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Introduction
Background
Age UK commissioned the Social Care Workforce Research Unit at King’s College
London to complete a literature review that would provide information on equality
and diversity issues relevant to older people living in the United Kingdom (UK) in
relation to the following areas:






Falls prevention
Home from hospital services
Practical support at home (e.g. handyperson services)
Befriending
Day opportunities

The review was structured around the experiences of older people in terms of their
protected characteristics, as defined in the Equality Act 2010.(1) To the best of our
knowledge, this is one of the first times that that this legislation has been used as a
framework for summarising the current evidence base.
Equality Act 2010
The Equality Act 2010 replaced previous anti-discrimination laws with a single piece
of legislation to make the law simpler and to remove inconsistencies. The Act covers
nine protected characteristics which cannot be used as a reason to treat people
unfairly. We all share some of the protected characteristics, so we are all protected
against unfair treatment. The protected characteristics are:










age
disability
gender reassignment
marriage and civil partnership
pregnancy and maternity
race
religion or belief
sex
sexual orientation

Most provisions of the Act came into force in October 2010. The age discrimination
ban was implemented on 1 October 2012. The Act outlaws the following types of
treatment:
Discrimination
There are two types of discrimination which are outlawed by the Equality Act 2010:
direct and indirect discrimination. Direct discrimination is where a person is treated
less favourably because of a protected characteristic. For example, two care
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workers are helping a person get dressed. One of the care workers uses racist
language to describe the service user.
Indirect discrimination occurs when rules are put in place that apply to everyone but
put some people at an unfair disadvantage because of their protected characteristic.
For example, the manager of a large home from hospital scheme tells a group of
volunteers who include Muslim men and women that volunteers cannot request to
visit people of the same gender as themselves.
Harassment
Harassment refers to unwanted behaviour that makes people feel intimidated,
humiliated, or degraded or that creates a hostile environment on the grounds of
their protected characteristics. For example, day service staff repeatedly make
negative comments about gay people in the hearing of one of the workers whom
they know to be a lesbian.
Victimisation
Victimisation is about treating people unfairly as a result of making a complaint
about discrimination or giving evidence when someone else makes a complaint. For
example, a transgender service user complains to a home care agency that some of
its care workers have made transphobic comments about him. A worker who has
witnessed these comments corroborates his complaints. She then finds that she is
always given the most inconvenient shifts. Her requests for holidays are always
refused, although other workers who submitted similar requests at a later date have
had them agreed.
The Public Sector Equality Duty
The public sector equality duty requires public bodies to consider all individuals
when carrying out their day to day work – in shaping policy, in delivering services
and in relation to their own employees. It requires public bodies to have due regard
to the need to eliminate discrimination, advance equality of opportunity, and foster
good relations between different people when carrying out their activities. Based
on the information that they have collected, an organisation might decide that
special steps are needed to help groups who are disadvantaged on the basis of their
protected characteristics. For example, a falls clinic finds that Urdu-speaking Muslim
women make up a very high proportion of people coming to the clinic, in excess of
what they would expect given their numbers in the local population. The health and
wellbeing board funds a local community organisation to run strength and balance
exercise classes for women. The classes are held in Urdu.
As part of the government’s aim of reducing bureaucracy, it has announced a review
of the Equality Duty(2) to see if it is operating as intended. The review is due to be
completed by April 2013.
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The government’s Equality Strategy
The government has issued an Equality Strategy(3) which outlines the steps it will
take to achieve improvements. Its five priorities are:






Early years, education and social mobility
Creating a fair and flexible labour market
Opening up public services and empowering individuals and communities
Changing culture and attitudes
Making it happen

The Strategy stresses the importance of achieving outcomes in terms of equalities so
that we move away from processes and procedures towards demonstrating impact.
This involves not just monitoring whether people with a protected characteristic are
using a particular service but looking deeper into the barriers preventing them from
using a service, examining whether different groups of people have different
experiences to others, and considering whether any differences that are identified
contribute to other outcomes such as satisfaction with the service and whether they
think it contributes to their quality of life.
Framework for describing and analysing research
We developed a framework for looking at research into each particular topic based
on some of the factors that might lead to different outcomes for people with
differing protected characteristics. This looked for evidence of differences in:
1. Need – Do some groups have a greater need for a particular service than others?
2. Access – Is there any information about whether uptake of services varies by
different groups?
3. Outcomes – Does a particular service or intervention seem to work better for
some groups than others?
4. User experiences – Are some groups more satisfied with a service than others?
5. User engagement – To what extent have users with different protected
characteristics been involved in developing the service? Are some groups more
likely to have been excluded from this process?
Which protected characteristics did we consider?
We looked at all the protected characteristics, with the exception of pregnancy and
maternity and marriage and civil partnership which concern people’s treatment as a
paid employee. We have considered each characteristic separately. In reality,
interactions between two or more protected characteristics may lead to greater
differences than for each factor separately. However, deficiencies in the way that
data are collected and reported mean that a multi-strand, or intersectional,
approach has not been possible.(4) We have used the terms ‘race’, ‘sex’ and ‘gender

