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1. Summary 

1.1. This report provides an update to the IJB on the HSCP’s Recovery and 

Renewal Programme being implemented alongside the ongoing response to 

the COVID-19, and related impacts of the pandemic on the IJB’s financial 

planning processes. 

1.2. An update is provided on Strand 1 activity within the Recovery and Renewal 

programme, which is focused on the development of a community-led 

approach to improving health and wellbeing, continues to progress.  An 

application process for funding to support projects which deliver on the health 

and wellbeing priorities agreed by the Strategic Planning Group has been 

launched.  An evaluation panel is in place and assessment of proposals 

submitted will take place in December 2020. 

1.3. Increased levels of infection locally have necessitated the prioritisation of the 

HSCP’s continued response to the pandemic, alongside recovery activity 

where possible.  An update to the IJB on the HSCP’s operational response to 

COVID-19 and ongoing recovery activity, is provided in a separate paper to 

the IJB. In this context, while the HSCP continues to progress existing change 

activity (including Care at Home which is included as an update in this paper) 

and contractual commitments, available resources within services and 

Change and Improvement are currently very stretched and this is impacting 

our ability to deliver the Strand 2 programme as envisaged earlier in the 

summer.  Consequently, the development of additional renewal activity will 

only be able to be taken forward on a prioritised basis and the HSCP will 

continue to flex its approach to medium-term transformation in line with 

operational priorities and available resources.    

1.4. This report also provides an update of the impact of COVID-19 on the IJB’s 

agreed Medium-Term Financial Plan approach, which set out a two-tiered 

process for delivering savings in FY 2020/21 prior to a strategic approach to 



 

 

transformation contributing to financial sustainability from FY 2021/22 

onwards.  COVID-19 has significantly impacted upon the HSCP’s ability to 

implement savings agreed by the IJB in January 2021 and has delayed 

opportunities to commence wider transformational activity, an impact which 

will continue over the winter period and into the next financial year. The HSCP 

therefore proposes the extension of the two-tiered approach into FY 2021/22 

to include the identification of targeted savings opportunities and to recognise 

the continued need to prioritise COVID-19 response and recovery prior to 

entering a renewal phase. 

 

2. Recommendations 

It is recommended that the IJB: 

 

• Note the progress made in implementing the Strand 1 community-led 

approach to improving health and wellbeing in Renfrewshire with 

partners in the Strategic Planning Group; 

• Note the complex context influencing the HSCP’s scoping and 

progression of Strand 2 renewal activity and the need to maintain 

flexibility in approach to transformation to enable the ongoing delivery of 

the HSCP’s operational priorities;  

• Note the contents of the Journey Associates final report delivered as 

part of the engagement phase of the Older People’s review; 

• Note the progress made in taking forward change activity with Care at 

Home; and 

• Agree to the extension of the Medium-Term Financial Plan’s two-tiered 

approach into FY 2021/22 and the process set out for developing 

savings options for the next financial year.  

 

3. Background  

3.1. The current level of restrictions in place across Renfrewshire, and Scotland 

more generally, are described in further detail in the operational update paper 

also provided to this IJB.  These restrictions, and the second wave of 

increased infection levels which they are designed to combat, further 

underlines that progress through the COVID-19 pandemic is not linear and 

that health and care services will not move smoothly through response, 

recovery and renewal activity.   

3.2. The pandemic has required the HSCP to continuously re-evaluate and 

reprofile the delivery of in-year savings and both the nature and phasing of 

change activity.  As the second wave of infections has grown, the HSCP will 

continue to focus on its response to COVID-19 alongside recovery activity 

where this remains possible.   

3.3. Plans for medium term transformation through the ‘renewal’ programme will 

continue to be scoped however the degree to which these can be progressed 

will be determined by a range of factors including (i) the ongoing response to 



 

 

COVID-19; (ii) ongoing service delivery priorities including flu vaccinations and 

winter service provision; (iii) the recommendations of the national review of 

adult social care; and (iv) the availability of resources within operational 

services and Change and Improvement to deliver complex change 

requirements. 

4. Recovery and Renewal programme update 

Strand 1: Community-led approach to improving health and wellbeing 

4.1. Following the last update to the IJB on Strand 1 activity in August 2020, the 

Strategic Planning Group has continued to progress work focused on 

determining health and wellbeing priorities which will form the basis of work 

over the next 12 months, and the supporting processes which will enable this 

activity.  An agreed Terms of Reference is now in place to guide this work. 

4.2. Subgroups, led by SPG members and including participating organisations 

beyond the Strategic Group, were formed to identify up to three areas of focus 

within each of the agreed health and wellbeing priority areas.  The areas 

agreed are: 

Priority Areas of focus 
Loneliness 
and social 
isolation 

• Developing Neighbourhood approaches to tackling 
loneliness: supporting local solutions with local people 

• Supporting people transitioning at different life stages 
and experiencing increased risk of loneliness and 
isolation 

• Reaching and engaging with people fearing future 
loneliness, loss of purpose and fragile connectedness 
because of societal change 

Lower-
level 
mental 
health and 
wellbeing 

• Awareness of and access to information and services 

• Communication barriers 

• Availability of counselling support 

Housing as 
a health 
issue 

• Preventing homelessness: Supporting people to remain 
in their home who have become homeless or who are 
susceptible to homelessness or who may need support 
from time to time to sustain their tenancy and maintain 
their health 

• Supporting older people and vulnerable groups to live 
independently and without the need for expensive 
specialist care 

• COVID-19 and specific support services who are affected 
by the pandemic 

Inequalities • Support to access health information and services 

• Specific action targeted at BAME communities given 
COVID-19 impact 

• Tackling digital inequality and barriers to support 
inclusion COVID-19 times 

Early years 
and 
vulnerable 
families 

• Easy to ignore families – face to face contact and food 
and essentials 

• Informal play and learning face to face for young children 

• Digital access and knowledge for families 



 

 

Healthy 
and active 
living 

• Inactivity: Reduced inactivity amongst those residents 
who are at risk as a result of COVID-19 by providing 
more accessible community projects 

• Community resilience: Increased knowledge, awareness 
and training about healthy eating, healthy and active 
lifestyles through the provision of local volunteering 
opportunities, training, support and resources which build 
community resilience 

• Free local sustainable activities: Improved access to free, 
fun, and sustainable activities / challenges which engage 
and motivate people to live healthy and active lives 

 

4.3. The HSCP has identified a pot of funding which will be allocated to support 

delivery of community-led projects which aim to deliver upon the above 

priorities.  In total, £250k non-recurring funding is available through this 

process.  A further £70k has been allocated for the acceleration of the ‘Hear 

for You’ helpline delivered by RAMH, and additional Action 15 funding was 

also identified to support priority areas within Adult Mental Health Support.  

Action 15 funding is subject to strict criteria and proposals are currently under 

consideration by the Mental Health and Wellbeing Steering Group. 

4.4. A competitive application process for project proposals was launched on 23 

October 2020.  Proposals must be submitted by 25 November 2020 and will 

subsequently be assessed by an evaluation panel consisting of senior 

representation from the IJB, Renfrewshire Council and NHS GGC.  

Comprehensive guidance was issued to support the development of funding 

proposals, setting out the following criteria which applications must meet to be 

successful: (i) collaborative and inclusive; (ii) community-led; (iii) co-produced; 

(iv) evidence-based; (v) sustainable; (vi) scalable; and (vii) innovative and 

future-proofed. 

4.5. As this is the first year in which such a process has been adopted, and awards 

are relatively small and non-recurring, applications are limited to SPG member 

organisations or groups involved in the priority subgroups only.  This will 

enable a clear focus on the priorities identified by the SPG, to evaluate their 

impact, and to build on successes whilst ensuring the process remains 

manageable.  Developing and broadening partnerships locally remains a key 

objective of SPG members.  A further update on progress will be brought the 

IJB in January 2020. 

Strand 2: Internally focused renewal activity 

4.6. The HSCP continues to progress existing change activity alongside the 

ongoing response to and recovery from COVID-19.  This includes progression 

of (i) the recommendations of the Addictions Review including implementation 

of a Recovery Hub; (ii) the Learning Disabilities review recommendations; (iii) 

continued development of the Older People’s Services Review Programme;  

and (iv) implementation of the ECLIPSE case management system within 

Adults and Criminal Justice services following go-live of the system within 

Children’s Services within Renfrewshire Council.  Work also continues across 

the NHS GGC board area to transform Mental Health services in line with the 

NHS GGC Adult Mental Health Strategy 2018-2023. 



 

 

4.7. This change activity is being delivered concurrently alongside the HSCP’s 

response to COVID-19, which includes the ongoing provision of the 

Renfrewshire COVID Assessment Centre, provision of PPE and enhanced 

support for Care Homes.  In addition, significant work continues to be 

undertaken to deliver this year’s increased flu vaccination programme and to 

prepare health and care services for winter.  There is consequently substantial 

existing demand on constrained resources within both operational services 

and in Change and Improvement support, which limits the HSCP’s ability to 

progress renewal activity in the short-term. 

4.8. Uncertainty also remains over the overall financial impact of COVID-19 on the 

HSCP, and the extent of additional funding which will be received from the 

Scottish Government to address these additional costs.  The national review 

of adult social care may also identify recommendations which have a 

significant structural or operational impact on the IJB and HSCP.  A National 

Care Service will be considered as a potential option for the future of adult 

social care. 

4.9. The HSCP will therefore continue to maintain flexibility in the ongoing 

approach to recovery and renewal activity and in associated timescales, 

reflecting the fluid and changeable COVID-19 situation and ongoing and 

emerging operational priorities.  

5. Strand 2 Older People’s Services Review  

Journey Associates Report  

5.1. An update was provided to the IJB in October 2020, describing the work 

undertaken to progress the Older People’s Services Review, building on 

progress made prior to the COVID-19 pandemic.  This included the process 

of engagement undertaken by Journey Associates, work on which has been 

now been completed and a final report provided to the HSCP (work on which 

had been delayed due to the COVID-19 response).  The final report is provided 

as an appendix to this paper. 

Update on Care at Home 

5.2. This paper also provides a further update on work which has continued to 

modernise Care at Home services following a pause during the crisis response 

to COVID-19.  

5.3. Care at Home services have undertaken a series of development sessions to 

identify and implement improvements to support the service in managing 

challenges around increasing demand, recruitment, and retention, whilst also 

addressing requirements and recommendations from the Care Inspectorate 

report of October 2019, with an update of this provided to the Audit, Risk and 

Scrutiny Committee on 13th November 2020. 

5.4. This work will create a vision for care at home services, a set of operating 

principles and a delivery model to underpin a strengthened operational 

structure.  It will also be underpinned by an engagement and communications 

strategy for the service, incorporating involvement of both staff and trade 

unions, whilst providing awareness of the work underway. 



 

 

5.5. In August 2020, a four-phase design roadmap was agreed by the development 

group, with these phases expected to take around 18 months to be fully 

realised.  The phases included are: 

• Phase 1: exploring current challenges, needs, aims and objectives for 

a future service model 

• Phase 2: focus on the current capabilities and issues whilst identifying 

opportunities for improvement and associated benefits 

• Phase 3: design and sign-off of the future service model, including the 

supporting implementation activity 

• Phase 4: the service model is fully implemented and is monitored and 

tracked against the agreed objectives and benefits to be delivered 

5.6. It is anticipated that phase 1 will take between 4 to 6 months, however, it 

should be noted that within these timelines, fast-track opportunities may be 

identified which will be able to deliver improvements and benefit at a quicker 

pace. 

5.7. Within Phase 1, a Vision and Structure workstream has been created, through 

which stakeholders will develop a vision for the service, and develop a revised  

service model and supporting structure which allows the service and our Care 

at Home teams to proactively work towards delivering the agreed vision.  This 

workstream has made early progress and has sought to deliver on several fast 

track improvement opportunities. 

5.8. For example, the workstream has introduced a new fast-tracked recruitment 

process for Home Care workers. Further to this, and in order to support the 

management and ongoing improvement work across Care at Home services, 

three senior management roles have also been developed and are currently 

being recruited to, with the objective of strengthening the management 

structure across the service.   

5.9. The implementation of a scheduling and monitoring system, Totalmobile, 

continues with this nearing implementation stage and expected to commence 

over the coming months.  Totalmobile is an electronic system which will 

provide functionality to support enhanced delivery of care at home 

services. Accessed by frontline staff through an application on their work 

mobile device, Totalmobile aims to empower the workforce with the ability to 

access information needed to deliver services efficiently. Providing a 

centralised way to determine the most efficient and effective use of resources, 

the system will provide staff with their scheduled care visits electronically and 

also gather a range of data to inform the management and operations of the 

service. The system aims to reduce risks associated to paper-based 

processes currently adopted by the service, whist ensuring care services are 

provided in the most effective way.  

5.10. Implementation of Totalmobile is a significant project, both in terms of scale 

and in terms of the transformational nature of change required, with it being a 

key enabler to future phases of Care at Home design work.  Work is ongoing 



 

 

to ensure dedicated operational and management resources are in place to 

support and ensure project success. 

5.11. There are a number of change initiatives planned in both current and future 

phases of the design roadmap.  These plans are subject to COVID pandemic 

progression and any subsequent impact this may have on Care at Home 

services, and the associated level of resource available to deliver change 

initiatives. 

6. Financial planning for FY 2021/22 and alignment with Recovery and 

Renewal activity 

6.1. The IJB agreed its Medium-Term Financial Plan (MTFP) in November 2019.  

This plan set out the IJB’s two-tiered model for delivering financial 

sustainability by addressing short-term financial pressures, through ‘Tier 1’ 

savings in FY 2020/21, whilst embedding a strategic approach to 

transformation, ‘Tier 2’ from FY 2021/22 onwards.   

6.2. A detailed update on the IJB’s financial for 2021/22 is provided in a separate 

paper to this board. The COVID-19 pandemic has impacted upon this process 

significantly.  Implementation of a number of FY 20/21 savings proposals 

agreed by the IJB in January 2020 was paused at the outset of the pandemic, 

and £1.178m of unachieved savings is incorporated within the HSCP’s overall 

assessment of the projected financial impact of COVID.  More widely, the 

scoping of the transformational activity also paused in March 2020.  

Consequently, service transformation is not expected to deliver savings within 

FY 2021/22. 

6.3. The HSCP is therefore requesting an extension to the two-tiered approach into 

the next financial year, and Heads of Service are now developing options to 

deliver: 

• Targeted or opportunistic financial savings within FY 2021/22. 

• Options for service and organisational transformation which will be 

delivered in the medium-term and which will form the scope of Strand 

2 ‘renewal’ activity (alongside existing change activity) when 

resources and circumstances allow for this to be progressed. 

6.4. The above options will need to be assumption-based due to the significant 

degree of uncertainty which exists within health and social care at this time.  

These include, but are not limited to: 

• The unknown timescales of the pandemic, and the number of 

additional future waves of infection to emerge. 

• The full impact of COVID-19 on our local communities including on 

employment, inequalities and mental health and wellbeing. 

• The associated financial impact of COVID-19, and the degree of 

additional funding which will be provided by the Scottish Government 

to cover costs incurred.  However, as noted in paragraph 4.2 of the 

Financial Outlook the Scottish Government provided in principle 

confirmation in March 2020 that all reasonable additional associated 



 

 

with the crisis will be fully funded.  The IJB also sought more specific 

follow up confirmation on this commitment in July 2020.  

• The overall fiscal framework within which services and the public 

sector will need to work in the next financial year.  The UK 

Government has confirmed that on 25th November 2020 a one-year 

spending announcement will be made and not as previously planned 

a 3-year spending review.  Decisions relating to Tax and Borrowing 

will be considered in March 2021 along with consideration of the 

economic forecast.  As a consequence, the Scottish Government 

budget will be pushed back into 2021/22, most likely early February 

2021.  A subsequent date for the Scottish Government’s budget for 

FY 2021/22 is yet to be announced. 

• The recommendations to emerge from the national review of Adult 

Social Care, and the structural and financial implications of this. 

6.5. Based on the above context, it is prudent that financial planning progresses 

on the basis of a range of funding scenarios from our partner organisations, 

as outlined in paragraph 9.10 of the Financial Outlook for 2021/22, ranging 

from a reduction of 1% to an increase of 2%. Consequently, savings options 

which do not align with the guiding principles for transformation previously 

agreed by the IJB will require consideration.  Therefore, prior to the next IJB 

meeting on 29 January 2021, the HSCP proposes that this activity is 

underpinned by further engagement with the IJB through Development 

Sessions in December and January and is supported by additional 

engagement between IJB members and Heads of Service to discuss emerging 

savings proposals in further detail.   

6.6. Should it not be possible to identify and agree necessary savings with the IJB 

which deliver a balanced budget in FY 2021/22 the Chief Officer, working with 

the Chief Finance Officer and the Senior Management Team, will require to 

effect the necessary management action to implement a financial recovery 

plan with immediate effect to manage the budget shortfall.  These programme 

actions would include: 

• The Chief Officer requiring all discretionary spend decisions by 

him/her in partnership with the relevant Head of Service; 

• Suspension, where necessary, of ongoing development initiatives; 

• Holding, on a temporary basis, any ‘non frontline’ service vacancies.  

In doing so, only appointing to those posts which the Chief Officer 

considers to be a service priority.  These decisions would be taken on 

an individual and fully risk assessed basis; and 

• Review of all non-recurring monies and other budgets to determine 

where these can be used in-year to fund the budget shortfall. 

6.7. Notwithstanding the above, the HSCP continues to work with partners within 

NHS GGC and Renfrewshire Council to understand the developing budget 

position for FY 2020/21, and to determine a balanced budget for FY 2021/22.  



 

 

This will align with the ongoing consideration of targeted savings options as 

outlined above.  

6.8. The options for transformational change identified by the Senior Management 

Team will be considered alongside existing change activity to determine the 

scope and phasing of renewal activity undertaken by the HSCP, and a process 

of prioritisation will be undertaken to ensure that the agreed scope will (i) 

deliver on the HSCP’s guiding principles; (ii) the expected benefits of 

implementation (cost-benefit); and (iii) capacity and capability of the HSCP to 

deliver the required changes when taking into account wider demands on 

resources. 

 

Implications of the Report 

1. Financial – Financial implications are discussed above in this report. Further 

details are also provided in the Financial Outlook 2021/22 paper.   

2. HR & Organisational Development – There are no immediate HR & OD 

implications from this report.  However, as recovery and renewal planning 

progresses HR & OD implications will be identified and managers will liaise 

closely with staff-side and HR colleagues as appropriate.  

3. Community Planning – Recovery and renewal planning, and in particular 

activity under Strand 1 of the programme, will involve consideration of the role 

of communities and community planning partners in future service delivery.  

Community planning governance and processes will be followed throughout. 

4. Legal – Supports the implementation of the provisions of the Public Bodies 

(Joint Working) (Scotland) Act 2014.  Legal guidance will be sought at 

appropriate junctures throughout the delivery of recovery and renewal activity. 

5. Property/Assets – No immediate implications however ongoing COVID 

guidelines around physical distancing, proposals for future service delivery 

models and the increased adoption of technology will impact upon the nature 

of property and assets used to deliver services. 

6. Information Technology – Future proposals will require consideration of how 

technology can be most effectively adopted and utilised to support new ways 

of working. 

7. Equality and Human Rights – There are no Equality and Human Rights 

impacts from this report.  However, future proposals will be assessed in 

relation to their impact on equalities and human rights. 

8. Health & Safety – None from this report. 

9. Procurement – Procurement activity will remain within the operational 

arrangements of the parent bodies. 

10. Risk – Risks and issues arising during the COVID response are tracked and 

managed on an ongoing basis. 

11. Privacy Impact – None from this report. 

 

 
List of Background Papers – Journey Associates, Renfrewshire HSCP Older People’s 
Services Review Engagement Final Report  
 

 
Author: Frances Burns, Head of Strategic Planning and Health Improvement 

David Fogg, Change and Improvement Manager 
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Addendum
This report relates to the Older People’s Services Review 
Phase 2 (the Project). It presents the aims, process, and 
outputs for community-based services in Renfrewshire that 
form part of the RHSCP Older People’s Services Review. 

The Project involved stakeholder engagement and co-
creation activities with over 200 participants between 
September 2019 and February 2020. All engagement work 
was, therefore, completed in advance of the Covid-19 crisis. 
The outputs presented reflect participants’ contributions 
before the pandemic took hold. However, Covid-19 has 
provided an additional lens through which to view the 
outputs and suggestions. Some key themes have been 
amplified, such as addressing loneliness and social isolation. 
Others need to be reconsidered within a significantly 
changed context, such as the use of digital technology and 
enabling remote connections, and the experience of the 
pandemic has highlighted important learning to build on 
and take forward in shaping future community-based 
services, such as opportunities for volunteering.

3

Themes amplified in response to Covid-19: 
• The prevention of loneliness and social isolation was a 

recurring theme across the Project and is mentioned in 
the Action Areas. Significant life changes, such as losing 
contact with friends and family and bereavement, are 
recognised triggers that can affect mental health and lead 
to loneliness and isolation, which may now be more 
prevalent in the wake of the pandemic. As a result, 
community-based services will have a vital role in 
supporting social connections post-Covid-19.

• RHSCP has experienced a new wave of volunteering
through the setting up of Neighbourhood Hubs, a 
collaboration between RHSCP, Renfrewshire Council, and 
third sector partners to assist citizens with shopping and 
to support wellbeing through, for example, befriending 
phone calls. The success of volunteering programmes 
provides a strong basis for extending opportunities, 
including micro-volunteering, post-Covid-19.



Addendum
Themes to review in response to Covid-19:
• A clear message from participants related to connecting 

with a human, whether face-to-face or speaking to someone 
on the telephone. Covid-19 has encouraged many people to 
use technology more regularly and in new ways, such as for 
shopping online and keeping connected with friends and 
family. A change in attitude towards technology, and direct 
experience of keeping connected remotely, requires deeper 
exploration to identify new opportunities for digital solutions 
to complement those delivered in person.

• The need for a centralised hub providing access to the range 
of community-based services available was consistently 
mentioned by Project participants. The Neighbourhood Hubs 
were set up to provide a limited range of priority services in 
direct response to Covid-19. The success of the hubs will 
provide valuable learning to inform the potential for 
centralised services in the future. They have also highlighted 
the opportunity to explore provision of services that are not 
building-based as well as the new use of existing buildings. 
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Opportunities to build on new knowledge and learning  
• The Neighbourhood Hubs have provided important insights 

and learning on centralising access to services. Engaging the 
local community through volunteering has resulted in new 
ways of working for staff. Many of the hub users have had no 
prior contact with RHSCP and so a wider community base has 
been reached, including those who would previously have been 
considered ‘hard to reach’. The success of the service prompts 
questions: What might the opportunity be for Neighbourhood 
Hubs (or a form of them) in the delivery of community-based 
services? Where could they be based? What services might 
they provide? What role might technology play in the provision 
of future services? How to keep volunteers engaged?

The core messages in each of the Action Areas that will help 
inform future community-based services for older people remain 
valid and relevant despite Covid-19. Indeed, as mentioned above, 
some themes now seem even more important, and acting on 
others has been brought forward. This will provide valuable 
lessons to inform the next phase of the Review. 



Executive Summary 
The Older People’s Services Review Phase 2 (the Project) 
was an ambitious programme of engagement to involve 
older people in the shaping of community-based services in 
Renfrewshire. The Project explored opportunities for 
enhancing future services in line with the wider strategic 
ambition of RHSCP’s emerging Transformation Programme 
as reported in March 2020. This has community 
connectedness at its foundation and is underpinned by four 
guiding principles: shared responsibility and ownership with 
our communities; taking a person-led approach to public 
health and wellbeing; providing realistic care; and delivering 
the right services at the right time and in the right place.

Building on the outputs of Phase 1, the aim of the Project 
was to identify themes, insights and opportunities to 
improve, remodel and transform community-based services 
that meet the needs of older people. This was achieved 
through a tailored programme of person-centred
engagement using a Design Thinking approach. 
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The Project culminated in the Define stage, providing clarity 
on the topics (Action Areas) that participants considered 
important for shaping community-based services to meet 
the needs of older citizens. This process is consistent with 
the Scottish Government’s approach to service design, 
helping to ensure that the right topics are identified before 
moving towards generating ideas for future services. 



Executive Summary 
During a five-month period of activity, the project delivered 
10 interviews, 12 workshops, a public event and a feedback 
session. It engaged with over 200 people with wide-ranging 
knowledge and experience of the delivery of community-
based services for older people. These included those with 
lived experience, such as older people and carers, staff in 
health and social care roles, third sector representatives
and wider community members. 
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Executive Summary 
The Project delivered the following outputs:

Nine Action Areas: clearly defined topics that are user-
focused and co-created with key stakeholders reflecting 
their needs and preferred outcomes. They are:

1.1  Caring for Carers
1.2  Accessing HSCP Services 
1.3  HSCP Processes
2.1  Supporting a Culture of Volunteering
2.2  Re-imagining GP Surgeries and Services
3.1  Enhancing Community Connections 
3.2  Making Information Accessible 
4.1  Caring for Our Community
4.2  Engaging Community Businesses and Connectors.

Four Cross-cutting Themes: Partnership Working; Place; 
Information and Communication; and Enablers (e.g. 
transport and technology). 
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These are important considerations and should be addressed in 
the design solutions responding to each Action Area. These 
Cross-cutting Themes align with the Enablers identified in the 
Transformation Programme. 

Six Personas derived from user research, representing a wide 
range of service users with different and multiple needs to 
ensure future services are relevant and desirable.

Service Project Principles to aid decision-making in the design 
of older people’s services and ensure consistency of approach 
in line with the needs and desired outcomes of service users.

Project Packs providing collated information on each Action 
Area and the personas generated in the Co-design Workshops 
to support idea generation in the next phase of the Project, 
drawing on the rich and diverse ideas proposed by participants.



Executive Summary 
Values and a Manifesto for Partnership Working co-created 
by members of the Reference Group and Steering Group to 
underpin true partnership working in the design and delivery 
of new and enhanced community-based services. 

The 12 Output Statements presented below summarise the 
key messages from the outputs above and the wider insights 
gained through the Project. They are presented as 
considerations to support idea generation in the next phase 
of the project. These include: 

The Co-design Process:
• Build on the Knowledge Shared: The extensive knowledge 

and experience shared between stakeholders in the 
creation of the Action Areas should inform future 
engagement and the development of person-led, 
community-based solutions.

• Continue to Engage the Wider Community: Maintain 
regular contact with participants, updating them on
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• progress and involving them in the subsequent phases of 
developing services. 

• Finalise the Service Project Principles: Review and finalise 
the Principles to guide decision-making during idea 
generation in the Development phase.



Executive Summary 
Amplified Themes:
• Mitigate Against Social Isolation and Loneliness: Ensure 

community-based services are designed to enable access 
and connection, to reduce the chances of loneliness and 
social isolation.

• Prioritising Dementia-friendly Communities: Given the 
projected increase in the numbers of people living with 
dementia, it is imperative that community-based services 
are dementia-friendly, helping make them accessible to 
everyone. 

• Community Hub - Connect Existing Services: Build on 
existing community assets and explore how available 
services can be centralised and accessed more easily, in 
parallel with developing new services.
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Executive Summary 
• Keep the Human Connection: Explore how future services 

can be designed to be personal, human-centred and 
accessed in different ways. Ensure no one is excluded.

Preparing for the Next Phase:
• Review the Reference Group: A Reference Group with the 

appropriate composition of members should remain 
operational beyond Phase 2 and have an active role in 
shaping the design and delivery of new/enhanced services.

• Reference the Personas: Embed personas within the idea 
generation activities in the Development phase to guide 
decision-making. They may be expanded to include other 
characteristics.

• Review Title and Identity: Agree a name and identity for 
the Project to raise its profile and generate interest.
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During the Project activities, it was apparent that further 
research was required to fully engage day-care centres and 
those citizens who have had no contact with services in the 
community. Both groups could have an important role in the 
future of community-based services and should be included 
in future activities. In addition, further exploration is required 
on the provision of appropriate and flexible transport options 
that enable citizens to remain connected and that support 
individual choice and independence.

The Report concludes with a series of activities to prepare for 
the Development Phase, where potential solutions to the 
Action Areas are explored. These suggestions are provided to 
support RHSCP in applying and building on the outputs of 
Phase 2, as appropriate. Among other things it could involve 
auditing and prioritising the Action Areas for those that align



Executive Summary 
with RHSCP strategic objectives and finalising the Project 
Service Principles. It could also include assembling Working 
Groups through careful selection of a cross-section of 
stakeholders. They will be responsible for driving the 
development phase for specific themes using the Project 
Packs created for each Action Area.

The engagement activities were concentrated in the 
Johnstone area to provide a local context and focus for 
activity and to build momentum with the local community.

Johnstone was selected as the population is broadly 
representative of the region and it is anticipated that the 
Action Areas and insights will broadly parallel the 
communities elsewhere. This means solutions generated in 
the Development Phase can be tested with and adapted to 
suit the needs of older citizens in other parts of Renfrewshire. 
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1. Project Overview





1.1 Project Overview / Introduction

The Older People Services Review Phase 2 (the Project) explored 
the opportunities for enhancing community-based services for 
older people in Renfrewshire, ensuring they are fit for purpose, 
relevant to changing needs and demands and support people to 
live well independently, in line with the Strategic Plan 2019-22 for 
Renfrewshire Health and Social Care Partnership (RHSCP). 

