with exercise and listening to music. However, not all participants had 
been as resilient and their wellbeing had deteriorated.  
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5. Discussion 
 

This report focuses on one of eight test and learn questions from the Connect Hackney 
programme evaluation: ‘How successful has the Connect Hackney connector model been to 
recruit and retain older people living with or at risk of social isolation and loneliness in 
sustained activities?’ A small-scale in-depth study of the community connector project in 
Hackney was undertaken based primarily on quality data, which aimed to address: project 
implementation and adaptation; project reach; the place of the project in the local 
landscape; engagement and retention of participants; and the impact of the project on 
participant participation in community activities, social isolation and loneliness and 
wellbeing. The research also sought to examine the impact of the COVID-19 pandemic and 
the subsequent lockdown and social restrictions on the project and its participants.    
  
In this final section of the report, key findings are discussed in relation to previous research 
and the implications for the Connect Hackney programme team and those delivering 
community connector projects in Hackney and elsewhere. The discussion is supported by a 
‘theory of change’ model (figure 5.1) which incorporates the key findings of the study to 
illustrate how the community connector project inputs and activities lead to its intended 
outcomes and the contextual factors that affect the quality of project delivery. A final 
section draws conclusions in relation to the overall test and learn question.   
 
5.1 The need for outreach work to raise awareness of the project  
Community connector models, like social prescribing in general, is a new innovation in the 
health and care landscape and has a number of unique features in comparison to other 
social prescribing schemes located in primary care.  It is able to receive referrals from a 
wider set of organisations outside of primary care. Participants highlighted the importance 
of close community venues that they could walk to for their one to one sessions, especially 
for those with mobility problems, and being based in the community has enabled the 
project team to build up a high level of local knowledge. The project offers a greater number 
of sessions than typical social prescribing schemes and is able to provide home visits, which 
most other services cannot provide. A particularly unique selling point is that in addition to 
its one to one sessions, the project is able to offer a range of flexible group and volunteering 
activities through the wider organisation delivering the community connector project. The 
relative novelty and uniqueness of the community connector project was recognised by 
participants themselves who were often surprised that such a project existed.   
 
Outreach work was necessary to raise awareness and understanding of the project’s 
services and activities among local organisations. Project providers were actively 
collaborating with other statutory and voluntary services, as reported by external 
stakeholders both prior to and during the COVID-19 pandemic. Partnerships with external 
organisations in the local landscape were crucial for generating referrals into the project 
and referring participants out of the project. These partnerships built the necessary 
reciprocity for generating and receiving referrals between projects and services and each 
partner could capitalise on the others work in developing a trusting relationship with the 
participants being referred. A perceived challenge to be addressed for partnership working 
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between those organisations within the Connect Hackney programme is who is ‘credited’ 
with the participant who is referred in and out. 
 
The organisation who delivered the community connector project had already been 
providing a health coaching model in Hackney for a number of years prior to the community 
connector project so they were able to draw on their in-depth existing knowledge of 
activities and services in the local landscape. This expertise in community navigation proved 
essential at the beginning of the COVID-19 pandemic and the subsequent lockdown.  
 
5.2 Reaching the most socially isolated and lonely  
The project’s offer was refined in the first year to reach those participants who were very 
socially isolated and struggling to leave the house by offering home visits. Whilst the 
community connector project is reaching its target group, like other Connect Hackney 
projects, it is reaching a greater proportion of female rather than male participants and 
participants from both White and Black ethnic minority groups as opposed to Asian and 
‘other’ ethnic groups. A consistent theme from stakeholder interviewees was an ‘ask’ to be 
able to refer participants who do not speak English. Working strategically with other social 
prescribing services to build capacity to address language barriers could be a way forward 
here. As noted earlier in section 4.2, the greater proportion of women reflect trends at the 
national level; Ageing Better participants are also more likely to be female and the use of 
primary care is often found or assumed to be greater amongst women42. Targeted outreach 
strategies may be needed to reach the above underrepresented groups in the community 
connector project. Indeed, alongside the introduction of home visits, targeted personal 
outreach by the project team was linked by provider interviewees to the increase in 
referrals seen in the project.  
 
Retention was found to be challenging for participants with multiple or complex problems 
but provider interviewees found that these could be overcome using a flexible ‘open door’ 
policy.  For example, poor health or benefit issues could stop participants engaging but they 
were able to put their sessions ‘on hold’ until they were ready to re-engage. Anecdotal 
evidence and learning from other Ageing Better Community connector projects also found 
that allowing people to return was a key factor for project retention.   
 
5.3 The benefit of including group activities and volunteering 
In the first year of the project, the team developed the model to invite participants to 
attend ‘in-house’ group activities provided by the project’s wider organisation alongside one 
to one sessions once confidence had been built. Participants then had greater opportunities 
to engage in social events, meet others in a similar position to themselves, and develop 
friendships, in order to reduce their social isolation and loneliness. Participants were also 
made aware of volunteering opportunities within the wider organisation  
 

                                                        
42 Hunt K, Adamson J, Hewitt C, Nazareth I (2011) Do women consult more than men? A review of gender and 
consultation for back pain and headache J Health Serv Res Policy. 2011 Apr; 16(2): 108–117.doi: 
10.1258/jhsrp.2010.0091312 
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Whilst outreach and relationship building have been documented in the previous literature 
as facilitating referral into social prescribing schemes43, adaptations such as building in 
group activities alongside one-to-one sessions have received less attention. Participant and 
provider experiences analysed in this study indicate that the combination of one-to-one 
support and group activities was a successful way of moving isolated participants into social 
activities. This combination made it easier for participants who lack confidence to ‘dip their 
feet in the water’ without feeling pressured to commit to group activities.  
 
5.4 Balancing person-centred support with a clear service offer 
Areas identified for further improvement or development included addressing the confusion 
amongst some participants around the different components of this complex intervention, 
in particular being clear and transparent about the number of one-to-one sessions and how 
‘in house’ group activities fit alongside these. The difficulties accommodating the increased 
demand for the project, especially for home appointments, and the associated increase in 
travel time for community co-ordinators needs to be addressed. With the further 
adaptations made due to COVID-19 (see below), a review of capacity may be particularly 
timely going forward.  
 
5.5 The importance of the personal qualities and skills of co-ordinators  
From both provider and participant perspectives, the personal qualities and skills of the 
community co-ordinators appeared to be crucial for engaging participants. Participant 
interviewees reported that these skills and qualities led to the building of trust which 
provided a solid foundation for the subsequent work between the participant and the 
community co-ordinator to plan and prepare for their participation in community activities.  
In addition to building trust, the community co-ordinators were able to model a positive 
outlook and support participants to plan and prepare for their participation in community 
activities. These findings are supported by previous research; a recent evaluation of a social 
prescribing pilot in Hackney found that the relationship between the participant and the 
social prescribing coordinators was pivotal to its effectiveness; key skills were empathic 
listening skills, genuineness and a non-judgemental approach44. 
 
5.6 Theory of change: how the project impacts on social isolation and 
loneliness 
 
Interviews with the project team indicated that the project had developed to include three 
main activity areas: one-to-one sessions with participants with referrals and signposting to 
relevant services; introducing participants to group activities and volunteering 
opportunities; and outreach work and relationship building with other local organisations 
(see figure 5.1). 

                                                        
43 Pescheny, J. V., Pappas, Y. & Randhawa, G. Facilitators and barriers of implementing and delivering social 
prescribing services: a systematic review. BMC Health Serv. Res. 18, (2018). 
44 Bertotti, M., Frostick, C., Hutt, P., Sohanpal, R. & Carnes, D. A realist evaluation of social prescribing: an 
exploration into the context and mechanisms underpinning a pathway linking primary care with the voluntary 
sector. Prim. Health Care Res. Dev. 19, 232–245 (2018). 
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Like other research on social prescribing45, this study found that the one-to-one sessions 
between the community coordinator and participants were a powerful catalyst for change 
within the Community connector model. Positive impacts perceived by participants were a 
renewed sense of hope and optimism and confidence. These were summed up by one 
participant interviewee in the notion of ‘feeling human again’. These impacts were directly 
linked to the personal qualities (e.g. approachable, non-judgemental) and skills (e.g. 
listening skills) of the community co-ordinators who were able to build trust, model a 
positive outlook and help participants to develop strategies to combat loneliness.  
 
Six key routes were identified through which one-to-one sessions with co-ordinators could 
lead to longer-term impacts on social isolation and loneliness and health and wellbeing: the 
affirmative experience of talking with someone who showed a genuine interest in them as a 
person; improved mood, feeling more hopeful and reassured; learning new coping 
strategies; feeling more purposeful; building up confidence to engage with the local area; 
and resolving health-related and other practical matters through signposting/referrals (see 
figure 5.1).  Participants reported that connecting, interacting and sharing experiences with 
others in group activities had a positive impact on their experiences of social 
connectedness. Some participant interviewees reported that new friendships or networks 
had been developed; others were simply enjoying the feeling of being noticed and 
remembered as a result of regular attendance at community activities. Four key routes were 
identified through which group activities appeared to have an impact on participants’ social 
isolation and wellbeing: meeting other people in a similar position to them, providing 
opportunities for friendships to develop, learning about and implementing strategies to 
promote health and wellbeing (e.g. mindfulness, eating well), and having fun and providing 
a good reason to go out of the home.  
 