6

reassignment’ because these are the terms used in the legislation, although it is
more usual to talk about ethnicity, gender and transgender or trans people. We
have not discussed socio-economic differences, even though these contribute to
inequalities,(5) because the government has made the decision not to enforce the
socio-economic duty created by the Equality Act 2010.
Inclusion of research undertaken outside the United Kingdom (UK)
Equalities legislation differs across different countries. In addition, older people’s
rights to care and support vary. Age UK, the funder, asked us to consider research
on falls prevention, home from hospital, handyperson, befriending and day services.
They suggested research undertaken outside the UK was excluded to maximise the
relevance to a UK context. Some contextual information based on selected non-UK
research has been included where there is no equivalent evidence from the UK but
this is clearly identified.
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Challenges for the review
Introduction
Literature reviews have many different purposes. Where there is an established
evidence base, they can summarise findings, consider where the balance of evidence
lies if findings from different studies are conflicting, and provide the basis for
recommendations for policymakers, researchers and practitioners.(6) Where a topic
is under researched or where the evidence is patchy, an increasingly popular
approach is to undertake a scoping review. This helps to:


identify extent, range, and nature of research activity in a particular area



identify gaps in the existing literature



make suggestions for future research priorities.(7-10)

We knew from the start that there was very little published research on inequalities
within groups of older people in terms of their protected characteristics so we
undertook a scoping review of equalities in terms of older people’s experiences of
falls prevention, home from hospital, handyperson, befriending and day services
because we knew from the start that there was very little published research on
inequalities within groups of older people in terms of their protected characteristics.
Before going on to discuss our findings, we thought it would be useful to explain
why this is the case.
Types of knowledge
Pawson and colleagues make a distinction between different types of knowledge.
They refer to:






organisational knowledge
practitioner knowledge
user knowledge
research knowledge
policy community knowledge(11)