In line with the emerging Transformation Programme to remodel 
and redesign RHSCP services, the Project connected with 
community-based services as a mechanism to support health and 
wellbeing by engaging and connecting citizens. In particular, the 
Project aligns with the outward-facing strategic objectives, with a 
focus on prevention and early intervention. It also focuses on 
working with the community, and nurturing shared responsibility 
and ownership for health and wellbeing. It connects with aspects 
of the Scottish Government’s A Fairer Scotland for Older People: 
framework for action (2019) to celebrate older people and their 
role in the community, and to challenge inequalities, ensuring
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citizens have access to the services they need to be “happy, 
healthy and secure in old age”1. The Project initiated 
meaningful engagement with the wider community, including 
citizens, and delivery and support agencies. Consistent with 
the internally-focused objectives of the Transformation 
Programme relating to organisational change, it is anticipated 
new ways of working will result that will require a cultural 
change to enable partnership working, and that the outputs 
will inform future strategic commissioning. 



1.2 Project Overview / Aim & Objectives
The Project sought to identify themes, insights and 
opportunities to improve, remodel and transform community-
based services for older people in Renfrewshire, through a 
person-led, inclusive and tailored programme of engagement.

Phase 2 builds on the findings of Phase 1, which involved 
multi-stakeholder engagement with 40 participants over five 
workshops and identified six themes important for older 
people’s community-based services: Place, Health and 
Wellbeing; Early Intervention and Prevention; Partnership 
Working, Information and Communication; Range of Services 
and Supports; People and Community; and Enablers. The 
Project tested and extended these initial findings to find areas 
of opportunity so RHSCP and partners could focus 
collaborative efforts to meet the needs of citizens from a 
community-based perspective. A partnership approach 
involved the direct participation of service users, carers, and 
the wider community, as well as third-sector and other 
organisations representing the diverse ecosystem of support 
and delivery of older people’s community-based services. 
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The Older People’s Services Review aims to maximise collective 
resources. By embedding a collaborative approach from the 
outset, the Project actively sought opportunities to increase 
community capacity. This approach is consistent with the 
priorities from the Christie Commission on the future delivery of 
public services (2011): “Effective services must be designed with 
and for people and communities – not delivered 'top down' for 
administrative convenience.” 

The outputs include a series of clearly defined Action Areas –
topics that represent opportunities for RHSCP and partners to 
enhance older people’s services delivered with and for the 
community. The Action Areas have been co-created through a 
process of continual engagement of key stakeholders, reflecting 
service-user needs and preferred outcomes, and drawing on the 
depth of knowledge and expertise of staff and participants 
across the sector. The Action Areas present a robust platform 
for RHSCP and partners to explore and co-create appropriate, 
person-led solutions to community-based services. 



1.3 Project Overview / Drivers for Change
Driving factors that underpinned the review of community-
based older people’s services align with RHSCP strategic 
objectives and , in particular, two of the guiding principles of 
the Transformation Review. These are presented below.

Shared Responsibility and Ownership with our Communities:
• Help older people remain independent and minimise over-

reliance on services
• Understand how best to support changes in people’s 

behaviour to encourage active lifestyles and help people 
maintain physical and social mobility, reducing the risk of 
loneliness and social isolation

• Put in place activities to minimise the risk of loneliness and 
social isolation that can be detrimental to physical and 
mental wellbeing

Person-led Approach to Public Health and Wellbeing:
• Build on existing strengths and adopt a people-centred 

approach to services
• Ensure that older people have choice in the services available 

to them and control to spend their budget as they choose

Early Intervention and Prevention: 
• Address the anticipated increase in the need for dementia-

specific services
• Mitigate against loneliness and social isolation by supporting 

community connections
• Intervene early to improve outcomes, reduce frailty and 

vulnerability and help avoid unnecessary harm
• Sustain and grow the successful falls prevention initiatives in 

Renfrewshire, consistent with the Scottish Government’s 
National falls and fracture prevention strategy 2019-2024.
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1.3 Project Overview / Drivers for Change (cont.)
New Models of Delivery:
• Given the financial pressures and increasing demand for 

services, it is necessary to be smart with resources. This will 
mean doing things differently, finding new ways of providing 
services to help older people live well in the community. 

These drivers connect with the Scottish Government’s support 
for positive engagement with older people in the design of 
services, to challenge assumptions, collaborate in new ways, and 
“recognise and value the wisdom, knowledge and experience of 
older generations.”  (A Fairer Scotland for Older People: A 
Framework for Action, 2019).
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2. Design Thinking Approach





2. Design Thinking Approach / Overview

A Design Thinking approach, using the Double Diamond model 
(shown opposite), was taken to support inclusive participation and 
to enable participants to define together potential opportunities for 
action to enhance community-based older people’s services. This 
holistic approach involved the direct engagement of diverse 
stakeholders: older adults, carers, RHSCP staff, third-sector 
organisations, and other community members. 

Three principles guided the Design Thinking process: being people-
centred, having a structured process for co-creation, and 
preliminary testing through continual cycles of sharing, testing and 
refining outputs during the process. 

The Project focused on the Define stage and progressed and 
extended the findings from Phase 1 (Discover stage). This deeper 
exploration of the initial findings combined with the testing of 
outputs at each stage of engagement in Phase 2 ensured that the 
resulting Action Areas (see 9.3 below ) provided robust and clearly 
articulated areas for action to enhance older people’s services in the

Source: UK Design Council

Phase 2
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future. This approach aligns with the Scottish Government’s 
design approach which advocates knowing the problem before 
exploring solutions – ensuring you are designing the right thing. 

https://resources.mygov.scot/37f87d5/designing-public-services-in-scotland/why-we-need-design-for-public-services-in-scotland/stages-of-designing-a-service/


2. Design Thinking Approach / Overview
The benefits of a Design Thinking approach include that it is: 

• User-focused
Nurtures empathy and understanding of user needs and       
perspectives and challenges assumptions 

• Participatory
Facilitates multi-stakeholder engagement, ensuring wide and 
varied perspectives and experiences of services are embraced

• Inclusive
Provides the support necessary to ensure that anyone can 
participate and that everyone has an equal voice

• Co-creative
Values the contributions of people who use services as well as 
those with professional knowledge and experience

• Motivating and empowering
Ensures that participants feel consulted and have an active 
role in shaping the future of their services.

I’ve enjoyed meeting people who use 
services, which has put life stories into reality
and I understand the issues faced by others

I appreciate the 
opportunity to discuss ideas 
and possible changes...

There are many positive and good ideas 
that would help everyone manage and 
improve their wellbeing and ability to 
cope with health challenges 

It’s been good taking the time 
to talk and explore ideas

There was such positive 
encouragement. No such 
thing as a bad idea...

I’ve taken away creativity 
and enthusiasm

Hopefully the 
future is bright 
for care services
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3. Project Activities





3.1 Project Activities / Overview
The project consisted of six key strands of activity relating to: 

1. Familiarisation and desk research 
2. Steering Group (governance)
3. Reference Group (partnership network)
4. User Research (interviews and co-design workshops)
5. Staff Engagement
6. Feedback Session

Across the Project, the findings from Phase 1 were tested and 
verified with key stakeholder groups. This allowed consensus to 
be reached on which themes to prioritise for deeper exploration 
of the issues, challenges and opportunities faced by community-
based older people’s services.

Phase 2 involved a broader range of voices including service 
users; older adults and carers with lived experience; the wider 
community; and service-delivery organisations, including the 
third sector and charities. This holistic engagement of 
stakeholders enriched the co-creation process and helped ensure
the ‘right’ focus of attention to enhance community-based

services, with many pertinent challenges explored and 
opportunities identified. As a result, RHSCP and its partners –
through the Reference Group and citizen engagement – are well 
placed to explore potential solutions that are informed directly 
by key stakeholders and have user outcomes at their heart.

For each engagement, activities were carefully planned and 
bespoke materials were created to be action-oriented. They were 
also intended to nurture empathy for service users; ensure each 
individual had the maximum opportunity to contribute; enable a 
shared understanding of challenges and opportunities for future 
services; facilitate informed discussion; and record key messages 
for synthesis and analysis. Through skilled facilitation, a safe 
space was created to allow each participant to share their views, 
perspectives and ideas, ensuring effective knowledge sharing. 

As shown in the Activity Map below, over a five-month period of 
engagement, the Project delivered 10 interviews, 12 workshops 
(150 participants), one public event (25 people were consulted) 
and one feedback session (30 participants).
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3.2 Project Activities / Phase 2 Activity Map

A more detailed Activity Map including Journey Associates activities can be found in Appendix 1.



4. Familiarisation and Desk Research





4. Familiarisation and Desk Research
The following summarises a selection of case studies that have 
informed our approach and can provide inspiration for further 
co-creative explorations of the future of older people’s services.

The Wigan Deal exemplified asset-based working in public 
services, building on the strengths of individuals and 
communities to improve outcomes. The six-year initiative 
supported new cultural behaviours within Wigan Council and 
closer integrated working between health, care and third-sector 
professionals. 

Emerging principles for creating robust Dementia Friendly 
Communities include adopting a social model of disability, 
rather than a medical model; taking an assets-based approach 
that identifies and mobilises individual and community ‘assets’; 
being multi-generational; and providing appropriate training to 
staff and volunteers that goes beyond awareness-raising.

By embracing kindness, individuals and organisations can play 
an important role in tackling loneliness and social isolation, as

shown in North Ayrshire and reported in The Practice of 
Kindness. 

The Design Council’s ‘Transforming Ageing’ Project ran a three-
year learning programme connecting communities in south-west 
England with a range of third-sector and health organisations. 
Working in a co-productive way the partners and communities 
used human-centred design tools and developed six project 
briefs for social entrepreneurs to respond to.

My Care, My Way is an integrated health and care service 
operating in 44 GP practices in West London. It provides health 
and care support tailored to the patient’s needs. It empowers 
individuals to work in partnership with their GP with a focus on 
prevention, self-care and person-centred case management. 

The City and Hackney Innovation Fund supports community-
based innovative ideas. Projects focus on health and wellbeing 
services and information, resulting in improved health, increased 
self-management and more effective use of services.
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The following examples were presented in detail to the Co-design 
teams to stimulate thinking around innovative support services for 
older people.

• Dementia Friendly Cinema helps people living with dementia 
continue to feel a part of their community by selecting appealing 
films and adjusting the environment to suit their needs (being 
sensitive to sound and lighting and encouraging sing-alongs) 

• Homeshare UK brings together people with spare rooms and 
people who are willing to lend a hand around the house in return 
for affordable, sociable accommodation

• Southwark Circle was a membership service providing on-demand 
support for the over 50s. A simple technology platform enabled a 
small local team to respond to practical requests

• Amazon Echo (or other platforms) uses artificial intelligence to 
learn user behaviors and preferences and suggests relevant 
activities to support their physical and mental health. 

4. Familiarisation and Desk Research
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5. Governance / Steering Group





5. Governance / Steering Group

A Steering Group was assembled to provide governance for the project, 
ensuring that outputs and recommendations aligned with the Scottish 
Government’s national priorities (e.g. A Fairer Scotland for Older People: 
A Framework for Action, 2019; and A Connected Scotland: our strategy 
for tackling social isolation and loneliness and building stronger social 
connections, 2018) as well as regional priorities (e.g. Moving Forward 
Together, NHSGGC; RHSCP Strategic Plan 2019-22).

The Steering Group met bi-monthly led by Chief Officer David Leese, and
was made up of 13 senior members from RHSCP, Renfrewshire Council, 
NHSGGC and Engage Renfrewshire, which represented third-sector 
organisations to mitigate any potential conflict of interest that might 
have arisen from involving commissioned organisations. The Steering 
Group was responsible for monitoring performance in relation to targets 
and risk. Consistent with the original intention, it is recommended that 
the Steering Group continues to operate beyond Phase 2, and into the 
subsequent phases of solution generation and new service delivery.

Members of the Steering Group also joined the Reference Group 
workshops, outlined below.
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6. Partnership Model / Reference Group

A new partnership model was sought by RHSCP with key 
organisations in the sector to support the co-creation of novel, 
sustainable ways of addressing the needs of older citizens 
through community-based services. For this purpose, a 
Reference Group was formed which extended the membership 
and role of the pre-existing SLWG from Phase 1 of the Project. 
It comprises 30 members representing the range of 
stakeholders concerned with shaping and delivering 
community-based services to older people, including several 
older people who access services themselves or who care for 
service users.

Taking an assets-based approach, the Reference Group drew 
on the knowledge and experience of those with specialist 
expertise across the multi-stakeholder ecosystem in 
Renfrewshire. Focused engagement with this broad range of 
stakeholders enhanced the understanding of user needs and 
enabled meaningful insights to emerge. The Reference Group 
acted as both advisor and ‘critical friend’ to the Project Team, 

contributing to the development of the Service Themes and 
workshop content and providing access to service users, 
carers and staff. 

A total of 54 members of the Reference Group and Steering 
Group participated in three workshops tailored to explore 
partnership working and to help shape the core content 
explored in the Co-design Team workshops.
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Workshop RHSCP / 
Council Staff

3rd Sector Older 
Person / 

Carer

Total*

1 14 6 3 23

2 11 4 - 15

3 9 6 1 16

Reference Group Workshop Participants

* Where a participant was both a carer and an older person, they were 
categorised as both although only counted once in the Total column 



6. Partnership Model / Reference Group
The first two workshops explored models for partnership 
working and generated an agreed set of six values and a 
manifesto, through an iterative process of drafting, testing 
with the group and refining. The values and shared purpose in 
the manifesto made explicit the foundations for ‘true’ 
partnership working between RHSCP, local agencies and third-
sector and community groups, and are presented below. 
During the second workshop the Service Themes proposed for 
use in the Co-design Team workshops were critiqued and 
enhanced. The final Reference Group workshop reviewed the 
outputs from the Co-design activities and further evolved the 
Action Areas presented in Section 9.

The Reference Group played a vital role in the co-design 
process, offering deep insight and knowledge. A Reference 
Group with the appropriate composition of members should 
remain operational beyond Phase 2 and have an active role 
in shaping the design and delivery of new/enhanced services.
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Reference Group Workshop Agendas

Reference Group Member Organisations
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6. Partnership Model / Reference Group

ManifestoThe Manifesto and Values presented below were co-
created by the Reference Group and Steering Group. They 
were generated through an iterative process of collective 
idea generation, drafting, testing, critique and refinement 
led by a sub-group of members. 

We are committed to improving services for people over 
65 years old so that they can live life as they choose and be 
connected to their communities.

• We will enable people to experience and deliver better 
health and social care services to work together.

• We will get this right by always listening and ensuring a 
rich diversity of voices is heard.

• We will continue to treat each other with respect and 
not assume we know what is needed or is best.

• We will build on each other’s strengths, celebrate what 
is already working well, and agree on sustainable 
solutions. 
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6. Partnership Model / Reference Group

Values

Together we believe in…

Equality - We embrace equal collaboration, respect each 
other and value the diversity of perspectives. We 
promote independence, support self-determination and 
challenge inequality.

Openness - We are open so we build and maintain 
trusting relationships and create safe spaces to invite 
sincere and honest conversations. We use open 
communication channels to share knowledge.

Listening - We appreciate each other's unique 
experience and strengths. We listen! We are curious and 
will challenge biases and assumptions. We empower 
each other by learning from mistakes and sharing our 
knowledge and experiences.

Compassion - We are considerate of the needs of others, 
empathise with their situation and will support each other with 
a kind and caring spirit to achieve the greater good for all.

Creativity - We champion our collaborative way of working and 
actively seek creative approaches to ensure sustainable 
services. We will imagine the best possible futures and set 
clear goals that achieve outcomes that improve lives.

Courage - We enthusiastically and positively embrace 
innovative ideas and methods and are brave in our actions. We 
will push the boundaries to tackle complex social challenges to 
deliver the right services that offer the best value.



The Reference Group agreed that a model for good partnership working 
required: Trust; Openness; Commitment; Collaborative Action (mutual 
support and community involvement); Collective Vision; and Inclusive, 
Adaptable and Courageous practices. Members suggested that to progress 
the partnership, it is necessary to have:
• An agreed vision 
• A clear and concise plan
• Listening organisations
• A community drawing on external knowledge, professional leadership 

and people to drive the agenda
• The right tools and information  

The values and manifesto go some way towards articulating the principles 
and vision. However, clear leadership and a detailed plan of engagement 
are required for the group to coalesce. Members identified that lack of 
drive, partner involvement and resources as well as bureaucracy and 
conflicts of culture could stand in the way of true partnership working. 

It is suggested that the discussion is revisited to agree a model that 
provides a robust foundation for meaningful partnership working that 
can be sustained during the design and delivery of new services.

6. Partnership Model / Reference Group
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7. User Research





7.1. User Research / Overview

The User Research strand involved a range of activities that 
supported a deeper understanding of what older people need from 
the services they use, what outcomes they want from them, and 
what other services they would like to have access to. These 
included: 

• In-person interviews with 10 individuals to gain deeper insights 
into individual needs and experiences

• Three co-design Workshops that involved a mix of stakeholders, 
and tested and progressed ideas across consecutive workshops 

• A Public Event that captured wider perspectives on services 
from citizens in the Renfrewshire region who were not directly 
involved in other aspects of user research

• Feedback Session to present the findings of the project for 
accuracy and to gain constructive feedback before finalising
them

Each activity is described in more detail below. 
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7.2. User Research / Interviews

In-person interviews and observation of service users, carers
and staff provided a deep and insightful understanding of 
needs and opportunities for different services. The service-
user and carer interactions also provided rich data to build 
user personas (fictional characters based on real life that help 
us to connect emotionally to service users). These were used 
within the workshops to explore existing and future 
community-based services, and were enhanced through the 
participatory process.

Participants included one person with a learning disability 
(interviewed with their social worker), one person recovering 
from a stroke (interviewed with carer), and four people who 
attend day-care centres.
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7.3. User Research / Co-design Workshops

Three bespoke and sequential Co-design Workshops were 
devised to support inclusion, gain a range of perspectives 
and draw on a broad range of experiences from stakeholders 
who had accessed or delivered services. 

In total, 86 participants attended with 16 (19%) participating 
in all three workshops and 10 (12%) present at two of the 
three, providing a level of continuity across the workshops. 
An overview of types of participants is shown in the table 
opposite. 

Attendance was voluntary with no incentives other than 
refreshments and lunch. All six workshops were well-
attended and a general increase in numbers was noted as 
word of mouth generated interest and attracted new 
participants to Workshops 2 and 3. 
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Workshop RHSCP 
Staff

Older 
People

Carer 3rd 
Sector

Other 
Service 
Users*

Total**

1 9 6 5 4 2 23

2 8 13 5 6 2 30

3 11 15 9 4 2 33

* Five participants had a 
physical disability and one 
had a learning disability

** Where a participant was both a carer and an 
older person, they were categorised as both 
although only counted once in the Total column 

Co-design Workshop Participants



7.3. User Research / Co-design Workshops (cont.)

Workshops were hosted at Johnstone Town Hall with each 
one run twice to increase the opportunity for community 
participation. An overview of the agenda for each of the 
workshops is shown opposite.

Each workshop was user-focused and participatory and 
included service users, older people, carers, other citizens, 
third-sector and Reference Group representatives, and 
RHSCP staff. Participants worked in groups (each with a 
range of stakeholders) to ensure a broad range of views 
was heard on each topic. 

The first workshop introduced the proposed Service 
Themes and a series of personas to explore outcome-
focused services. The Service Themes presented were 
developed in response to participants’ feedback, and the 
personas were further developed, with two new ones 
created to encompass ethnic and religious diversity. 
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Co-design Workshop Agendas



7.3. User Research / Co-design Workshops (cont.)

The revised Service Themes and personas were shared 
in Workshop 2. Innovative service ideas identified in the 
desk research were used to stimulate ideas on how 
existing services for older people could be enhanced, 
and what new services might be considered. 

The ideas from Workshop 2 were categorized into sub-
themes for review and further development in 
Workshop 3. Groups prioritised ideas which were 
developed further as newspaper headlines showing 
visions of future success, accompanied by high-level 
project delivery plans. Outputs across the workshops 
were analysed and synthesized into the Action Areas 
presented below in Section 9. 
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7.4. User Research / Public Event
To reach a wider audience, the project team manned a stall at the 
SOOPIR public event in Paisley Lagoon in November 2019. 

At the event, 25 people, 24 of them aged over 65, shared their 
thoughts on what living well means to them and what they do to 
keep well. Using coloured pins they indicated on a map where they 
thought was the most caring place in Renfrewshire. 

Independence, exercising, socialising, getting out and about, being 
active, attending clubs and keeping healthy were considered 
important for living well, as shown in the wordcloud opposite. 
Participants identified a range of physical and group-based activities 
that helped them to keep well. All activities involved socialising and 
10 of the 13 took place out of the home, emphasising the importance 
of providing a range of activities in the community and ensuring easy 
access to them. This is concurrent with the themes from the Co-
design Workshops which had a specific focus on the Johnstone area. 

Interestingly, Johnstone had the greatest number of responses as the 
most caring place in Renfrewshire.

What does living well mean to you?
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7.5. User Research / Feedback Session

The Feedback Session held on 5th February 2020 was open to 
participants across all activity strands of the Project, with 30 
attending, including service users, carers, third-sector and RHSCP 
staff, and representatives from the Reference Group and Steering 
Group. A summary of the activities and outputs of the Phase 2 Older 
People’s Services Review was presented. The main focus of this 
session was to present the Project findings, share the process and 
experience, test and validate the outputs for accuracy, and gather 
feedback on the nine proposed Action Areas distilled from the 
project activities. 

As with previous engagement activities, multi-stakeholder 
collaboration was encouraged. Participants worked in four groups, 
each reviewing the Action Areas associated with one of the four 
Service Themes. Pre-printed templates with key questions were 
provided as prompts to ensure constructive feedback, with a view to 
refining and validating the Action Areas. The reviewed Action Areas 
form the key outputs of this report and inform the outputs 
statements for the Project.
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Examples of completed feedback templates 





8.   Staff Engagement





8. Staff Engagement / Overview

Consistent with the RHSCP’s emerging Transformation 
Programme, the service lead identified that capacity-building 
was necessary for staff to embrace new ways of working. It was 
also necessary to support service change with a particular focus 
on ensuring a consistent and efficient approach to the 
assessment and delivery of Self Directed Support (SDS). The 
detail of this engagement is contained in a separate report and 
summarised below. 

Staff across multiple health and social care functions and from 
various locations across Renfrewshire enthusiastically took part 
in a series of three tailored, participatory workshops designed to 
collaboratively explore challenges and potential solutions to the 
assessment process. A total of 39 staff attended across the three 
workshops, representing a range of health and social care roles, 
as indicated in the table opposite. Five members of staff 
attended all three workshops and 10 members attended two of 
the three workshops, allowing for consistency in the progression 
of ideas of consecutive workshops alongside fresh perspectives.

Social Care roles included:
○ Reablement
○ Occupational Therapy
○ Social Work
○ Adult Social Care
○ Day Centre
○ Service Coordination
○ Direct Payment Development
○ Change & Improvement

Workshop Health Social Care Total

1 2 13 15

2 2 9 11

3 2 11 13

Health roles included:
○ Rehabilitation & Enablement
○ Physiotherapy 
○ Nursing
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Staff Workshop Participants



8. Staff Engagement / Overview

Consistent with Co-design and Reference Group workshops, 
each workshop built on the cumulative knowledge and 
outputs of the previous activities. 

The diagram opposite provides an overview of the main focus
and activities for each workshop. Workshop 1 started with 
participants relating in detail the current assessment process 
to uncover the associated challenges and opportunities for 
improvement. Staff worked in three groups and each 
developed a service-user journey map of the SDS process 
using the personas mentioned previously. These were 
supplemented with a series of complex scenarios for each 
service user, describing their particular circumstances to 
highlight deficiencies in the current system. Outputs were 
written up and shared with participants to conduct further 
research, in advance of Workshop 2, by sharing their user 
journeys with colleagues to gather feedback and generate a 
wider range of perspectives to inform the challenge. 
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8. Staff Engagement / Overview (cont.)
Workshop 2 built on the findings of Workshop 1 combined with 
the staff research to create Challenge Areas that each group 
used to develop ideas to enhance the assessment journey. The 
final workshop involved a review and prioritisation of the ideas 
from Workshop 2 and the creation of outline actions plans to 
support implementation. 

The Staff Engagement workshops generated three Challenge 
Areas and 20 potential actions to enhance the assessment 
process that should be reviewed and prioritised. The detailed 
outputs and recommendations from these activities are 
presented in a separate report. 
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9. Outputs 





9.1. Outputs / Overview

This section provides an overview of the main outputs distilled 
from the project activities. These include: 

• Johnstone as a demonstrator site
• Nine Action Areas aligned with the four Service Themes
• Four Cross-cutting Themes that are relevant for every project 

or opportunity and should be addressed in each of the 
potential solutions taken forward

• Six Service Project Principles to ensure that user outcomes are 
embedded in potential solutions, and to guide decision-making

• Six Personas that demonstrate a range of service-user 
characteristics, outcomes and needs

• Project Packs collating the relevant information to help inform 
idea generation in the Development Phase

Each output is provided in more detail below.
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Map of Renfrewshire Area (from Google Maps)



9.2. Outputs / Johnstone as Demonstrator Site

Johnstone was proposed as a demonstrator site for the User 
Research aspects of the Project and was approved by The 
Steering Group in October 2019. Having a single location to 
concentrate activity was important for building momentum and, 
by making meaningful local connections, for gaining traction for 
co-creating future services, and putting new ideas into action. 

Johnstone was considered a suitable pilot area as it exhibited 
average scoring on several socio-demographic data points for 
Scotland nationally and Renfrewshire regionally. It represents 
around 10% of the population of Renfrewshire and encompasses 
both urban and rural communities. It is also looking to become a 
Dementia Friendly town and has a proactive community which 
could help expedite future plans for change.
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9.3. Outputs / Action Areas

The Action Areas are a development of the four Service 
Themes evolved from Phase 1, with a deeper dive into each 
theme to identify specific areas for improvement. The four 
Service Themes were identified during the first Steering 
Group meeting when the eight themes identified during 
Phase 1 were reviewed in detail to align with the strategic 
priorities of RHSCP. 

This led to the categorization of four Service Themes and 
four cross-cutting themes. The Service Themes are:

• Theme 1: Services Provided by RHSCP
• Theme 2: Health and Wellbeing
• Theme 3: Early Intervention (Prevention)
• Theme 4: Living in Our Community

The cross-cutting themes were identified as relevant to the 
design and delivery of any service. They are:

• Place
• Partnership Working
• Information and Communication
• Enablers (such as transport and technology). 

The Service Themes were tested and further developed in 
Steering Group and Reference Group workshops, providing 
the core content for detailed exploration in the Co-design 
Team workshops.

A visual mapping of the evolution of the Service Themes and 
how they connect to the Action Areas is presented below.
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9.3. Outputs / Action Areas
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9.3. Outputs / Action Areas
Nine Action Areas have been generated through a robust 
process of inclusive and collaborative engagement and have 
been shared, tested, reviewed and refined throughout Phase 2 
of the Project. As a result, the Action Areas draw from rich, 
user-focused, multi-stakeholder knowledge, expertise and 
experience. They give clear focus for exploring potential 
solutions to the issues, challenges and opportunities related to 
community-based services for older people.

The Action Areas and associated Service Themes are: 

Theme 1: Services Provided by RHSCP
Action Area 1.1 Caring for Carers
Action Area 1.2 Accessing RHSCP Services
Action Area 1.3 RHSCP Processes
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Theme 2: Health and Wellbeing 
Action Area 2.1 Supporting a Culture of Volunteering
Action Area 2.2 Reimagining GP Surgeries and Services

Theme 3: Early Intervention (Prevention)
Action Area 3.1 Enhancing Community Connections
Action Area 3.2 Making Information Accessible

Theme 4: Living in Our Community
Action Area 4.1 Caring for Our Community
Action Area 4.2 Engaging Community Businesses and 

Connectors

An overview of the Service Themes and detailed descriptions 
of the associated Action Areas is provided.
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Services Provided by RHSCP
Theme 1

Renfrewshire RHSCP provides a range of services for 
ŽůĚĞƌ�ƉĞŽƉůĞ�ǁŚŝĐŚ�ĂƌĞ�ǀĂůƵĞĚ�ďǇ�ƚŚĞ�ĐŽŵŵƵŶŝƟĞƐ�
who use them. However, there is a need to enhance 
the spectrum of services provided to ensure that 
ƚŚĞ�ŶĞĞĚƐ�ŽĨ�ŽůĚĞƌ�ĂĚƵůƚƐ�ĂƌĞ�ŵĞƚ�ĂŶĚ�ƚŚĂƚ�ďĞƩĞƌ�
outcomes are achieved – these are the things that 
older people value, that give them pleasure and 
meaning and enhance their quality of life. Many 
older people want to remain independent and 
ƐĞƌǀŝĐĞƐ�ƐŚŽƵůĚ�ŚĞůƉ�ĐŝƟǌĞŶƐ�ƌĞƚĂŝŶ�ŝŶĚĞƉĞŶĚĞŶĐĞ�
while accessing the support they need and without 

ƐƟŵƵůĂƟŶŐ�ĂŶ�ŽǀĞƌͲƌĞůŝĂŶĐĞ�ŽŶ�ƐĞƌǀŝĐĞƐ͘��ĂĐŚ�
individual will value experiences and services in 
ĚŝīĞƌĞŶƚ�ǁĂǇƐ͕�ƚŚĞƌĞĨŽƌĞ͕�ƚŽ�ĚĞůŝǀĞƌ�ƐĞƌǀŝĐĞƐ�ƚŚĂƚ�ĂƌĞ�
ŽƵƚĐŽŵĞƐͲĨŽĐƵƐĞĚ�ƌĞƋƵŝƌĞƐ�ƌĞƐƉŽŶƐŝǀĞ�ĂŶĚ�ŵŽƌĞ�
ŇĞǆŝďůĞ�ƐĞƌǀŝĐĞƐ͘�

dŽ�ĚĞůŝǀĞƌ�ƐĞƌǀŝĐĞƐ�ƚŚĂƚ�ŵĞĞƚ�ĐŝƟǌĞŶ Ɛ͛�ŶĞĞĚƐ͕�ƚŚĞ�
workforce needs supported to enhance capability, 
ƚŚŝŶŬ�ĐƌĞĂƟǀĞůǇ�ĂŶĚ�ďƵŝůĚ�ĐŽŶĮĚĞŶĐĞ�ŝŶ�ŶĞǁ�ǁĂǇƐ�
of working. 