The ways in which participants were supported into community activities were most 
effective when they were tailored according to participants’ needs, circumstances and 
aspirations. For example, provider interviewees highlighted step by step approaches worked 
best with those that had been socially isolated and lonely for a number of years, focusing on 
the activity rather than the group worked better for those who did not like ‘groups’, and 
linking with community transport projects could help those with physical disabilities. 
 
Interviews with project staff and participants indicated a number of contextual factors that 
affected the quality of the project, which we have included in the model. Being a long 
standing community organisation in Hackney that had previous experience of delivering a 
community navigation project meant that the team had an in-depth knowledge base of local 
activities and services to draw upon and staff members that were highly skills in participant 
support and engagement. The organisation could offer flexible ‘open door’ policy needs and 
had a range of inhouse group and volunteering opportunities to offer participants which 
encouraged the engagement and retention of participants with greater levels of social 
isolation and loneliness and/or complex needs. Some staff and participants also highlighted 
that Hackney had a lot of free/low cost community activities to offer which enabled co-
ordinators to find  service and activities to meet participants’ interests and needs. 
                                                        
45 Bertotti, M., Frostick, C., Hutt, P., Sohanpal, R. & Carnes, D. A realist evaluation of social prescribing: an 
exploration into the context and mechanisms underpinning a pathway linking primary care with the voluntary 
sector. Prim. Health Care Res. Dev. 19, 232–245 (2018). 
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Figure 5.1 Theory of change for the community connector project in the Connect Hackney programme  
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The biggest contextual barrier to delivering the model was the COVID pandemic, which is 

discussed in the next section. 

5.7 Impact of COVID-19 on the community connector project 
The period of national lockdown and additional shielding for those deemed vulnerable from 

late March 2020 to July 2020 to manage the COVID-19 pandemic galvanised the community 

connector and wider Shoreditch Trust team alongside the rest of the voluntary sector, the 

council, and the wider community into action to ensure that older residents’ basic needs were 

met. The extensive experience of the community connector team and the wider organisation 

in community navigation meant that the Shoreditch Trust were able to play a leading role to 

become a single point of access to navigate residents, and other organisations, into 

appropriate care. Once the firefighting in the initial acute phase had eased, the community 

connector team were able to go on to develop fairly rapidly a range of remote services to re-

start the delivery of the community connector project as it was intended. As social restrictions 

eased they were also able to reintroduce some face-to-face outdoor group activities. This 

pattern – an acute ‘crisis’ phase followed by ‘recovery’ is beginning to be documented in other 

research focused on how community projects for older people have managed and adapted to 

the pandemic46. Research on neighbourhood networks in Leeds documented a number of 

challenges for community organisations (e.g. intensification of work and burden on staff) with 

the onset of the pandemic but also opportunities such as greater reach and visibility within 

communities and the public sector. These findings resonate with those presented in this 

report. A key example of this is the leading role of the Shoreditch Trust for older people within 

the borough-wide pandemic response which has led to additional funding for the organisation.   
Despite the community connector project being able to re-introduce some remote and in 

person group elements this has been limited to date due to ongoing social restrictions47. Whilst 

participants have reported huge benefits of the one to one support offered by telephone, the 

biggest impact of the pandemic appears has been on participants who were ready to seek out, 

or had already started, group or volunteering activities as part of their personal goals. Whilst 

online group activities worked for those who were able to engage digitally and enjoyed this 

mode of interaction, others found their engagement with the project has to be put on hold. 

Lockdown and other social restrictions means that is harder to activate the routes to impact 

outlined in the theory of change in figure 5.1. As a consequence, the research found that the 

experience of lockdown and social restrictions resulting from COVID-19 appears to have had 

differential impacts on participants’ progress. Some participants had been able to manage – 

though not necessarily improve upon – their wellbeing and some drew on their experiences of 

staying at home to cope. Other participants have been badly affected by the restrictions, 

missing face-to-face contact, suffering bereavement, or too scared to leave the house at all.  

 

5.8 Strengths and limitations of the study 
 

                                                        
46 Centre for Ageing Better (2020) Real time evaluation of Leeds Neighbourhood Networks: Responses to the 

COVID-19 pandemic, Snapshot Report 1.  
47 Since writing the first draft of this report London tightened restrictions on numbers of household allowed to 

meet in Oct 2020. Shortly after this in Nov 2020 England entered a second national lockdown and in Jan 2021 a 

third national lockdown. 
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The report has drawn on qualitative data from multiple stakeholders – the project providers, 

participants, and individuals from other local organisations – gaining in-depth insights into the 

operation and impact of the project from a number of different perspectives. Conducting 

interviews both before and during the pandemic gave us a deeper understanding of the key 

routes to impact of the model and participants’ experiences of social isolation and loneliness. 

In particular, research tracking the impact of community activities to which social prescribing 

participants have been referred is extremely limited currently due to the short-term nature of 

much of the research in this area6. This study has provided valuable qualitative evidence on 

this issue as well as on the process by which participants move into participating in community 

activities. 

 

In terms of limitations, the selection of participants and stakeholders relied on project 

providers and was based on a convenience sample; a wider breadth of views on the project 

may have been achieved with a purposive sample which included participants that refused or 

disengaged from the project and a wider range of external stakeholders in Hackney. The 

study’s findings reflect the views and experiences of participants and stakeholders that have 

engaged with the project and were contactable.  Originally the study planned to explore the 

long-term impact of the project for the participants with whom we had conducted repeat 

interviews. However, the three participants had such different personal circumstances and 

contexts for taking part in the project that it was not possible to determine any patterns to 

long-term impact particularly given the impact of COVID (i.e. data saturation was not reached). 

Consequently, these follow-up interviews were analysed thematically alongside the rest of the 

dataset. In addition, it was not possible to gain in-depth insight into the experience of 

participants who took up volunteering opportunities. Interviews with a greater number of 

stakeholders during lockdown might have broadened our knowledge of the project’s place and 

impact within the local community and how this had changed over time.   

 

Quantitative data from 67 participants completing a survey on entry into the project between 

August 2018 and November 2019 were analysed to determine the socio-demographic and 

baseline outcome profile of the community connector participants48. The collection of survey 

data ended at the point of lockdown so quantitative data reflects the participant profile before 

the pandemic. Due to small numbers of participants completing a follow-up survey (N= 34) it 

was not possible to assess quantitatively improvements in participant outcomes such as their 

levels of social isolation and loneliness and health and wellbeing.  

 

5.9 Conclusions  
This study found evidence that the community connector project was able to support older 

people In Hackney into community activities to reduce social isolation and loneliness and 

improve wellbeing. The study identified the key features of the projects which led to 

participant benefits and the contextual factors which can dampen or enhance this benefit. 

These findings are supported by previous research on social prescribing models in Hackney and 

                                                        
49 Bertotti, M., Frostick, C., Hutt, P., Sohanpal, R. & Carnes, D. A realist evaluation of social prescribing: an 

exploration into the context and mechanisms underpinning a pathway linking primary care with the voluntary 

sector. Prim. Health Care Res. Dev. 19, 232–245 (2018). 
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beyond4950. These contextual factors include those related to the Covid-19 pandemic. The 

restrictions on social contact during the pandemic are unprecedented and beyond the control 

of the community connector project. This study has therefore contributed to the currently very 

limited evidence to help guide interventions intended to help older people (re)enter the 

community when public health is at risk.  

 

As the study collected qualitative data from community connector project staff and 

participants findings are based on the perceived impact of the project. Due to the pandemic, 

not enough quantitative data has been collected to reliably assess changes in outcomes, and 

longer-term follow-up to assess sustainment of benefits over time has not been possible. As 

community connector models have been implemented across Ageing Better programmes, 

these questions can be addressed at a national level. The qualitative findings presented here 

can be used to contextualise national findings to inform the implementation of community 

connector models for reducing social isolation and loneliness amongst older people.  

 

Based on the findings from this study and the likelihood that the COVID-19 pandemic and 

associated social restrictions will be ongoing for some time, the following recommendations 

are offered for the community connector project within Connect Hackney and beyond.  

 

• Continue to strengthen the adaptations made to the model so that its delivery is 
compliant with ongoing social restrictions, including ‘dual’ delivery combining remote and 

in person activity when appropriate. Particular attention needs to be given to strengthen 

opportunities for volunteering and group activities whilst social restrictions are in place.  

 

• Continue to address digital exclusion through partnerships with organisations delivering 

digital inclusion projects.  

 

• Review the ways in which the project is communicated via websites, printed media and 

word of mouth so that what is offered is very clear to existing and potential new 

participants and organisations, including being clear about the project pathway and when 

one to one support is ending and proactively finding out from participants how to best stay 

in touch with them.  

 

• Consideration should be given to the best way to alert participants to face-to-face 
opportunities when social restrictions ease (e.g. automated texts) especially those 

participants who had their journey with the project cut short due to the group activities 

stopping or moving online. Telephone contact has been a key mode of communicating but 

this can be resource intensive so routes such as e-mails or automated texts could be 

usefully explored.  