This approach does not assume that one type of knowledge is better than another
and recognises that each makes a different contribution. However, depending on
the topic, the evidence base varies between these different constituents. Delays
and difficulties in translating important messages from research into daily practice
are often described as a ‘research-practice gap’ but it is also possible to find
examples of a ‘reverse practice theory gap’ where research knowledge lags behind
other types of knowledge. For instance, guides on providing appropriate services for
older lesbian, gay, bisexual and transgender people draw on policy, practitioner,
user, and organisational knowledge because comparatively little research specifically
looks at their experiences .(12-14) Some individual services have good records in
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supporting a diverse range of people in terms of their protected characteristics. (15, 16)
However, developments such as these are rarely evaluated and written up as
published research. Even when this has taken place, it can be difficult to access this
research knowledge. This is because the findings may not have been formally
published and deposited in one of the copyright libraries where they are publicly
available. Reports may have been printed in limited numbers or, as is more
common nowadays, hosted on websites that are no longer maintained or contain
out of date links. This type of material is called ‘grey literature’ and it can be
particularly challenging for researchers to access, especially when the time and
resources for searching are limited. However, they often contain information which
is different to that in included in journal articles or book.
Few studies specifically focus on equalities
Very few of the studies into falls prevention, home from hospital, handyperson,
befriending, and day services identified for the review were specifically aimed at
exploring equalities in terms of whether people’s access to, or experiences of using,
a service differed according to their protected characteristics. In addition,
researchers often provided very few details on the demographic characteristics of
sample participants. This made it hard to tell whether information about a
particular characteristic had been collected or if it had been collected but not
reported.
The relationship between inequality and legislation may also play a part here. While
discrimination on the grounds of race or sex has been outlawed since the 1970s, the
rights of lesbian, gay, bisexual and transgender people were not legally recognised
until the last decade. This is reflected in the way in which much mainstream
research on ageing has neglected issues of sexual orientation and gender identity.
Other research into the experiences of lesbian, gay, bisexual and transgender people
seems only to concentrate on health risks or psychological problems, without
identifying what factors contribute to their wellbeing.(17) There is an emerging
literature on the experiences of older gay men and lesbian women(17-22) but we know
less about bisexual and transgender older people.
Under representation of certain groups
Study design, sampling strategy, and methods all influence the extent to which
researchers achieve samples which reflect the diversity of the older population.
There are a number of reasons why people with certain protected characteristics
have tended to be under represented in research or why data about certain
characteristics have not been collected.
Disability
People with disabilities do not generally have an equal chance of being included in
research(23) and different date collection methods may be needed to support their
participation. Because so many studies asking people about their experiences of
services are based on interview data, people with communication issues tend to be
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particularly under represented. This especially applies to people with dementia and
other disabilities affecting people’s ability to speak.(24) A growing number of studies
focus on the experiences of people with learning disabilities but most of their
participants tend to be under the state retirement age. We also now know more
about developing more inclusive research methodologies to support people with a
hearing(25) or visual impairment(26) but the extent to which this knowledge is applied
in mainstream research is variable.
Gender reassignment
Policies specifically intended to reduce the inequalities and discrimination faced by
transgender people have only been introduced recently and this is reflected in the
lack of research funding for studies looking at their experiences.(27) Within the
research that does exist, none seems to have explored transgender ageing, although
this is expected to change as the number of post-operative transgender older people
increases.(17)
Research has also been hampered by definitional issues. Medical research tends to
be restricted to transsexual people - those living, or seeking to live, permanently in
their new gender using hormone and/or surgical therapies. However, the
transgender or ‘trans’ community also includes people who cross dress, people who
define themselves as intersex, and people who do not identify permanently with any
gender.
It is also important not to confuse gender identity with sexual orientation. As with
cisgender people (individuals who feel aligned with the gender they were assigned
at birth, their bodies, and their personal identity) transgender people may be
heterosexual, lesbian, gay, bisexual, or asexual.(17, 27, 28) While many transgender
people choose to identify with lesbian, gay and bisexual people because of a shared
experience of oppression and discrimination and the term LGBT is used widely, there
are debates about whether the particular perspectives of transgender people can be
fully included in wider LGBT research.(27)
Researchers looking at the extent to which transgender people have access to a
particular service are hampered by the fact that no systematic or reliable population
data have been collected through the Census or other government-sponsored
surveys,(27) although the Gender Identity Research and Education Society has begun
work in this area.(29) It is unclear how experiences of discrimination may influence
transgender people’s willingness to answer questions about gender identity or take
part in research more generally. An online survey by a team of researchers who had
credibility in the transgender community attracted almost 900 replies.(28) However,
researchers need to accept that some transgender people may only be prepared to
participate provided certain conditions are met. In work undertaken for the former
Healthcare Commission on older people’s experiences of health and social care
services,(30) participants in a focus group including older transgender people chose
not to complete the project monitoring forms and were careful not to use each
other’s names during the discussions. They also asked the researchers to take notes
rather than make an audio-recording.(31)
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Race and ethnicity
Until recently people tended to use the terms ‘ethnicity’ and ‘race’ interchangeably
and the Equality Act 2010 refers to race. Unlike race, ethnicity is a ‘self-defined and
fluid concept, which can embrace a number of features such as skin colour, national
or regional identity, cultural, religion, country of birth, language, dress and political
affiliation’.(32)
The first time that Census data included a question on ethnicity was in 1991. Public
authorities have also been required to collect ethnic monitoring data since the
passage of the Race Relations (Amendment) Act 2000.(33) These developments have
contributed to an increase in the volume of research relating to ethnicity. However,
there are two reasons why it still remains limited in terms of the topics included in
this review. The first is the under-representation of people from minority ethnic
groups in clinical trials,(34-37) the mainstay of research into falls prevention and
hospital at home services. Research into trial participation suggests there is no
evidence that people from minority ethnic groups are less willing to take part in
clinical trials but recruiters’ concerns about the increased time and resources to
translate materials or employ interpreters leads them to choose people they
perceive to be fluent in English and of a similar social class to themselves.(37, 38)
The second is that research into topics such as befriending, handyperson schemes,
and day opportunities tends to be small scale and limited in terms of funding.
Researchers and organisations providing services face similar challenges in terms of
identifying multiple ways of reaching out to different communities and ensuring that
funding has been set aside to cover the costs of translation and interpreting services
among communities where participants’ preferred language is not English or where
levels of fluency in English are low.(39, 40)
The 2011 Census included a question on national identity. Our recent experience in
a study of support for family carers suggested that, although there was a strong
overlap between the way that participants defined their ethnicity and national
identity, they were not the same. This is an emerging issue for researchers.
Religion and belief
The inclusion of a question on religion in the 2001 census was controversial as it
represented the first time that this question had been asked in England, Scotland,
and Wales. UK research into ageing, unlike research from the United States, tends
to have neglected issues of religion, belief, and spirituality.(41) Although questions
on ethno-religious background are sometimes more useful in terms of revealing
inequalities than questions on ethnicity alone(5) and the overlap between religious
and racial discrimination,(42) it was striking that so little research into the review
topics considered participants’ religion and belief. It has been suggested that faith
communities are heavily involved in supporting older people but, because so much
of this takes place at local level, it tends to be under reported.(43)
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Sexual orientation and sexual identity
A key barrier to knowing more about the needs of lesbian, gay and bisexual older
people has been the lack of questions on sexual orientation and sexual identity in
major surveys. In 2008, the Office for National Statistics made a landmark decision
to include a question on self-perceived sexual identity in their major social surveys,
in which participation is voluntary. The use of the term ‘identity’ rather than
‘orientation’ was to widen the focus from single elements of sexual orientation, such
as behaviour or attraction, and make it broader.(44) This development means people
may become increasingly used to answering questions about their sexual orientation
and sexual identity.
However, many of the current older generation of lesbian, gay and bisexual older
people have experienced considerable discrimination and have been used to
concealing their sexual identities.(21) In a Stonewall survey, almost half of
respondents with experience of social care services said they had experienced
discrimination,(12) so some people may be reluctant to come out to service providers
if asked questions about their sexual orientation.(20, 45) Nevertheless, almost four
fifths of respondents to a survey from Opening Doors said that they would not mind
being asked about their sexuality as part of an assessment for health and social care
services as long as they felt reassured that the professional conducting the
assessment was not prejudiced.(45) Price(46) points out that the increasing numbers
of lesbian, gay and bisexual researchers who can offer an ‘insider’ perspective on the
topics being researched and the research process offers potential for improvements
in the way that we engage with lesbian, gay and bisexual people in research.
Moving forward
This review has highlighted the challenges in looking at research on equality and
diversity in terms of the protected characteristics included in the Equality Act 2010.
Even when information on gender (recorded in a binary men/women division) and
age is provided, the extent to which these characteristics are used to explore issues
such as access, choice, and satisfaction are variable. Within certain limitations,
issues of disability and ethnicity are discussed more frequently but information on
sexual orientation, gender identity, and religion and belief are almost wholly absent.
Guidance now exists on possible ways of asking about sexual and gender
orientation(44, 47, 48) but there has been controversy among secular organisations
about the wording of the census question on religion. Further work is needed on
how best to combine information on protected characteristics so that we
understand more about the intersection between different characteristics in order
to develop a multi-pronged approach to tackling inequality.(4)
An important issue for organisations and researchers is how to convey the
importance of collecting information about protected characteristics while
respecting people’s rights to privacy. We actually know very little about people’s
preferences for being asked questions about their protected characteristics.
Knocker’s comments on collecting information about sexual orientation cited below
has a wider relevance and highlights the need to collect information in ways that do
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not create further barriers but open up opportunities to understand more about
people’s lives:
Clearly a tick-box approach to the question of disclosure is unlikely to be
sufficient. Some LGB [lesbian, gay and bisexual] people will always be very
open about their sexual orientation, others are much more reticent. Those in
contact with older LGB people need to create an atmosphere of trust in which
a person can be open if they want to be, without creating pressure for
someone to come out. This is a skilled balancing exercise and one that many
care professionals struggle with.(45)
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Falls prevention
Introduction and background
As people get older, they tend to fall more often. This happens for a variety of
reasons including problems with balance, poor vision, and dementia. Estimates
suggest around a third of people aged 65 and over living at home fall at least once
each year. About one in five of these falls requires medical attention but fewer than
one in 10 results in a fracture.(49) However, falls causing an injury are the leading
cause of accident-related mortality in older people.(50) Recurrent falls – generally
defined as happening at least three times in a single year(51) – are a major reason
why older people are admitted to hospital.(52, 53) The total cost of falls to the NHS is
thought to be £1.7 billion a year.(54) Falls and fear of falling often result in older
people restricting their activities. This may have serious consequences for them and
their families in terms of loss of independence and reduced quality of life. (49, 55)
These are some of the reasons why falls prevention is now recognised as an
important public health issue throughout the world, as well as in the UK. The
Department of Health estimates that for every £2m invested in falls services
regionally, £5m could be saved through reduced NHS costs.(56) Investment in falls
prevention would almost certainly also reduce the social care costs of supporting
people who have had a fall but this has yet to be evaluated. Despite this, falls
receive much less attention and funding than common conditions of midlife. (57) Age
UK has called for more priority to be given to falls prevention services and for
evidence based exercise programmes to be available to all those who need them. (56)
Description of the service
Falls prevention covers a number of interventions offered singly or in combination to
help people who have fallen frequently, or who are at risk of falling, fall less often.
‘Fallen frequently’ is not always defined very consistently but generally refers to
people who have experienced ‘an unexpected event in which [they have] come to
rest on the ground, ﬂoor, or lower level’(58) at least three times in the previous
year.(51, 59) Interventions designed to prevent falls include:


Clinical interventions to identify and treat unmet health needs that are risk
factors for falling, such as dizziness or sight problems



Home hazard modification to make the physical environment safer, for instance
by improving lighting or installing handrails



Education to help people change their behaviour and so alter their risk of falling



Physical therapy or exercise to help improve people’s strength and balance so
they are less likely to fall.

Clinical interventions are outside the scope of this review. Making the home safer is
covered in the chapter on handyperson services. Very little research has looked at
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the effects of education alone(60, 61) (as opposed to education provided alongside an
exercise programme) and this has not been undertaken in the UK. As a result, this
chapter is mainly about exercises designed to improve strength and balance among
people who have fallen or who are thought to be at increased risk of falling. This is
also the intervention for which we have most evidence on effectiveness.(62)
Exercises can take place in group settings or individually in people’s own homes.
Not everyone enjoys group activities so it is important to be able to offer homebased interventions to people who are unable or unwilling to leave their homes. (63,
64)
Examples of different exercises used to develop strength and balance include the
Otago Exercise Program (OEP),(65) T’ai Chi,(66) and Nintendo Wii.(67) A common
approach is for people to attend a time-limited class led by physiotherapy,
occupational therapy, or nursing staff followed by ongoing classes led by exercise
instructors in community centres. People can also be taught exercises that they can
continue at home on their own.
Most research is based on face-to-face instruction but there are alternatives – for
example, DVDs,(60) teleconferencing,(68) or the internet.(69) However, we did not
identify any studies comparing these methods with those delivered in person.
Gaps in the research
There is now a substantial body of research on falls prevention but much of our
information comes from clinical trials designed to test the effectiveness of a
particular intervention or group of interventions. These trials often have strict
exclusion and inclusion criteria – for instance, people with sight problems or
dementia may be excluded. They are mainly reported in medical journals where
very limited demographic details of participants in terms of their protected
characteristics are provided. They have also been criticised for focusing only upon
the physical aspects of falls prevention and not giving enough attention to broader
outcomes such as quality of life.(70, 71)
Until recently, older people were rarely asked what they thought about falls
prevention services. This picture is now changing.(50, 55, 62, 72-78) However, further
progress is needed to ensure that future research includes the full range of older
people in terms of their protected characteristics. For example, we know that the
costs of travel to classes or the costs of the classes themselves can be a barrier to
using the service.(64) However, we do not know whether cost is a greater barrier for
some groups of older people in terms of their protected characteristics than others.
We also know very little about how to transfer the results from clinical trials of falls
prevention interventions into everyday practice.(79) At the same time, many of the
successful ways in which organisations have developed inclusive and successful ways
of running falls prevention programmes are not written up as research reports and
journal articles, creating a research practice gap.
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Levels of need and access to services
Age
The risk of falling increases with age because people are more likely to acquire new
disabilities or find that pre-existing conditions become worse as they age.(80) Around
half of people aged 80 and over fall each year compared with around a third of
people aged 65 and over.(51, 52) Most people using falls prevention services are over
75.(50) However, we could not find any research investigating whether the age
profile of those using falls prevention services matched need within the population.
Disability
Older people who fall frequently almost certainly have at least one disability that
contributes to their falls. Falls prevention is often targeted at people with
osteoporosis, stroke, diabetes, and Parkinson’s disease because they are more likely
to experience poor balance and/or dizziness which increase their risk of falling.
Medication, especially sedatives and antidepressants, can also contribute to loss of
balance or dizziness. An emerging issue, given the lengthening life expectancy
among people with a learning disability, is that falls also seem to be more frequent
among older people with a learning disability.(81)
Vision and dementia are two other major issues in falls prevention. Sight
deteriorates with age and as many as 37,000 falls in the UK each year could be
caused by partial sightedness or blindness.(82) People with dementia are eight times
more likely to fall than people of a similar age and gender who do not have
dementia.(83) We know that people with dementia and/or sight problems are often
excluded from research into falls prevention(49) but we do not know whether this
also applies to their use of falls prevention services. Despite this lack of research, we
can make some assumptions about whether environmental factors can make it more
difficult for people with certain disabilities to take part in falls prevention exercises.
For example, people who have developed sight problems in later life and those with
mobility problems may find it harder to travel independently to classes held outside
the home. People with dementia may need additional assistance and
encouragement to follow instructions during classes.
Practice example: transport support to attend falls prevention classes
Transport to Tameside and Glossop Falls and Osteoporosis Service is provided by local
volunteer drivers and falls prevention groups and exercise classes are held within local
sheltered housing schemes to help reduce costs and allow clients from inside and
(56)
outside the housing schemes to socialise.