Overview
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�ĐƟŽŶ��ƌĞĂ�ϭ͘ϭ�ͬ��ĂƌŝŶŐ�ĨŽƌ��ĂƌĞƌƐ

�ĂƌĞƌƐ�ƉůĂǇ�Ă�ǀŝƚĂů�ƌŽůĞ�ůŽŽŬŝŶŐ�ĂŌĞƌ�ĂŶĚ�ƐƵƉƉŽƌƟŶŐ�ŽůĚĞƌ�ĐŝƟǌĞŶƐ͘�
dŚĞ�ĐĂƌŝŶŐ�ƌŽůĞ�ĐĂŶ�ǀĂƌǇ�ĐŽŶƐŝĚĞƌĂďůǇ�ĨƌŽŵ�ƉƌŽǀŝĚŝŶŐ�ŽĐĐĂƐŝŽŶĂů�
ŚĞůƉ�ƚŚŽƵŐŚ�ƚŽ�ĚĞĞƉ�ŝŶǀŽůǀĞŵĞŶƚ�ŝŶ�Ăůů�ĂƐƉĞĐƚƐ�ŽĨ�Ă�ůŽǀĞĚ�ŽŶĞ Ɛ͛�ůŝĨĞ͘

tŚŝůĞ�ĐĂƌŝŶŐ�ĨŽƌ�ƐŽŵĞŽŶĞ�ĐĂŶ�ďĞ�ƌĞǁĂƌĚŝŶŐ͕�ŝƚ�ĐĂŶ�ĂůƐŽ�ďĞ�
ĐŚĂůůĞŶŐŝŶŐ͘�dŚĞ��ĂƌĞƌƐ�;^ĐŽƚůĂŶĚͿ��Đƚ�ϮϬϭϲ�ǁĂƐ�ŝŶƚƌŽĚƵĐĞĚ�ƚŽ�
ƐƵƉƉŽƌƚ�ĐĂƌĞƌƐ�ŝŶ�ƚŚĞŝƌ�ƌŽůĞ�ĂŶĚ�ĞŶƐƵƌĞ�ƚŚĞŝƌ�ŚĞĂůƚŚ�ĂŶĚ�ǁĞůůďĞŝŶŐ�
ĚŽĞƐ�ŶŽƚ�ƐƵīĞƌ�ĂƐ�Ă�ƌĞƐƵůƚ�ŽĨ�ƚŚŝƐ͘�,ŽǁĞǀĞƌ͕ �ƉĂƌƟĐŝƉĂŶƚƐ�ƐƵŐŐĞƐƚĞĚ�
ƚŚĂƚ�ŵŽƌĞ�ƉĞƌƐŽŶͲĐĞŶƚƌĞĚ�ƐƵƉƉŽƌƚ�ĨŽƌ�ĐĂƌĞƌƐ�ŝƐ�ŶĞĞĚĞĚ�ĂŶĚ�ƚŚĂƚ�
ĐĂƌĞƌ�ƐƵƉƉŽƌƚ�ƉůĂŶƐ�ƐŚŽƵůĚ�ďĞ�ƉƌŽŵŽƚĞĚ�ĂŶĚ�ƌĞŐƵůĂƌůǇ�ƌĞǀŝĞǁĞĚ͘�
zŽƵŶŐ�ĐĂƌĞƌƐ�ŵĂǇ�ĨĂĐĞ�ƉĂƌƟĐƵůĂƌ�ĐŚĂůůĞŶŐĞƐ�ƚŚĂƚ�ĐĂŶ�ĂīĞĐƚ�ƚŚĞŝƌ�
ĞĚƵĐĂƟŽŶ�ĂŶĚ�ŝŵƉĂĐƚ�ŽŶ�ƐŽĐŝĂů�ĐŽŶŶĞĐƟŽŶƐ͘�>ŽĐĂů�ĂƵƚŚŽƌŝƟĞƐ�
ŚĂǀĞ�Ă�ĚƵƚǇ�ƚŽ�ŽīĞƌ�ƐƵƉƉŽƌƚ�ĂŶĚ�ƚŽ�ŝŶǀŽůǀĞ�ĐĂƌĞƌƐ�ŝŶ�ƚŚĞ�ĚĞƐŝŐŶ�
ŽĨ�ĐĂƌĞƌ�ƐĞƌǀŝĐĞƐ͘�

WĂƌƟĐŝƉĂŶƚƐ�ŶŽƚĞĚ�ƚŚĂƚ�ŵĂŶǇ�ĐĂƌĞƌƐ�ĐĂŶ�ĨĞĞů�ŝƐŽůĂƚĞĚ�ŝŶ�ƚŚĞŝƌ�ƌŽůĞ͕�
ĮŶĚŝŶŐ�ŝƚ�ǀĞƌǇ�ĚŝĸĐƵůƚ�ƚŽ�ĂĐĐĞƐƐ�ŝŶĨŽƌŵĂƟŽŶ�ĂŶĚ�ĮŶĚ�ŽƵƚ�ĂďŽƵƚ�
ƐĞƌǀŝĐĞƐ�ĂŶĚ�ƐƵƉƉŽƌƚ�ƚŚĂƚ�ŝƐ�ĂǀĂŝůĂďůĞ͘�^ŽŵĞ�ĐĂƌĞƌƐ�ǁŝůů�ŶŽƚ�ƐĞĞŬ�
ŚĞůƉ�Žƌ�ŵĂǇ�ďĞ�ĚŝƐƐƵĂĚĞĚ�ĨƌŽŵ�ĂƐŬŝŶŐ�ĨŽƌ�ŚĞůƉ�ĂƐ�ƚŚĞǇ�ǁŝůů�ďĞ�ŵĞƚ�
ǁŝƚŚ�ƌĞƐŝƐƚĂŶĐĞ�ĨƌŽŵ�ƚŚĞ�ƉĞƌƐŽŶ�ƚŚĞǇ�ĐĂƌĞ�ĨŽƌ͘ �/ƚ�ǁĂƐ�ƐƵŐŐĞƐƚĞĚ�
ƚŚĂƚ�ĞǆŝƐƟŶŐ�ĐĂƌĞƌ�ƐƵƉƉŽƌƚ�ŐƌŽƵƉƐ�ĂŶĚ�ĂĐƟǀŝƟĞƐ�ƐŚŽƵůĚ�ďĞ�ŵŽƌĞ�
ǀŝƐŝďůĞ�ĂŶĚ�ƚŚĂƚ�ƐƵƉƉŽƌƚ�ďĞ�ĂǀĂŝůĂďůĞ�ŝŶ�ŵŽƌĞ�ůŽĐĂƟŽŶƐ͘�

WĂƌƟĐŝƉĂŶƚƐ�ŶŽƚĞĚ�ƚŚĂƚ�ƚŚĞ�^�^�ƉƌŽĐĞƐƐ�ŝƐ�ĐŚĂůůĞŶŐŝŶŐ͘�dŚŝƐ�ŝƐ�
ƉĂƌƟĐƵůĂƌůǇ�ƚƌƵĞ�ĨŽƌ�ĐĂƌĞƌƐ�ŽĨ�ƉĞŽƉůĞ�ůŝǀŝŶŐ�ǁŝƚŚ�ĚĞŵĞŶƟĂ͘�dŚĞ�^�^�
ĂƐƐĞƐƐŵĞŶƚ�ƐŚŽƵůĚ�ďĞ�ƚƌŝŐŐĞƌĞĚ�Ăƚ�ƚŚĞ�ƉŽŝŶƚ�ŽĨ�ĚŝĂŐŶŽƐŝƐ�ĂŶĚ�ƚŚĞ�
ƉƌŽĐĞƐƐ�ŝƚƐĞůĨ�ƐƚƌĞĂŵůŝŶĞĚ͘

/ƚ�ŝƐ�ŝŵƉŽƌƚĂŶƚ�ƚŚĂƚ�ĂŶ�ŝŶĚŝǀŝĚƵĂů͛Ɛ�ŶĞĞĚƐ�ĂƌĞ�ĂĐŬŶŽǁůĞĚŐĞĚ�ĂŶĚ�
ƚŚĞŝƌ�ŽƵƚĐŽŵĞƐ�ŵĞƚ�ƚŽ�ĂůůŽǁ�ĐĂƌĞƌƐ�ƚŽ�ŚĂǀĞ�Ă�ŐŽŽĚ�ƋƵĂůŝƚǇ�ŽĨ�
ůŝĨĞ�ŝŶ�ƚŚĞŝƌ�ƌŽůĞ͕�ƚŽ�ƉůĂŶ�ĂŚĞĂĚ�ĂŶĚ�ƉƌĞƉĂƌĞ�ĨŽƌ�ƚŚĞ�ĨƵƚƵƌĞ͘�dŚŝƐ�
ĐŽƵůĚ�ŝŶĐůƵĚĞ�ĂĐĐĞƐƐŝŶŐ�ƌĞƐƉŝƚĞ�ĨŽƌ�ĐĂƌĞƌƐ�ĂŶĚ�ĞŵŽƟŽŶĂů�ƐƵƉƉŽƌƚ�
ƐĞƌǀŝĐĞƐ͘

WŽƚĞŶƟĂů�ĂƌĞĂƐ�ƚŽ�ĞǆƉůŽƌĞ�ŝŶĐůƵĚĞ͗�
• ^ƵƉƉŽƌƟŶŐ�ƚŚĞ�ŚĞĂůƚŚ�ĂŶĚ�ǁĞůůďĞŝŶŐ�ŽĨ�ĐĂƌĞƌƐ�ƚŽ�ŚĞůƉ�ƚŚĞŵ�

ĨƵůĮů�ƚŚĞŝƌ�ĐĂƌŝŶŐ�ƌŽůĞ�ǁŚŝůĞ�ĞŶƐƵƌŝŶŐ�ƚŚĞŝƌ�ŽƵƚĐŽŵĞƐ�ĂƌĞ�ŵĞƚ
• �ĞǀĞůŽƉŝŶŐ�ƚŚĞ�ĂƐƐĞƐƐŵĞŶƚ�ƉƌŽĐĞƐƐ�ĂŶĚ�ĂĚŵŝŶŝƐƚƌĂƟŽŶ�ŽĨ�^�^�

ƚŽ�ĞŶƐƵƌĞ�ƚŚĂƚ�ŝƚ�ŝƐ�ĂĐĐĞƐƐŝďůĞ�ĨŽƌ�ĐĂƌĞƌƐ
• �ƉƉƌŽĂĐŚĞƐ�;ŝŶĐůƵĚŝŶŐ�ƚŚĞ�ƵƐĞ�ŽĨ�ƚĞĐŚŶŽůŽŐǇͿ�ƚŚĂƚ�ĐĂŶ�ŚĞůƉ�

ŵŝŶŝŵŝƐĞ�ƚŚĞ�ƉƌĞƐƐƵƌĞ�ŽŶ�ŝŶĚŝǀŝĚƵĂůƐ�Žƌ�ĨĂŵŝůŝĞƐ�ǁŚŽ�ĂƌĞ�ĐĂƌŝŶŐ�
ĨŽƌ�ƉĞŽƉůĞ�ǁŝƚŚ�ĚĞŵĞŶƟĂ SDS is great once you 

ŐĞƚ�ŝƚ͘�/ƚ͛Ɛ�ũƵƐƚ�Ă�ĚŝĸĐƵůƚ�
ĂŶĚ�ůĞŶŐƚŚǇ�ƉƌŽĐĞƐƐ�ƚŽ�

ŐĞƚ�ƚŚƌŽƵŐŚ͘

^ĞƌǀŝĐĞƐ�WƌŽǀŝĚĞĚ�ďǇ�Z,^�W
dŚĞŵĞ�ϭ
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�ĐƟŽŶ��ƌĞĂ�ϭ͘Ϯ�ͬ��ĐĐĞƐƐŝŶŐ�Z,^�W�^ĞƌǀŝĐĞƐ

Feedback received suggested that having a hub as a designated and 
ǁŝĚĞůǇ�ƌĞĐŽŐŶŝƐĞĚ�͚ŐŽ�ƚŽ͛�ƉůĂĐĞ�ǁŚĞƌĞ�ŝŶĨŽƌŵĂƟŽŶ�ŽŶ�ƐĞƌǀŝĐĞƐ�ĂŶĚ�
ĂĐƟǀŝƟĞƐ�ŝŶ�ƚŚĞ�ůŽĐĂů�ĐŽŵŵƵŶŝƚǇ�ĂƌĞ�ƌĞĂĚŝůǇ�ĂĐĐĞƐƐŝďůĞ�ĐŽƵůĚ�ŚĞůƉ�
ĐĞŶƚƌĂůŝƐĞ�ĂĐĐĞƐƐ�ĂŶĚ�ĞŶŚĂŶĐĞ�ƚŚĞ�ǁŝĚĞƌ�ĂĐƟǀĞ�ĞŶŐĂŐĞŵĞŶƚ�ŽĨ�ŽůĚĞƌ�
people. This could be a physical hub complemented by centralised 
ŽŶůŝŶĞ�ŝŶĨŽƌŵĂƟŽŶ͘�/ƚ�ǁĂƐ�ƐƵŐŐĞƐƚĞĚ�ƚŚĂƚ͕�ƌĂƚŚĞƌ�ƚŚĂŶ�ŚĂǀŝŶŐ�ŽŶĞ�
ƌĞŐŝŽŶĂů�ŚƵď�ĨŽƌ�ZĞŶĨƌĞǁƐŚŝƌĞ͕�ĞĂĐŚ�ƚŽǁŶ�Žƌ�ĐŽŵŵƵŶŝƚǇ�ƐŚŽƵůĚ�ŚĂǀĞ�
a local hub.

WĂƌƟĐŝƉĂŶƚƐ�ĐŽŵŵĞŶƚĞĚ�ƚŚĂƚ�ƚŚĞ�ŚƵď�ĐŽƵůĚ�ĐŽŶŶĞĐƚ�ŽůĚĞƌ�ƉĞŽƉůĞ�
to what is going on in the wider community as well as to RHSCP 
ƐĞƌǀŝĐĞƐ͘�dŚŝƐ�ĐŽƵůĚ�ŝŶĐůƵĚĞ�ĐůƵďƐ͕�ŐƌŽƵƉƐ͕�ĂŶĚ�ƚŚŝƌĚ�ƐĞĐƚŽƌ�ĂĐƟǀŝƟĞƐ͘�
dŚĞ�ŚƵď�ĐŽƵůĚ�ƉƌŽǀŝĚĞ�ƚƌĂŝŶŝŶŐ�ĨŽƌ�ůŽĐĂů�ďƵƐŝŶĞƐƐĞƐ�ĂŶĚ�ŽƌŐĂŶŝƐĂƟŽŶƐ�
ŽŶ�ĂĚĂƉƟŶŐ�ƐĞƌǀŝĐĞƐ�ƚŽ�ďĞ�ŵŽƌĞ�ĂƉƉƌŽƉƌŝĂƚĞ�ĨŽƌ�ŽůĚĞƌ�ƉĞŽƉůĞ�
ŝŶĐůƵĚŝŶŐ�ďĞŝŶŐ�ĚĞŵĞŶƟĂ�ĨƌŝĞŶĚůǇ�ĂŶĚ�ĞŵďƌĂĐŝŶŐ�ŬŝŶĚŶĞƐƐ�ƚŽ�ƚĂĐŬůĞ�
ůŽŶĞůŝŶĞƐƐ�ĂŶĚ�ƐŽĐŝĂů�ŝƐŽůĂƟŽŶ͘��ǆŝƐƟŶŐ�ĐŽŵŵƵŶŝƚǇ�ǀĞŶƵĞƐ�ŝŶĐůƵĚŝŶŐ�
ĚĂǇ�ĐĞŶƚƌĞƐ�ĂŶĚ�ůŝďƌĂƌŝĞƐ�ĐŽƵůĚ�ďĞ�ĞǆƉůŽƌĞĚ�ĂƐ�ƉŽƚĞŶƟĂů�ŚƵďƐ͘�dŚŝƌĚ�
ƐĞĐƚŽƌ�ŽƌŐĂŶŝƐĂƟŽŶƐ�ĐŽƵůĚ�ƉƌŽǀŝĚĞ�ƚŚĞ�ŝŶĨŽƌŵĂƟŽŶ�ĂŶĚ�ĐŽŶƚĞŶƚ�ƚŚĂƚ�ŝƐ�
accessed through the hubs. 

WĂƌƟĐŝƉĂŶƚƐ�ĂůƐŽ�ƚŚŽƵŐŚƚ�ƚŚĂƚ�ŚĂǀŝŶŐ�Ă�ƐŝŶŐůĞ�ƉŽŝŶƚ�ŽĨ�ĐŽŶƚĂĐƚ�ŝŶ�ƚŚĞ�
ŚƵď�ǁŚŽ�ĐŽƵůĚ�ĂƐƐŝƐƚ�ǁŝƚŚ�ŝĚĞŶƟĨǇŝŶŐ�ƐĞƌǀŝĐĞƐ�ƚŽ�ƐƵŝƚ�ŝŶĚŝǀŝĚƵĂů�ŶĞĞĚƐ�
ĂŶĚ�ĂƐƐĞƐƐŝŶŐ�ĞůŝŐŝďŝůŝƚǇ͖�ĂŶĚ�ƚŚĂƚ�ƐƵƉƉŽƌƟŶŐ�ĐŝƟǌĞŶƐ�ƚŚƌŽƵŐŚ�ƚŚĞ�^�^�
process would make services more accessible.  

Some people noted that they would be willing to pay for or contribute 
ƚŽ�ƚŚĞ�ĐŽƐƚ�ŽĨ�ƐĞƌǀŝĐĞƐ�ƐƵĐŚ�ĂƐ��ĂƌĞ�ĂŶĚ�ZĞƉĂŝƌ�ĂŶĚ�ƚĂǆŝ�ƐĞƌǀŝĐĞƐ͘�

WŽƚĞŶƟĂů�ĂƌĞĂƐ�ƚŽ�ĞǆƉůŽƌĞ�ŝŶĐůƵĚĞ͗�
• DĂŬŝŶŐ�ŝŶĨŽƌŵĂƟŽŶ�ĞĂƐŝůǇ�ĂĐĐĞƐƐŝďůĞ�ďǇ�ŽůĚĞƌ�ƉĞŽƉůĞ�ĂŶĚ�ƚŚĞ�ǁŝĚĞƌ�

ĐŽŵŵƵŶŝƚǇ�ŝŶ�Ă�ǁĂǇ�ƚŚĂƚ�ƌĞĚƵĐĞƐ�ƐƟŐŵĂ�
• �ƌĞĂƚĞ�Ă�ŶĞƚǁŽƌŬ�ŽĨ�ůŽĐĂů�ŚƵďƐ�ƚŚĂƚ�ƐŚĂƌĞ�ŝŶĨŽƌŵĂƟŽŶ�ĂĐƌŽƐƐ� 

the region 
• �ǆƉůŽƌŝŶŐ�ǁĂǇƐ�ƚŚĂƚ�ƉĞŽƉůĞ�ĐĂŶ�ƉĂǇ�ĨŽƌ�Žƌ�ĐŽŶƚƌŝďƵƚĞ�ƚŽ�ƚŚĞ�ĐŽƐƚ� 

of services

You have to know how 
to navigate the system 

[ASeRT]- it’s hard.WĞŽƉůĞ�ŚĂǀĞ�ƚŽůĚ�ƵƐ�ƚŚĂƚ�ŝƚ�ŝƐ�ǀĞƌǇ�ĚŝĸĐƵůƚ�ƚŽ�
ĮŶĚ�ĂŶĚ�ĂĐĐĞƐƐ�ƌĞůĞǀĂŶƚ�ŝŶĨŽƌŵĂƟŽŶ͕�͞ǇŽƵ�
don’t know what you don’t know”.

^ĞƌǀŝĐĞƐ�WƌŽǀŝĚĞĚ�ďǇ�Z,^�W
dŚĞŵĞ�ϭ
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�ĐƟŽŶ��ƌĞĂ�ϭ͘ϯ�ͬ�Z,^�W�WƌŽĐĞƐƐĞƐ

&ĞĞĚďĂĐŬ�ĨƌŽŵ�Ă�ƐĞůĞĐƟŽŶ�ŽĨ�ƐƚĂī�ǁŚŽ�ĂƩĞŶĚĞĚ�ƚŚĞ�ƐƚĂī�ĞŶŐĂŐĞŵĞŶƚ�ǁŽƌŬƐŚŽƉƐ�
ŶŽƚĞĚ�ƚŚĞŝƌ�ĂŵďŝƟŽŶ�ƚŽ�ǁŽƌŬ�ŝŶ�ŵŽƌĞ�ŝŶƚĞŐƌĂƚĞĚ�ǁĂǇƐ͘�dŚŝƐ�ǁŽƵůĚ�ƐƵƉƉŽƌƚ�ŝŵƉƌŽǀĞĚ�
ĐŽŵŵƵŶŝĐĂƟŽŶ�ĂŶĚ�ũŽŝŶĞĚͲƵƉ�ƐƵƉƉŽƌƚ�ďĞƚǁĞĞŶ�ƚŚĞ�ƐĞƌǀŝĐĞƐ�ĚĞůŝǀĞƌŝŶŐ�ŚĞĂůƚŚ�ĂŶĚ�ƐŽĐŝĂů�
ĐĂƌĞ͘��&ĞĞĚďĂĐŬ�ƐƵŐŐĞƐƚĞĚ�ƚŚĂƚ�Ă�ĐĂƌĞ�ĐŽŽƌĚŝŶĂƚŽƌ�ĐŽƵůĚ�ďĞ�ŝĚĞŶƟĮĞĚ�ǁŚŽ�ŚĂƐ�ŵŽƐƚ�
ƌĞŐƵůĂƌ�ĐŽŶƚĂĐƚ�ǁŝƚŚ�ƚŚĞ�ƐĞƌǀŝĐĞ�ƵƐĞƌ�ĂŶĚ�ǁŚŽŵ�Ăůů�ŽƚŚĞƌ�ƉƌŽĨĞƐƐŝŽŶĂůƐ�ƐŚŽƵůĚ�ƵƉĚĂƚĞ�
ŽŶ�ĂŶǇ�ĐŚĂŶŐĞƐ͘�dŚĞǇ�ĐŽƵůĚ�ƚŚĞŶ�ůŝĂŝƐĞ�ǁŝƚŚ�ĨĂŵŝůŝĞƐ͘�

��ŵŽƌĞ�ĐŽŽƌĚŝŶĂƚĞĚ�ĂƉƉƌŽĂĐŚ�ƚŽ�ĚĞůŝǀĞƌŝŶŐ�ƐĞƌǀŝĐĞƐ�ĐŽƵůĚ�ďĞ�ĞŶĂďůĞĚ�ƚŚƌŽƵŐŚ�/d�
ƐǇƐƚĞŵƐ�ƚŚĂƚ�ĂƌĞ�ĂĐĐĞƐƐŝďůĞ�ƚŽ�Ăůů�ƉƌŽĨĞƐƐŝŽŶĂůƐ�ĂŶĚ�ĐŽͲůŽĐĂƟŽŶ�ŽĨ�ƐƚĂī�ĂĐƌŽƐƐ�ƚŚĞ�
,^�W͘ �^ĞƌǀŝĐĞ�hƐĞƌƐ�ǁŝƚŚ�ŵŽƌĞ�ĐŽŵƉůĞǆ�ŶĞĞĚƐ�ǁŽƵůĚ�ďĞŶĞĮƚ�ĨƌŽŵ�ŵƵůƟͲĚŝƐĐŝƉůŝŶĂƌǇ�
ƚĞĂŵƐ�ǁŝƚŚ�Ă�ĐůĞĂƌ�ƵŶĚĞƌƐƚĂŶĚŝŶŐ�ŽĨ�ƚŚĞ�ƌŽůĞƐ�ĂŶĚ�ƌĞƐƉŽŶƐŝďŝůŝƟĞƐ�ŽĨ�ĞĂĐŚ�ƚĞĂŵ�
ŵĞŵďĞƌ͘ ��ůƚŚŽƵŐŚ͕�ŝƚ�ǁĂƐ�ŶŽƚĞĚ�ƚŚĂƚ�ŝŶĐƌĞĂƐŝŶŐůǇ�ĐŽŵƉůĞǆ�ŶĞĞĚƐ�ĐĂŶ�ƉƌĞƐĞŶƚ�ƉĂƌƟĐƵůĂƌ�
ĐŚĂůůĞŶŐĞƐ�ĨŽƌ�ĐŽŽƌĚŝŶĂƟŶŐ�ƚĞĂŵƐ͘�

WĞŽƉůĞ�ŶŽƚĞĚ�ƚŚĂƚ�ƚŚĞǇ�ůŝŬĞĚ�ƚŚĞ�ŇĞǆŝďŝůŝƚǇ�ĂŶĚ�ĐŚŽŝĐĞ�ƚŚĂƚ�^�^�ĐĂŶ�ƉƌŽǀŝĚĞ�ďƵƚ�ĚŽ�ŶŽƚ�
ĨĞĞů�ĐůĞĂƌůǇ�ŝŶĨŽƌŵĞĚ�ĂďŽƵƚ�ŝƚ͘�/ƚ�ǁĂƐ�ƐƵŐŐĞƐƚĞĚ�ďǇ�ďŽƚŚ�ĐŝƟǌĞŶƐ�ĂŶĚ�ƐƚĂī�ƚŚĂƚ�ŚĂǀŝŶŐ�
Ă�ĚĞƐŝŐŶĂƚĞĚ�ƉĞƌƐŽŶ�ŝŶ�ƉůĂĐĞ�ƚŽ�ŚĞůƉ�ĐŽŽƌĚŝŶĂƚĞ�ƐƚƌĂŶĚƐ�ŽĨ�ĂĐƟǀŝƚǇ�ĂŶĚ�ƐŝŐŶƉŽƐƚ�ƚŽ�
ƐĞƌǀŝĐĞƐ�ǁŽƵůĚ�ďĞ�ďĞŶĞĮĐŝĂů͘

WĂƌƟĐŝƉĂŶƚƐ�ĂůƐŽ�ƐƵŐŐĞƐƚĞĚ�ƚŚĂƚ�Ă�ĐůĞĂƌĞƌ�ĨŽĐƵƐ�ŽŶ�ŝŶĚŝǀŝĚƵĂůƐ͛�ŽƵƚĐŽŵĞƐ�ĐŽƵůĚ�ĂůůŽǁ�ĨŽƌ�
ƚŚĞ�ƉƌŽǀŝƐŝŽŶ�ŽĨ�ƐŽĐŝĂů�ƟŵĞ�ǁŝƚŚŝŶ�ƐĞƌǀŝĐĞ�ĚĞůŝǀĞƌǇ͘�&Žƌ�ĞǆĂŵƉůĞ͕�Ăƚ�ƚŚĞ�ŵŽŵĞŶƚ͕�ŵĞĂůƐ�
ĂƌĞ�ĚĞůŝǀĞƌĞĚ�ǁŝƚŚ�ŶŽ�Žƌ�ůŝƩůĞ�ĐŽŶǀĞƌƐĂƟŽŶ͕�ŵŝƐƐŝŶŐ�ƚŚĞ�ŽƉƉŽƌƚƵŶŝƚǇ�ƚŽ�ĐŚĞĐŬ�ŝŶ�ǁŝƚŚ�ƚŚĞ�
ŽůĚĞƌ�ƉĞƌƐŽŶ�ĂŶĚ�ƚŽ�ĞŶŐĂŐĞ�ƚŚĞŵ�ŝŶ�ĐŽŶǀĞƌƐĂƟŽŶ͘�,ĂǀŝŶŐ�ƟŵĞ�ƚŽ�ƐƉĞŶĚ�ǁŝƚŚ�Ă�ƉĞƌƐŽŶ�

ǁŚŝůĞ�ƚŚĞǇ�ĂƌĞ�ĞĂƟŶŐ�ĐĂŶ�ĞŶƐƵƌĞ�ƚŚĞǇ�ĂƌĞ�ƌĞĐĞŝǀŝŶŐ�ƚŚĞ�ŶŽƵƌŝƐŚŵĞŶƚ�ƚŚĞǇ�ŶĞĞĚ�ĂŶĚ�ƚŚĞ�
ƐŽĐŝĂů�ĐŽŶƚĂĐƚ�ĐĂŶ�ŚĞůƉ�ƌĞĚƵĐĞ�ůŽŶĞůŝŶĞƐƐ͕�ŝŶ�ůŝŶĞ�ǁŝƚŚ�^ĐŽƫƐŚ�'ŽǀĞƌŶŵĞŶƚ�ƐƚƌĂƚĞŐǇ͘�dŚŝƐ�
ŵĂǇ�ďĞ�ĂŶ�ŽƉƉŽƌƚƵŶŝƚǇ�ƚŽ�ǁŽƌŬ�ŵŽƌĞ�ĐůŽƐĞůǇ�ǁŝƚŚ�ƚŚŝƌĚ�ƐĞĐƚŽƌ�ĂŶĚ�ĐŽŵŵƵŶŝƚǇ�ƉĂƌƚŶĞƌƐ͘

&ĞĞĚďĂĐŬ�ƌĞĐĞŝǀĞĚ�ĂůƐŽ�ƐƵŐŐĞƐƚĞĚ�ƚŚĂƚ�ŝŵƉƌŽǀŝŶŐ�ƚŚĞ�ĐŽŵŵŝƐƐŝŽŶŝŶŐ�ĂŶĚ�ƉƌŽĐƵƌĞŵĞŶƚ�
ƉƌŽĐĞƐƐĞƐ�ĐŽƵůĚ�ŚĞůƉ�ŝŵƉƌŽǀĞ�ĞƋƵĂůŝƚǇ�ŝŶ�ƐĞƌǀŝĐĞ�ƉƌŽǀŝƐŝŽŶ�ĂĐƌŽƐƐ�ƚŚĞ�ƌĞŐŝŽŶ͘�

WŽƚĞŶƟĂů�ĂƌĞĂƐ�ƚŽ�ĞǆƉůŽƌĞ�ŝŶĐůƵĚĞ͗�
• �ŽŶƟŶƵŝŶŐ�ƚŽ�ĚĞǀĞůŽƉ�Ă�ŵŽƌĞ�ŝŶƚĞŐƌĂƚĞĚ�ĂŶĚ�ĐŽŽƌĚŝŶĂƚĞĚ�ĂƉƉƌŽĂĐŚ�ƚŽ�ĐĂƌĞ�ǁŚŝĐŚ�ŝƐ�

ŽƵƚĐŽŵĞƐͲďĂƐĞĚ
• &ƵƌƚŚĞƌ�ĚĞǀĞůŽƉŝŶŐ�^�^�ƚŽ�ĐůĂƌŝĨǇ�ƚŚĞ�ŽīĞƌ�ĂŶĚ�ƐŝŵƉůŝĨǇ�ƚŚĞ�ƉƌŽĐĞƐƐ
• WĂƌƚŶĞƌƐŚŝƉ�ǁŽƌŬŝŶŐ�ƚŽ�ŚĞůƉ�ƐŚŝŌ�ƚŚĞ�ĨŽĐƵƐ�ŽĨ�ƐĞƌǀŝĐĞ�ĚĞůŝǀĞƌǇ�ƚŽ�ďĞƩĞƌ�ŵĞĞƚ�ƚŚĞ�

ŽƵƚĐŽŵĞƐ�ŽĨ�ŽůĚĞƌ�ƉĞŽƉůĞ�
• �ĞůŝǀĞƌŝŶŐ�ĞƋƵĂůŝƚǇ�ŽĨ�ĂĐĐĞƐƐ�ĂĐƌŽƐƐ�ƚŚĞ�ƌĞŐŝŽŶ

^ƚĂī�ũƵƐƚ�ĚŽŶ͛ƚ�ŚĂǀĞ�
ƟŵĞ͙ŝƚ�ƐĞĞŵƐ�ƚŚĞ�
ƚĂƌŐĞƚƐ�ĂƌĞ�ŵŽƌĞ�

ŝŵƉŽƌƚĂŶƚ�ƚŚĂŶ�ƉĞŽƉůĞ͘

WĞŽƉůĞ�ŚĂǀĞ�ƚŽůĚ�ƵƐ�ƚŚĂƚ͕�͞ƚŚĞ�ƐĞƌǀŝĐĞ�ĨĞĞůƐ�ĚŝƐũŽŝŶƚĞĚ�ǁŚĞƌĞǀĞƌ�ǇŽƵ�ĂƌĞ�ŝŶ�ƚŚĞ�ƐǇƐƚĞŵ͟

^ĞƌǀŝĐĞƐ�WƌŽǀŝĚĞĚ�ďǇ�Z,^�W
dŚĞŵĞ�ϭ
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Many older people want to remain independent for as 
long as they can while others need to be encouraged 
ĂŶĚ�ƐƵƉƉŽƌƚĞĚ�ƚŽ�ŚĂǀĞ�ĂŶ�ĂĐƟǀĞ�ƌŽůĞ�ŝŶ�ƚŚĞŝƌ�ŚĞĂůƚŚ�
and wellbeing. To support independence, older 
people should have the freedom to choose how they 
ƐƉĞŶĚ�ƚŚĞŝƌ�ƟŵĞ�ĂŶĚ�ǁŚŝĐŚ�ĂĐƟǀŝƟĞƐ�ƚŚĞǇ�ƚĂŬĞ�ƉĂƌƚ�
ŝŶ͘�dŽ�ĞŶĐŽƵƌĂŐĞ�ĐŝƟǌĞŶƐ�ƚŽ�ďĞ�ĂĐƟǀĞ�ĂŶĚ�ĞŶŐĂŐĞĚ͕�
services must connect to the individual’s personal 
outcomes – these are the things that are important  
to them in their life. 

tĞ�ŶĞĞĚ�ƚŽ�ĮŶĚ�ŶĞǁ�ǁĂǇƐ�ŽĨ�ĐŽŶŶĞĐƟŶŐ�ǁŝƚŚ�ŽůĚĞƌ�
ƉĞŽƉůĞ�ĞŶƐƵƌŝŶŐ�ƚŚĂƚ�ƚŚĞǇ�ŬŶŽǁ�ŚŽǁ�ďĞƐƚ�ƚŽ�ůŽŽŬ�
ĂŌĞƌ�ƚŚĞŝƌ�ŽǁŶ�ŚĞĂůƚŚ�ĂŶĚ�ǁĞůůďĞŝŶŐ͘�/ŶĨŽƌŵĂƟŽŶ�
about what impacts our health and wellbeing should 
ďĞ�ĞĂƐǇ�ƚŽ�ƵŶĚĞƌƐƚĂŶĚ�ĂŶĚ�ƐĞƌǀŝĐĞƐ�ĂŶĚ�ĂĐƟǀŝƟĞƐ�
ƚŚĂƚ�ĐĂŶ�ƐƵƉƉŽƌƚ�ŝŶĚŝǀŝĚƵĂůƐ�ƚŽ�ŵĂŬĞ�ƉŽƐŝƟǀĞ�ĐŚŽŝĐĞƐ�
should be easily accessible. 

To enable older people to support themselves 
ĂŶĚ�ƌĞƚĂŝŶ�ƚŚĞŝƌ�ŝŶĚĞƉĞŶĚĞŶĐĞ͕�ǁĞ�ƐŚŽƵůĚ�ƚĂŬĞ�Ă�
ƐƚƌĞŶŐƚŚƐͲďĂƐĞĚ�ĂƉƉƌŽĂĐŚ͕�ĚƌĂǁŝŶŐ�ŽŶ�ƚŚĞ�ĞǆŝƐƟŶŐ�
ǁĞĂůƚŚ�ŽĨ�ŬŶŽǁůĞĚŐĞ͕�ƐŬŝůůƐ�ĂŶĚ�ƉŽƚĞŶƟĂů�ƚŚĂƚ�ŽƵƌ�
ĐŝƟǌĞŶƐ�ĂŶĚ�ĐŽŵŵƵŶŝƟĞƐ�ŚĂǀĞ�ĂĐĐĞƐƐ�ƚŽ͘�

Overview

Health & Wellbeing
Theme 2
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sŽůƵŶƚĞĞƌŝŶŐ�ŵĂǇ�ŚĂǀĞ�Ă�ǀŝƚĂů�ƌŽůĞ�ƚŽ�ƉůĂǇ�ŝŶ�ƐƵƉƉŽƌƟŶŐ�
individual health and wellbeing. It also helps to build 
ƐŽĐŝĂů�ĐŽŶŶĞĐƟŽŶƐ�ƚŚĂƚ�ďĞŶĞĮƚ�ďŽƚŚ�ƚŚĞ�ǀŽůƵŶƚĞĞƌ�ĂŶĚ�
ƚŚĞ�ƌĞĐŝƉŝĞŶƚ�ĂŶĚ�ĐĂŶ�ƌĞĚƵĐĞ�ƚŚĞ�ƉŽƚĞŶƟĂů�ĨŽƌ�ůŽŶĞůŝŶĞƐƐ�
ĂŶĚ�ŝƐŽůĂƟŽŶ�ƚŚĂƚ�ĐĂŶ�ďĞ�ĚĞƚƌŝŵĞŶƚĂů�ƚŽ�ŽƵƌ�ŚĞĂůƚŚ�ĂŶĚ�
ƐĞŶƐĞ�ŽĨ�ǁĞůůďĞŝŶŐ͘

Volunteering can be very rewarding and a great way to 
ŐĞƚ�ƉĞŽƉůĞ�ĂĐƟǀĞ�ŝŶ�ƚŚĞŝƌ�ĐŽŵŵƵŶŝƟĞƐ͕�ǁŚĞƚŚĞƌ�ŐŝǀŝŶŐ�
ƐŽŵĞƚŚŝŶŐ�ďĂĐŬ�ƚŽ�ƚŚĞ�ĐŽŵŵƵŶŝƚǇ͕ �ŵĞĞƟŶŐ�ŶĞǁ�ƉĞŽƉůĞ�
or learning a new skill. To ensure no-one is exploited and 
ƚŚĞ�ƉƌŝŶĐŝƉůĞƐ�ŽĨ�ŵƵƚƵĂůŝƚǇ�ĂŶĚ�ƌĞĐŝƉƌŽĐŝƚǇ�ĂƌĞ�ƵƉŚĞůĚ͕�
a ‘volunteer ready’ programme could help prepare 
people to volunteer. The programme could help build 
ƐĞůĨͲĞƐƚĞĞŵ�ĂŶĚ�ƐŬŝůůƐ�ĨŽƌ�ƉĞŽƉůĞ�ƚŽ�ǀŽůƵŶƚĞĞƌ�ĞīĞĐƟǀĞůǇ�
and that they can add to their CV. Volunteering could be 
ŝŶĐĞŶƟǀŝƐĞĚ�ĂŶĚ�ZĞŶĨƌĞǁƐŚŝƌĞ�ǀŽůƵŶƚĞĞƌŝŶŐ�ƉƌŝǌĞƐ�ŵŝŐŚƚ�
ĞŶĐŽƵƌĂŐĞ�ŵŽŵĞŶƚƵŵ�ĂŶĚ�ďƵŝůĚ�Ă�ŵŽǀĞŵĞŶƚ͘��ĚĚŝƟŽŶĂů�
ŝŶĨŽƌŵĂƟŽŶ�ŽŶ�ŚŽǁ�ƚŽ�ǀŽůƵŶƚĞĞƌ͕ �ƚƌĂŝŶŝŶŐ�ĂŶĚ�ŽŶŐŽŝŶŐ�
support also needs to be in place.

WĂƌƟĐŝƉĂŶƚƐ�ƐƵŐŐĞƐƚĞĚ�ƚŚĂƚ�ĂĐƟǀŝƟĞƐ�ƵŶĚĞƌƉŝŶŶĞĚ�ďǇ�
shared interests are most rewarding. There are many 
ƚǇƉĞƐ�ŽĨ�ǀŽůƵŶƚĞĞƌŝŶŐ�ƉƌŽŐƌĂŵŵĞƐ�ŽŶůŝŶĞ�ĂŶĚ�ŽŋŝŶĞ�
ĨƌŽŵ�ƚŚŽƐĞ�ƚŚĂƚ�ŽīĞƌ�ĂƐƐŝƐƚĂŶĐĞ�ŝŶ�ƚĂŬŝŶŐ�ƉĞŽƉůĞ�ƚŽ�

appointments (e.g. Emergency Mum); buddying services 
to learn something new (e.g. digital buddy groups in 
ůŝďƌĂƌŝĞƐͿ͕�ƚŽ�ƚŚŽƐĞ�ƚŚĂƚ�ŚĞůƉ�ǁŝƚŚ�ƐŚŽƉƉŝŶŐ�;Ğ͘Ő͘�Ăƚ�
�ƌĂĞŚĞĂĚ�^ŚŽƉƉŝŶŐ��ĞŶƚƌĞͿ͘�^ŽŌ�ŽƉƟŽŶƐ�ĨŽƌ�ǀŽůƵŶƚĞĞƌŝŶŐ�
;Ğ͘Ő͘�ŬĞĞƉŝŶŐ�ĂŶ�ĞǇĞ�ŽƵƚ�ĨŽƌ�Ă�ŶĞŝŐŚďŽƵƌͿ�ĂŶĚ�ŵŝĐƌŽͲ
ǀŽůƵŶƚĞĞƌŝŶŐ�;ƐŵĂůů�ƚĂƐŬƐ�ƚŚĂƚ�ĚŽ�ŶŽƚ�ƌĞƋƵŝƌĞ�ƐŝŐŶŝĮĐĂŶƚ�
ƟŵĞ�Žƌ�ĐŽŵŵŝƚŵĞŶƚͿ�ĂůƐŽ�ŶĞĞĚ�ƚŽ�ďĞ�ĞĂƐŝůǇ�ĂĐĐĞƐƐŝďůĞ͘�
/ƚ�ǁĂƐ�ƐƵŐŐĞƐƚĞĚ�ƚŚĂƚ�ƚŚĞ�,^�W�ĐŽƵůĚ�ďĞ�ŵŽƌĞ�ƉƌŽĂĐƟǀĞ�
ŝŶ�ƐŝŐŶƉŽƐƟŶŐ�ĂŶĚ�ůŝŶŬŝŶŐ�ǀŽůƵŶƚĞĞƌŝŶŐ�ŽƉƉŽƌƚƵŶŝƟĞƐ�
ƚŽ�^�^͘�dŚŝƐ�ǁŽƵůĚ�ŚĞůƉ�ĞŶƐƵƌĞ�ŵŽƌĞ�ŽĨ�Ă�ƚǁŽͲǁĂǇ�ŇŽǁ�
ŽĨ�ŝŶĨŽƌŵĂƟŽŶ�ďĞƚǁĞĞŶ�ƉƌŽŐƌĂŵŵĞƐ�ĂŶĚ�ƉŽƚĞŶƟĂů�
ďĞŶĞĮĐŝĂƌŝĞƐ�ĂŶĚ�ƐƵƉƉŽƌƚ�ŐƌĂƐƐͲƌŽŽƚƐ�ĂĐƟǀŝƚǇ͘

DĂƉƉŝŶŐ�ƚŚĞ�ǀĂƌŝĞƚǇ�ŽĨ�ǀŽůƵŶƚĞĞƌŝŶŐ�ƉƌŽŐƌĂŵŵĞƐ�ĐŽƵůĚ�
ŚĞůƉ�ŝĚĞŶƟĨǇ�ŽƉƉŽƌƚƵŶŝƟĞƐ�ĨŽƌ�ŶĞǁ�ǁĂǇƐ�ƚŽ�ĞŶŐĂŐĞ�
ĐŝƟǌĞŶƐ͕�ĞǆĐŚĂŶŐĞ�ůŝĨĞ�ƐŬŝůůƐ�ĂŶĚ�ďƵŝůĚ�ƌĞůĂƟŽŶƐŚŝƉƐ�;Ğ͘Ő͘�
ďƌŝŶŐŝŶŐ�ŐĞŶĞƌĂƟŽŶƐ�ƚŽŐĞƚŚĞƌ�ďĂƐĞĚ�ŽŶ�ƐŚĂƌĞĚ�ŝŶƚĞƌĞƐƚƐ�
where older people teach young people how to play 
ƚƌĂĚŝƟŽŶĂů�ĐĂƌĚ�ŐĂŵĞƐ͕�ǁŚŝůƐƚ�ǇŽƵŶŐ�ƉĞŽƉůĞ�ƚĞĂĐŚ�ŽůĚĞƌ�
people how to do online shopping). This could build on 
ƚŚĞ�ĞǆŝƐƟŶŐ�ŬŶŽǁůĞĚŐĞ�ĂŶĚ�ĞǆƉĞƌƟƐĞ�ŽĨ�ŽƌŐĂŶŝƐĂƟŽŶƐ�
ŝŶ�ZĞŶĨƌĞǁƐŚŝƌĞ͘�/ƚ�ǁĂƐ�ƐƵŐŐĞƐƚĞĚ�ƚŚĂƚ�ĞǆŝƐƟŶŐ�ŚĂůůƐ�ĂŶĚ�
other community venues could be used to reach older 
adults and connect people to services and help others 
ƌĞĐŽŐŶŝƐĞ�ǀƵůŶĞƌĂďŝůŝƟĞƐ�ŝŶ�ƚŚĞŝƌ�ŽǁŶ�ĐŽŵŵƵŶŝƟĞƐ͘�

/ŶŝƟĂƟǀĞƐ�ƚŚĂƚ�ĐŽŶŶĞĐƚ�ƚŚĞ�ŐĞŶĞƌĂƟŽŶƐ�ƚŚƌŽƵŐŚ�ƐŚĂƌĞĚ�
ŝŶƚĞƌĞƐƚƐ�ĞĂƌůŝĞƌ�ŝŶ�ůŝĨĞ�ĐĂŶ�ŚĞůƉ�ƚŽ�ďƌĞĂŬ�ĚŽǁŶ�ƐŽĐŝĂů�
ĚŝǀŝĚĞƐ�ĂŶĚ�ƌĞĚƵĐĞ�ƐƟŐŵĂ͘

Z,^�W�ĐŽƵůĚ�ĐŽŶŶĞĐƚ�ĐŝƟǌĞŶƐ�ƚŽ�ǀŽůƵŶƚĞĞƌ�ƉƌŽŐƌĂŵŵĞƐ�
ĨŽƌ�ƐĞƌǀŝĐĞƐ�ƚŚĂƚ�ĂƌĞ�ŽƵƚƐŝĚĞ�ŽĨ�ŝƚƐ�ƌĞŵŝƚ͘

WŽƚĞŶƟĂů�ĂƌĞĂƐ�ƚŽ�ĞǆƉůŽƌĞ�ŝŶĐůƵĚĞ͗�

• �ŶĐŽƵƌĂŐŝŶŐ�ĂŶĚ�ƐƵƉƉŽƌƟŶŐ�ĐŽŶŶĞĐƟŽŶƐ�ďĞƚǁĞĞŶ�
ƉĞĞƌƐ�ĂŶĚ�ĂĐƌŽƐƐ�ŐĞŶĞƌĂƟŽŶƐ�ǁŚŽ�ŚĂǀĞ�ƐŝŵŝůĂƌ�
interests

• Helping older adults and carers to understand the 
ǀĂƌŝĞƚǇ�ŽĨ�ǀŽůƵŶƚĞĞƌ�ƉƌŽŐƌĂŵŵĞƐ�ƚŚĂƚ�ĞǆŝƐƚ

• WƵƫŶŐ�ŝŶ�ƉůĂĐĞ�ƚŚĞ�ƌŝŐŚƚ�ƐƚƌƵĐƚƵƌĞƐ�ƚŽ�ĞŶĐŽƵƌĂŐĞ�
ǀŽůƵŶƚĞĞƌŝŶŐ�ĂŶĚ�ĞŶƐƵƌĞ�ĐŝƟǌĞŶƐ�ĂƌĞ�͚ǀŽůƵŶƚĞĞƌ�ƌĞĂĚǇ͛�
and are supported in their roles

• dŚĞ�ƌŽůĞ�ŽĨ�Z,^�W�ŝŶ�ƐŝŐŶƉŽƐƟŶŐ�ĂŶĚ�ůŝŶŬŝŶŐ�ĞǆŝƐƟŶŐ�
Z,^�W�ƐĞƌǀŝĐĞƐ�ǁŝƚŚ�ǀŽůƵŶƚĞĞƌ�ƉƌŽŐƌĂŵŵĞƐ

�ĐƟŽŶ��ƌĞĂ�Ϯ͘ϭ�ͬ�^ƵƉƉŽƌƟŶŐ�Ă��ƵůƚƵƌĞ�ŽĨ�sŽůƵŶƚĞĞƌŝŶŐ

'ĞƫŶŐ�ǀŽůƵŶƚĞĞƌƐ�ŝƐ�
ĚŝĸĐƵůƚ�Ͳ�ŽŌĞŶ�ƚŚĞƌĞ�

ĂƌĞŶ͛ƚ�ĞŶŽƵŐŚ�ƉĞŽƉůĞ�ĂŶĚ�
ǁŚĞŶ�ǇŽƵ�ĚŽ�ŐĞƚ�ƐŽŵĞ͕�
ƚŚĞǇ�ŽŌĞŶ�ůĞƚ�ǇŽƵ�ĚŽǁŶ

/ƚ�ŐĂǀĞ�ŵĞ�ŐƌĞĂƚ�ƉůĞĂƐƵƌĞ�
ƚŽ�ƐƚĂƌƚ�Ă�ůƵŶĐŚ�ĐůƵď�Ăƚ�ƚŚĞ�
ĐŽŵŵƵŶŝƚǇ�ŚƵď�Ͳ�ƉĞŽƉůĞ�ŐĞƚ�
ĚƌĞƐƐĞĚ�ƵƉ�ĂŶĚ�ĞŶũŽǇ�ŐŽŝŶŐ�

ŽƵƚ�ƚŽŐĞƚŚĞƌ

,ĞĂůƚŚ�Θ�tĞůůďĞŝŶŐ
dŚĞŵĞ�Ϯ
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'W�ƐƵƌŐĞƌŝĞƐ�ƐĞƌǀĞ�ŽƵƌ�ůŽĐĂů�ĐŽŵŵƵŶŝƟĞƐ�ĂŶĚ�ĐĂŶ�ďĞ�
Ă�ǀĂůƵĂďůĞ�ƌŽƵƚĞ�ƚŽ�ĐŽŶŶĞĐƟŶŐ�ŽůĚĞƌ�ƉĞŽƉůĞ�ƚŽ�ŽƚŚĞƌ�
ƐĞƌǀŝĐĞƐ�ĂŶĚ�ŽƉƉŽƌƚƵŶŝƟĞƐ�ŝŶ�ƚŚĞ�ĐŽŵŵƵŶŝƚǇ͘�&Žƌ�ŵĂŶǇ�
ƉĞŽƉůĞ͕�'WͲďĂƐĞĚ�ƐĞƌǀŝĐĞƐ�ĐĂŶ�ĨĞĞů�ůĞƐƐ�ĚĂƵŶƟŶŐ�ĂŶĚ�
ŵŽƌĞ�ĂĐĐĞƐƐŝďůĞ�ƚŚĂŶ�ĐŽƵŶĐŝůͲďĂƐĞĚ�ƐĞƌǀŝĐĞƐ͘

�ŽŵŵƵŶŝƚǇ�>ŝŶŬ�tŽƌŬĞƌƐ�ďĂƐĞĚ�Ăƚ�'W�ƐƵƌŐĞƌŝĞƐ�ƉƌŽǀŝĚĞ�
ĂĐĐĞƐƐ�ƚŽ�ĐŽŵŵƵŶŝƚǇ�ƐƵƉƉŽƌƚ�ĂŶĚ�ŽƉƉŽƌƚƵŶŝƟĞƐ�ĨŽƌ�
ĐŝƟǌĞŶƐ�ƚŽ�ƐĞůĨͲŵĂŶĂŐĞ�ƚŚĞŝƌ�ŚĞĂůƚŚ�ĂŶĚ�ǁĞůůďĞŝŶŐ͘�

�Ɛ�Ă�ŚƵď�ƐĞƌǀŝŶŐ�Ăůů�ŐĞŶĞƌĂƟŽŶƐ�ŝŶ�ƚŚĞ�ůŽĐĂů�ĐŽŵŵƵŶŝƚǇ͕ �
ƉĂƌƟĐŝƉĂŶƚƐ�ƐƵŐŐĞƐƚĞĚ�ƚŚĂƚ�'W�ƐƵƌŐĞƌŝĞƐ�ĐŽƵůĚ�ƉůĂǇ�
Ă�ǁŝĚĞƌ�ƌŽůĞ�ŝŶ�ƐƵƉƉŽƌƟŶŐ�ƚŚĞ�ŚĞĂůƚŚ�ĂŶĚ�ǁĞůůďĞŝŶŐ�
ŽĨ�ŽůĚĞƌ�ĂĚƵůƚƐ�ƚŚƌŽƵŐŚ�ƐŝŐŶƉŽƐƟŶŐ�ƚŽ�ůŽĐĂů�ƐĞƌǀŝĐĞƐ�
ĂŶĚ�ŐƌŽƵƉƐ͘�KŶĞ�ƐƵŐŐĞƐƟŽŶ�ǁĂƐ�ĐƌĞĂƟŶŐ�Ă�ϲͲŵŽŶƚŚůǇ�
͚ǁŚĂƚ Ɛ͛�ŽŶ͛�ďƌŽĐŚƵƌĞ͕�ƚĂƌŐĞƚĞĚ�Ăƚ�ǀƵůŶĞƌĂďůĞ�ŐƌŽƵƉƐ͕�
ĨƵŶĚĞĚ�ďǇ�ůŽĐĂů�ďƵƐŝŶĞƐƐĞƐ�ĂŶĚ�ĚŝƐƐĞŵŝŶĂƚĞĚ�ƚŚƌŽƵŐŚ�
'W�ƐƵƌŐĞƌŝĞƐ͘����

dŽ�ƐƵƉƉŽƌƚ�ƉƌĞǀĞŶƚĂƟǀĞ�ĂĐƟŽŶ͕�ŝƚ�ǁĂƐ�ĂůƐŽ�ŶŽƚĞĚ�ƚŚĂƚ�
ŝŶĐƌĞĂƐŝŶŐ�ŬŶŽǁůĞĚŐĞ�ĂŶĚ�ĂǁĂƌĞŶĞƐƐ�ŝŶ�ƚŚĞ�ĐŽŵŵƵŶŝƚǇ�
ƚŽ�ůŽŽŬ�ĂŌĞƌ�ǇŽƵƌ�ŽǁŶ�ŚĞĂůƚŚ�ĂŶĚ�ǁĞůůďĞŝŶŐ�ĐŽƵůĚ�ĂƐƐŝƐƚ�
ŝŶ�ŬĞĞƉŝŶŐ�ƉĞŽƉůĞ�ŚĞĂůƚŚŝĞƌ�ĨŽƌ�ůŽŶŐĞƌ͘

��͚^ŽĐŝĂů�DKd͛�ǁĂƐ�ƐƵŐŐĞƐƚĞĚ�ĂƐ�Ă�ǁĂǇ�ŽĨ�ĐŚĞĐŬŝŶŐ�
ŝŶ�ǁŝƚŚ�ŽůĚĞƌ�ĂĚƵůƚƐ�ĂŶĚ�ƐŝŐŶƉŽƐƟŶŐ�ƚŽ�ŝŶĨŽƌŵĂƟŽŶ͕�
ƌĞƐŽƵƌĐĞƐ�ĂŶĚ�ĂĐƟǀŝƟĞƐ�ƚŚĂƚ�ĐĂŶ�ŚĞůƉ�ĞŶƐƵƌĞ�ŐŽŽĚ�
ŵĞŶƚĂů�ŚĞĂůƚŚ�ĂŶĚ�ĂĚĚƌĞƐƐ�ƚŚĞ�ƉŽƚĞŶƟĂů�ĨŽƌ�ůŽŶĞůŝŶĞƐƐ�
Žƌ�ƐŽĐŝĂů�ŝƐŽůĂƟŽŶ͘�dŚŝƐ�ĐŽƵůĚ�ďĞ�ĐĂƌƌŝĞĚ�ŽƵƚ�ďǇ�
ĐŽŵŵƵŶŝƚǇ�ĐŽŶŶĞĐƚŽƌƐ�ŝŶ�Ă�ůŽĐĂů�'W�ƐƵƌŐĞƌǇ�
Žƌ�ĂůƚĞƌŶĂƟǀĞ�ƐƵŝƚĂďůĞ�ůŽĐĂƟŽŶƐ͘��

KůĚĞƌ�ƉĞŽƉůĞ�ǁŚŽ�ĂƩĞŶĚĞĚ�ƚŚĞ�ǁŽƌŬƐŚŽƉƐ�ƐĂŝĚ�ƚŚĞǇ�
ǁŽƵůĚ�ǀĂůƵĞ�ŚĂǀŝŶŐ�Ă�ĚĞĞƉĞƌ�ƌĞůĂƟŽŶƐŚŝƉ�ǁŝƚŚ�ƚŚĞŝƌ�
'WƐ͘�^ƵŐŐĞƐƟŽŶƐ�ŝŶĐůƵĚĞĚ�ŚĂǀŝŶŐ�Ă�ƐŝŶŐůĞ�'W�ĂƐ�ƚŚĞ�
ƉŽŝŶƚ�ŽĨ�ĐŽŶƚĂĐƚ�ĨƌŽŵ�ƚŚĞ�ĂŐĞ�ŽĨ�ϲϱ͕�ŚĞůƉŝŶŐ�ƚŽ�ďƵŝůĚ�
ƚŚĞ�ƌĞůĂƟŽŶƐŚŝƉ͕�ĂůůŽǁŝŶŐ�ĨŽƌ�ĐŽŶƐŝƐƚĞŶĐǇ͕ �ĂŶĚ�ƌĞĚƵĐŝŶŐ�
ƚŚĞ�ŶĞĞĚ�ƚŽ�ŚĂǀĞ�ƚŽ�ƌĞƉĞĂƚ�ƚŚĞŝƌ�ŚŝƐƚŽƌǇ�ǁŝƚŚ�ĚŝīĞƌĞŶƚ�
'WƐ͘�tŽƌŬƐŚŽƉ�ƉĂƌƟĐŝƉĂŶƚƐ�ĂůƐŽ�ƐƵŐŐĞƐƚĞĚ�ƚŚĂƚ�ůŽŶŐĞƌ�
ĂƉƉŽŝŶƚŵĞŶƚƐ�ĨŽƌ�ŽůĚĞƌ�ƉĞŽƉůĞ�ĐŽƵůĚ�ŚĞůƉ�ƚŚĞŵ�ĨĞĞů�
ůĞƐƐ�ƌƵƐŚĞĚ͘�

^ŽŵĞ�ƉĂƌƟĐŝƉĂŶƚƐ�ĂĐŬŶŽǁůĞĚŐĞĚ�ƚŚĂƚ�ĂŶǇ�ƉƌŽƉŽƐĂůƐ�
ĐŽŶƐŝĚĞƌŝŶŐ�ƐƵĐŚ�ĐŚĂŶŐĞƐ�ǁŽƵůĚ�ŶĞĞĚ�ƚŽ�ƌĞŇĞĐƚ�ƚŚĞ�'W�
ĐŽŶƚƌĂĐƚ�ĂŶĚ�WƌŝŵĂƌǇ��ĂƌĞ�/ŵƉƌŽǀĞŵĞŶƚ�WůĂŶ�ǁŚŝĐŚ�
ĂƌĞ�ĐƵƌƌĞŶƚůǇ�ďĞŝŶŐ�ŝŵƉůĞŵĞŶƚĞĚ�ĂŶĚ�ǁŚŝĐŚ�ƐĞƚ�ŽƵƚ�
ƚŚĞ�ƌŽůĞ�ŽĨ�ĞǆƚĞŶĚĞĚ�,^�W�ĂŶĚ�E,^��ŽĂƌĚ�ĞŵƉůŽǇĞĚ�

ŚĞĂůƚŚ�ƉƌŽĨĞƐƐŝŽŶƐ�ŝŶ�ĂŶĚ�ĂƌŽƵŶĚ�ŐĞŶĞƌĂů�ƉƌĂĐƟĐĞ͘�dŚĞƐĞ�
ĐŚĂŶŐĞƐ�ŝŶĐůƵĚĞ�ŶĞǁ�ǁĂǇƐ�ŽĨ�ǁŽƌŬŝŶŐ�ĂŶĚ�ƐŝŐŶƉŽƐƟŶŐ�
ĂŶĚ�ƐƵƉƉŽƌƚ�ƚŽ�ƉĂƟĞŶƚƐ͘

WŽƚĞŶƟĂů�ĂƌĞĂƐ�ƚŽ�ĞǆƉůŽƌĞ�ŝŶĐůƵĚĞ͗�

• KƉƟŽŶƐ�ĂƌŽƵŶĚ��ŽŵŵƵŶŝƚǇ�,ĞĂůƚŚ�ƉƌŽǀŝƐŝŽŶ�ƚŚĂƚ�
ǁŽƵůĚ�ĞŶĂďůĞ�ŽůĚĞƌ�ƉĞŽƉůĞ�ƚŽ�ŚĂǀĞ�Ă�ŵŽƌĞ�ĂĐƟǀĞ�
ƌŽůĞ�ŝŶ�ƚŚĞŝƌ�ŚĞĂůƚŚ�ĂŶĚ�ǁĞůůďĞŝŶŐ

• dŚĞ�ƌŽůĞ�ŽĨ�'W�ƐƵƌŐĞƌŝĞƐ�ŝŶ�ĐŽŶŶĞĐƟŶŐ�ŽůĚĞƌ�ĂĚƵůƚƐ�
ƚŽ�ĂƉƉƌŽƉƌŝĂƚĞ�ŝŶĨŽƌŵĂƟŽŶ�ĂŶĚ�ƐƵƉƉŽƌƚ

• dŚĞ�ƌŽůĞ�ŽĨ�Ă�͚^ŽĐŝĂů�DKd͛�ĂƐ�Ă�ŵĞĂŶƐ�ŽĨ�ƐƵƉƉŽƌƟŶŐ�
ĞĂƌůǇ�ŝŶƚĞƌǀĞŶƟŽŶ�ĂŶĚ�ƉƌĞǀĞŶƟŽŶ�ĨŽƌ�ŚĞĂůƚŚ� 
ĂŶĚ�ǁĞůůďĞŝŶŐ

�ĐƟŽŶ��ƌĞĂ�Ϯ͘Ϯ�ͬ�ZĞŝŵĂŐŝŶŝŶŐ�'W�^ƵƌŐĞƌŝĞƐ�ĂŶĚ�^ĞƌǀŝĐĞƐ

Once diagnosed you’re 
ĨŽƌŐŽƩĞŶ�ĂďŽƵƚ͘�/ƚ�ǁŽƵůĚ�
ďĞ�ŐŽŽĚ�ƚŽ�ŚĂǀĞ�ŵŽƌĞ�
ƌĞŐƵůĂƌ�ϯ�ƚŽ�ϲ�ŵŽŶƚŚ�

ƌĞǀŝĞǁƐ͘
DǇ�'W�ƐĞƌǀŝĐĞ�ĨĞĞůƐ�
ƐŵĂůůĞƌ�ĂŶĚ�ŵŽƌĞ�
ŵĂŶĂŐĞĂďůĞ�Ͳ�ƚŚĞ�
�ŽƵŶĐŝů�ĨĞĞůƐ�ŚƵŐĞ

,ĞĂůƚŚ�Θ�tĞůůďĞŝŶŐ
dŚĞŵĞ�Ϯ



59

The demographics of society are changing. Increasing 
ŶƵŵďĞƌƐ�ŽĨ�ƉĞŽƉůĞ�ĂƌĞ�ůŝǀŝŶŐ�ůŽŶŐĞƌ͕ �ŽŌĞŶ�ǁŝƚŚ�
ŵƵůƟƉůĞ�Žƌ�ĐŽŵƉůĞǆ�ŚĞĂůƚŚ�ĐŽŶĚŝƟŽŶƐ�ƌĞƋƵŝƌŝŶŐ�
ƐƉĞĐŝĂůŝƐĞĚ�ƐƵƉƉŽƌƚ�ǁŚŝĐŚ�ĚĞŵĂŶĚƐ�ŵŽƌĞ�ĨƌŽŵ�ŽƵƌ�
ƉƵďůŝĐ�ƐĞƌǀŝĐĞƐ�ǁŚŝůĞ�ƉƵďůŝĐ�ĮŶĂŶĐĞƐ�ĂƌĞ�ŝŶĐƌĞĂƐŝŶŐůǇ�
ĐŽŶƐƚƌĂŝŶĞĚ͘�<ĞĞƉŝŶŐ�ǁĞůů�ĂŶĚ�ŚĂǀŝŶŐ�Ă�ŐŽŽĚ�ƋƵĂůŝƚǇ�
ŽĨ�ůŝĨĞ�ƚŚƌŽƵŐŚ�ŽůĚĞƌ�ĂŐĞ�ĐĂŶ�ďĞŶĞĮƚ�ĨƌŽŵ�ĞĂƌůǇ�
ŝŶƚĞƌǀĞŶƟŽŶ�ĂŶĚ�ƉƌĞǀĞŶƚĂƟǀĞ�ĂĐƟŽŶ͘�^ƵƉƉŽƌƟŶŐ�
older people to maintain their independence, 
ŝŶĐůƵĚŝŶŐ�ĐŚŽŽƐŝŶŐ�ǁŚĂƚ�ƚŽ�ĞĂƚ͕�ŬĞĞƉŝŶŐ�ŝŶ�ƚŽƵĐŚ�ǁŝƚŚ�
ĨƌŝĞŶĚƐ�ĂŶĚ�ĨĂŵŝůǇ͕ �ĂŶĚ�ůŝǀŝŶŐ�ŝŶ�ŽŶĞ͛Ɛ�ŽǁŶ�ŚŽŵĞ͕�
ĂƌĞ�ŝŵƉŽƌƚĂŶƚ�ŝŶ�ŵĞĞƟŶŐ�ƉĞƌƐŽŶĂů�ŽƵƚĐŽŵĞƐ�ĂŶĚ�
ŵĂŝŶƚĂŝŶŝŶŐ�Ă�ŐŽŽĚ�ƋƵĂůŝƚǇ�ŽĨ�ůŝĨĞ͘�

>ŽŶĞůŝŶĞƐƐ�ĂŶĚ�ƐŽĐŝĂů�ŝƐŽůĂƟŽŶ�ĐĂŶ�ďĞ�ĚĞĞƉůǇ�
ĚĞƚƌŝŵĞŶƚĂů�ƚŽ�ĂŶ�ŝŶĚŝǀŝĚƵĂů͛Ɛ�ŚĞĂůƚŚ�ĂŶĚ�ǁĞůůďĞŝŶŐ͘�
^ƵƉƉŽƌƟŶŐ�ŽůĚĞƌ�ƉĞŽƉůĞ�ƚŽ�ƌĞŵĂŝŶ�ĐŽŶŶĞĐƚĞĚ�ĂŶĚ�
ƌĞĚƵĐŝŶŐ�ƚŚĞ�ĐŚĂŶĐĞƐ�ŽĨ�ƐŽĐŝĂů�ĞǆĐůƵƐŝŽŶ�ĂƌĞ�ǀŝƚĂů͘�dŚŝƐ�
ŝƐ�ƉĂƌƟĐƵůĂƌůǇ�ŝŵƉŽƌƚĂŶƚ�Ăƚ�ƟŵĞƐ�ŽĨ�ƚƌĂŶƐŝƟŽŶ͕�ǁŚĞŶ�
life changes such as having a health scare, becoming 
Ă�ĐĂƌĞƌ͕ �Žƌ�ůŽƐŝŶŐ�Ă�ƉĂƌƚŶĞƌ�ĐĂŶ�ĂīĞĐƚ�ŽƵƌ�ŚĞĂůƚŚ�ĂŶĚ�
ǁĞůůďĞŝŶŐ͘�ZĞĂĐŚŝŶŐ�ƚŚŽƐĞ�ǁŚŽ�ĚŽ�ŶŽƚ�ĞŶŐĂŐĞ�ǁŝƚŚ�
ƐĞƌǀŝĐĞƐ͕�ĂŶĚ�ďĞĨŽƌĞ�ƚŚĞǇ�ĂƌĞ�Ăƚ�ƌŝƐŬ͕�ŝƐ�Ă�ĐŚĂůůĞŶŐĞ͘

Overview

�ĂƌůǇ�/ŶƚĞƌǀĞŶƟŽŶ�;WƌĞǀĞŶƟŽŶͿ
Theme 3
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�ŽŶŶĞĐƟŶŐ��ŝƟǌĞŶƐ

WĂƌƟĐŝƉĂŶƚƐ�ŶŽƚĞĚ�ƚŚĞŝƌ�ǀŝĞǁ�ƚŚĂƚ�ĐŝƟǌĞŶƐ�ǁĂŶƚ�ĞǆŝƐƟŶŐ�ĂĐƟǀŝƟĞƐ�ƐƵĐŚ�ĂƐ�ĂƌƚƐ�ĂŶĚ�
ĐƵůƚƵƌĂů�ĂĐƟǀŝƟĞƐ�;ĐŝŶĞŵĂ�ĂŶĚ�ĐŽŶĐĞƌƚƐͿ͕�ĂŶĚ�ZĞŶĨƌĞǁƐŚŝƌĞ�>ĞŝƐƵƌĞ�ĐůĂƐƐĞƐ�ƚŽ�ďĞ�
ŵŽƌĞ�ĂĐĐĞƐƐŝďůĞ͕�ŝŶĐůƵĚŝŶŐ�ŚĂǀŝŶŐ�ďĞƩĞƌ�ƚƌĂŶƐƉŽƌƚ�ŽƉƟŽŶƐ͘�dŚĞǇ�ƐƵŐŐĞƐƚĞĚ�ƚŚĂƚ�
ƐĞƌǀŝĐĞƐ�ĐŽƵůĚ�ďĞ�ŵĂĚĞ�ŵŽƌĞ�ĂĐĐĞƐƐŝďůĞ�ƚŚƌŽƵŐŚ�ƉĞĞƌ�ƐƵƉƉŽƌƚ͕�ŐƌĂƐƐƌŽŽƚƐ�ĂĐƟǀŝƟĞƐ�
;ƐƵĐŚ�ĂƐ�ƐĞƫŶŐ�ƵƉ�Ă�ůƵŶĐŚ�ĐůƵď�ĨŽƌ�ĨƌŝĞŶĚƐ�ĂŶĚ�ŶĞŝŐŚďŽƵƌƐͿ�ĂŶĚ�ǀŽůƵŶƚĞĞƌŝŶŐ�
ŽƉƉŽƌƚƵŶŝƟĞƐ�ĂƐ�ǁĞůů�ĂƐ�Ă�ŚĂǀŝŶŐ�Ă�ĐŽŵŵƵŶŝƚǇ�ůŝŶŬ�ǁŽƌŬĞƌ�ŚƵď͘�/ƚ�ǁĂƐ�ĂůƐŽ�
ƐƵŐŐĞƐƚĞĚ�ƚŚĂƚ�ŝƚ�ŝƐ�ŝŵƉŽƌƚĂŶƚ�ĨŽƌ�ƐĞƌǀŝĐĞƐ�ƚŽ�ďĞ�ǁĞůĐŽŵŝŶŐ�ƚŽ�ĞŶĐŽƵƌĂŐĞ�ƉĞŽƉůĞ��
ƚŽ�ĞŶŐĂŐĞ͘

&Žƌ�ƐŽŵĞ�ƐĞƌǀŝĐĞƐ͕�ĂĐĐĞƐƐŝďŝůŝƚǇ�ĐŽƵůĚ�ďĞ�ĞŶŚĂŶĐĞĚ�ďǇ�ŵĂŬŝŶŐ�ƐŵĂůů�ĐŚĂŶŐĞƐ͕�
ĨŽƌ�ĞǆĂŵƉůĞ͕�ŚĂǀŝŶŐ�ƐŽŵĞŽŶĞ�ŝŶ�Ă�͚ŵĞĞƚ�ĂŶĚ�ŐƌĞĞƚ͛�ƌŽůĞ͕�ĐŝŶĞŵĂ�ƐŚŽǁŝŶŐƐ�ǁŝƚŚ�
ůŝŐŚƚƐ�ŽŶ�ĂŶĚ�ƐŝŶŐͲĂůŽŶŐƐ�ĨŽƌ�ƚŚŽƐĞ�ůŝǀŝŶŐ�ǁŝƚŚ�ĚĞŵĞŶƟĂ͕�ƚĂůŬŝŶŐ�ďŽŽŬƐ�ƚŽ�ĐŽŶǀĞǇ�
ŝŶĨŽƌŵĂƟŽŶ͕�ĂŶĚ�ƵƐŝŶŐ�ƐŝŐŶ�ůĂŶŐƵĂŐĞ�ĂŶĚ�ƚƌĂŶƐůĂƟŽŶ�ƐĞƌǀŝĐĞƐ͘�KƚŚĞƌ�ƐƵŐŐĞƐƟŽŶƐ�
ŝŶĐůƵĚĞĚ�ĞŶŐĂŐŝŶŐ�ƉƵďƐ͕�ĐůƵďƐ�;Ğ͘Ő͘�ŐŽůĨ͕ �ďŽǁůŝŶŐͿ͕�ůĞŝƐƵƌĞ�ĐĞŶƚƌĞƐ�ĂŶĚ�ŽƚŚĞƌ�ůŽĐĂů�
ĂŵĞŶŝƟĞƐ�ĂĚǀŝƐĞĚ�ĂŶĚ�ƐƵƉƉŽƌƚĞĚ�ďǇ�Ă�ĐŽŵƉůŝĂŶĐĞ�ŽƵƚƌĞĂĐŚ�ƉƌŽŐƌĂŵŵĞ͘

WŽƚĞŶƟĂů�ĂƌĞĂƐ�ƚŽ�ĞǆƉůŽƌĞ�ŝŶĐůƵĚĞ͗�
ͻ� �ŶƐƵƌŝŶŐ�ĞǆŝƐƟŶŐ�ƐĞƌǀŝĐĞƐ�ĂŶĚ�ĂĐƟǀŝƟĞƐ�ĂƌĞ�ĂĐĐĞƐƐŝďůĞ�ĨŽƌ�ĞǀĞƌǇŽŶĞ
ͻ� ^ƵƉƉŽƌƟŶŐ�ƉĞŽƉůĞ�ƚŽ�ǀŽůƵŶƚĞĞƌ�ŽŶ�Ă�ƐŵĂůů�ƐĐĂůĞ�ŝŶ�ƚŚĞŝƌ�ŽǁŶ�ĐŽŵŵƵŶŝƚǇ�
ͻ� ^ƵƉƉŽƌƟŶŐ�ŽůĚĞƌ�ƉĞŽƉůĞ�ƚŽ�ĨĞĞů�ĐŽŵĨŽƌƚĂďůĞ�ĂŶĚ�ĐŽŶĮĚĞŶƚ�ƚŽ�ũŽŝŶ�Ă�ŐƌŽƵƉ�ĨŽƌ�

ƚŚĞ�ĮƌƐƚ�ƟŵĞ

>ŽŶĞůŝŶĞƐƐ�Θ�^ŽĐŝĂů�/ƐŽůĂƟŽŶ�

dŽ�ŵŝŶŝŵŝƐĞ�ůŽŶĞůŝŶĞƐƐ�ĂŶĚ�ƐŽĐŝĂů�ŝƐŽůĂƟŽŶ͕�ĨĞĞĚďĂĐŬ�ŶŽƚĞĚ�ǁĞ�ŶĞĞĚ�ƚŽ�ĮŶĚ�ǁĂǇƐ�
ƚŽ�ƌĞĂĐŚ�ƐĞůĚŽŵ�ŚĞĂƌĚ�ŐƌŽƵƉƐ�ƚŽ�ĞŶƐƵƌĞ�ĞǀĞƌǇŽŶĞ�ŚĂƐ�ĞƋƵŝƚĂďůĞ�ĂĐĐĞƐƐ�ƚŽ�ƐĞƌǀŝĐĞƐ�
ĂŶĚ�ŝŶ�ĂĚǀĂŶĐĞ�ŽĨ�ĐƌŝƐŝƐ͘��ůƚŚŽƵŐŚ͕�ǁĞ�ŵƵƐƚ�ĂůƐŽ�ƌĞƐƉĞĐƚ�ƉĞŽƉůĞ Ɛ͛�ĚĞƐŝƌĞ�ƚŽ�ƐƚĂǇ�
ŝƐŽůĂƚĞĚ�;ĂŶĚ�ƐĂĨĞͿ͘

WĞŽƉůĞ�ǁŚŽ�ĂƌĞ�ƉĂƌƟĐƵůĂƌůǇ�ǀƵůŶĞƌĂďůĞ�ŝŶĐůƵĚĞ�ƚŚŽƐĞ�ǁŚŽ�ŚĂǀĞ�ƵŶĚĞƌŐŽŶĞ�Ă�ůŝĨĞ�
ƚƌĂŶƐŝƟŽŶ�ƐƵĐŚ�ĂƐ�ƌĞƟƌĞŵĞŶƚ͕�ůŽƐŝŶŐ�Ă�ƉĂƌƚŶĞƌ͕ �ďĞĐŽŵŝŶŐ�Ă�ĐĂƌĞƌ͕ �ŚĂǀŝŶŐ�Ă�ŵĞĚŝĐĂů�
ĐŽŶĚŝƟŽŶ�ŝŶĐůƵĚŝŶŐ�ŵĞŶƚĂů�ŚĞĂůƚŚ�ŝƐƐƵĞƐ͕�ĂŶĚ�ďĞŝŶŐ�ŚŽƵƐĞďŽƵŶĚ͘�

WŽƚĞŶƟĂů�ĂƌĞĂƐ�ƚŽ�ĞǆƉůŽƌĞ�ŝŶĐůƵĚĞ͗�
ͻ� �ŶŐĂŐĞ�ƚŚŽƐĞ�ǁŚŽ�ĂƌĞ�ĚŝĸĐƵůƚ�ƚŽ�ƌĞĂĐŚ
ͻ� �ŶŐĂŐĞ�ƚŚŽƐĞ�ǁŚŽ�ŚĂǀĞ�ĞǆƉĞƌŝĞŶĐĞĚ�Ă�ŵĂũŽƌ�ĐŚĂŶŐĞ�ŝŶ�ůŝĨĞ�Žƌ�ĐƌŝƐŝƐ

�ĐƟŽŶ��ƌĞĂ�ϯ͘ϭ�ͬ��ŶŚĂŶĐŝŶŐ��ŽŵŵƵŶŝƚǇ��ŽŶŶĞĐƟŽŶƐ�

It gave me great pleasure 
to start a lunch club at the 

community hub - people get 
dressed up and enjoy going 

out together

�ĂƌůǇ�/ŶƚĞƌǀĞŶƟŽŶ�;WƌĞǀĞŶƟŽŶͿ
dŚĞŵĞ�ϯ
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ZĞĂĐŚŝŶŐ��ŝƟǌĞŶƐ

/ƚ�ǁĂƐ�ƌĞĐŽŐŶŝƐĞĚ�ƚŚĂƚ�ƚŚĞƌĞ�ŝƐ�Ă�ďƌŽĂĚ�ƌĂŶŐĞ�ŽĨ�ĞǆŝƐƟŶŐ�ƐĞƌǀŝĐĞƐ�ƚŚĂƚ�ĐŝƟǌĞŶƐ�
ǀĂůƵĞ�ďƵƚ�ƚŚĂƚ�ĐĂŶ�ďĞ�ĚŝĸĐƵůƚ�ƚŽ�ĮŶĚ͘��>/^^�;��>ŽĐĂů�/ŶĨŽƌŵĂƟŽŶ�^ǇƐƚĞŵ�ĨŽƌ�
^ĐŽƚůĂŶĚͿ�ĂŶĚ�t/Z��;tĞůů�ŝŶ�ZĞŶĨƌĞǁƐŚŝƌĞͿ�ĂƌĞ�ŐŽŽĚ�ŝŶĨŽƌŵĂƟŽŶ�ƌĞƐŽƵƌĐĞƐ� 
ďƵƚ�ƚŚĞǇ�ĂƌĞ�ŶŽƚ�ǁĞůů�ŬŶŽǁŶ�ĂŶĚ�ĐĂŶ�ďĞ�ĚŝĸĐƵůƚ�ƚŽ�ĂĐĐĞƐƐ�ĂŶĚ�ŶĞĞĚ�ƚŽ�ďĞ�
ƵƉĚĂƚĞĚ�ƌĞŐƵůĂƌůǇ͘�KŶĞ�ƉƌŽĨĞƐƐŝŽŶĂů�ƚŽŽŬ�ϭϲ�ĐůŝĐŬƐ�ƚŽ�ĂĐĐĞƐƐ��>/^^�ĨƌŽŵ�ƚŚĞ�
Z,^�W�ǁĞďƐŝƚĞ͘�

&ĞĞĚďĂĐŬ�ƉƌŽǀŝĚĞĚ�ŶŽƚĞĚ�ƚŚĂƚ�ŝŶĨŽƌŵĂƟŽŶ�ĂďŽƵƚ�ƐĞƌǀŝĐĞƐ�ƐŚŽƵůĚ�ďĞ�ĂǀĂŝůĂďůĞ�
ŝŶ�ĚŝīĞƌĞŶƚ�ĨŽƌŵĂƚƐ͘�^ƵŐŐĞƐƟŽŶƐ�ŝŶĐůƵĚĞĚ͗
• WƌŝŶƚĞĚ�ŝŶĨŽƌŵĂƟŽŶ�ƚŚĂƚ�ŝƐ�ĞĂƐǇ�ƚŽ�ƌĞĂĚ�ĂŶĚ�ĐĂŶ�ďĞ�ĨŽƵŶĚ�ŝŶ�ĞǀĞƌǇĚĂǇ�

ƐĞƫŶŐƐ�ʹ�ůŽĐĂů�ŶĞǁƐƉĂƉĞƌƐ͕�͚ŬĞĞƉ͛�ůĞĂŇĞƚƐ�ůŝŬĞ�ƚŚĞ�ǁĂƐƚĞ�ĐŽůůĞĐƟŽŶ�
ĚŝĂƌǇ͕ �ĂŶĚ�ďĞ�ĐŽŵďŝŶĞĚ�ǁŝƚŚ�ŝŶĨŽƌŵĂƟŽŶ�ŵĂŝůĞĚ�ƚŽ�ƚŚŽƐĞ�ŽǀĞƌ�ϲϱ͕�Ğ͘Ő͘�
ŶŽƟĮĐĂƟŽŶƐ�ĨŽƌ�ƉĞŶƐŝŽŶ�ĂŶĚ�ŚĞĂƟŶŐ�ĂůůŽǁĂŶĐĞ�ĂŶĚ�ǁŚĞŶ�ƐŝŐŶŝŶŐ�ƵƉ� 
ĨŽƌ�ƐĞƌǀŝĐĞƐ

• KŶůŝŶĞ͗�ŝŶĨŽƌŵĂƟŽŶ�ƚŚĂƚ�ŝƐ�ŽŶůǇ�ĂǀĂŝůĂďůĞ�ŽŶůŝŶĞ�ĐĂŶ�ĞǆĐůƵĚĞ�ĐŝƟǌĞŶƐ�ǁŚŽ�
ĚŽ�ŶŽƚ�ŚĂǀĞ�ĂĐĐĞƐƐ͘�ZĞƐŽƵƌĐĞƐ�ůŝŬĞ��>/^^�ĂŶĚ�t/Z��ĐŽƵůĚ�ďĞ�ŵĂĚĞ�ĂǀĂŝůĂďůĞ�
ŝŶ�ŽƚŚĞƌ�ĨŽƌŵĂƚƐ�ŝŶĐůƵĚŝŶŐ�ŝŶ�ƉŽƐƚĞƌƐ�ĂŶĚ�ůĞĂŇĞƚƐ͕�ĂŶĚ�ŝŶ�ůŽĐĂů�ĐŽŵŵƵŶŝƚǇ�
ǀĞŶƵĞƐ�ƐƵĐŚ�ĂƐ�ůŝďƌĂƌŝĞƐ͕�ŚŽƵƐŝŶŐ�ĂƐƐŽĐŝĂƟŽŶƐ͕�'W�ƐƵƌŐĞƌŝĞƐ͕�ůĞŝƐƵƌĞ�ĐĞŶƚƌĞƐ�
ĂŶĚ�ŚŽƐƉŝƚĂůƐ͘�WŚŽŶĞ�ŶƵŵďĞƌƐ�ĂŶĚ�ĚŝƌĞĐƚ�ĞŵĂŝů�ĂĚĚƌĞƐƐĞƐ�ƐŚŽƵůĚ�ďĞ� 
ĞĂƐǇ�ƚŽ�ĮŶĚ