 

                                                        
49 Bertotti, M., Frostick, C., Hutt, P., Sohanpal, R. & Carnes, D. A realist evaluation of social prescribing: an 

exploration into the context and mechanisms underpinning a pathway linking primary care with the voluntary 

sector. Prim. Health Care Res. Dev. 19, 232–245 (2018). 
50 Pescheny, J. V., Pappas, Y. & Randhawa, G. Facilitators and barriers of implementing and delivering social 

prescribing services: a systematic review. BMC Health Serv. Res. 18, (2018 
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• Continue to capitalise on the strengthened partnerships developed during the COVID-19 
pandemic to deliver innovation such as language translation support for participants who 

have limited English.   

 

• Undertake an urgent review of the resources and capacity of the team to deliver the 
adapted community connector model given the increase in referrals and the resources 

associated with delivering both ongoing adaptations (e.g online, telephone and in person 

activities) and new adaptations such as language support and refreshed strategies for 

communication.  
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Appendix A: An overview of the policy context (pre- and during-
COVID-19) and evidence relevant to Community connector project 
 
This overview explains the national and local policy context of social prescribing pre- and 

during-COVID-19. Social prescribing connects people to community groups and services 

through connector schemes where link workers introduce people to support based on their 

individual needs. It sets out the existing evidence on whether and how social prescribing works 

to reduce loneliness and social isolation and improve health, including ongoing learning from 

Community connector projects among the 14 Ageing Better programmes. It briefly sets out the 

theoretical underpinning of the Community connector model.  

 

National and local policy context for the Community connector model pre- and 
during-COVID-19 
 
National context 
 
In October 2018, the government published its Loneliness Strategy51 setting out its aim to 

support all local health and care systems to implement social prescribing connector schemes 

across the country by 2023, giving all patients the opportunity to participate in social 

prescribing through their general practice. This commitment to social prescribing was realised 

in January 2019 in the NHS Long Term Plan52, whereby NHS England committed to building the 

infrastructure for social prescribing in primary care: there would be 1,000 new social 

prescribing link workers in place by 2020/21, with significantly more after that, so that at least 

900,000 people would be referred to social prescribing by 2023/24. This was part of the drive 

to Universal Personalised Care.  

 

Within five years over 2.5 million more people will benefit from ‘social prescribing’, a 
personal health budget, and new support for managing their own health in 
partnership with patients' groups and the voluntary sector.’  (NHS, 2019, p.6) 

 

Later in 2019, the National Academy for Social Prescribing (NASP) was launched by the Health 

and Social Care Secretary, Matt Hancock. The aim of the academy was to support social 

prescribing across England and develop its evidence base. It included a £1 million Social 

Prescribing Development Fund to help local community groups develop their activities and 

services and an Academic Partners Collaborative with a £500,000 research fund. NASP also had 

backing from national partners – Arts Council England, National Garden Scheme and the 

Southbank Centre. By March 2020 NASP was an independent academy, in the final stages of 

becoming a charity, and then lockdown was announced on 23 March 2020. 

 

In her blog on the NASP website on 8th April 2020, Nicola Gitsham, the Head of Social 

Prescribing at NHS England and Improvement (NHSE) said that after listening to link workers, 

staff in general practice, local authorities, voluntary sector partners and local communities, 

                                                        
51HM Government (2018). A connected society. A strategy for tackling loneliness – laying the foundations for 

change. London: DCMS. 
52 NHS (2019). The NHS long term plan (online). < https://www.longtermplan.nhs.uk/publication/nhs-long-term-

plan/> [Accessed 13 October 2020]. 
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social prescribing was needed more than ever. NHSE had been adapting social prescribing 

support to make it as relevant and practical as possible during COVID-19.  

 

Local context 
 

In 2019, City and Hackney had begun implementing social prescribing through 

Neighbourhoods53, eight geographic areas with a population of between 30- and 50,000 

people. Development of the Neighbourhood Programme included mapping and prototyping a 

social prescribing offer being developed through pilot in one area lead by Hackney Community 

and Voluntary Service (CVS). Each Neighbourhood contains around four to seven general 

practices and brings together statutory and third sector services and groups focused on health, 

social care and wellbeing. The Neighbourhood Programme is a critical vehicle in the delivery of 

the Integrated Commissioning (IC) Vision and Objectives, with a strong focus on preventative 

work and an aspiration to deliver change across the broader determinants of health within 

neighbourhoods which impact on an individual’s health and wellbeing.  

 

During COVID-19, social prescribers within Neighbourhoods continued to operate remotely but 

most had no access to patient records, making it challenging to communicate with general 

practices54. Many practices gave social prescribers list of their vulnerable patients to follow up 

while the Council worked on putting in place a borough-wide helpline.  

 

Learning from existing research evidence 
 

Existing evidence, conducted pre-COVID, on the whole suggests social prescribing improves 

health and wellbeing and/or usage of health services, however, the low quality of studies 

means these findings should be considered with caution55,56. A recent evaluation of a social 

prescribing pilot in Hackney and City found that the relationship between the participant and 

the social prescribing coordinators was pivotal to its effectiveness; key skills were empathic 

listening skills, genuineness and a non-judgement approach57. Factors affecting uptake and 

adherence to social prescribing through primary care include trust in the referral source, the 

initial phone call from the navigator, the quality of support from navigators and service 

providers, free services, and perceived needs and benefits58. Facilitators to the implementation 

of social prescribing projects include: staff engagement, a shared understanding of what can 

be expected by each partner, and the local infrastructure – having a wide range of good 

                                                        
53 Known nationally as Primary Care Networks. 
54 City and Hackney Clinical Commissioning Group. 2020. Social prescribing in the context of Covid-19. (Online). 

<https://gps.cityandhackneyccg.nhs.uk/coronavirus-covid-19/social-prescribing/social-prescribing-in-the-context-

of-covid-19> [Accessed 13 October 2020]. 
55 Bickerdike, L., Booth, A., Wilson, P. M., Farley, K. & Wright, K. Social prescribing: less rhetoric and more reality. 

A systematic review of the evidence. BMJ Open 7, e013384 (2017). 
56 Pescheny, J. V., Randhawa, G. & Pappas, Y. The impact of social prescribing services on service users: a 

systematic review of the evidence. Eur. J. Public Health (2019). doi:10.1093/eurpub/ckz078 
57 Bertotti, M., Frostick, C., Hutt, P., Sohanpal, R. & Carnes, D. A realist evaluation of social prescribing: an 

exploration into the context and mechanisms underpinning a pathway linking primary care with the voluntary 

sector. Prim. Health Care Res. Dev. 19, 232–245 (2018). 
58 Pescheny, J., Randhawa, G. & Pappas, Y. Patient uptake and adherence to social prescribing: a qualitative study. 

BJGP Open bjgpopen18X101598 (2018). doi:10.3399/bjgpopen18X101598 
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quality, accessible services and activities59. Relationships and communication between 

partners and stakeholders could be a facilitator or barrier depending on their quality. Staff 

turnover was reported to be a barrier to social prescribing services60.  

 

Evidence from Ageing Better in 2018 
 
Ageing Better partnerships reported that Community connector approaches can reduce 

demand for local statutory services responsibly by empowering people with the skills and self-
confidence to live independently for longer and better manage their own health, whilst 

knowing who to ask for support when they need it. The Ageing Better also reports the 

mechanism and processes of Community connector projects producing the above outcomes – 

shown below61.  

 

Model   

v Entry points and 

first engagement 

• Provide choice and focus on strengths.  

• Keep referral process between organisations simple 

• Capacity of others means a potential waiting lists on 

both sides. 

v Relationship 

building/activities  

• Keep talking to people, create equal relationships and 

collaborate.  

v Moving on  • Have a framework for managing caseloads, allow people 

to return and signposting is not the same as moving on.  

v Referral routes  • Passed complex cases & relationships with referral 

partners and clarifying types of circumstances the 

service is best able to support   

v Other services will 

be involved  

• Signposting to appropriate services (e.g. debt, housing 

and benefits) 

v Follow-up  • Regular check-in calls  

v Support functions  • Helps manage eligibility and appropriateness for the 

services  

 
Theories underpinning Community connectors  
 

The theoretical ideas underpinning the community connections model can be summarised 

using the ideas of ‘social capital’ and ‘life course theory’. Social capital focuses on social 

relations or networks that have productive benefits to the individual, in this case reducing the 

effects of social isolation and loneliness. The two central tents of social capital focus on the 

‘value’ or ‘quality’ of social networks, which are built overtime through ‘bonding’ (e.g. peer 

support group) and ‘bridging’ (e.g. community activities) connections with others. 

 

                                                        
59 Pescheny, J. V., Pappas, Y. & Randhawa, G. Facilitators and barriers of implementing and delivering social 

prescribing services: a systematic review. BMC Health Serv. Res. 18, (2018). 
60 Pescheny, J. V., Pappas, Y. & Randhawa, G. Facilitators and barriers of implementing and delivering social 

prescribing services: a systematic review. BMC Health Serv. Res. 18, (2018). 
61 Ageing Better (2018) Learning Report No.2 – Community connectors. Birmingham. Big Lottery Fund. 
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Figure 1: Social capital and life course  

�
 

The life course approach considers the growth and decline in connections with people based 

upon age. As we age we potentially increase our social capital through family ties, associations 

with clubs and groups and through work. However, along the ‘life course trajectory’ we 

experience major life events and transitions such as retirement, ill-health or bereavement. 