Gender reassignment
We could not identify any examples where transgender people were reported to
have taken part in research into falls prevention. Guidelines from the United States
suggest that it is important to monitor bone mineral density and screen for
osteoporosis in transgender people because of the potential long term effects of
16

taking sex hormones(84) but we do not know if taking these hormones places older
transgender people at greater risk of falling or sustaining a fracture as a result of
falling. It is possible that transgender people may be less likely to accept invitations
to attend exercise classes. This is because a survey of transgender people, which
included some people aged 50 and over(28) reported that 29 per cent of respondents
felt that being trans adversely affected the way they were treated by healthcare
professionals.
The example of developing falls prevention services with people from minority
ethnic groups might help here.(85, 86) In the Minority Ethnic Falls Prevention
Programme (see section on race), different ethnic communities advised on ways of
ensuring that exercise classes were culturally acceptable, such as choosing venues
with suitable cubicles to allow people privacy when changing, and were instrumental
in publicising services through community groups and places of worship.
Approaches to local trans groups could work similarly well, although it is important
to emphasise that this appears to be a totally under researched area.
Practice example: training in supporting transgender people
The Adult and Community Services Directorate within Lancashire County Council
estimated that a significant number of transgender people in their area might not be
accessing the care services they needed for fear of prejudice and discrimination. A
rolling programme of training provided by an organisation for transgender people
(including myth-busting, awareness and understanding of trans-specific issues) was
arranged for staff across the county. As a result, staff felt more confident in supporting
older transgender people and transgender service users felt that better consideration
was given to maintaining their dignity because staff showed respect for their gender
(87)
identity by enabling them to express it.

Race
It is important to monitor the ethnicity of people using falls prevention services
because low awareness of falls prevention, and barriers in the form of language or
lack of culturally sensitive services may mean that people who would benefit from
falls prevention are not using the service. Older people’s overall understanding or
interest in falls prevention is generally poor, with one study concluding that there
were more similarities than dissimilarities among a group of Asian and white older
people.(88) However, language may act as an additional barrier to uptake of the
service. One study including Chinese and what the authors defined as ‘South Asian’
older people found they preferred information to be given by person or via DVD
rather than leaflets. As they did not use computers, they could not access the
internet.(88, 89)
The type of exercise on offer might also affect take up. In the study that included
South Asian and Chinese participants, Chinese participants liked attending a T’ai Chi
class because T’ai Chi originated in China and they thought it was more culturally
appropriate than dance-based exercises.(89, 90)
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The Minority Ethnic Falls Prevention Programme (MEFPP)(85, 86) aimed to put some of
the ideas about improving access to falls prevention services into practice. This
project showed that working with local community groups could help raise
awareness of falls prevention and increase uptake of the service among groups who
were previously under-represented in falls prevention programmes. Examples of
ways that messages about falls prevention were delivered included:


Consultation with community groups to help decide on such things as choosing
the most suitable venues in terms of timing of classes, location, changing and
catering facilities



Recording publicity and exercise DVDs in community languages and translating
leaflets



Using local community groups and places of worship to disseminate information
about the project.(85, 86)

A trial of exercise promotion using some of the lessons of the (MEFPP) project which
is underway(91) has found that having single sex classes and allowing participants to
bring along other family members has improved take up among Arab and Bengali
participants (Iliffe, personal communication).
Practice example: falls prevention advice for people from minority ethnic groups
The EXTEND project in Birmingham was one of the projects funded under the MEFPP
initiative aimed at improving knowledge of falls prevention among people from
minority ethnic groups. It trained a group of people who came from different ethnic
groups who were then responsible for running falls prevention services in their own
(92)
communities.

An emerging issue is whether different ethnic groups have different risk factors in
terms of falls prevention. Evidence from studies undertaken outside the UK (35, 93)
suggests there may be some differences in the frequency of falls among people from
different ethnic groups. This arises from a complicated combination of different
factors – including differences in socio-economic circumstances, genetic
predisposing factors, and dietary customs. For example, vitamin D deficiency varies
between ethnic groups,(94) and some researchers have suggested that Vitamin D can
help reduce the risk of falls.(95) The National Institute for Health and Clinical
Excellence (NICE) - the organisation that aims to help the NHS, local authorities and
voluntary organisations make sure the care they provide is of the best possible
quality and offers the best value for money - has suggested that this is an area in
which more information is required.(57)
Another example is that of osteoporosis. A study from the United States (96) showed
that older women with osteoporosis have decreased balance and muscle strength
compared to age-matched individuals without the disease. This placed them at
greater risk for falling. Osteoporosis also causes reductions in bone density, making
it more likely that bones will break as a result of a fall. A UK study(97) found higher
rates of osteoporosis among white people than among any other ethnic group.
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However, although their overall rates of osteoporosis were lower, similar
proportions of men and women from black and minority ethnic groups were
affected. This differs from white people, where osteoporosis is much more common
among women.
Notwithstanding this, it is important to note that different studies have defined
ethnicity in different ways and that it is notoriously difficult to ascribe differences to
ethnicity when cultural, religious, and socio-economic reasons could also have
played a part in shaping these variations.(98) What these examples do illustrate is the
way in which attention should be given to deciding whether publicity material for
different ethnic groups needs to contain different content as well as being
translated into languages other than English.
Religion and belief
The key ways in which religion and belief might influence access to falls prevention
services is how they shape people’s ideas about the suitability of exercise classes,
particularly group exercises. Important issues to consider are:


Whether separate gender segregated classes are needed (including the gender
of the instructor and whether the instructor needs to be bilingual)



Ensuring that advice on what clothes to wear respects people’s religious or
cultural preferences



Choosing an acceptable venue and ensuring that it offers sufficient privacy for
those attending



Materials may need to be translated for some communities.(85, 86, 91)

Some religious and belief systems have more fatalistic ideas about health and ageing
than others. Researchers have suggested that seeing falls as an expected event that
‘happens’ and cannot be prevented might mean they are less inclined to participate
in falls prevention exercise.(88, 90, 99) It is important to find ways of engaging people
in discussions about the potential benefits of falls prevention in ways that are
consistent with their beliefs, for instance by working through religious leaders
and/or by using religious teachings.
Practice example: using religious teaching to promote falls prevention exercise
Age UK’s Fit as a Fiddle programme takes messages from the Qu’ran to counter ideas
among older Muslims that falls cannot be prevented.

Sex
Falls prevention policies need to take a gender perspective because older women
are more likely to fall than men but men are more likely to have a fall that is
fatal.(100) The World Health Organization suggests women fall more often than men
because they are more likely to live alone and take multiple medication. Another
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contributory factor is that women’s muscle mass declines faster than men’s,
contributing to greater muscle weakness and loss of lower body strength.(101) By
comparison, older men tend to have built up more muscle mass through playing
sport or being in occupations that are more physically active.
However, men are more likely to avoid seeking help until the underlying medical
condition which has contributed to their fall has become severe. They also tend to
undertake more risky activities, such as climbing onto rooves. This is why, when
men fall, they are more likely to die as a result of their fall.(98, 100)
Sexual orientation
We were unable to identify any studies looking at lesbian, gay and bisexual older
people’s experiences of falls prevention services. However, we can use information
from a survey by Stonewall as a starting point for considering this issue. Nine per
cent of older lesbian, gay and bisexual people have experienced discrimination,
hostility, or poor treatment because of their sexual orientation when accessing
information about health and social care services. Half of these incidents occurred
within the last five years. Seventeen per cent of lesbian and bisexual women and 11
per cent of gay and bisexual men have experienced similar treatment when using GP
services because of their sexual orientation. Slightly over a third of these incidents
occurred within the last five years.(20) These negative experiences could contribute
to a reluctance to seek out information about falls and to ask for treatment among
some older lesbian, gay and bisexual older people.
The Stonewall survey also draws attention to the higher number of lesbian, gay and
bisexual people living alone. Forty one per cent of older lesbian, gay and bisexual
people aged 55 and over live alone compared with 28 per cent of their heterosexual
counterparts.(20) Older people who live alone are at greater risk of falling.(100, 102) It
is not clear whether this is because they live in less suitable environments, their
economic circumstances or health are worse, or if they are more likely to fall while
undertaking personal or household tasks because there is no-one on hand to help
them.
In the absence of any empirical evidence about older lesbian, gay and bisexual
people’s experiences of falls prevention services, we cannot assume that their risk of
falls and willingness to engage with services are the same as for their age, gender,
and ethnically matched heterosexual counterparts. Once more, the evidence from
the Minority Ethnic Falls Prevention Programme(85, 86) suggests that consultation
with organisations representing local lesbian, gay and bisexual older people might
help improve our knowledge in this area. American research reports that lesbian
and gay people are more active on social networking sites than their heterosexual
counterparts (results are not reported for bisexual people).(103) Although similar
research does not seem to have been undertaken in the UK, targeted publicity via
social networking sites might be a way of reaching greater numbers of lesbian, gay
and bisexual older people.
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Outcomes and user experiences
Existing published research has not been designed to measure whether falls
prevention works better for some groups than others in terms of their protected
characteristics. However, the results can be used to set a baseline and to suggest
themes that could be explored more fully in future research with more diverse
samples of older people.
Outcomes
A Cochrane Review – an independent review by a team of researchers designed to
summarise the best currently available research evidence – concluded that:


Group exercises which target at least two of the following four areas: strength,
balance, flexibility, or endurance reduce the rate of falls and the risk of falling



T’ai Chi as a group exercise reduces the rate of falls and risk of falling



Individually prescribed exercise carried out at home reduces the rate of falls and
risk of falling



There is limited evidence about the effectiveness of modifications designed to
improve safety in the home but they may help people at higher risk of falling (49)