• ,ƵŵĂŶ�ĐŽŶŶĞĐƟŽŶ͗�^ƚĂŬĞŚŽůĚĞƌƐ�ƐƵŐŐĞƐƚĞĚ�ƚŚĂƚ�ƚŚĞƌĞ�ƐŚŽƵůĚ�ďĞ�Ă�
ďĂůĂŶĐĞ�ďĞƚǁĞĞŶ�ŽŶůŝŶĞ�ĂŶĚ�ŝŶͲƉĞƌƐŽŶ�ĐŽŶƚĂĐƚ͘�,ƵŵĂŶ�ŝŶƚĞƌĂĐƟŽŶ�ŝƐ�ǀĞƌǇ�
ŝŵƉŽƌƚĂŶƚ�ĂƐ�ŶŽƚ�ĞǀĞƌǇŽŶĞ�ŚĂƐ�ĂĐĐĞƐƐ�ƚŽ�Žƌ�ĐĂŶ�ƵƐĞ�ƚĞĐŚŶŽůŽŐǇ͘�tŚŝůĞ�
ĨƵƚƵƌĞ�ŐĞŶĞƌĂƟŽŶƐ�ǁŝůů�ďĞ�ŵŽƌĞ�ĨĂŵŝůŝĂƌ�ĂŶĚ�ĐŽŵĨŽƌƚĂďůĞ�ǁŝƚŚ�ŽŶůŝŶĞ�
ƌĞƐŽƵƌĐĞƐ�ĂŶĚ�ĂƉƉƐ͕�ƚĞĐŚŶŽůŽŐǇ�ĐŽƵůĚ�ďĞ�ĂŶ�ŝƐŽůĂƟŶŐ�ĨĂĐƚŽƌ�ĂŶĚ�ĞǆĂĐĞƌďĂƚĞ�
ƐŽĐŝĂů�ŝƐŽůĂƟŽŶ͘�,ĂǀŝŶŐ�Ă�ƉĞƌƐŽŶ�Ăƚ�ƚŚĞ�ĞŶĚ�ŽĨ�ƚŚĞ�ƉŚŽŶĞ�ƌĂƚŚĞƌ�ƚŚĂŶ�Ă�
ƌĞĐŽƌĚĞĚ�ŵĞƐƐĂŐĞ�ŝƐ�ƉƌĞĨĞƌĂďůĞ�ĂŶĚ�ŵŽƌĞ�ŚĞůƉĨƵů�ĨŽƌ�ŽůĚĞƌ�ƉĞŽƉůĞ

• DƵůƟƉůĞ�ĐŚĂŶŶĞůƐ͗�ŝŶĨŽƌŵĂƟŽŶ�ŽŶ�ƐĞƌǀŝĐĞƐ�ĐŽƵůĚ�ďĞ�ŵĂĚĞ�ĂǀĂŝůĂďůĞ�ŝŶ�
ĚŝīĞƌĞŶƚ�ǁĂǇƐ�ƐƵĐŚ�ĂƐ�ůŽĐĂů�ƌĂĚŝŽ͕�ĐŽŵŵƵŶŝƚǇ�ŐƌŽƵƉƐ͕�ǀŽůƵŶƚĞĞƌ�ŐƌŽƵƉƐ͕�
ŚŽƵƐŝŶŐ�ĂƐƐŽĐŝĂƟŽŶƐ�ĂŶĚ�ŽƚŚĞƌ�ĐŽŵŵƵŶŝƚǇ�ĂĐƟǀŝƟĞƐ�

• ^ƵƉƉŽƌƟŶŐ�ŝŶĐůƵƐŝŽŶ͗�ŝŶĨŽƌŵĂƟŽŶ�ƐŚŽƵůĚ�ďĞ�ŵĂĚĞ�ĂĐĐĞƐƐŝďůĞ�ĨŽƌ�ƚŚŽƐĞ�
ǁŚŽ�ĂƌĞ�ŶŽŶͲ�ŶŐůŝƐŚ�ƐƉĞĂŬĞƌƐ͕�ďůŝŶĚ͕�ŚĂƌĚ�ŽĨ�ŚĞĂƌŝŶŐ͕�ůĂĐŬ�ůŝƚĞƌĂĐǇ�ƐŬŝůůƐ͕�
ĚǇƐůĞǆŝĐ͕�ĞƚĐ͘

WŽƚĞŶƟĂů�ĂƌĞĂƐ�ƚŽ�ĞǆƉůŽƌĞ�ŝŶĐůƵĚĞ͗�

• ,ĞůƉŝŶŐ�ĐŽŶŶĞĐƚ�ŽůĚĞƌ�ĂĚƵůƚƐ�ƚŽ�ĞǆŝƐƟŶŐ�ƐĞƌǀŝĐĞƐ
• DĂŬŝŶŐ�ŝŶĨŽƌŵĂƟŽŶ�ĂďŽƵƚ�ĞǆŝƐƟŶŐ�ƐĞƌǀŝĐĞƐ�ĂĐĐĞƐƐŝďůĞ�ĨŽƌ�ĞǀĞƌǇŽŶĞ
• /ŵƉƌŽǀŝŶŐ�ůŝŶŬƐ�ƚŽ��>/^^�ĂŶĚ�ŽƚŚĞƌ�ŽŶůŝŶĞ�ƌĞƐŽƵƌĐĞƐ

�ĐƟŽŶ��ƌĞĂ�ϯ͘Ϯ ͬ�DĂŬŝŶŐ�/ŶĨŽƌŵĂƟŽŶ��ĐĐĞƐƐŝďůĞ

�ĂƌůǇ�/ŶƚĞƌǀĞŶƟŽŶ�;WƌĞǀĞŶƟŽŶͿ
dŚĞŵĞ�ϯ
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Planning Ahead

WĂƌƟĐŝƉĂŶƚƐ�ƐƵŐŐĞƐƚĞĚ�ƚŚĂƚ�ƐƚŽƌǇͲƚĞůůŝŶŐ�ĂŶĚ�ƐŚĂƌŝŶŐ�ƚŚĞ�ũŽƵƌŶĞǇ�ŽĨ�ĂŐĞŝŶŐ�ǁŝƚŚ�
ǇŽƵŶŐĞƌ�ƉĞŽƉůĞ�ĐŽƵůĚ�ŚĞůƉ�ďƵŝůĚ�ƵŶĚĞƌƐƚĂŶĚŝŶŐ�ĂŶĚ�ĞŵƉĂƚŚǇ�ďĞƚǁĞĞŶ�ƚŚĞ�
ŐĞŶĞƌĂƟŽŶƐ͘�/ƚ�ĐŽƵůĚ�ĂůƐŽ�ĂůůŽǁ�ƉĞŽƉůĞ�ƚŽ�ƉůĂŶ�ĨŽƌ�ŽůĚĞƌ�ĂŐĞ�ĂŶĚ�ŚĞůƉ�ĞŶƐƵƌĞ�ƚŚĞǇ�
ŚĂǀĞ�ĐŚŽŝĐĞ�ĂŶĚ�ĐŽŶƚƌŽů�ŽǀĞƌ�ƚŚĞ�ƐĞƌǀŝĐĞƐ�ƚŚĞǇ�ĐŽŶƐŝĚĞƌ�ŝŵƉŽƌƚĂŶƚ�ĨŽƌ�ƚŚĞŝƌ�ƋƵĂůŝƚǇ�
ŽĨ�ůŝĨĞ͘�tĞ�ĐĂŶ�ĨƵƚƵƌĞͲƉƌŽŽĨ�ĨŽƌ�ŽƵƌ�ŶĞĞĚƐ�ďǇ�ŬŶŽǁŝŶŐ�ǁŚĂƚ�ƋƵĞƐƟŽŶƐ�ƚŽ�ĂƐŬ͕�
ĂŶĚ�ǁŚĂƚ�ŝŶĨŽƌŵĂƟŽŶ�Žƌ�ƐĞƌǀŝĐĞƐ�ĂƌĞ�ĂǀĂŝůĂďůĞ�ĂŶĚ�ǁŚĞƌĞ�ƚŽ�ĂĐĐĞƐƐ�ƚŚĞŵ͘�/ƚ�ǁĂƐ�
ƐƵŐŐĞƐƚĞĚ�ƚŚĂƚ�ǁĞ�ƐŚŽƵůĚ�ƉůĂŶ�ĨŽƌ�ƚŚĞ�ĨƵƚƵƌĞ�ĞĂƌůŝĞƌ�ŝŶ�ůŝĨĞ͕�Ğ͘Ő͘�ǁŚĞŶ�Ăƚ�ƐĐŚŽŽů�ĂŶĚ�
ŝŶ�ŵŝĚͲůŝĨĞ͘�

dŚŽƐĞ�ǁŚŽ�ƉĂƌƟĐŝƉĂƚĞĚ�ŝŶ�ƚŚĞ�ĞŶŐĂŐĞŵĞŶƚ�ƐĞƐƐŝŽŶƐ�ŶŽƚĞĚ�ƚŚĂƚ�ŵĂŶǇ�ƉĞŽƉůĞ�ǀĂůƵĞ�
ƚŚĞŝƌ�ŝŶĚĞƉĞŶĚĞŶĐĞ�ĂŶĚ�ǁĂŶƚ�ƚŽ�ƌĞƚĂŝŶ�ƚŚŝƐ͘�WƌŽǀŝĚŝŶŐ�ƉƌŽŵƉƚƐ͕�ƐƵĐŚ�ĂƐ�ĂĐƟǀŝƚǇ�
ƉůĂŶŶĞƌƐ�ĐĂŶ�ĞŶĐŽƵƌĂŐĞ�ŝŶĚŝǀŝĚƵĂů�ĂĐƟŽŶ͖�ĂŶĚ�ƚŽŽůŬŝƚƐ�ŽŶ�ŚŽǁ�ƚŽ�ƐƚĂƌƚ�Ă�ŐƌŽƵƉ�
Žƌ�ĂĐƟǀŝƚǇ�ůŽĐĂůůǇ�ĐĂŶ�ŚĞůƉ�ŐƵŝĚĞ�ĂŶĚ�ŐŝǀĞ�ĐŽŶĮĚĞŶĐĞ�ƚŽ�ŝŶŝƟĂƚĞ�ĂĐƟǀŝƚǇ͘�<ĞĞƉŝŶŐ�
ƉŚǇƐŝĐĂůůǇ�ĂĐƟǀĞ�ƚŚƌŽƵŐŚ�ŐƌŽƵƉƐ�ĂŶĚ�ĐůĂƐƐĞƐ�ĐŽƵůĚ�ĂůƐŽ�ŚĞůƉ�ƌĞĚƵĐĞ�ƚŚĞ�ƌŝƐŬ�ŽĨ�
ĨƌĂŝůƚǇ�ĂŶĚ�ŚĂƐ�ƚŚĞ�ĂĚĚŝƟŽŶĂů�ďĞŶĞĮƚ�ŽĨ�ŚĞůƉŝŶŐ�ƉĂƌƟĐŝƉĂŶƚƐ�ďĞ�ƐŽĐŝĂůůǇ�ĐŽŶŶĞĐƚĞĚ�
ƌĞĚƵĐŝŶŐ�ƚŚĞ�ĐŚĂŶĐĞ�ŽĨ�ůŽŶĞůŝŶĞƐƐ�ĂŶĚ�ƐŽĐŝĂů�ŝƐŽůĂƟŽŶ͘�

�ŶŐĂŐŝŶŐ�ǁŝƚŚ�ƐĞƌǀŝĐĞƐ�ĂŶĚ�ŽƚŚĞƌ�ĐŽŵŵƵŶŝƚǇ�ŝŶŝƟĂƟǀĞƐ�ĐĂŶ�ďĞ�ƉƌĞǀĞŶƚĂƟǀĞ�ĂŶĚ�
ĞŶĂďůĞ�ĞĂƌůǇ�ŝŶƚĞƌǀĞŶƟŽŶ�ŝŶ�ŝĚĞŶƟĨǇŝŶŐ�ƚŚŽƐĞ�Ăƚ�ƌŝƐŬ͕�ǁŚĞƚŚĞƌ�ƌĞůĂƚĞĚ�ƚŽ�ĨƌĂŝůƚǇ͕ �ƚŚĞ�
ŶĞĞĚ�ĨŽƌ�ƉŽƐƚͲďĞƌĞĂǀĞŵĞŶƚ�ƐƵƉƉŽƌƚ�Žƌ�ĨŽŽƚ�ŚĞĂůƚŚ͘�&Žƌ�ŽůĚĞƌ�ǀƵůŶĞƌĂďůĞ�ĂĚƵůƚƐ͕�
ŝƚ�ǁĂƐ�ƐƵŐŐĞƐƚĞĚ�ƚŚĂƚ�Ă�ŵŽƌĞ�ũŽŝŶĞĚ�ƵƉ�ĂƉƉƌŽĂĐŚ�ŝƐ�ŶĞĞĚĞĚ�ƚŽ�ĐŽŶŶĞĐƚ�ǁŝƚŚ�ĂŶĚ�
ŝŶƚƌŽĚƵĐĞ�ƚŚĞŵ�ƚŽ�ƐĞƌǀŝĐĞƐ�ĞĂƌůŝĞƌ�Ğ͘Ő͘�ƚŽĞŶĂŝů�ĐƵƫŶŐ�ŝƐ�ŽŶĞ�ŽĨ�ƚŚĞ�ĮƌƐƚ�ƐŝŐŶƐ�ŽĨ�

ƚŚŝŶŐƐ�ĨĂŝůŝŶŐ͕�ƚŚĞƌĞĨŽƌĞ�ƉĞŽƉůĞ�ǁŚŽ�ƌĞƋƵĞƐƚ�Ă�ƚŽĞŶĂŝů�ĐƵƫŶŐ�ƐĞƌǀŝĐĞ�
ƐŚŽƵůĚ�ďĞ�ƚĂƌŐĞƚĞĚ�ĨŽƌ�ŽƚŚĞƌ�ƉƌĞǀĞŶƟŽŶ�ƐĞƌǀŝĐĞƐ͘

DĂŶǇ�ŽůĚĞƌ�ƉĞŽƉůĞ�ŶŽƚĞĚ�ƚŚĂƚ�ƚŚĞǇ�ĚŽ�ŶŽƚ�ǁĂŶƚ�ƚŽ�ĨĞĞů�ůŝŬĞ�Ă�
ďƵƌĚĞŶ�ŽŶ�ƚŚĞŝƌ�ĨĂŵŝůŝĞƐ�Žƌ�ĨƌŝĞŶĚƐ͘��ƌĞĂƟŶŐ�Ă�ĐĂƌĞ�ƉůĂŶ�;ƐƵĐŚ�ĂƐ�ĂŶ�
�ŶƟĐŝƉĂƚŽƌǇ��ĂƌĞ�WůĂŶͿ�ĨŽƌ�ƚŚĞ�ĨƵƚƵƌĞ�ƉƵƚƐ�ƚŚĞ�ŝŶĚŝǀŝĚƵĂů�ŝŶ�ĐŽŶƚƌŽů�
ĂŶĚ�ĐĂŶ�ŚĞůƉ�ĂǀŽŝĚ�Ă�ĐƌŝƐŝƐ�ƐŝƚƵĂƟŽŶ͘��ŶŽƚŚĞƌ�ƐƵŐŐĞƐƟŽŶ�ǁĂƐ�ŶƵƌƚƵƌŝŶŐ�
Ă�ƐŚĂƌĞĚ�Žƌ�ƐŽĐŝĞƚĂů�ƌĞƐƉŽŶƐŝďŝůŝƚǇ�ĨŽƌ�ĐĂƌŝŶŐ�ĨŽƌ�ŽŶĞƐĞůĨ͘

WŽƚĞŶƟĂů�ĂƌĞĂƐ�ƚŽ�ĞǆƉůŽƌĞ�ŝŶĐůƵĚĞ͗

ͻ� �ƉƉƌŽĂĐŚĞƐ�ƚŽ�ƐƵƉƉŽƌƟŶŐ�Ă�ƐŚŝŌ�ŝŶ�ŵŝŶĚƐĞƚƐ�ƚŽ�ŵŽƟǀĂƚĞ�ƉĞŽƉůĞ�ƚŽ�ŵĂŶĂŐĞ�
ƚŚĞŝƌ�ŽǁŶ�ŚĞĂůƚŚ�ĂŶĚ�ǁĞůůďĞŝŶŐ�ďĞĨŽƌĞ�ƌĞĂĐŚŝŶŐ�ŽůĚĞƌ�ĂŐĞ

ͻ� WƌŽǀŝĚŝŶŐ�ƵƐĞĨƵů�ƐƵƉƉŽƌƚ�ƚŽ�ŚĞůƉ�ŽůĚĞƌ�ƉĞŽƉůĞ�ŝĚĞŶƟĨǇ�ĂŶĚ�ůŽŽŬ�ĂŌĞƌ�ƚŚĞŝƌ�ŽǁŶ�
ŶĞĞĚƐ�ƚŚƌŽƵŐŚŽƵƚ�ƚŚĞŝƌ�ůŝǀĞƐ

ͻ� KƉƟŽŶƐ�ĨŽƌ�ŚĞůƉŝŶŐ�ĐŝƟǌĞŶƐ�ŽĨ�Ăůů�ĂŐĞƐ�ƵŶĚĞƌƐƚĂŶĚ�ƚŚĞ�
ƉƌŽĐĞƐƐ�ŽĨ�ĂŐĞŝŶŐ�ĂŶĚ�ƉůĂŶ�ĨŽƌ�ƚŚĞ�ĨƵƚƵƌĞ�ĂŶĚ�ƵŶĚĞƌƐƚĂŶĚ�
ŚŽǁ�ƚŽ�ůŝǀĞ�ƚŚƌŝǀŝŶŐ�ŝŶƚŽ�ŽůĚĞƌ�ĂŐĞ

ͻ� �ǆƚĞŶĚŝŶŐ�ƉƌĞǀĞŶƟŽŶ�ĂŶĚ�ĞĂƌůǇ�ŝŶƚĞƌǀĞŶƟŽŶ�ƐĞƌǀŝĐĞƐ�ƚŽ�
ĂǀŽŝĚ�ĐƌŝƐŝƐ

You need to know what 
to search for to begin 

understanding how you need 
to be supported

Things used to be really good and 
ŝƚ�ƌĂŝƐĞĚ�ĞǆƉĞĐƚĂƟŽŶƐ͘�WĞŽƉůĞ�ŶŽǁ�

need to recognise they have a 
ƌĞƐƉŽŶƐŝďŝůŝƚǇ�ƚŽ�ƐŽůǀĞ�ŝƐƐƵĞƐ�ĮƌƐƚ�

before accessing services

�ĐƟŽŶ��ƌĞĂ�ϯ͘Ϯ ͬ�DĂŬŝŶŐ�/ŶĨŽƌŵĂƟŽŶ��ĐĐĞƐƐŝďůĞ

�ĂƌůǇ�/ŶƚĞƌǀĞŶƟŽŶ�;WƌĞǀĞŶƟŽŶͿ
dŚĞŵĞ�ϯ

 I don’t know what 
/͛ŵ�ĞŶƟƚůĞĚ�ƚŽ
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The way that services are designed and delivered is 
ĐŚĂŶŐŝŶŐ͘�dŚĞ�ŶĞĞĚƐ�ŽĨ�ĞĂĐŚ�ŝŶĚŝǀŝĚƵĂů�ĂƌĞ�ĚŝīĞƌĞŶƚ�
ĂŶĚ�ƐŽ�ƚŚĞ�ƐĞƌǀŝĐĞƐ�Žƌ�ĂĐƟǀŝƟĞƐ�ƚŚĂƚ�ƚŚĞǇ�ƵƐĞ�ǁŝůů�
ĂůƐŽ�ďĞ�ĚŝīĞƌĞŶƚ͘�

We need to ensure that older people have access 
to local services that meet their needs and their 
desires. To do this we need to involve diverse voices 
ŝŶ�ŽƵƌ�ĐŽŵŵƵŶŝƚǇ�ƚŽ�ŚĞůƉ�ƐŚĂƉĞ�ƚŚĞ�ƐĞƌǀŝĐĞƐ�ŽīĞƌĞĚ͘�
Involving older people in the planning and deliver 
process, we can enable them to live independently 
ďǇ�ĞŶƐƵƌŝŶŐ�ǁĞ�ĐƌĞĂƚĞ�ƌŽďƵƐƚ�ĐŽŵŵƵŶŝƟĞƐ�ĂŶĚ�ƐĂĨĞ͕�
desirable neighbourhoods e.g. providing housing, 
access to transport, public services such as libraries, 
ůĞŝƐƵƌĞ�ĂŶĚ�ƐŽĐŝĂů�ĂĐƟǀŝƟĞƐ͘��

DĂŶǇ�ĐŝƟǌĞŶƐ�ƚŚŝŶŬ�ǁĞ�ŚĂǀĞ�ůŽƐƚ�Ă�ƐĞŶƐĞ�ŽĨ�ĐĂƌŝŶŐ�ŝŶ�
ŽƵƌ�ĐŽŵŵƵŶŝƟĞƐ͘�tĞ�ŶĞĞĚ�ƚŽ�ĞŶĐŽƵƌĂŐĞ�Ă�ĐƵůƚƵƌĞ�
ŽĨ�ŶĞŝŐŚďŽƵƌůŝŶĞƐƐ�ĂĐƌŽƐƐ�ƚŚĞ�ŐĞŶĞƌĂƟŽŶƐ�ĂŶĚ�Ăůů�
sectors of the community including local businesses, 
ǁŚĞƌĞ�ĞŵďƌĂĐŝŶŐ�ĂƉƉƌŽĂĐŚĞƐ�ƚŽ�ĞŵďĞĚ�ŬŝŶĚŶĞƐƐ�
and compassion can help counter loneliness and 
ƐŽĐŝĂů�ŝƐŽůĂƟŽŶ͘

Overview
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/ŶƚĞƌŐĞŶĞƌĂƟŽŶĂů��ŽŶŶĞĐƟŽŶƐ

WĂƌƟĐŝƉĂŶƚƐ�ƌĞĐŽŐŶŝƐĞĚ�ƚŚĂƚ�ĂĐƟǀŝƟĞƐ�ƚŚĂƚ�ŚĂƉƉĞŶ�ĂĐƌŽƐƐ�ƚŚĞ�ŐĞŶĞƌĂƟŽŶƐ�ĐĂŶ�ďĞ�
ĞŶĞƌŐŝƐŝŶŐ�ĂŶĚ�ŵŽƟǀĂƟŶŐ͘�dŚĞǇ�ĂƌĞ�ƉĂƌƟĐƵůĂƌůǇ�ĞŶũŽǇĂďůĞ�ǁŚĞƌĞ�ƚŚĞ�ĐŽŶŶĞĐƟŽŶƐ�ĂƌĞ�
ŵĂĚĞ�ƚŚƌŽƵŐŚ�ƐŚĂƌĞĚ�ŝŶƚĞƌĞƐƚƐ�Ğ͘Ő͘�ĐŽŵŵƵŶŝƚǇ�ĐŚŽŝƌƐ�ĂŶĚ�ƌĞĂĚŝŶŐ�ŐƌŽƵƉƐ�ǁŝƚŚ�ƚŚĞ�ĨŽĐƵƐ�
ŽŶ�ĐŽŶŶĞĐƟŽŶ͕�ŝŶĐůƵƐŝŽŶ�ĂŶĚ�ĐŽŵŵƵŶŝƚǇ�ƌĂƚŚĞƌ�ƚŚĂŶ�ĂŐĞ͘�&ĞĞĚďĂĐŬ�ƐƵŐŐĞƐƚĞĚ�ƚŚĂƚ�
ŽƉƉŽƌƚƵŶŝƟĞƐ�ƚŽ�ƐŚĂƌĞ�ŬŶŽǁůĞĚŐĞ͕�ƐŬŝůůƐ�ĂŶĚ�ĞǆƉĞƌŝĞŶĐĞ�ĐŽƵůĚ�ŚĞůƉ�ďƵŝůĚ�ƐƚƌŽŶŐĞƌ͕ �ŵŽƌĞ�
ĐŽŵƉĂƐƐŝŽŶĂƚĞ�ĐŽŵŵƵŶŝƟĞƐ�ǁŚĞƌĞ�ŽůĚĞƌ�ŐĞŶĞƌĂƟŽŶƐ�ŵĞŶƚŽƌ�ǇŽƵŶŐĞƌ�ƉĞŽƉůĞ�ĨŽƌ�ĞǆĂŵƉůĞ�
ŝŶ�ĐŽŽŬŝŶŐ�Žƌ�ůŝĨĞ�ƐŬŝůůƐ�;ƐƵĐŚ�ĂƐ�ĐŽŵŵƵŶŝĐĂƟŽŶ�ĂŶĚ�ƌĞůĂƟŽŶĂů�ƐŬŝůůƐͿ͕�ĂŶĚ�ƚŚĂƚ�ǇŽƵŶŐĞƌ�
ƉĞŽƉůĞ�ĐŽƵůĚ�ƐƵƉƉŽƌƚ�ŽůĚĞƌ�ĂĚƵůƚƐ�ƚŽ�ĚĞǀĞůŽƉ�ƚĞĐŚŶŽůŽŐǇ�ĂŶĚ�ĚŝŐŝƚĂů�ƐŬŝůůƐ͘�KƉƉŽƌƚƵŶŝƟĞƐ�
ĨŽƌ�ƐŚĂƌŝŶŐ�ŬŶŽǁůĞĚŐĞ�Žƌ�ĞǆƉĞƌŝĞŶĐĞƐ�ĂŶĚ�ĞǆĐŚĂŶŐŝŶŐ�ƐŬŝůůƐ�ĐŽƵůĚ�ďĞ�ŽŶůŝŶĞ�ĂŶĚ�ŽŋŝŶĞ�ĂŶĚ�
ďĞ�ƐƵƉƉŽƌƚĞĚ�ƚŚƌŽƵŐŚ��ŽŵŵƵŶŝƚǇ�>ŝŶŬ�tŽƌŬĞƌƐ͘�

WŽƚĞŶƟĂů�ĂƌĞĂƐ�ƚŽ�ĞǆƉůŽƌĞ�ŝŶĐůƵĚĞ͗

ͻ� ^ƵƉƉŽƌƟŶŐ�ĐŽŶŶĞĐƟŽŶƐ�
ĂĐƌŽƐƐ�ƚŚĞ�ŐĞŶĞƌĂƟŽŶƐ�ƚŽ�
ďƵŝůĚ�ĐŽŵƉĂƐƐŝŽŶ�ĂŶĚ�ƐŚĂƌĞ�
ŬŶŽǁůĞĚŐĞ�ƚŚĂƚ�ĞŶŚĂŶĐĞƐ�
ĞĂĐŚ�ƉĞƌƐŽŶ Ɛ͛�ƋƵĂůŝƚǇ�ŽĨ�ůŝĨĞ

WƌŝŽƌŝƟƐŝŶŐ��ĞŵĞŶƟĂͲĨƌŝĞŶĚůǇ��ŽŵŵƵŶŝƟĞƐ�

�ĞŵĞŶƟĂ�ďƌŝŶŐƐ�ƉĂƌƟĐƵůĂƌ�ĐŚĂůůĞŶŐĞƐ�ĨŽƌ�ƚŚĞ�ƉĞƌƐŽŶ�ůŝǀŝŶŐ�ǁŝƚŚ�ƚŚĞ�ĐŽŶĚŝƟŽŶ�ĂŶĚ�ĨŽƌ�
ƚŚŽƐĞ�ǁŚŽ�ƐƵƉƉŽƌƚ�ƚŚĞŵ͘�dŚŽƐĞ�ůŝǀŝŶŐ�ǁŝƚŚ�ĚĞŵĞŶƟĂ�ŶĞĞĚ�Ă�ďƌŽĂĚ�ƌĂŶŐĞ�ŽĨ�ƐƵƉƉŽƌƚ�ƚŽ�ůŝǀĞ�
ǁĞůů�ŝŶ�ƚŚĞ�ĐŽŵŵƵŶŝƚǇ͕ �ĂŶĚ�ƚŚĞŝƌ�ŶĞĞĚƐ�ĐĂŶ�ĐŚĂŶŐĞ�ŽǀĞƌ�ƟŵĞ͘�^ƵƉƉŽƌƚ�ĐĂŶ�ŝŶĐůƵĚĞ�ŚĞůƉ�
ƌĞŵĞŵďĞƌŝŶŐ�ƚŽ�ĞĂƚ�ĂŶĚ�ƚŽ�ƚĂŬĞ�ŵĞĚŝĐĂƟŽŶ�ĂŶĚ�ƚŚĞǇ�ŵĂǇ�ŶĞĞĚ�ƚŽ�ďĞ�ĞƐĐŽƌƚĞĚ�ƐŚŽƉƉŝŶŐ�
ĂŶĚ�ƚŽ�ĂƩĞŶĚ�ĂƉƉŽŝŶƚŵĞŶƚƐ�ĂŶĚ�ďĞ�ĞŶĐŽƵƌĂŐĞĚ�ƚŽ�ƐŽĐŝĂůŝƐĞ͘�

WĂƌƟĐŝƉĂŶƚƐ�ƐƵŐŐĞƐƚĞĚ�ƚŚĂƚ�ĞĚƵĐĂƟŶŐ�Ăůů�ƐĞĐƚŽƌƐ�ŽĨ�ƚŚĞ�ĐŽŵŵƵŶŝƚǇ�;ŝŶĐůƵĚŝŶŐ�ǇŽƵŶŐ�
ƉĞŽƉůĞ͕�ďƵƐŝŶĞƐƐ�ŽǁŶĞƌƐ�ĂŶĚ�ŽůĚĞƌ�ĂĚƵůƚƐͿ�ĂďŽƵƚ�ŚŽǁ�ďĞƐƚ�ƚŽ�ƌĞĚƵĐĞ�ƚŚĞ�ƌŝƐŬ�ŽĨ�ĚĞŵĞŶƟĂ�
ƐƵĐŚ�ĂƐ�ŬĞĞƉŝŶŐ�ĂĐƟǀĞ͕�ĞĂƟŶŐ�ǁĞůů͕�ŬĞĞƉŝŶŐ�ǇŽƵƌ�ďƌĂŝŶ�ĂĐƟǀĞ�ĂŶĚ�ƐŽĐŝĂůŝƐŝŶŐ�;ĂůǌĚŝƐĐŽǀĞƌǇ͘
ŽƌŐͿ�ĐŽƵůĚ�ŚĞůƉ�ŬĞĞƉ�ƉĞŽƉůĞ�ǁĞůů�ĨŽƌ�ůŽŶŐĞƌ͘ ��ŽŵŵƵŶŝĐĂƟŽŶ�ďĞƚǁĞĞŶ�ƐĞƌǀŝĐĞƐ�ŝƐ�ŬĞǇ�ĂŶĚ�
�ŽŵŵƵŶŝƚǇ�>ŝŶŬ�tŽƌŬĞƌƐ�ĐŽƵůĚ�ŚĂǀĞ�Ă�ǀĂůƵĂďůĞ�ƌŽůĞ�ŚĞƌĞ͕�ĨŽƌ�ĞǆĂŵƉůĞ͕�ƉƌŽǀŝĚŝŶŐ�ĚƌŽƉͲŝŶ�
ƐĞƐƐŝŽŶƐ�Ăƚ�ůŝďƌĂƌŝĞƐ͘��ƌŝŶŐŝŶŐ�ĂǁĂƌĞŶĞƐƐ�ƚŽ�ƚŚĞ�ƐǇŵƉƚŽŵƐ�ĂŶĚ�ĐŚĂůůĞŶŐĞƐ�ĨĂĐĞĚ�ďǇ�ƚŚŽƐĞ�
ůŝǀŝŶŐ�ǁŝƚŚ�ĚĞŵĞŶƟĂ�ĐŽƵůĚ�ŚĞůƉ�ŶƵƌƚƵƌĞ�ĞŵƉĂƚŚǇ�ĂŶĚ�ƵŶĚĞƌƐƚĂŶĚŝŶŐ�ĂŶĚ�ĞŶĐŽƵƌĂŐĞ�ŵŽƌĞ�
ŬŝŶĚŶĞƐƐ�ŝŶ�ƚŚĞ�ĐŽŵŵƵŶŝƚǇ͘��Ǉ�ĂĚĚƌĞƐƐŝŶŐ�ƚŚĞ�ŶĞĞĚƐ�ŽĨ�ƉĞŽƉůĞ�ǁŝƚŚ�ĚĞŵĞŶƟĂ͕�Ăůů�ĐŝƟǌĞŶƐ�
ĐĂŶ�ďĞŶĞĮƚ͘��

WŽƚĞŶƟĂů�ĂƌĞĂƐ�ƚŽ�ĞǆƉůŽƌĞ�ŝŶĐůƵĚĞ͗

ͻ� KƉƟŽŶƐ�ĨŽƌ�ŚĞůƉŝŶŐ�ĐŽŵŵƵŶŝƟĞƐ�ƚŽ�ďĞ�ĚĞŵĞŶƟĂ�ĂǁĂƌĞ�ĂŶĚ�ĐŽŶƐŝĚĞƌĂƚĞ�ŝŶ�ƚŚĞ�
ƉƌŽĚƵĐƚƐ�ĂŶĚ�ƐĞƌǀŝĐĞƐ�ƚŚĞǇ�ƉƌŽǀŝĚĞ

ͻ� tĂǇƐ�ƚŽ�ĞŶĐŽƵƌĂŐĞ�ŵŽƌĞ�ŬŝŶĚŶĞƐƐ�ƚŽ�ƐƵƉƉŽƌƚ�ǀƵůŶĞƌĂďůĞ�ŵĞŵďĞƌƐ�ŽĨ�ƚŚĞ�ĐŽŵŵƵŶŝƚǇ
ͻ� KƉƟŽŶƐ�ǁŚĞƌĞ�ƚĞĐŚŶŽůŽŐǇ�ĐŽƵůĚ�ƐƵƉƉŽƌƚ�ƚŚŽƐĞ�ůŝǀŝŶŐ�ǁŝƚŚ�ĚĞŵĞŶƟĂ�ĂŶĚ�ƚŚĞŝƌ�ĐĂƌĞƌƐ͘

�ĐƟŽŶ��ƌĞĂ�ϰ͘ϭ�ͬ��ĂƌŝŶŐ�ĨŽƌ�ŽƵƌ��ŽŵŵƵŶŝƚǇ

tĞ�ŽŌĞŶ�ƚĂůŬ�ĂďŽƵƚ�͚'ĞƫŶŐ�
ŝƚ�ƌŝŐŚƚ�ĨŽƌ�ĞǀĞƌǇ�ĐŚŝůĚ͛͘ ��Ƶƚ�ǁĞ�
ƐŚŽƵůĚ�ďĞ�͚'ĞƫŶŐ�ŝƚ�ƌŝŐŚƚ�ĨŽƌ�

ĞǀĞƌǇ�ĂĚƵůƚ͛�ƚŽŽ͊

>ŝǀŝŶŐ�/Ŷ�KƵƌ��ŽŵŵƵŶŝƚǇdŚĞŵĞ�ϰ
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Local businesses and tradespeople are key members of our community providing 
ƐĞƌǀŝĐĞƐ�ĂŶĚ�ĂĐƟǀŝƟĞƐ�ƚŽ�Ă�ǁŝĚĞ�ƌĂŶŐĞ�ŽĨ�ĐŝƟǌĞŶƐ͘�WĂƌƟĐŝƉĂŶƚƐ�ƉƌŽƉŽƐĞĚ�ƚŚĂƚ�ůŽĐĂů�
ĞŵƉůŽǇĞĞƐ�ĂŶĚ�ŽƌŐĂŶŝƐĂƟŽŶƐ�ĐŽƵůĚ�ďĞ�ƚƌĂŝŶĞĚ�ƚŽ�ƉƌŽǀŝĚĞ�ƌĞůĞǀĂŶƚ�ŝŶĨŽƌŵĂƟŽŶ�ĂŶĚ�
ĂůƐŽ�ŚĞůƉ�ƌĞĂĐŚ�ƉĞŽƉůĞ�ǁŚŽ�ŚĂǀĞ�ŶŽƚ�ƐŽƵŐŚƚ�ĂƐƐŝƐƚĂŶĐĞ�ŶŽƌ�ƵƐĞĚ�ƐĞƌǀŝĐĞƐ�ŝŶ�ƚŚĞ�ƉĂƐƚ͘�
/Ŷ�ƚŚŝƐ�ǁĂǇ�ƚŚĞǇ�ĐŽƵůĚ�ƉƌŽǀŝĚĞ�Ă�ŶĞǁ�ůŝŶŬ�ƚŽ�ƐƵƉƉŽƌƚ�ĂŶĚ�ŝŶĨŽƌŵĂƟŽŶ�ƚŚĂƚ�ŝƐ�ĂǀĂŝůĂďůĞ�
ĨŽƌ�ŽůĚĞƌ�ƉĞŽƉůĞ�ŚĞůƉŝŶŐ�ƚŽ�ĐŽŶŶĞĐƚ�ĐŝƟǌĞŶƐ�ŝŶ�ƚŚĞ�ĐŽŵŵƵŶŝƚǇ͘��

/Ŷ�ĚĞǀĞůŽƉŝŶŐ�ƚŚŝƐ�ŝĚĞĂ͕�ƐƚĂŬĞŚŽůĚĞƌƐ�ƚŚŽƵŐŚƚ�ƚŚĂƚ�ůŝŶŬŝŶŐ�ǁŝƚŚ�ŽƌŐĂŶŝƐĂƟŽŶƐ�ůŝŬĞ�
͚dƌƵƐƚĞĚ�dƌĂĚĞƌƐ͛�ǁŚŽ�ǀĞƚ�ĂŶĚ�ĂƉƉƌŽǀĞ�ƚƌĂĚĞƐ�ƉĞŽƉůĞ͕�ĐŽƵůĚ�ŝĚĞŶƟĨǇ�ŽƉƉŽƌƚƵŶŝƟĞƐ�
ĨŽƌ�ƚƌĂŝŶŝŶŐ�ŽŶ�ƐĞƌǀŝĐĞƐ�ĂǀĂŝůĂďůĞ�ƚŽ�ŽůĚĞƌ�ƉĞŽƉůĞ�ĂŶĚ�ƚŽ�ƐŝŐŶƉŽƐƚ�ƚŚĞŵ�ƚŽ�ƌĞůĞǀĂŶƚ�
ĂƐƐŝƐƚĂŶĐĞ�Ğ͘Ő͘�s�dͲĨƌĞĞ�ŐŽŽĚƐ�ĨŽƌ�ŽǀĞƌ�ϲϱ�ǇĞĂƌ�ŽůĚƐ͕��ĂƌĞ�ĂŶĚ�ZĞƉĂŝƌ�ƐĞƌǀŝĐĞƐ͕�Žƌ�ƚŚĂƚ�
ŐƌĂŶƚƐ�ŵŝŐŚƚ�ďĞ�ĂǀĂŝůĂďůĞ�ƚŽ�ŵĂŬĞ�ĂĚĂƉƚĂƟŽŶƐ�ƚŽ�ƚŚĞŝƌ�ŚŽŵĞ͘�

�ŽŵŵƵŶŝƚǇ�ůĞĂĚĞƌƐ�ĂŶĚ�ĐŽŶŶĞĐƚŽƌƐ�ĐŽƵůĚ�ůŝŶŬ�ŽůĚĞƌ�ĐŝƟǌĞŶƐ�ƚŽ�ƐĞƌǀŝĐĞƐ�ĂŶĚ�ŚĞůƉ�
ǁŝƚŚ�ƉůĂŶŶŝŶŐ�ĨŽƌ�ƚŚĞ�ĨƵƚƵƌĞ͘�dŚĞƐĞ�ĐŽƵůĚ�ŝŶĐůƵĚĞ�ƐŽůŝĐŝƚŽƌƐ͕�ĨƵŶĞƌĂů�ĚŝƌĞĐƚŽƌƐ͕�ƌĞůŝŐŝŽƵƐ�
ůĞĂĚĞƌƐ͕�ůŽĐĂů�ĐůƵďƐ�ƐƵĐŚ�ĂƐ�ƚŚĞ��ŽǁůŝŶŐ��ůƵď�Žƌ�WŽůŝƐŚ��ůƵď͕�ůŝďƌĂƌŝĞƐ͕�ĂŶĚ�ůŽĐĂů�ƐŚŽƉ�
ĂƐƐŝƐƚĂŶƚƐ͘�>ŽĐĂů�ĐĂĨĞƐ�ĂŶĚ�ďĂƌƐ�ĐŽƵůĚ�ƌƵŶ�ŝŶĐĞŶƟǀĞƐ�ĨŽƌ�ŽůĚĞƌ�ƉĞŽƉůĞ�ƚŽ�ƐŽĐŝĂůŝƐĞ�Ğ͘Ő͘�
ǁŝƚŚ�Ă�ůƵŶĐŚ�ĚŝƐĐŽƵŶƚ�Žƌ�ĚĞƐŝŐŶĂƟŶŐ�Ă�ƐƉĂĐĞ�ƚŽ�ĞŶĐŽƵƌĂŐĞ�ƉĞŽƉůĞ�ƚŽ�Ɛŝƚ�ƚŽŐĞƚŚĞƌ�
ĂŶĚ�ƚĂůŬ͘��

/ƚ�ǁĂƐ�ƐƵŐŐĞƐƚĞĚ�ƚŚĂƚ�ƚƌƵƐƚ�ƵŶĚĞƌƉŝŶƐ�ƚŚĞ�ƐƵĐĐĞƐƐ�ŽĨ�ƚŚŝƐ�ƚǇƉĞ�ŽĨ�ĂĐƟǀŝƚǇ͘�/ƚ�ǁĂƐ�ĂůƐŽ�
ŶŽƚĞĚ�ƚŚĂƚ�ŝŶĨŽƌŵĂƟŽŶ�ƐŚŽƵůĚ�ďĞ�ŵĂĚĞ�ĂǀĂŝůĂďůĞ�ĂŶĚ�ďĞ�ĚŝƐƐĞŵŝŶĂƚĞĚ�ƚŚƌŽƵŐŚ�Ă�
ƌĂŶŐĞ�ŽĨ�ŝŶĨŽƌŵĂƟŽŶ�ĐŚĂŶŶĞůƐ͘�

WŽƚĞŶƟĂů�ĂƌĞĂƐ�ƚŽ�ĞǆƉůŽƌĞ�ŝŶĐůƵĚĞ͗

• KƉƟŽŶƐ�ƚŽ�ĞŶŐĂŐĞ�ǁŝƚŚ�ůŽĐĂů�ďƵƐŝŶĞƐƐĞƐ�ƚŽ�ĐƌĞĂƚĞ�Ă�ŵŽƌĞ�ĚĞŵĞŶƟĂͲĨƌŝĞŶĚůǇ͕ �
ĐŽŵƉĂƐƐŝŽŶĂƚĞ�ƚŽǁŶ

• ,ĞůƉŝŶŐ�ƚŚŽƐĞ�ĚĞůŝǀĞƌŝŶŐ�ƐĞƌǀŝĐĞƐ�ƚŽ�ďĞ�ĂǁĂƌĞ�ŽĨ�ƚŚĞ�ŶĞĞĚƐ�ŽĨ�ŽůĚĞƌ�ƉĞŽƉůĞ͕�Ğ͘Ő͘�
ďƵƐ�ĚƌŝǀĞƌƐ�ŐŝǀĞ�ĞŶŽƵŐŚ�ƟŵĞ�ƚŽ�ĞŶƚĞƌ�ĂŶĚ�Ğǆŝƚ�ƚŚĞ�ďƵƐ͕�ƚŚĂƚ�ŵƵƐŝĐ�ŝƐ�ŶŽƚ�ƚŽŽ�ůŽƵĚ͕�
ƚŚĂƚ�ŇŽŽƌŝŶŐ�ŝƐ�ŶŽƚ�ƐůŝƉƉĞƌǇ͕ �ĞƚĐ

• KƉƟŽŶƐ�ƚŽ�ĞŶŐĂŐĞ�ǁŝƚŚ�ůŽĐĂů�ďƵƐŝŶĞƐƐĞƐ�ƚŽ�ŚĞůƉ�ƚŚĞŵ�ďĞ�ŵŽƌĞ�ĂǁĂƌĞ�ŽĨ�ŶĞĞĚƐ�ŽĨ�
ŽůĚĞƌ�ƉĞŽƉůĞ�ŝŶ�ƚŚĞ�ĐŽŵŵƵŶŝƚǇ�ĂŶĚ�ƚŚĞ�ƐƵƉƉŽƌƚ�ĂǀĂŝůĂďůĞ�ƚŽ�ƚŚĞŵ

• KƉƉŽƌƚƵŶŝƟĞƐ�ƚŽ�ĞŶŐĂŐĞ�ĞŵƉůŽǇĞƌƐ�ƚŽ�ĞŶĐŽƵƌĂŐĞ�ĂŶĚ�ŵŽƟǀĂƚĞ�ƐƚĂī�ƚŽ�ůŽŽŬ�ĂŌĞƌ�
ƚŚĞŝƌ�ŽǁŶ�ŚĞĂůƚŚ�ĂŶĚ�ǁĞůůďĞŝŶŐ

�ĐƟŽŶ��ƌĞĂ�ϰ͘Ϯ�ͬ��ŶŐĂŐŝŶŐ��ŽŵŵƵŶŝƚǇ��ƵƐŝŶĞƐƐĞƐ�ĂŶĚ��ŽŶŶĞĐƚŽƌƐ

KŶĞ�^ĂƚƵƌĚĂǇ�ĂŌĞƌŶŽŽŶ�ŝŶ�
tĞƚŚĞƌƐƉŽŽŶƐ�/�ƐĂǁ�ϱ�ŽůĚĞƌ�ŵĞŶ�

ĞĂĐŚ�ƐŝƫŶŐ�ďǇ�ƚŚĞŵƐĞůǀĞƐ͘�/ƚ�ŵĂĚĞ�
ŵĞ�ĨĞĞů�ƐĂĚ�ĂŶĚ�/�ƚŚŽƵŐŚƚ͕�ǁŽƵůĚŶ͛ƚ�
ŝƚ�ďĞ�ŐŽŽĚ�ŝĨ�ƚŚĞƌĞ�ǁĂƐ�Ă�ǁĂǇ�ƚŽ�

ĐŽŶŶĞĐƚ�ƚŚĞŵ͍

/�ƉĂŝĚ�ĨŽƌ�ƚŚĞ�ĂĚĂƉƚĂƟŽŶƐ�ƚŽ�
ŵǇ�ŚŽŵĞ�ĨƌŽŵ�ŵǇ�ŽǁŶ�ƉŽĐŬĞƚ͘�
/ƚ�ǁĂƐ�ŽŶůǇ�ĂŌĞƌ�ƚŚĂƚ�/�ǁĂƐ�ƚŽůĚ�
/�ĐŽƵůĚ�ŐĞƚ�Ă�ŐƌĂŶƚ͘�tŚǇ�ĚŝĚŶ͛ƚ�

/�ŬŶŽǁ�ďĞĨŽƌĞ͍

>ŝǀŝŶŐ�/Ŷ�KƵƌ��ŽŵŵƵŶŝƚǇdŚĞŵĞ�ϰ



9.4. Findings / Cross-cutting Themes

The Cross-cutting Themes are recognized as important for 
the delivery of all future services. As such, each 
transversal theme should be considered and addressed 
during the design and delivery of future services.

The Cross-cutting themes are:

• Place
• Information and Communication
• Partnership Working, and 
• Enablers (such as transport* and technology) 

With regard to Partnership Working, a direct response to 
this topic has been initiated through the formation of the 
Reference Group, with their values and manifesto. Their

66

continued involvement will be vital in the future delivery of 
services. 

The Cross-cutting Themes closely map onto the Enablers 
identified in the emerging Transformation Programme –
Internal and External Property, Communications, 
Organisational Development, and Digital and Data. 

Descriptions of the Cross-cutting Themes are presented below.

* Transport was not explored in detail in Phase 2 as the team were informed 
that an independent review was being undertaken of transport in the region.  
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WůĂĐĞ�
�
tŚĞƌĞ�ŝƐ�ƚŚĞ�ďĞƐƚ�ƉůĂĐĞ�ĨŽƌ�ĞĂĐŚ�ƐĞƌǀŝĐĞ�Žƌ�ĂĐƟǀŝƚǇ�ƚŽ�
ďĞ�ĂĐĐĞƐƐĞĚ͍�dŚŝƐ�ĐŽƵůĚ�ďĞ�Ă�ƉŚǇƐŝĐĂů�ůŽĐĂƟŽŶ�ƐƵĐŚ�ĂƐ�Ă�
ĐŽŵŵƵŶŝƚǇ�ǀĞŶƵĞ�Žƌ�ŽŶůŝŶĞ�Žƌ�Ă�ĐŽŵďŝŶĂƟŽŶ�ŽĨ�ďŽƚŚ͘ 

tŚĂƚ�ŝƐ�ƚŚĞ�ďĞƐƚ�ƉůĂĐĞ�ƚŽ�ĞŶƐƵƌĞ�ƚŚĂƚ�ĞĂĐŚ�ƐĞƌǀŝĐĞ�
ƉƌŽǀŝĚĞƐ�ƚŚĞ�ďĞƐƚ�ŽƵƚĐŽŵĞƐ�ĨŽƌ�ĐŝƟǌĞŶƐ͍ 

tŚĞŶ�ƚŚŝŶŬŝŶŐ�ĂďŽƵƚ�ǁŚĞƌĞ�ƐĞƌǀŝĐĞƐ�ĂƌĞ�ĂĐĐĞƐƐĞĚ�ĨƌŽŵ͕�
ĂƌĞ�ĞǆŝƐƟŶŐ�ůŽĐĂƟŽŶƐ�ĮƚͲĨŽƌͲƉƵƌƉŽƐĞ͍�/Ĩ�ŶŽƚ͕�ĐŽƵůĚ�ƚŚĞǇ�
be made to be so?  
 
tŚĞƌĞ�ĞůƐĞ�ĐĂŶ�ƐĞƌǀŝĐĞƐ�ďĞ�ĚĞůŝǀĞƌĞĚ͍� 
 
tŚĂƚ�ǀĞŶƵĞƐ�ĐĂŶ�ǁĞ�ƉĂƌƚŶĞƌ�ǁŝƚŚ͍

WĞŽƉůĞ�ŚĂǀĞ�ƚŽůĚ�ƵƐ͗  
�
ͻ��tĞ�ŶĞĞĚ�ƚŽ�ĐƌĞĂƚĞ�͚ƐĂĨĞ�ƐƉĂĐĞƐ͛�ĨŽƌ�ĞǀĞƌǇŽŶĞ�ǁŚĞƌĞ� 
����ƉĞŽƉůĞ�ĨĞĞů�ĐŽŵĨŽƌƚĂďůĞ�ǁŚĞƚŚĞƌ�ƚŚĞǇ�ĂƌĞ�ďǇ� 
����ƚŚĞŵƐĞůǀĞƐ�Žƌ�ŝŶ�ĐŽŵƉĂŶǇ
ͻ��^ŽŵĞ�ŽĨ�ƚŚĞ�ŶĞǁ�ĐŽŵŵƵŶŝƚǇ�ďƵŝůĚŝŶŐƐ�ĂƌĞ�� 
����ƉƌŽŚŝďŝƟǀĞůǇ�ĞǆƉĞŶƐŝǀĞ�ĨŽƌ�ŐƌŽƵƉƐ�ƚŽ�ƵƐĞ͘
�
/ĚĞĂƐ�ƚŚĂƚ�ŚĂǀĞ�ďĞĞŶ�ƐƵŐŐĞƐƚĞĚ͗�
�
ͻ��tĞ�ǁŽƵůĚ�ůŝŬĞ�ƚŽ�ƐĞĞ�ƚŚĞ�ĞǆƚĞŶĚĞĚ�ƵƐĞ�ŽĨ�ĞǆŝƐƟŶŐ� 
����ďƵŝůĚŝŶŐƐ͕�Ğ͘Ő͘�ĐĂƌĞ�ŚŽŵĞƐ�ƚŚĂƚ�ĐŽƵůĚ�ďĞ�ŵŽƌĞ� 
����ĂĐĐĞƐƐŝďůĞ�ĂŶĚ�ŽƉĞŶ�ƵƉ�ƚŽ�ŽƚŚĞƌ�ŵĞŵďĞƌƐ�ŽĨ�ƚŚĞ� 
����ĐŽŵŵƵŶŝƚǇ�ƐƵĐŚ�ĂƐ�ƐĐŚŽŽů�ŐƌŽƵƉƐ͘ 

�

/ŶĨŽƌŵĂƟŽŶ�ĂŶĚ��ŽŵŵƵŶŝĐĂƟŽŶ

,Žǁ�ĚŽ�ǁĞ�ĞŶƐƵƌĞ�ƚŚĂƚ�ĐŽŵŵƵŶŝĐĂƟŽŶƐ�ĂďŽƵƚ�
ƐĞƌǀŝĐĞƐ�ƌĞĂĐŚ�ƚŚĞ�ƉĞŽƉůĞ�ǁŚŽ�ŶĞĞĚ�ƚŚĞŵ�Žƌ 
ǁŽƵůĚ�ďĞŶĞĮƚ�ĨƌŽŵ�ƚŚĞŵ͍ 

tŚĂƚ�ĂƌĞ�ƚŚĞ�ŬĞǇ�ŵĞƐƐĂŐĞƐ�ǁĞ�ŶĞĞĚ�ƚŽ�ƐŚĂƌĞ͍ 
 
tŚĂƚ�ĂƌĞ�ƚŚĞ�ďĞƐƚ�ĐŚĂŶŶĞůƐ�ƚŽ�ĚŽ�ƚŚŝƐ͍ 

,Žǁ�ĚŽ�ǁĞ�ƌĞĂĐŚ�ƚŚŽƐĞ�ǁŚŽ�ĂƌĞ�ĚŝĸĐƵůƚ�ƚŽ�ƌĞĂĐŚ͍ 

WĞŽƉůĞ�ŚĂǀĞ�ƚŽůĚ�ƵƐ͗�
 
ͻ��/ƚ�ŝƐ�ĚŝĸĐƵůƚ�ƚŽ�ĮŶĚ�ŝŶĨŽƌŵĂƟŽŶ�ĂďŽƵƚ�ƐĞƌǀŝĐĞƐ 
ͻ��EĞǁƐůĞƩĞƌƐ�ĂƌĞ�Ă�ŐŽŽĚ�ǁĂǇ�ƚŽ�ĐŽŶŶĞĐƚ͕�ƋƵĂƌƚĞƌůǇ��� 
����ǁŽƵůĚ�ďĞ�ŝĚĞĂů� 
ͻ���>/^^�ĂŶĚ�tĞůů�ŝŶ�ZĞŶĨƌĞǁƐŚŝƌĞ�ĞǆŝƐƚ͕�ďƵƚ�ǇŽƵ 
����ŶĞĞĚ�ƚŽ�ŬŶŽǁ�ƚŚĂƚ�ƚŚĞǇ�ĂƌĞ�ƚŚĞƌĞ͕�ĂŶĚ�ŵĂŶǇ��� 
����ƉĞŽƉůĞ�ĚŽ�ŶŽƚ 
ͻ��^ŚĞůƚĞƌĞĚ�ŚŽƵƐŝŶŐ�ŽŌĞŶ�ƉƌŽǀŝĚĞƐ�ĂĐƟǀŝƟĞƐ�ďƵƚ� 
����ŝŶĨŽƌŵĂƟŽŶ�ĂďŽƵƚ�ƚŚĞŵ�ŝƐ�ŶŽƚ�ǁŝĚĞůǇ�ŬŶŽǁŶ͘ 
����zŽƵ�ŽŶůǇ�ĮŶĚ�ŽƵƚ�ĂďŽƵƚ�ĂĐƟǀŝƟĞƐ�ƚŚƌŽƵŐŚ�ƉĞŽƉůĞ�� 
����ǁŚŽ�ůŝǀĞ�ƚŚĞƌĞ
ͻ��'ĞƫŶŐ�ŝŶĨŽƌŵĂƟŽŶ�ĨƌŽŵ�ƚŚĞ��ĂƌĞƌƐ��ĞŶƚƌĞ�ŝƐ�ůŝŬĞ� 
����ĂĐĐĞƐƐŝŶŐ�ƚŚĞ�ƐĞĐƌĞƚ�ƐĞƌǀŝĐĞ͊
ͻ��/ƚ�ŝƐ�ŝŵƉŽƌƚĂŶƚ�ƚŽ�ŚĂǀĞ�Ă�ƉĞƌƐŽŶ�Ăƚ�ƚŚĞ�ĞŶĚ�ŽĨ�Ă� 
����ƉŚŽŶĞ�Ͳ�ŶŽƚ�Ă�ƌĞĐŽƌĚĞĚ�ŵĞƐƐĂŐĞ͘