These can all limit or prevent social contact and participation in social activities, weakening 

both ‘bonding’ and ‘bridging’ social capital.  

 

Through this lens, the community connectors model can be seen as helping individuals unlock 

or rebuild social capital first, through one-to-one support and secondly, through support to 

(re)connect with local communities and activities. In other words, the Community connectors 

model attempts to reverse the trend of increasing social isolation and loneliness in older 

people by building confidence and brokering new local ties, networks and relationships. 

 
 

50+ 
adult in 

need

1. Weak 
bonding social 

capital 

2. Community 
Connections 

(social capital 

brokers)

3. Stronger  
bonding capital  

(peer group 

support)

4. Building 
bridging social 

capital (i.e. 

access to 
community-

level activity)



 55 

Appendix B: Indicative operational research questions, lines of 
inquiry for fieldwork topic guides, and research questions mapped to 
methods 
 

a) (Reach): How effectively is the Community connectors (CC) model reaching its target 

population?  

• How is the project being promoted to the target population?   

• What have been some of the challenges so far in reaching these groups?  

• What strategies have been put in place to overcome some of these challenges and how 

well are they working?  

 

b) (Engagement): How effectively is the CC project engaging participants?   

• Why do participants sign up for the projects? What are their expectations and/or 

goals?  

• What are the characteristics of the users that are attending a first appointment with 

CC? (e.g. gender, ethnicity, age?)    

• What is the nature of the problems that participants are facing?  

• What have been some of the challenges so far in engaging (recruiting) participants? 

(e.g. entry points, referral mechanisms)   

• What strategies have been put in place to address these and how well have they 

worked?  

  

c) (Retention): What features of the CC project encourage participants to stay for the full 12 

weeks?  

  

d) (Implementation): Is the CC project being implemented as intended? What changes have 

been made? 

  

• Have there been differences in implementation across the different sites? If so, have 

differences had an impact on the projects’ effectiveness?  

• What do participants and providers view as the best aspects of the projects?  

• What do participants and providers think could be improved?  

  

e) (Outcomes and mechanisms): Can the CC project help to reduce social isolation and 

loneliness (SIOL) and what are the key mechanism?   

• How does the community connector model work (i.e. social prescribing for older 

people)? (theory of change)   

• Did participants attend the activities that they were referred to? (that is, did it boost 

their motivation?)   

• Did the project improve participants’ confidence in accessing services and activities in 

the community?  

• Did the project improve participants’ knowledge of activities in their area?  

1. Has the project met the needs of participants and improved their health and social care 

outcomes?   

  

f) (Context): What is the context in which the CC model is operating?  
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• How does the CC model work fit into new (and emerging) health and social care 

support services in Hackney?   

• Who are the local competitors and collaborators for the project?   

• What partnerships have been developed? What has been the value of these 

partnerships?  

 

Table B.1: The evaluation data mapped onto its research questions 
Research question Data 
Q1. How was the project implemented in its first 

year? How was the model adapted and changed 

based on learning? How effectively was the 

community connector project reaching its target 

population?  

• Interviews with project managers and co-

ordinators (T1)  

• Interviews with participants (T1) 

• Anonymised participant survey data (T1)  

 

Q2. What is the community connector project’s 

place in the landscape of local services and 

partnerships? 

• Interviews with project managers and co-

ordinators (T1 and T2) 

• Interviews with external stakeholders (T1 

and T2) 

Q3. What features of the community connector 

model have effectively engaged and retained 

participants in the project, as reported by 

participants and providers?  

• Interviews with project managers and co-

ordinators (T1 and T2) 

• Interviews with participants (T1 and T2) 

 

Q4. Can the community connector model help to 

reduce social isolation and loneliness? What are 

the key pathways through which this happens?  

• Interviews with project managers and co-

ordinators (T1 and T2) 

• Interviews with participants (T1 and T2) 

 

Q5. How did COVID-19 impact on the 

implementation of the community connectors 

project and its participants? 

• Interviews with project managers and co-

ordinators (T2) 

• Interviews with participants (T2) 
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Appendix C: Provider interview guide (pre-COVID)  
 

INTRODUCTION  

  

We are speaking to Community connector managers and team members to learn more 

about the Community connector project and how it has helped individuals to overcome or 

avoid social isolation and loneliness. The interview will focus on your experience or insights 
of the project on what worked well, and what worked less well.  The interview should take 

about 60 minutes.   

  

The interviews are part of an evaluation of the Connect Hackney programme, who have 

funded the Community connector project through the National Lottery Community Fund 

‘Ageing Well’ programme which aims to tackle social isolation and loneliness amongst older 

people aged over 50 years. The results of the evaluation are intended to help improve 

services in Hackney, ensuring that they are responsive to the needs of older people.   

  

Prompt for interviewer:    

Share participant information sheet with the interviewee followed by the consent form.  
Context  

1. Please describe your role and responsibilities within 
the Community connectors project?  
 

2. Tell me from your perspective how the community 
connections project works?  
  

Prompts:  
Tell me about the different elements in the project   
 
What do you see as the key elements of the project?  
 

3.Who are your target groups? 
 
Prompts:  
How does social isolation and loneliness manifest itself in 
the groups you work with?  

 

4.What have been some of the immediate needs for 
people most at risk, before they engage the community 
connector service?   
 

Prompt:  
Have they been the same for   
b) all age groups?  
c) all ethnic groups?  
c) all levels of mobility?  
d) gender  
e) social economic status   
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In what ways have they been different?  
 
  

Reach, engagement  and retention    
 

5. Can you tell me how the project has been promoted 
to reach your target groups? 

 

Prompts: 
What specific strategies have been used and how well 
have they worked?  
What have been some of the challenges in the promotion 
of the project? 
 

6. What are the different pathways into the Community 
connector project?  
       

Prompts:  
Please describe the referral process into the project?  

What have been the challenges?  
How have these been overcome? 
 

1. In what ways are participants supported to  engage 
in their first few sessions?  

  

Prompts:  
Do participants need support to get to the sessions? What 
happens at the first session?  
  

8. What features of the project encourage participants 
to stay for the duration of the project?   

  

Prompt: 
Do participants exit the project early? (Acknowledging 
early exit may not necessarily be a negative)   
What have been the main reasons for people who drop 
out of the project?  
  

  

 

Implementation  
  

9. What have been some of the challenges in the 
delivery of the project? 
  

Prompts:  
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- Have some aspects of the project worked better/worse 
than others? (e.g. numbers of participants referred, health 
action plan etc) 
 

10. How has the project adapted and changed?  
 
Prompts:  
- Has the project been implemented as intended? 

- If not why not?  
- What difference have the changes made?  
  

11. Have there been differences in implementation 
across the different sites? 
 

Prompts 
- How has the project worked across the different sites?   

Mechanisms and outcomes  

 

12. What does success look like for participants?  What 
kinds of outcomes have been achieved? 
  

Prompt:  
Have they been the same across different groups e.g.  
a) all age groups? (60-74; 74+)  
b) all ethnic groups?  

c) all levels of mobility?  

 
In what ways have they been different?  

 

13. What do you see as the key beneficial aspects of the 
project?   
  

Prompts:  
- How do you provide personalised help, advice and 

support?  

- What elements of your service specifically address 
self-help?  

- How does new found confidence manifest itself in 
different groups?  

- How do you enable participants to make and maintain 
a network of support?  

- What do participants view as the best aspects of the 
project?  

 

 14. Who do you refer participants onto?  
  

Prompt:  
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Please tell me about your ‘top’ projects or organisations 
you refer participants on to  

Whole system   
  

15. What partnerships have been developed? What has 
been the value of these partnerships?  
  

Prompt:  
How well are you networked?  What are the challenges 
and success? Who are your Community Connections local 
competitors and collaborators and how does the project 
fits in the broader health and social care landscape?  

  

Prompt:  
What do participants think could be improved?  

  

16. What do external stakeholder view as the best 
aspects of the project?  

  

Prompt:  
What do external providers think could be improved?  

  

  

  

 

Other 
 

17. Can you tell me what involvement you have had with 
the Connect Hackney Learning Network?   
  

18. Do you feel being part of the network has impacted 
your delivery or approach?   
 
Prompt:  
In what way?  

Signposting to other projects?  

 

19. What other types of support have you had for the 
project aside from the Learning Network?  

 

Prompt: 
Is there any other type of support you would like? 
  

 20. Is there anything else you would like to say?  
 

 

 

Thank you! 
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Appendix D: Provider interview guide (during-COVID-19) 
 

INTRODUCTION 

 

The interview should take about an hour. We will ask you questions about promoting and 

engaging participants in the project, how the project may work to reduce social isolation and 

loneliness, and the successes and challenges of running the project. We will also ask you some 

questions on how the current COVID 19 situation has impacted the delivery of your project.  We 

will feedback the results of this evaluation to Connect Hackney and the national Ageing Better 

Programme.  

 

If you do not want to answer a particular question, you don’t have to, and if you feel 

uncomfortable, we can stop the interview at any point. 

 

Do you agree to take part? We need you to fill in and sign a consent form. Is that OK?  
Are you happy for me to record the interview? 
Have you got any questions before we start? 
 

WARM-UP AND BACKGROUND INFORMATION 

 

Can you tell me about your project and your role within 
it?  
 