Researchers are beginning to suggest that reductions in falls may be too narrow a
way of capturing the impact of falling and taking part in falls prevention programmes
on people’s lives and that we also need to consider if they improve people’s quality
of life or wellbeing.(55, 70, 71)
Falling can result in loss of confidence and can lead to people restricting what they
do in order to avoid the risk of falling again.(55) An important benefit reported by
many older people from taking part in falls prevention exercises is increased
confidence.(63, 89, 104)
For some people, group exercises offer additional social and emotional benefits. (55,
74, 89)
Dickinson and colleagues found that, irrespective of gender and ethnicity, men
and women and White, ‘South Asian,’ and Chinese participants valued the social
aspects of falls prevention classes and the opportunities to make new friends.(89)
User experiences
Interventions designed to reduce the number of falls will not be successful if older
people do not want to take part in them.(62) Currently, uptake rates of communitybased fall prevention interventions are very low, averaging about 50 per cent (62, 89)
but they can be as low as 10 per cent.(89, 104) Some refuse to take up the service at
all, while others try, but do not continue, it. These findings suggest that
improvements are needed to the way in which older people are offered services and
in the ways they can be motivated to continue to attend classes.
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Falls are not simply about the risk of physical injury. We also need to consider
people’s emotional responses to falling, their views about risk and autonomy.(77)
Some people feel embarrassed to talk about falling. Others may see the need to
attend classes, make modifications to their home, or use mobility aids as a sign that
they are becoming dependent. Older people do not reject falls prevention advice
because of ignorance of their risk of falling, but because they see it as a potential
threat to their identity and autonomy.(104) Others may not view themselves as being
‘at risk’ and so do not consider advice on falls prevention to be relevant.(64)
Approaches that focus on the benefits of falls prevention in terms of taking exercise
and living a healthy lifestyle and maintaining independence seem to work better
than presenting it in terms of increasing safety and reducing the number of falls. (64,
78, 88, 104)
Psychological research suggests that people are more inclined to follow
advice correctly if the advice is tailored so that it can be made relevant to the
specific beliefs, goals and difficulties of the individual.(63) However, at the moment,
we do not know enough about how to tailor advice on falls prevention in this way.
Because the social benefits of attending exercise classes are so popular, it has been
suggested that ensuring additional time for socialising before or after the classes
could help increase attendances.(55) Food was a feature of interventions attended
by Asian and Chinese older people which was viewed very positively and made it
more likely that they would continue to attend classes.(89)
However, not everyone feels comfortable with the idea of doing exercises in a
group, particularly if their previous levels of physical activity are low.(89) Of the 5,440
respondents to one survey, over 60 per cent said they would consider doing strength
and balance training at home and 36 per cent said they would definitely do it. By
contrast, 41 per cent said they would definitely not attend group sessions while just
23 per cent said they definitely would.(72) These results suggest that we need to
know more about preferences for group versus home based exercises in terms of
people’s protected characteristics.
In some circumstances, instructors may need to be of the same gender as those they
are teaching, speak a certain language, or understand the requirements of a
particular faith. In others, the personal qualities of the instructor may be the most
important factor. People can feel a sense of responsibility for carrying on with a
programme if they have built up a personal relationship with the instructor and they
feel that they have been treated as an individual.(74, 89) However, we need to know
more about where matching in terms of protected characteristics is needed and how
classes can be made more inclusive.
User involvement
Falls prevention services have developed differently throughout the country and
across different organisations so the way in which they have approached user
involvement is very variable. However, there is more recognition of the need to use
older people’s experiences as a way of monitoring the quality of the service.(50)
Although this is an important step, certain groups may be excluded from this process
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if these findings are not supplemented with focused efforts to consult with groups
who may be under represented among survey respondents. We know that some
older people from minority ethnic groups, particularly older Chinese and
Bangladeshi people, have lower levels of literacy in English and may not always be
literate in their own language. Here, telephone or face to face own-language
interviews and group discussions may be needed. People with disabilities such as
severe arthritis or sight loss may also find it hard to complete postal surveys.
Telephone or individual interviews would be another option here. There is a
growing literature on engaging people with dementia(105-107) which shows that
people with dementia are still able to express their views, although time and skill are
needed on the part of the researcher. An advantage of surveys is that their greater
anonymity means that people tend to be more willing to disclose their sexual
orientation or transgender status as long as they are reassured about the survey’s
confidentiality.
Key findings


There are a large number of studies looking at falls prevention, although very
few of these have looked at equalities issues. Almost all our knowledge comes
from studies of falls prevention services for people from minority ethnic groups.



Falls prevention – particularly exercises to improve strength and balance – can
reduce the rate of falls, increase confidence and independence and enable
people to engage socially. However, if services are not tailored to individual
needs and preferences, people will not want to use the service.



There are messages from the schemes that have been developed to improve
access to, and uptake of, falls prevention services for people from minority
ethnic groups that could be tested for their suitability for other groups in terms
of their protected characteristics.