/ĚĞĂƐ�ƚŚĂƚ�ŚĂǀĞ�ďĞĞŶ�ƐƵŐŐĞƐƚĞĚ͗�
 
ͻ��dŚĞƌĞ�ŝƐ�Ă�ŶĞĞĚ�ĨŽƌ�ƐƚƌŽŶŐ�ƉƵďůŝĐ�ŚĞĂůƚŚ�ŵĞƐƐĂŐĞƐ� 
����ĂƌŽƵŶĚ�ǁĞůůďĞŝŶŐ�ĂŶĚ�ŵĞŶƚĂů�ŚĞĂůƚŚ�ƚŽ�ŚĞůƉ�ǁŝƚŚ� 
����ƚŚĞ�ĐƵůƚƵƌĞ�ĐŚĂŶŐĞ�ŶĞĞĚĞĚ� 
ͻ��Z,^�W�ĐŽƵůĚ�ŚĂǀĞ�Ă�ƉƌĞƐĞŶĐĞ�ŝŶ�ůŝďƌĂƌŝĞƐ�ĂŶĚ 
����ŽƚŚĞƌ�ĐŽŵŵƵŶŝƚǇ�ďƵŝůĚŝŶŐƐ�ƚŽ�ďƵŝůĚ�ĂǁĂƌĞŶĞƐƐ 
����ŽĨ�ĂĐƟǀŝƟĞƐ�ĂŶĚ�ƌĞƐŽƵƌĐĞƐ�ůŝŬĞ��>/^^�ĂŶĚ� 
����tĞůů�ŝŶ�ZĞŶĨƌĞǁƐŚŝƌĞ� 
ͻ���ƌĞĂƚĞ�Ă�ůĞĂŇĞƚ�ŽŶ�ĐŽŵŵƵŶŝƚǇ�ƐĞƌǀŝĐĞƐ�ĂŶĚ 
����ĂĐƟǀŝƟĞƐ�ƚŽ�ŬĞĞƉ�ĂŶĚ�ƌĞĨĞƌ�ďĂĐŬ�ƚŽ͕�ůŝŬĞ�ƚŚĞ�ůŽĐĂů� 
����ǁĂƐƚĞ�ĐŽůůĞĐƟŽŶ�ĚŝĂƌǇ� 
ͻ��/ŶƚƌŽĚƵĐĞ�ƚŚĞ�ƌĂŶŐĞ�ŽĨ�ƐĞƌǀŝĐĞƐ�ĨŽƌ�ŽůĚĞƌ 
����ƉĞŽƉůĞ�ǁŝƚŚ�Ă�ϲϱƚŚ�ďŝƌƚŚĚĂǇ�ĐĂƌĚ�ƚŽ�ĞǀĞƌǇ�ĐŝƟǌĞŶ 
ͻ��&ƌĞĞ�ŝŶƚƌŽĚƵĐƚŽƌǇ�ĐůĂƐƐĞƐ�ĐŽƵůĚ�ĂƩƌĂĐƚ�ƉĞŽƉůĞ�ƚŽ��� 
����ĂĐƟǀŝƟĞƐ�ĂŶĚ�ƐĞƌǀŝĐĞƐ͘
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WĂƌƚŶĞƌƐŚŝƉ�tŽƌŬŝŶŐ��
�
tŽƌŬŝŶŐ�ŝŶ�ĐŽůůĂďŽƌĂƟŽŶ�ǁŝƚŚ�
ůŽĐĂů�ŽƌŐĂŶŝƐĂƟŽŶƐ�ĂŶĚ�ŝŶĚŝǀŝĚƵĂůƐ�
ƵŶĚĞƌƉŝŶƐ�ƚŚĞ�ĨƵƚƵƌĞ�ĚĞǀĞůŽƉŵĞŶƚ�
ĂŶĚ�ĚĞůŝǀĞƌǇ�ŽĨ�ŽůĚĞƌ�ƉĞŽƉůĞ Ɛ͛�
ƐĞƌǀŝĐĞƐ͘�

dŚĞ�ZĞĨĞƌĞŶĐĞ�'ƌŽƵƉ�ĐŽŶŶĞĐƚĞĚ�
ƚŽ�ƚŚĞ�WƌŽũĞĐƚ�ƌĞƉƌĞƐĞŶƚƐ�Ă�ďƌŽĂĚ�
ƌĂŶŐĞ�ŽĨ�ĞǆƉĞƌƟƐĞ͕�ŬŶŽǁůĞĚŐĞ�ĂŶĚ�
ĞǆƉĞƌŝĞŶĐĞ�ŝŶ�ƐŚĂƉŝŶŐ�ĂŶĚ�ĚĞůŝǀĞƌŝŶŐ�
ƐƵĐŚ�ƐĞƌǀŝĐĞƐ͘�

dŽ�ĞŶŚĂŶĐĞ�ĞǆŝƐƟŶŐ�ƐĞƌǀŝĐĞƐ�ĂŶĚ�
ĚĞǀĞůŽƉ�ŶĞǁ�ƐĞƌǀŝĐĞƐ�ƚŚĂƚ�ŵĞĞƚ�ƚŚĞ�
ŶĞĞĚƐ�ŽĨ�ƵƐĞƌƐ�ǁĞ�ŶĞĞĚ�ƚŽ�ĐŽŶƐŝĚĞƌ͗ 

tŚŽ�ĂƌĞ�ƚŚĞ�ŬĞǇ�ƉĂƌƚŶĞƌƐ�ƚŽ�ŝŶǀŽůǀĞ͍ 
 
tŚĂƚ�ƐƵƉƉŽƌƚ�ŝƐ�ŶĞĞĚĞĚ�ĨŽƌ�ƚŚŝƐ͍� 

tŚĂƚ�ŶĞĞĚƐ�ƚŽ�ĐŚĂŶŐĞ�ƚŽ�ƐƵƉƉŽƌƚ�
ĐŽůůĂďŽƌĂƟǀĞ�ǁŽƌŬŝŶŐ�ĂŶĚ�ƚŽ�ĞŶĂďůĞ�
͚ƚƌƵĞ͛�ƉĂƌƚŶĞƌƐŚŝƉ�ǁŽƌŬŝŶŐ�ǁŝƚŚ�
Z,^�W�ƚŽ�ƚŚƌŝǀĞ͍

�

�ŶĂďůĞƌƐ

tŚĂƚ�ŝƐ�ŶĞĞĚĞĚ�ƚŽ�ĞŶĂďůĞ�ƐĞƌǀŝĐĞƐ�ƚŽ�ďĞ�ĚĞůŝǀĞƌĞĚ 
ĞīĞĐƟǀĞůǇ�ƚŽ�ŵĞĞƚ�ĐŝƟǌĞŶƐ͛�ŶĞĞĚƐ͍�tŚĂƚ�ĂƌĞ� 
ƚŚĞ�ƚƌĂŶƐƉŽƌƚ�ĐŽŶƐŝĚĞƌĂƟŽŶƐ͍�tŚĂƚ�ƌŽůĞ�ŵŝŐŚƚ 
ƚĞĐŚŶŽůŽŐǇ�ƉůĂǇ͍�tŚĂƚ�ŽƚŚĞƌ�ĞŶĂďůĞƌƐ�ĚŽ�ǁĞ 
ŶĞĞĚ�ƚŽ�ĐŽŶƐŝĚĞƌ͍�

WĞŽƉůĞ�ŚĂǀĞ�ƚŽůĚ�ƵƐ�ŽŶ�dƌĂŶƐƉŽƌƚ͗� 

ͻ��dƌĂŶƐƉŽƌƚ�ŝƐ�ǀŝƚĂů�ƚŽ�ĂůůŽǁ�ƉĞŽƉůĞ�ƚŽ�ĂĐĐĞƐƐ 
�����ĂĐƟǀŝƟĞƐ�ĂŶĚ�ƌĞŵĂŝŶ�ĂĐƟǀĞ�ŝŶ�ƚŚĞŝƌ�ĐŽŵŵƵŶŝƟĞƐ
ͻ��dŚĞƌĞ�ŝƐ�Ă�ƉĂƌƟĐƵůĂƌ�ŶĞĞĚ�ĨŽƌ�ƚƌĂŶƐƉŽƌƚ�ƐĞƌǀŝĐĞƐ� 
����ƚŚĂƚ�ƐƵŝƚ�ĐŝƟǌĞŶ Ɛ͛�ŶĞĞĚƐ�ƌĂƚŚĞƌ�ƚŚĂŶ�ŽƉĞƌĂƚĞ�ƚŽ�Ă� 
����ĮǆĞĚ�ƟŵĞƚĂďůĞ͘�^ŽŵĞ�ƉĂƌƟĐŝƉĂŶƚƐ�ŚĂĚ�ƚŽ�ůĞĂǀĞ� 
����ƚŚĞ�ǁŽƌŬƐŚŽƉ�ĞĂƌůǇ�ĂƐ�ƚŚĞŝƌ�ƚƌĂŶƐƉŽƌƚ�ŚĂĚ�ĂƌƌŝǀĞĚ
ͻ��^ŝŵŝůĂƌůǇ͕ �DǇ�ƵƐ�ŝƐ�Ă�ůŝŵŝƚĞĚ�ƐĞƌǀŝĐĞ�ŝŶ�ƚĞƌŵƐ�ŽĨ� 
����ƚŚĞ�ĚŝƐƚĂŶĐĞ�ŝƚ�ĐĂŶ�ƚƌĂǀĞů�ĂŶĚ�ƟŵĞƐ�ŽĨ�ŽƉĞƌĂƟŽŶ͕� 
����ŝƚ�ĚŽĞƐ�ŶŽƚ�ŽƉĞƌĂƚĞ�ŝŶ�ƚŚĞ�ĞǀĞŶŝŶŐƐ�ǁŚŝĐŚ�ĐĂŶ 
����ƌĞƐƚƌŝĐƚ�ĂŶ�ŝŶĚŝǀŝĚƵĂů͛Ɛ�ĐŚŽŝĐĞ�ŽĨ�ĂĐƟǀŝƟĞƐ�
ͻ��KůĚĞƌ�ƉĞŽƉůĞ�ĐĂŶ�ĨĞĞů�ĂŶǆŝŽƵƐ�ĂďŽƵƚ�ĂŶĚ�ƵŶƐĂĨĞ�� 
����ƵƐŝŶŐ�ƉƵďůŝĐ�ƚƌĂŶƐƉŽƌƚ͕�Ğ͘Ő͘�ŶŽƚ�Ăůů�ďƵƐ�ĚƌŝǀĞƌƐ�ƐŚŽǁ� 
����ƉĂƟĞŶĐĞ�ĂŶĚ�ƵŶĚĞƌƐƚĂŶĚŝŶŐ�ƚŚĂƚ�ŽůĚĞƌ�ĐŝƟǌĞŶƐ�
����ƌĞƋƵŝƌĞ�ƚŚĞ�ĂĐĐĞƐƐ�ƐƚĞƉ�ĂŶĚ�ŶĞĞĚ�ŵŽƌĞ�ƟŵĞ 
����ĞŶƚĞƌŝŶŐ�ĂŶĚ�ĞǆŝƟŶŐ�Ă�ďƵƐ�ƚŚĂŶ�ŽƚŚĞƌ�ƉĂƐƐĞŶŐĞƌƐ�
ͻ����ůĂĐŬ�ŽĨ�ƚƌĂŶƐƉŽƌƚ�ƉƌŽǀŝƐŝŽŶ�ƚŽ�ĂƩĞŶĚ 
����ĐŽŵŵƵŶŝƚǇͲďĂƐĞĚ�ƐĞƌǀŝĐĞƐ�ĐĂŶ�ůĞĂĚ�ƚŽ�ĞǆĐůƵƐŝŽŶ͘�

/ĚĞĂƐ�ƚŚĂƚ�ŚĂǀĞ�ďĞĞŶ�ƐƵŐŐĞƐƚĞĚ�ŽŶ�dƌĂŶƐƉŽƌƚ͗

ͻ���ƵƐ�ĚƌŝǀĞƌƐ�ƐŚŽƵůĚ�ďĞ�ƚƌĂŝŶĞĚ�ƚŽ�ďĞ�ƐĞŶƐŝƟǀĞ�ƚŽ�ƚŚĞ� 
����ŶĞĞĚƐ�ŽĨ�ŽůĚĞƌ�ƉĞŽƉůĞ�Ͳ�ĞƐƉĞĐŝĂůůǇ�ŽŶ�ƚŚĞ�ƟŵĞ� 
����ŶĞĞĚĞĚ�ƚŽ�ĞŶƚĞƌ͕ �ƐĞƩůĞ�ŽŶƚŽ�ĂŶĚ�Ğǆŝƚ�ƚŚĞ�ďƵƐ�ƐĂĨĞůǇ� 
����ĂŶĚ�ƚŽ�ĂĐƟǀĂƚĞ�ƚŚĞ�ƐƚĞƉ�ƚŽ�ĂƐƐŝƐƚ�ĐŝƟǌĞŶƐ
ͻ��WƌŽǀŝĚĞ�ŵŽƌĞ�ĂĐĐĞƐƐŝďůĞ�ƚƌĂŶƐƉŽƌƚ͕�Ăƚ�Ă�ƟŵĞ�ƚŚĂƚ� 
����ƐƵŝƚƐ�ĐŝƟǌĞŶƐ͛�ŶĞĞĚƐ�ĂŶĚ�ƐƵƉƉŽƌƚƐ�ƚŚĞŝƌ�ĐŚŽŝĐĞƐ͕�ŝŶ 
����ĐůƵĚŝŶŐ�ƚƌĂŶƐƉŽƌƚ�ŽƉĞƌĂƟŶŐ�ŝŶ�ƚŚĞ�ĞǀĞŶŝŶŐƐ͕�ǁŚŝĐŚ� 
����ŝƐ�ŝŵƉŽƌƚĂŶƚ�ĨŽƌ�ƉĞŽƉůĞ�ƚŽ�ĐŽŶŶĞĐƚ�ǁŝƚŚ�ƚŚĞŝƌ 
����ŝŶƚĞƌĞƐƚƐ͘�^ŽŵĞ�ƉĞŽƉůĞ�ǁŽƵůĚ�ďĞ�ǁŝůůŝŶŐ�ƚŽ 
����ĐŽŶƚƌŝďƵƚĞ�ƚŽ�ƚŚĞ�ĐŽƐƚ
ͻ���ǆƚĞŶĚ�ƚŚĞ�ƟŵĞ�ŽŶ�ƉĞĚĞƐƚƌŝĂŶ�ĐƌŽƐƐŝŶŐƐ�ƚŽ�ĂůůŽǁ� 
����ƉĞŽƉůĞ�ƚŽ�ĐƌŽƐƐ�ƚŚĞ�ƌŽĂĚ�ŝŶ�ĐŽŵĨŽƌƚ
ͻ��dĂǆŝн�ƐĞƌǀŝĐĞƐ�ǁŚĞƌĞ�ĚƌŝǀĞƌƐ�ƐĞŶĚ�ƉĂƐƐĞŶŐĞƌƐ 
����ƌĞŵŝŶĚĞƌƐ�ŝŶ�ĂĚǀĂŶĐĞ�ĂŶĚ�ŽīĞƌ�ĂĚĚŝƟŽŶĂů 
    ĂƐƐŝƐƚĂŶĐĞ�ŝŶ�ĂŶĚ�ŽƵƚ�ŽĨ�ƚŚĞ�ǀĞŚŝĐůĞ 
ͻ���ŽŽƌĚŝŶĂƟŶŐ�ƚƌĂǀĞů�ǁŝƚŚ�ŽƚŚĞƌ�ůŽĐĂů�ĐŝƟǌĞŶƐ͘
 
WĞŽƉůĞ�ŚĂǀĞ�ƚŽůĚ�ƵƐ�ŽŶ�dĞĐŚŶŽůŽŐǇ͗ 

ͻ��dĞĐŚŶŽůŽŐǇ�ĐŽƵůĚ�ďĞ�ƵƐĞĚ�ƚŽ�ĞŶĂďůĞ�ƉĞŽƉůĞ�ƚŽ� 
����ƐĞůĨͲŵĂŶĂŐĞ�ƚŚĞŝƌ�ŚĞĂůƚŚ͕�Ğ͘Ő͘�ĨŽƌ�ŵĞĚŝĐĂů�ƵƉĚĂƚĞƐ� 
����ĂŶĚ�ƌĞƐƵůƚƐ�ǀŝĂ�ƚĞǆƚ�Žƌ�ŽŶůŝŶĞ
ͻ���ŽƐƚ�ĐĂŶ�ďĞ�Ă�ďĂƌƌŝĞƌ�ƚŽ�ĂĐĐĞƐƐŝŶŐ�ƚĞĐŚŶŽůŽŐǇ͕  
����ĐĂŶ�ŝƚ�ďĞ�ŵĂĚĞ�ŵŽƌĞ�ĂĐĐĞƐƐŝďůĞ͍

ͻ��dĞĐŚŶŽůŽŐǇ�ƐŽůƵƟŽŶƐ�ƚŚĂƚ�ƐƵƉƉŽƌƚ�ƉĞŽƉůĞ�ƚŽ� 
�����ůŝǀĞ�ǁĞůů�ŝŶ�ƚŚĞŝƌ�ŽǁŶ�ŚŽŵĞƐ�ĨŽƌ�ůŽŶŐĞƌ�ďǇ 
�����ƐƵƉƉŽƌƟŶŐ�ƚŚĞŝƌ�ŝŶƚĞƌĞƐƚƐ�ĂŶĚ�ŚŽďďŝĞƐ�ĂŶĚ� 
�����ĐĂŶ�ŐŝǀĞ�ƚŚĞ�ƵƐĞƌ�ĂŶĚ�ĨĂŵŝůǇ�ƉĞĂĐĞ�ŽĨ�ŵŝŶĚ 
�����Ğ͘Ő͘�ǀŽŝĐĞ�ĂĐƟǀĂƚĞĚ�ƚĞĐŚ�ĂŶĚ�ŵĞĚŝĐĂƟŽŶ� 
�����ƌĞŵŝŶĚĞƌƐ͕�ĨĂůůƐ�ĂůĂƌŵ�ĂŶĚ�ĐĂŵĞƌĂƐ
ͻ��dĞĐŚŶŽůŽŐǇ�ƐŚŽƵůĚ�ŶŽƚ�ƌĞƉůĂĐĞ�ŚƵŵĂŶ�ĐŽŶƚĂĐƚ� 
�����ďƵƚ�ƌĂƚŚĞƌ�ĐŽŵƉůĞŵĞŶƚ�ŝƚ͘ 

/ĚĞĂƐ�ƚŚĂƚ�ŚĂǀĞ�ďĞĞŶ�ƐƵŐŐĞƐƚĞĚ�ŽŶ�dĞĐŚŶŽůŽŐǇ͗

ͻ��WƌŽǀŝĚĞ�ŽůĚĞƌ�ƉĞŽƉůĞ�ǁŝƚŚ�ƌĞĐŽŶĚŝƟŽŶĞĚ�ŝWĂĚƐ 
����ĨŽƌ�ĨƌĞĞ�ƚŽ�ĞŶĐŽƵƌĂŐĞ�ƚŚĞ�ƵƐĞ�ŽĨ�ƚĞĐŚŶŽůŽŐǇ
 
/ĚĞĂƐ�ƚŚĂƚ�ŚĂǀĞ�ďĞĞŶ�ƐƵŐŐĞƐƚĞĚ�ŽŶ�
KƚŚĞƌ��ŶĂďůĞƌƐ͗

ͻ���ŽƵůĚ�ǁĞ�ĚĞǀĞůŽƉ�Ă�ƚŽŽůŬŝƚ�ŽĨ�ďĞƐƚ�ƉƌĂĐƟĐĞ�ƚŽ���� 
����ŵŽƟǀĂƚĞ�ƐƚĂī�ƚŽ�ƵƐĞ�ƚĞĐŚŶŽůŽŐǇ�ĂƐ�ĂŶ�ĞŶĂďůĞƌ 
����Ğ͘Ő͘�ƌĞŵŽƚĞ�ƚĞĐŚŶŽůŽŐǇ�ƐŽůƵƟŽŶƐ�ĨŽƌ�ƉĞŽƉůĞ 
����ůŝǀŝŶŐ�ŝŶ�ƌƵƌĂů�ůŽĐĂƟŽŶƐ͘



9.5. Outputs / Proposed Service Project Principles 

Six Service Project Principles are proposed to guide idea 
generation and subsequent phases of the design process. 

The Service Project Principles are drawn from the input 
from the User Research and the experience and expertise of 
the Reference Group. Adhering to the Service Project 
Principles as services are designed, enhanced and delivered, 
will keep co-design teams focused and help with decision 
making, ensuring proposed solutions for each of the Action 
Areas meet the needs of service users and align with the 
values of partnership working. 

The Service Project Principles proposed are presented 
below.

In designing and delivering our services for older people:

We will… Put people at the centre
Creating services that recognise and respect people’s needs by 
taking the time to understand their physical, emotional and 
technical needs and involving them in the design process

We will… Be respectful
Designing services and interactions that make people feel 
respected. We will treat each person as an individual and 
reduce stigma, e.g. addressing older people’s desire for “being 
treated like people and not antiques”

We will… Be caring and kind
Designing and delivering services with compassion that in turn 
fosters empathy with service users. We do this by adopting a 
culture of kindness to help counter loneliness and isolation
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9.5. Outputs / Proposed Service Project Principles

We will… Promote independence
Improving the health and wellbeing of citizens by designing 
services that are outcome-focused allowing people to have 
choice and control and to live as independently as possible 
while accessing the support they need

We will… Encourage connection
Involving the diverse voices within our communities to 
shape, test and enhance our services. Through deeper and 
regular engagement with our communities we will nurture a 
culture of connection to build safe and desirable services

We will… Ensure user safety
With the safety of users at the heart of the design of our 
services, whether online or by creating safe spaces where 
people feel comfortable to be by themselves or in company.

Agreeing and applying Service Project Principles is consistent 
with service design approaches taken by the Scottish 
Government’s seven principles for service design and the UK 
Government’s Design Principles for Digital Service.
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https://www.gov.scot/publications/the-scottish-approach-to-service-design/pages/the-7-principles-of-satsd/
https://www.gov.uk/guidance/government-design-principles


9.6. Outputs / Personas

Six personas representing a broad spectrum of 
service users were created from the user research 
and desk research. They represent a diversity of 
user needs and circumstances related to ethnicity 
and religious beliefs as well as mobility and 
cognitive impairments. 

The personas performed a vital role in the 
development of the Action Areas and helped 
participants imagine future services from varied 
and realistic user perspectives. 

The personas are provided in the Action Areas 
Project Packs.
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10. Output Statements

Across the Project, a number of valuable insights emerged. 
They are combined with the key information in the Findings 
above and presented as 10 Outputs Statements to guide the 
next phase of development for community-based services for 
older people. They are described in more detail below. 

The Co-design Process
1 Build on the Knowledge Shared 
2 Continue to Engage the Wider Community
3 Finalise the Service Project Principles

Amplified Themes
4 Mitigate Against Social Isolation and Loneliness
5 Prioritising Dementia-friendly Communities
6 Community Hub - Connect Existing Services 
7 Keep the Human Connection

Suggested Actions for the Next Phase
8 Review the Reference Group
9 Reference the Personas
10 Review Title and Identity

Participants are keen to be kept informed on how the Project 
progresses and to be involved in future development phases. 
Regular communications, such as blogs on progress and future 
opportunities to continue being involved will help maintain 
momentum and strengthen the connection between RHSCP, 
citizens and staff. 
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This has been amazing. It is 
what I get out of bed for in 
the morning.

(Isabel, Older Person and Carer)



10. Output Statements
The Co-design Process

1. Build on the Knowledge Shared: The engagement identified 
clear themes for exploring provision of future services through 
the nine Action Areas. The deeper consideration of themes in 
the Project brought new topics forward from Phase 1. This 
included embracing volunteering, connecting with local 
businesses and other organisations, and understanding the life 
journey to build empathy and nurture compassion in the 
community, particularly across generations. The extensive 
knowledge and experience shared between stakeholders in 
the creation of the Action Areas should inform future 
engagement and the development of person-led, community-
based solutions.

2. Continue to Engage the Wider Community: Much goodwill 
has been generated between citizens and RHSCP through the 
engagement. Co-design Team participants greatly valued it and 
were enthusiastic about the opportunity to be involved. They 
are keen to continue to do so. The involvement of older 
people in shaping services aligns with Scottish Government 
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recommendations (A Fairer Scotland for Older People: A 
framework for Action, Scottish Government, 2019) that 
consultation and involvement of service-users in the 
development of services is necessary to ensure they meet 
users’ needs. Potential service ideas should be piloted and 
tested in the local area with a view to extending their 
application across Renfrewshire. Maintain regular contact 
with participants, updating them on progress and involving 
them in the subsequent phases of developing services. 

3. Finalise the Service Project Principles: Support sound 
decision-making in the design of service solutions. To ensure 
the proposed principles are accurate, reflect user needs and 
desired outcomes and that no strategic priorities are missing, 
they should be tested and refined. This will be done by the 
Steering Group and Reference Group. Review and finalise the 
Principles to guide decision-making during idea generation in 
the Development phase.



10. Output Statements

Amplified Themes

4. Mitigate Against Loneliness and Social Isolation: Keeping 
citizens connected, engaged and active was a recurrent theme 
across the Project. It was explicitly mentioned in seven of the 
nine Action Areas and suggested by way of enhancing 
community connections in the other two. Taking action to 
mitigate against exclusion, respond to life transitions which can 
trigger a change in circumstances, and promote community 
connections, is consistent with the objectives of the 
Transformation Programme and the Scottish Government’s 
strategy to tackle loneliness and social isolation. It will align 
with the Carers’ Strategy (in development). Ensure community-
based services are designed to enable access and connection, 
to reduce the chances of loneliness and social isolation.

5. Prioritising Dementia-friendly Communities: As the number 
of people living with dementia is projected to rise by 47% by 
2035, with a projected 64% increase in of people over 75 by 
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2039, there is a pressing need to ensure community-based 
services are accessible to those living with dementia and their 
carers. Providing information to reduce the risk of dementia as 
well as nurturing understanding and kindness in the 
community could benefit all citizens. This is closely related to 
the development of a Local Dementia Strategy and Carers 
Strategy. Given the projected increase in the numbers of 
people living with dementia, it is imperative that community-
based services are dementia-friendly, helping make them 
accessible to everyone.

6. Community Hub - Connect Existing Services: There are 
many existing services that meet the needs of older people. 
However, it can be difficult to find information about them 
and, in some cases, they can be difficult to access. Consistent 
with the Cross-cutting Themes, there is a need to make sure 
services are available to everyone by ensuring information 
channels are appropriate, venues and online spaces are



10. Output Statements

accessible, and transport is available. A local community hub 
was suggested as a possible solution. Build on existing 
community assets and explore how available services can 
be centralised and accessed more easily, in parallel with 
developing new services.

7. Keep the Human Connection: Human contact, in person 
or on the telephone, was often the preferred way of 
connecting for older people. It is important to recognise that 
while many older people are technology savvy, others have 
no interest in using it. It is necessary to ensure different 
modes of contact are available to reduce the potential for 
exclusion. Explore how future services can be designed to be 
personal, human-centred and accessed in different ways. 
Ensure no one is excluded.

Suggested Actions for the Next Phase

8. Review the Reference Group: The group played a vital role 
in the co-design process, offering a depth of knowledge, 
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expertise and experience. To be most effective, it should 
reflect the challenge being addressed. The composition of 
members, their skills and the benefits they bring to the next 
phase of the project should be reviewed to ensure the right 
mix of representatives. The ideal model for partnership 
working should be reviewed and agreed. A Reference Group 
with the appropriate composition of members should remain 
operational beyond Phase 2 and have an active role in 
shaping the design and delivery of new/enhanced services.

9. Reference the Personas: Personas help build empathy and 
understanding and should be used in the subsequent phases of 
the design process. Current personas represent a range of user 
needs and circumstances related to ethnicity and religious 
beliefs as well as mobility and cognitive impairments. Embed 
personas within the idea generation activities in the 
Development phase to guide decision-making. They may be 
expanded to include other characteristics.



10. Output Statements
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10. Review Title and Identity: An engaging and relevant name 
should be created for the programme to help raise awareness, 
build interest and maintain momentum for change. Agree a name 
and identity for the Project to raise its profile and generate 
interest.

Three gaps were identified in the Project that require further 
research and should be addressed in more detail in the next phase:

Day-Care Centres: The direct engagement of Day-Care Centres is 
required to fully understand the breadth of services they provide to 
the community and explore what role they may play in the delivery 
of services in the future. 

Reaching the Hard to Reach: Opportunities should be sought to 
directly engage with those who do not currently use services, in 
advance of need or crisis. This aligns with several of the Action 
Areas. It requires further research and the design of engagement 
activities with a specific focus on this group.

Transport Provision: Access to transport is vital for many older 
people to remain connected and to access community-based 
activities and services and is highlighted as a Cross-cutting 
Theme. Specific issues require deeper exploration to support 
individual choice and independence including: availability of 
transport options in rural areas; more accessible and friendly 
public transport – in particular for bus drivers to be sensitive to 
the needs of older people to feel safe on entering and exiting 
the bus; and flexibility to suit the needs of the individual. This 
includes in the range of transport options available and in the 
timings of scheduled transport to fit with activities. These 
considerations align with transport needs identified in other 
reviews including for learning disability day and respite 
services. 
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11. Preparation for the Next Phase
The suggested next steps, outlined in the illustration below, support moving 
into the next phase of the Project – Development, which focuses on idea 
generation. Further detail on each step is provided in the following page.  
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Prioritise Action Areas 
in scope for RHSCP

Audit and agree 
which Action Areas 

are in scope and 
which are out

of scope

Present ideas out of scope 
for RHSCP to the Reference 

Group to take forward

Review and agree 
Service Project 

Principles with the 
Reference Group

Curate working groups for 
each Action Area with multi 

stakeholders including 
Reference Group, Service 

Users, Carers, etc

Design + deliver co-design 
workshops to generate and 

agree potential solutions

Create and test prototypes of 
potential solutions including 

service design blueprints

Provide each Co-design 
Working Group with the 

relevant Action Area 
Project Pack

Out of scope

In scope
Stakeholder 
map

Step 1 Step 2 Step 3



Step 1

Audit the Action Areas to determine which actions are in the 
scope of RHSCP and which are not. In the latter case, it is 
anticipated that Actions Areas (or aspects of them) be shared 
with the Reference Group members to identify possible project 
owners to take suggestions forward.

Prioritisation of Action Areas for those Action Areas, and 
associated ideas, within RHSCP scope. This will help ensure that 
challenges taken forward align with the Strategic Plan 2019-22, 
The Transformation Programme, and other strategic priorities. 

Review Service Project Principles to support sound decision-
making in the design of service solutions. To ensure that the 
proposed principles are accurate and that no strategic priorities 
are missing, they should be tested and refined. This will be 
conducted by the Steering Group and Reference Group.

Step 2 

Working groups will be deeply involved in the idea generation 
phase to explore the Action Area and develop potential 
solutions. Working Groups are set up to include relevant 
members of the Reference Group, staff, those with lived 
experience of community-based services, previous participants 
and other community representatives where relevant.

Step 3

Project Packs have been assembled to support the idea 
generation phase and to build on the wealth of knowledge, 
ideas and expertise generated through the project. Project 
Packs comprise of: Service Theme overviews; associated Action 
Area descriptions; and initial service ideas as outlined in the 
final Co-design Team and Reference Group workshops. They 
are captured in Idea Framers and Renfrewshire Courier 
headlines. Supporting information is also included: Service 
Project Principles, Cross-cutting Themes and Personas.
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11. Preparation for the Next Phase



Appendix





Appendix / Phase 2 Project Activity Map - Extended
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