 

Have you run similar projects with: insert project relevant 
theme i.e. older men/ older people with learning 
disabilities/ older people with complex needs/ older 

people from BAME communities in the past?  
Prompts: 
If yes, can you tell me more… e.g.  
> What are the key learning points from this/these that you are 

applying to this project?  
> What some of the key things to take into account when working 

with an older age group? 
If not,  
> Have you run similar projects with other age groups?  
> What are some of the key differences when working with an older 

age group? 
 
>  

 

IMPACT OF COVID  

 

1. Can you describe the impact of COVID on your 
project?  

 
2. How have you adapted your project to cope with the 

current situation? 
Prompt: 
> Can you give some examples?  
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> What have been the particular challenges? 
> How have you been able to overcome these? 
> What do you think the impact of your adaptations been? 
> *how well the adaptations are working and what impact it is 

having,  
> *anything they tried that hasn’t worked/isn’t working 
> *perceived broader impact of pandemic on their organisation and 

older people. 
3. Have you been able to maintain contact with all your 

participants? In what ways? 
 

4. What have your participants told you about how 
they’re feeling/coping in the current situation? 

Prompt: 
> Can you give some examples?  
> What are their main challenges? 
> What could be done to address these? 
 

5. What more do you think the Programme could do to 
further support providers in the current situation?  
 

6. Have you been able to share knowledge and ideas 
with other providers about how to cope in the 
current situation? 

Prompt: 
> Can you give some examples?  
> Has this made a difference to how you have restructured your 

project? 

 

REACH AND ENGAGEMENT 
§ NB: Researcher to modify if provider previously participated in 

interviews for RER report. Also, check dashboard data on 

characteristics of those participating to feed into conversation. 

 
7. How have you publicised and promoted the project 

to your target group(s)? 
Prompts: 
> What methods have you used (e.g. leaflets and other print media, 

word of mouth, referrals and partnerships with other 
organisations)? 

> Which methods were most or least successful? 
> Challenges for promotion? 

 
8. What have you found to be the best ways to get 

participants to come to the first session?  
Prompts: 
> What features of the project did you promote to encourage 

people to attend? Or which features were most appealing to your 
participants? 

> (Retention) And to keep them coming? 
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9. What have you found to be the main barriers to 
getting participants to come to the first session?  

Prompts: 
> (Retention) And to keep them coming? 
 
10. Why do you think that participants attend the project 

at the start? What are their motivations for taking 
part? 

Prompts: 
> Learning a new skill? 
> Meet other people/friendship? 
> Free activity? 
> Fun? 
> Health and wellbeing? 
> (Retention) And to keep them coming? 
 

CO-PRODUCTION, ASSET-BASED WORKING & 

VOLUNTEERING 

 

11. What sort of approach have you used to develop and 
deliver your project? 

Prompts: 
> How was your project developed? (e.g. co-production and/or 

asset-based working) 
> Who has been involved in its development? 
> How is the project delivered and who is involved in project 

delivery? 
>  What partnerships are involved in development or delivery? 

What is made possible through these partnerships? 
If co-production/asset-based working is used: 
> What is working well?  
> What are the main challenges? Were you able to overcome 

these? 
 

12. Were older people involved in the design and/or 
delivery of the project?  

Prompts: 
> At what point(s)? 
> Now that the project has started? 
> Can you describe how they were involved and what contributions 

they’ve made? 
> What difference have these contributions made to the project? 
If no: 
> What made it difficult to involve older people in the design and 

delivery? 
 
13. Were older people involved as volunteers on the 

project?  
Prompts: 
If yes: 
> What role did they play?  
> What did you do that helped them to become volunteers? 
> What difference did your older volunteers make to the project? 
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> What impact do you think volunteering had on your older 
volunteers? 

> How has their contribution been recognised? 
> What have you found to be the main challenges of involving older 

people as volunteers? 
If no: 
> What made it difficult to involve older people as volunteers in 

your project? 

THEORY OF CHANGE AND PERCEIVED IMPACT 

 

14. Thinking back to our discussion on 
benefits/outcomes for participants earlier, what 
benefits have you seen for the older people 
attending your project? 

(For each outcome) Can you give me an example?  
Prompts for possible outcomes: 
> Reduced social isolation & loneliness 
> Improved physical/mental health and wellbeing 
> Enjoyment 
> Improved confidence in navigating the borough to participate in 

activities they enjoy 
> Improved self-esteem/resilience 
> Empowerment/increased agency 
> Improved access - DI, health & social care, community 
 

15. What do you think are some of the key mechanisms 
through which your project has been able to achieve 
these outcomes (i.e. how do the key elements of 
your project achieve the expected benefits?) 

 
(For each mechanisms) Can you give me an example?  
Prompts for possible mechanisms: 
> Gaining knowledge, new skills, confidence, self-expression? 
> Increasing social interaction, social support, developing new 

friendships/networks and maintaining these? 
> Increased feeling of connectedness - cultural, community, social? 
> Improved healthy behaviours? 
> Staff - encouragement, support, listening? 
> Course content/free activity? 
> Location/ easy access 
 
Can you describe how these mechanisms work with your participants 
in the context of your project? 

 
16. Do you think the outcomes and mechanisms have 

been different for some of your participants?  
Prompt: 
For example: 
> all age groups? (60-74; 74+) 
> all ethnic groups? 
> all levels of mobility? 
> their motivations for attending? 

 
 
 



 65 

Can you give me an example of in what ways have they been 
different? E.g. What does confidence look like for different groups of 
people? 
 
17. Do you think there have been any unexpected 

outcomes or benefits from the project?  
 

> Which participants specifically benefited from these? 
 

18. Do you think your participants/older volunteers still 
have concerns about ageing well in Hackney? 
 

IMPLEMENTATION 

 
19. Have you faced any barriers in implementing and 

running the project? 
Prompt: 
> Can you give me some examples? (e.g. features of local context, 

difficulties in recruiting or retaining staff; staff skills) 
> Can these barriers be overcome? 
> What techniques/strategies have helped to overcome these 

barriers? 
 
20. Has the project been adapted from the project you 

originally planned?  
Prompt: 
> How has the project changed and why?  
> What impact have the adaptations and changes had?  
 
21. If there was anything else you could change about 

the project to make it work more effectively, what 
would it be? 

Prompt: 
If yes, what and why? 
 

 

SYSTEM CHANGE 

 
22. Can you tell me what involvement you have had with 

the Learning Network?  
 

23. Do you feel being part of the network has impacted 
your delivery or approach?  

Prompt: 
In what way? 
> Signposting to other projects? 
> Gaining new knowledge or sharing learning from other 

providers/CH? 
 
24. Have you developed any new or existing partnerships 

through implementing the project?  
Prompt: 
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> Involvement with other CH providers? 
> Involvement with primary care? 
> Involvement with businesses? 
> Has the CH project provided you with any knowledge/evidence 

that has helped you or any of your participants/volunteers 
contribute to other borough-wide initiatives? For example, have 
you (or any of your participants) been involved in the 
development of LBH’s Ageing Well Strategy? 

 
25. Do you think there is any value of coming together 

and sustaining the network beyond the programme? 
 

26. Has performance monitoring had an impact on 
keeping the project on track? 

Prompt:  
If yes, in what way? 
 

27. What more support would the project like from 
Connect Hackney?  

 

SUSTAINABILITY 

 

28. What plans, if any, did you have (i.e. prior to 
COVID19) to sustain your project at the end of the CH 
programme? 

> What is your view on these plans now in light of COVID-19? 
  

29. How could CH assist you in sustaining your project at 
the end of the programme? 

 

 

30. Is there anything else you would like to tell me about 
the project that you think is important, that we 
haven’t already spoken about? 

 

 

Thank you!  
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Appendix E: Participant interview guide (pre-COVID-19) 
 
INTRODUCTION 
 

We are speaking to individuals using the Community connector project, to learn more about how the 

community connections project has helped you to overcome or avoid social isolation and loneliness. 

The interview will focus on your experience or insights of the project on what worked well, and what 

worked less well.  The interview should take about 20-30 minutes.  

 

The interviews are part of an evaluation of the Connect Hackney programme, who have funded the 

Community connector project through the National Lottery Community Fund ‘Ageing Well’ programme 

which aims to tackle social isolation and loneliness amongst older people aged over 50 years. The 

results of the evaluation are intended to help improve services in Hackney, ensuring that they are 

responsive to the needs of older people.   

 

Prompt for interview: 

Detailed personal information is not required, focus on experience of the pathway. 

 

If you do not want to answer a particular question, you don’t have to, and if you feel uncomfortable, 

we can stop the interview at any point. 

 

Prompt for interviewer:   

Share participant information sheet with participant followed by consent form. 
 

Context 
(first interview only) 
 

1. Can you tell me about your situation and what led 

you to make contact with the Community connector 

project ? OR Why do you think you were referred to 

the project?  

 

      Prompt: 
What were your immediate needs before you 
engaged with the project? 

 
2. What were/are your hopes or expectations of what 

the project can offer you? 

 

3. Have you ever took part in a similar project before? 

 

Prompt: 
When, where and how long for? 

 

 (follow-up interview only) 
 

4. Can you tell me a bit about how your experience 

with the Community connectors project has 

progressed since we last talked? 

 

Engagement  
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1. How did you find out about the Community 

connector project? 

 

2. What information were you given about the 

service? 

 

3. How long was it before you got to see you 

community co-ordinator?  

 

4. Can you tell me about the first session and how it 

went? 

 
Mechanisms  
 

5. Can you tell me a bit about how the rest of the 

Community connector sessions have been going? 

 

What (if any) has been your attendance/ experience of 

activities that you have been referred to through the 

Community connector project?  

 

6. What (if any) has been your experience of the 

volunteer?  

 

Prompt:  
Would you ever consider becoming a volunteer? If yes, 
why?  

 
7. What is working well for you? 

 

8. What hasn’t worked so well for you?  

 

9. If you could, would you suggest any changes to 

improve the Community connector project?  

 

Prompt:  
Have you discussed this with Community connector staff?  

 

Outcome 
 

10. What (if anything) has changed for you since you 

started the sessions with the health 

coach/volunteer? 

 

11. Would you recommend the service to others? 

Prompt: if yes/no, why? 
 

 

 

12. What else would you like to say about your 

experience of the service?  
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Appendix F: Participant interview guide (during-COVID-19) 
 

FINAL Interview guide for participants - Phase 2 
For interviewer to consider and adapt questions accordingly: 

 

Participant level 
1)  Participants from before lockdown – need to capture experience before and during lockdown 
2)  New participants since lockdown 

Project level  
1)  Projects that have been adapted to new context and still share similar features to when 

project was ‘in person’ 
2) Projects which have not been able to translate virtually, and projects are providing quite a 

different type of project 
3) Projects that are still in emergency response mode providing humanitarian support. 

INTRODUCTION 

 

The interview should last about 45-60 mins. We will ask questions about how you found out about the 

project and what you hoped to get out of taking part. We will also ask some questions about what you 

have liked and what could be improved. We would also like to ask you some questions about how 

COVID19 has affected you and your engagement with the project.  

We will feedback the results of this evaluation to Connect Hackney and the national Ageing Better 

Programme.  

 

If you do not want to answer a question, you don’t have to, and if you feel uncomfortable, we can stop 

the interview at any point. 

 

Do you agree to take part? We need you to fill in and sign a consent form. Is that OK?  
Are you happy for me to record the discussion? 
 
Have you got any questions before we start? 
 

WARM UP  
NB: consider participants might want to talk about COVID-19 and lockdown 
straight away, so may need to be factored into warm-up  
 
1) Can you tell me a little bit about yourself – 
Prompts:  

> Have you lived in Hackney most of your life? 
> Thinking back to before lockdown, were there any activities 

that you do routinely each week? E.g. social club, gym, 
volunteering, seeing a friend or relative.    

> Do you live by yourself or with others? 
  

Where you involved in the group before lockdown? 

 

IMPACT OF COVID 

 

2) When was the last time you attended [name of 
project] before lockdown? 

Prompts:  

 

 

 

 

 



 70 

> How long had you been attending the project/ how often? 
> How has not being able to attend the [name of project] 

affected you? 
> Can you give me some examples? 
> Do you feel differently now than you did at the start of 

lockdown? 
  

3) Are you/ how are you managing to stay in touch with 
the project? 

Prompts:  
> Online/Social media/telephone? 
> With project staff/volunteers? 
> With other participants? 
> How often? 

 
4) How have the project staff supported you during this 

time?  
Prompts:  

> Can you give me some examples? (practical/emotional etc) 
 
5) How has the project changed from before?  
Prompts: 

> Can you describe how? 
 

6) Are you enjoying the project in the new format? 
Prompts: 
If yes - 

> What do you enjoy about it?  
> How is this making you feel? 
> How is it helping you? 
> What benefit do you feel you are getting from it? 

 
If no - how could it be improved/what more could be done? 

 
7) How do you think you will feel about returning to the 

project out in the community when possible? 
Prompts: 

> Can you describe how? 
> What more support do you feel you need? 

 
8) is there anything from the current format of project 
delivery that you would like to maintain after COVID? 
  

  

REACH, ENGAGEMENT AND RETENTION 

 

8) How did you find out about the project [name of 
project] originally pre-COVID-19 and lockdown? 

NB: Flexibility required - consider this may be covered above with COVID19 
questions 
Prompts: 

> Leaflets, media, from health or other services, from friends or 
family 

> How was the project described to you?  
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9) What were your reasons for joining the project? 
Prompts: 

> Gaining knowledge and/or learning new skills?  
> Improve confidence  
> Meet other people and/or make new friends?  
> Free activity?  
> Have fun? 
 

 
10) How did you feel the first time you attended the 
project?  
Prompts: 

> Worried about getting there? 
> Nervous/unsure what to expect - meeting new people/being 

in a group/content/activities 
 
If they found it difficult: 

> What helped or encouraged you to attend for the first time? 
e.g. welcoming environment/facilitators - kind, approachable 
and non-judgemental, listen/group dynamics - friendly, social 
atmosphere/ objectives or content of the project - 
interesting, meaningful, new, difficult/challenging, varied, 
fun? 

 
> Did feelings change over the course of the project? 

 

11) What features of the project encouraged you to keep 
coming to the sessions? 

Prompt: 
Can you tell me more…? 

> Would you recommend the project to a friend? 
> Was there anything that stopped you from attending? 

 

IMPLEMENTATION  

 
12) If there was anything you could change about the 

project to make it better, what would it be? 
Prompt: 
If yes, what, and why?  e.g. 

> Level of one-to-one support? 
> Content of the project/course; pace of activities/course? 
> Structure of project/course - more/less structure? 
> More time/opportunities for socialising? 
> More opportunity to get involved in design/delivery? 

 

 

THEORY OF CHANGE AND IMPACT 

 

13) What aspects of the project did you enjoy and why? 
Prompts (examples tailor to link to specific project) 

> Gaining knowledge/skills?  
> Socialising with facilitators and participants? 
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> Making new friends? 
> Feeling better about oneself, feeling more confident? 
> Having fun? 

 
14) How do you feel the project has helped you? 
 
Prompts (for interviewer to check covered): 

> Gaining knowledge/skills?  
> Socialising with facilitators and participants? 
> Making new friends or social networks? 
> Feeling better about oneself, feeling more confident in 

navigating the borough to participate in activities I enjoy 
> or to try other activities? 
> Having fun? 
> Improved physical/mental health and wellbeing? 
> Improved self-esteem/resilience? 
> Empowerment/increased agency? 
> Improved access - DI, health & social care, community? 
> Have these improvements lasted over time? 

 
15) Did you have any contact with anyone from the 

project outside of the hours of the project? 
 
Prompts: 

> F2F with facilitator or another participant (as an 
acquaintance/friend)? 

> On social media/WhatsApp group? 
> By telephone/video call? 

 
CO-PRODUCTION, ASSET-BASED WORKING & 

VOLUNTEERING 

 

16) Have you been involved in developing or delivering 
this project in anyway? 
Prompt: 
Either before COVID or since 

> Can you tell me more…?  
e.g. in the format/structure of the project/types of 
activities/content on offer/promoting the 
project/facilitating/peer-to-peer learning/mentoring/admin 
support etc providing feedback at the end of each session 

> Do you feel your input has been listened to and valued? 
> If yes…how? 
> If no…how would you have liked your input to be recognised? 

 
17) Have you been involved as a volunteer in this 

project? 
Prompt: 

> If yes, can you tell me about your role? 
> If no; would you have liked the opportunity to be more 

involved? 
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18) Have you been involved as a volunteer in any other 
local community projects/activities? 

Prompt: 
> Can you tell me more…? 

 
 

19) Would you like more opportunity to be involved in 
designing, developing community projects, activities, 
and services for older people in Hackney?  

i.e. more involvement in the decision-making process 
 
20) Is there anything else you would like to tell me about 

the project that you think is important, that we 
haven’t already spoken about? 

 

 

Thank you!  
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Appendix G: Stakeholder interview guide (pre-COVID-19) 
 

Thank you! 
  

Questions 
 

Notes 

1. Please describe your service and 

target group? 

 

 

2. What do you consider the best 

aspects of the Community connector 

project? 

 

3. What do you think could be 

improved? 

 

 

4. What is the context in which the 

Community connector are operating 

in? 

 

5. Who are the local competitors and 

collaborators of Community 

Connections project? 

 

6. How does the Community 

Connections project fit into the local 

landscape? 

 

 

7. Is there anything else you would like 

to say? 
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Appendix H: Stakeholder interview guide (during-COVID-19) 
 
INTRODUCTION 

 

The interview should take about 45 mins hour. We will ask you questions about your role in relation 

to older residents in Hackney and working to reduce social isolation and loneliness and your 

experience working with the Shoreditch Trust. We will also ask you some questions on how the current 

COVID 19 situation has impacted on your work with the Shoreditch Trust.  We will feedback the results 

of this evaluation to Connect Hackney and the national Ageing Better Programme.  

 

If you do not want to answer a particular question, you don’t have to, and if you feel uncomfortable, 

we can stop the interview at any point. 

 

Do you agree to take part? We need you to fill in and sign a consent form. Is that OK?  
Are you happy for me to record the interview? 
Have you got any questions before we start? 
 

WARM-UP AND BACKGROUND INFORMATION 

 

1. Can you tell me about your role as a Prevention Workstream 
Manager?  

• When did you start in the role? 

• What does it entail? 

• What partnerships have been involved? 

• Have older residents been involved in your work? 

 

2. Can you tell me about your work with the Community 
Navigation System Design Group? 

• When did it start? 

• What does it entail? 

• What partnerships have been involved? 

• Have older residents been involved in the group? 

 
3. Have you run similar projects in the past related to social 
prescribing or community navigation?  
Prompts: 
If yes, can you tell me more… e.g.  
> What are the key learning points from this/these that you are applying to 

this project?  
> What some of the key things to take into account when working with an 

older age group? 
If not,  
> Have you run similar projects with other age groups?  
> What are some of the key differences when working with an older age 

group? 
 

 

PRE-COVID 
 
4. How did you first find out about the Community Connections 
project at the Shoreditch Trust? (if not answered already) 
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5. Pre-COVID, how did Community Connections fit into the local 
landscape in Hackney? 
 

6. Pre-COVID, what did you consider to be the best aspects of 
the Community Connections project? 
 

7. Pre-COVID, were there any improvements that you think the 
project needed to make? 

• Type of activities? 
• Number of sessions? 
• Referral and signposting routes? 
• Promotion of activities and services? 

 

 

IMPACT OF COVID  

 

8. Can you describe the impact of COVID on your work with 
Community Connections during the lockdown period?  

• How did you stay in contact? 
• Key priorities during lockdown? 
• Early launch of the service directory? 
• Did you have a role in the Coronavirus Network of Community 

Navigators? 
• Any unexpected outcomes? 

 
9. Can you describe the nature of your work with Community 
Connections following lockdown (since July)? 
 
 
10. What do you consider some of the best aspects of the 
Community Connections’ work during COVID? 
 
 
11. Do you think COVID had an impact on the Community 
Connections’ place in the local landscape in Hackney? 

• If yes, what and why? 
 
12. Are there any improvements that you think Community 
Connections could make to increase their impact on wellbeing 
of older residents? 

• If yes, what and why? 

 

LOOKING AHEAD 

 
13. What successes do you foresee for community navigation 
over the next 6 months?  
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14. What future challenges do you foresee for community 
navigation over the next 6 months? 

SUSTAINABILITY 

 

15. Do you consider Hackney Council to have a role in terms of 
sustaining programmes like Community Connections? 
 

 

16. Is there anything else you would like to tell me about the 
project that you think is important, that we haven’t already 
spoken about? 
 

 

Thank you!  
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Appendix I: Summary of methods and findings of an online survey of 
Community connector participants and external stakeholders 

 

Past participants of the Community connectors project and external stakeholders from 

community and voluntary sector organisations were surveyed between October and 

November 2019 as part of a larger survey examining experiences of social prescribing and 

community navigator services in the borough. The survey was carried out by staff in the 

prevention workstream of the integrated commissioning programme at the London Borough of 

Hackney and the City of London Corporation between October and November 2019. The 

survey aimed to  help inform decision making and the drafting of a specification for the new 

integrated City and Hackney Social Prescribing and Community Navigation Service. The survey 

asked participants to rate their engagement and experience of the Community connectors 

project. For external stakeholders, the survey asked about their experiences of receiving 

referrals from the Community connectors project. Anonymised survey findings from past 

participants of the Community connectors project and external stakeholders were shared with 

the UEL team.  

 

D:1 Summary of survey methods and findings with participants  
 

The provider organisation distributed paper and electronic copies of the survey to current and 

past participants of the project via post, e-mail or through face to face contact. The number of 

surveys distributed was not reported but only twelve participants completed the survey. This is 

likely to be a very low response rate given that there have been 105 older people taking part in 

the Community connector project at the time this report was written . Eight of the 12 

participants responding to the survey had exited the programme within the last month, whilst 

four had exited the programme in the last three to six months.  

 

Tables 1 to 3 summarise the findings from the participant survey.  

 

Table 1 Participants rating aspects of the Community connectors project as ‘very good’ or 
‘excellent’lxii 

 N 
The process of being referred 8 

Amount of time waiting for an appointment with a 
Community Coordinator 

7 

Number and length of appointments 9 

Location of appointments 4 

Helpfulness of the staff 10 

Information given by the Community Co-ordinator 9 

 

In terms of the seven different aspects of the Community connectors project which 

participants were asked to rate, the majority of ratings were positive with nearly all ratings at 

‘good’ or above. Location of appointments and the referral process were the aspects of the 

project rated the least frequently as ‘very good’ or ‘excellent’ (Table 1).   

                                                        
lxii Other possible response options were: ‘very poor’, ‘poor’, ‘fair’, ‘good’ 
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In relation to ratings of how well the service helped participants with particular issues, again 

the majority of ratings were positive with nearly all participants rating the help as ‘good’ or 

above. Around two thirds of participants rated the service as ‘very good’ or ‘excellent’ at 

helping them to find ways to connect more, planning goals and finding activities for healthy 

living or mental health and wellbeing, and finding services to support them with challenging 

issues such as debt or benefits (Table 2). 

 

Table 2: Participants rating how well the service helped them with particular issues as ‘very 
good’ or ‘excellent’ 

 N (Total N for whom this 
was an issue) 

Finding ways to connect more with family, friends or other 
people in your local community 

6 (10) 

Planning goals and finding activities for healthier living e.g. 
stopping smoking, alcohol, exercise or weight loss 

8 (12) 

Planning goals and finding activities for mental health and 
wellbeing (e.g. to build confidence, manage depression or 
anxiety) 

8 (12) 

Finding services to support you to deal with debt, benefits, 
housing or other challenging issues in your life 

5 (7) 

 

The participants surveyed were very likely to recommend the Community connector project to 

family or friends and the majority of participants rated the support they received as helping to 

improve their health and wellbeing ‘a great deal’ (Table 3).  

 

Table 3: How likely participants would recommend the Community connectors project and 
its perceived impact on participant health and wellbeing 

 Mean/N (Total N) 
How likely would you be to recommend the service to 
family or a friend? 

rated 0 (not at all likely) to 10 (extremely likely) 

 

8.8 

Number of participants rating the support they received as 
helping to improve their health and wellbeing ‘a great 
deal’lxiii 

 

8 (11) 

 

 

D:2 Summary of survey methods and findings with external stakeholder organisations 
 

Hackney CVS distributed the survey through the e-mail list of the City and Hackney Health and 

Social Care forum which is a network of over 100 community and voluntary sector 

organisations.  The survey had a very low response rate with responses received from 15 

individuals representing 15 different organisations, although one organisation focused on 

                                                        
lxiii Other possible response options were: ‘a fair amount’, ‘not very much’, ‘not at all’ 
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young people reducing the number relevant to the Community connector project to 14lxiv. 

Eleven survey questions were focused specifically on the Community connector project. 

 

Only two of the external stakeholder organisations reported receiving a referral from the 

Community connectors project but nine organisations were interested in receiving referrals 

(Table 4).  

 

Table 4: Organisations receiving referrals/interested in receiving referrals  
 N 
Received any referrals, or people attending your services who have been 
signposted, from the Community connectors service? 

 

 

Yes 2 

No 9 

No response 3 

If you have not received referrals, would you be interested in receiving 
them? 

 

 

Yes 9lxv 

No 0 

No response 4 

 

One of the organisations who had received referrals reported that they received approximately 

one referral per month. The other organisation reported receiving one or two referrals over 

the past two months. None of the referrals were reported as being inappropriate and all of the 

people referred took up the service or activity provided by the organisation. One organisation 

had people referred who had additional support needs and the organisation were made aware 

of this as part of the referral process but were able to meet these additional needs. Both 

organisations reported that they had the resources to work with the people referred to them 

(with the exception of those with additional support needs which could not be supported by 

the organisation). These resources were from both local and national funding organisations. 

Only one of the two external stakeholders whose organisation had received referrals from the 

Community connector project responded to a question about how long those referred to them 

use their service for. The length of time was reported to be variable according to the needs of 

individuals.   

 

The final questions gave external stakeholders the opportunity to leave comments on their 

experience of the Community connector project. Seven of the external stakeholders left 

comments. No comments were received from those organisations who had received referrals.  

External stakeholders from organisations who had never received a referral did not know the 

Community connector project existed, knew the project existed and were keen for referrals to 

be made to them or knew the project existed but felt that the Community connectors project 

had not head of their organisation.  Of the two organisations that knew the project existed and 

were keen for referrals to be made to them, one did not know how to get on the list of suitable 

services that the project refers onto and one organisation felt that working in partnership with 

                                                        
lxiv The survey consisted of groups of questions for different types of social prescribing projects. 
lxv One of the providers who had received a referral from Community connectors also answered ‘Yes’ to this 

question. 
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the Community connectors project would be valuable as they know some local residents need 

support to attend their activities.  
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Appendix J: Example of promotional content for the community 
connector project 

 
 

  
What does the Community Connections do? 
The project team know all about the exciting activities happening in Hackney, from 

bingo sessions to free lunches. 
 

We are here to help people get involved with things, especially if you have had 

problems which mean you find it hard to go out.  
 

The project is available from across Hackney. We can meet you in a local community 

centre (or if you are over 50 and struggle to go out or travel alone then we can meet 

you at home) to talk about things that interest you, activities you might like to try and 

changes you want to make in your life. 
 

If you decide to join a class or become a volunteer somewhere, we can come with you 

a few times to help you feel more comfortable. 
 

Who is Community Connections for? 
 

Community Connections is for anyone in Hackney who wants to try something new. 

We often support people who have recently been through a big life change or who 

are looking for a new direction. 

 

• Maybe your children have left home or you’ve retired and you have more free 

time. 

• Or you’ve not been well and you don’t get out much anymore. 

• Perhaps you’ve lost someone close to you and life feels a bit empty without them. 

• Maybe you don’t know many people locally these days. 

• We can help you get back on track if you’ve recently been homeless or moved out 

of a hostel, and it’s ok if you don’t have recourse to public funds. 

• We offer longer term help for people over 50. 

 

What kind of activities can I get involved with? 
 

We help people to get involved with bingo, dancing classes, gardening, zumba, chair 

exercise, volunteering, cooking groups, ping pong, men's groups, days out, new jobs, 

community walks, yoga, tea dances, pilates, friendship groups, Taekwondo, lunch 

clubs, swimming, book clubs, karaoke and lots, lots more.  

 

How much does it cost? 
 
The service is completely free. It is funded by Connect Hackney and Hackney Council. 

Some activities and classes may ask you for a small fee, but we will always check this 

in advance and make sure it is ok for you. 
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Appendix K: Socio-demographic and baseline outcome profile of 
participants (pre COVID-19 pandemic) 

 
a) Socio-demographic profile 
 

Tables 1a below and Tables 1b on the next page provide a detailed profile of the 67 

Community connector participants completing a CMF baseline questionnaire (as of early 

December 2019) according to gender, age, ethnicity, religion, LGBT+, living arrangements, 

carer status and whether they have a longstanding disability or health condition (first 

column)lxvi. The tables also enable a comparison of this profile to: a) participants across all 

Connect Hackney projects (second column) and b) older people in Hackney as a whole using 

data from the 2011 Census (third column)lxvii.  

 

Compared to all Connect Hackney participants, there was a greater concentration of 

Community connector participants in the younger age band of 50 to 62 years (56 percent 

compared to 29 per cent across all projects) and a higher proportion of participants with a long 

standing illness or disability (90 percent compared to 60 per cent). The latter is perhaps 

expected given the focus of the project and illustrates that the project is reaching those with  

 
Table 1a: Participant gender, age and ethnicity  
 

 Community 
connector 

participants 

(%) 

All Connect Hackney  
participants  

(%) 

Hackney 
Census 

data 
(%) 

Gender      
Female 70 62 52 

Male 30 38 48 

Total N 66 289 - 
Agelxviii    
50 to 59 45 17 55 

60 to 69  31 36 18 

70 to 79 14 27 18 

80 and over 10 21 9 

Total N 67 281 - 
Ethnicity     
Black 48 43 26 

White 40 42 56 

Otherlxix 12 15 18 

Total N 63 286 - 

                                                        

 
 
lxvii Comparative data were not available for all variables. This is indicated by a ‘-‘. 
lxviii Original age bands ’70 to 74’ and ’75 to 80’ and age bands ’80 to 84’ and ’85 and over’ are combined due to 

small numbers (n less than or equal to 3).  

lxix Due to small numbers ‘Other’ was combined with ‘Mixed ethnicity’. 



 84 

Table 1b: Participant religion, LGBT+, living arrangements, carer status and 
presence/absence of longstanding illness or disability 

 Community 
connector 

participants 

(%) 

All Connect 
Hackney 

participants 
(%) 

Hackney 
Census 

data 
(%) 

Religion     
Christian 63 64 58 
Other religionlxx 20 22 24 
No religion 17 14 18 

Total N 60 266 - 

LGBT+     
Total LGBT+ 9 7 - 
Heterosexual 91 93 - 
Total N 55 224  
Living arrangements     
Living alone 67 59 34 

With otherslxxi 33 41 - 

Total N 66 291 - 

Carer     

Yes 10 16 14lxxii 

No 90 84 86 

Total N 60 277 - 

Disability     

Have longstanding illness or 

disability  

89 66 45lxxiii 

Total N 664 273 - 
 

 

higher levels of need. Community connector participants showed a similar balance to all 

Connect Hackney participants in terms of ethnicity, religion, LGBT+, living arrangements and 

carer status. In terms of gender,  although 70 per cent were female compared to 62 per cent 

overall, this difference reflects the fact that four of the other Connect Hackney projects focus 

exclusively on men. Like Connect Hackney participants overall, compared to older residents in 

Hackney as a whole (third column), Community connector participants were more likely to be 

female, of Black ethnicity, live alone and have a long standing illness or disability.  

 
b) Baseline social contact and participation 
 

                                                        
lxx Due to small numbers ‘Other’ was combined with ‘Muslim’, ‘Hindu’, ‘Sikh’ and ‘Buddhist’. 
lxxi Due to low numbers (n < 3) in some categories, “With others’ combines ‘With spouse, partner’, ‘With family’, 

‘In residential accommodation’ and ‘Other’ response options. 
lxxii Defined in census as a provider of “unpaid care giving help or support to family members, friends, neighbours 

or others because of long-term physical or mental ill health or disability or problems related to age”. Includes 

number reporting providing unpaid care for one or more hours per week.  
lxxiii Defined in census as “A long-term health problem or disability that limits a person's day-to-day activities [‘a 

lot’ or ‘a little’], and has lasted, or is expected to last, at least 12 months. This includes problems that are related 

to old age”. 
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Table 2 describes Community connector participants’ scores on measures of social contact and 

participation at project entry (baseline) (first column in table 4.2). These are compared to all 

Connect Hackney participants (second column), residents taking part in the Hackney baseline 

profile (third column) and the national picture (fourth column) where equivalent data are 

available.  

 

Table 2: Baseline social contact and participation 
 Community 

connector 
participants 

All Connect 
Hackney 

participants 

Hackney 
Baseline 
profile  

National 
Picture 

 
Social contact with children, 
friends and family  

    

Mean score  (score 0 to 5lxxiv) 2.6 3.2  - - 

Total N 51 211   
Social contact with anyone other 
than family  

    

Mean score (score 0 to 8) 6.0 6.8 - 7.36 

Total N 61 255 - 1630 
Social participation      

% member of a club, group or 

organisation 

43 73 39 71 

Mean score 0.7 1.27 - - 

Total N 63 211 - - 
Taking part in social activities      

Mean score (score 0 to 4) 0.8 1.7 - - 

Total N 59 254 - - 
 

Overall the table reveals that Community connector participants had lower levels of social 

contact and participation compared to Connect Hackney participants overall and compared to 

older people nationally. Community connector project participants reported a lower average 

level of social contact with their immediate social circle of family and friends and less 

participation in social activities compared to Connect Hackney project participants overall. 

Overall average frequency of contact with non-family members was lower amongst 

Community connector participants compared to Connect Hackney participants overall and the 

national picture. The proportion of Community connector participants who were a member of 

a club group or organisation was similar to that found amongst older residents in Hackney as a 

whole. However, in comparison to all Connect Hackney participants and the national picture 

the proportion of Community connector participants who were a member of a club group or 

organisation was significantly lower.  

 

c) Baseline social isolation and loneliness 
 

                                                        
lxxiv where 0 is least frequent (‘less than once a year or never’) and 5 is most frequent (‘three times a week of 

more’) 
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Community connector participants were more socially isolated and lonely as measured by both 

the De Jong and the UCLA scales compared to all Connect Hackney participants as well as the 

local and national comparator groups (table 3).  

 

Table 3: Baseline social isolation and loneliness 
 Community 

connector 
participants 

Connect 
Hackney  

participants 

Hackney 
Baseline 
profile  

National Picture 

(ELSA/TNS 
omnibus) 

De Jong Gierveld social 
and emotional 
loneliness scale  

    

Mean score (range from 

0 = not lonely to 6 = 

severely lonely)  

4.4 3.2 1.9 1.4 

Total N 57 225 354 1630lxxv 
UCLA loneliness scale      

Mean score (3-9)  6.4 5.3 4.2 4.0 

Total N 63 249 354 5881lxxvi 
 
d) Baseline health and wellbeing 

Community connector participants were in poorer health compared to all Connect Hackney 

participants as well as the local and national comparator groups (table 4).  

 

Table 4: Baseline health and wellbeing 
 Community 

connector 
participants 

Connect 
Hackney  

participants 

National Picture 

(Understanding 
Society/HSE) 

Wellbeing (SWEMWBS)     
Mean score (range 7 to 35) 18.3 21.1 25.2 

Total N 55 195 To ADDlxxvii 
Quality of Life (EQ-5D-L )    

% with no health problems 3 12 38 

Mean score ( range 1 to -0.594) 

(perfect to worst possible health) 
0.3 0.54 - 

Total N 51 217 To ADDlxxviii 

 

Differences in health and wellbeing were very large: the proportion of older people in England 

that have no health problems is 12 times higher than the same proportion amongst 

Community connector participants.  

 

 

 

                                                        
lxxv TNS Omnibus 
lxxvi ELSA 
lxxvii Approx 5,0000 
lxxviii Approx 2,000 
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