We need to identify whether experiences of discrimination from health and
social care services are discouraging lesbian, gay, bisexual, and transgender
people at risk of falling from using falls prevention services.
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Home from hospital services
Introduction and background
Over the past decade, a number of services have developed aimed at promoting
faster recovery from illness, preventing unnecessary acute hospital admissions,
supporting timely hospital discharge and maximising independent living.(108-112)
Umbrella terms used to describe them include ‘intermediate care’, ‘integrated care’
and ‘care closer to home’.(108, 110, 113)
The government wants to introduce greater choice and to develop new and
innovative ways of providing health care away from traditional settings.(114) At a
time of fiscal austerity, it has provided extra funding to help people leaving
hospital.(115) It also wants ‘providers of health, housing and social care to work
across the systems to develop innovative services, such as social enterprises, that
can keep people independent at home, or help them return home from hospital
more quickly’. In the context of an increasing number of emergency admissions to
hospital among people aged 75 and over, there is potential to develop services
aimed at early discharge or avoiding hospital admission in the first place.(116)
Description of the service
Home from hospital services offer a distinctive contribution to these services by
meeting the emotional, practical, and social needs of older people who have been
discharged from hospital. They provide a time limited service offering
companionship, practical help, and some personal care to help people make a
successful transition to returning home.(117)
Gaps in the research information
We identified just two published pieces of research specifically looking at home from
hospital schemes which reported the demographic details of those using the
service.(108, 117-120) Neither was funded specifically to look at equalities. Other
studies exist(121) but these do not provide demographic details about people using
the service.
There is a larger intermediate care and ‘hospital at home’ literature covering
schemes led by healthcare professionals aiming to avoid hospital admission in the
first place (‘step up’)(111) or to enable early discharge people who still need medical
and nursing care (‘step down’).(112) Findings from some of these studies have been
included here because the evidence base on home from hospital schemes is so
small. The key driver for the development of these services has been the need to
reduce the pressure on inpatient services. This research provides similarly limited
information on equalities. Furthermore, many of the original studies into hospital at
home schemes(109, 122) and reviews that draw on these studies(110-112, 123, 124) use
material that was collected some time ago when there was less recognition of the
need to record demographic details of participants. We identified just one briefing
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paper(125) and one letter to a medical journal(126) that focused on whether people
with a protected characteristic (in both instances, ethnicity) received a different
service.
These factors highlight why we know so little about whether some groups of people
are more or less likely to use hospital at home services according to their protected
characteristics, why they might choose not to use a service should it be offered, and
if the experiences of those choosing to take up a service differ.
Demand for all types of intermediate care outstrips supply(127) and the availability of
hospital from home schemes is patchy.(108, 117) This suggests one important avenue
for future research. Most older people from minority ethnic groups(128) and lesbian,
gay and bisexual people(129) live in London. Brighton and Nottinghamshire are
estimated to have higher proportions of transgender residents.(29) At the moment,
we cannot tell whether the geographical variability in home from hospital services
and the greater concentration of people with some protected characteristics in
certain parts of the country has greater impact for certain groups than others.
Levels of need and access to services
Age
The average age of people using intermediate care services is 81.(127) Generally,
most participants in research about home from hospital and hospital at home are
aged 70-90.(111, 112, 123) We do not know whether older people in different age
groups are any more likely to be offered, or use, home from hospital services.
Disability
Certain conditions create greater risk of admission to hospital than others and
almost everybody using home from hospital or hospital at home services is likely to
have at least one severe disability or long term condition, such as chronic
obstructive pulmonary disease, dementia, congestive heart failure, or stroke. (109, 111,
112, 123, 130)
Often people have multiple conditions. However, we do not know
whether people with lifelong disabilities who develop additional health problems in
old age, such as people with a sensory impairment or a learning disability, are more
or less likely to be offered hospital from home services as an alternative to
remaining in hospital or moving to a care home. There has been particular criticism
of intermediate care support for people with dementia.(131, 132) It has been
suggested that people with dementia are not systematically excluded from
intermediate care but may be under represented amongst intermediate care service
users.(127) Department of Health guidance highlights this as a particular priority and
suggests:
Without specialist help, people with dementia are particularly likely to have a
prolonged stay in hospital, due to difficulties in determining their longer term
care needs, as they often recover their physical functioning more slowly. Their
hospital experiences can be doubly traumatic, as the surroundings are
disorientating and they are separated from familiar people and places.(133)
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However, we were unable to identify any published evaluations of home from
hospital services for people with dementia.
Gender reassignment
There does not seem to be any evidence about transgender people’s experiences of
home from hospital or hospital at home services but we know that fear of
transphobia is a disincentive to using mainstream health and social care services for
many transgender people.(17, 28) Whittle and colleagues(28) report that some
transgender people have had negative experiences in hospital, such as being placed
on the wrong ward for their gender identity or feeling reluctant to use shared
bathrooms. In this context, transgender people may prefer to be at home rather
than remain in hospital provided the amount and type of support is sufficient.
However, they may be reluctant to use home from hospital services unless they feel
sure that they will be offered support that is person-centred and that there are no
risks to their confidentiality.(17, 134) Resources exist that could help home from
hospital volunteers understand the specific support needs of transgender
people.(135, 136) Ensuring that volunteers receive specific training on transgender
support needs is a way of demonstrating an organisation’s commitment to offering
an inclusive service for transgender people. However, separate research would be
needed to evaluate the impact of this training.
Race
Glasby and colleagues drew attention to the lack of information on the needs of
people from minority ethnic groups in the wider hospital discharge literature (137) and
this is reflected in the lack of research looking at home from hospital services.
Henwood and Waddington(120) surveyed 58 home from hospital schemes provided
by the British Red Cross, receiving a total of 45 responses. McLeod and colleagues
evaluated five hospital aftercare social rehabilitation schemes (HACSR) run by Age
Concern.(138) In both studies, scheme co-ordinators commented that people from
black and minority ethnic groups seemed to be under represented in their service.
The Integrated Care Co-ordination Service (ICCS) in Brent received additional funding
to undertake outreach work to increase the numbers of people from minority ethnic
groups using the service. An evaluation(139) found that it had some success in
encouraging Black Caribbean people to use its service but that Asian people were
still under represented. Unfortunately, the evaluation did not provide any details of
the sort of outreach work that had been undertaken. It did note, however, that
people using the service were more likely to live alone or in social housing and that
fewer Asian older people lived alone or in social housing.
Although not strictly a study of home from hospital services, research into the
discharge arrangements of people with diabetes living in Birmingham helps us think
about why people from black and minority ethnic groups could be under
represented. This found that patients from a black and minority ethnic group (which
they defined as ‘South Asian’, ‘Afro-Caribbean’ and mixed race) had shorter hospital
stays than their White counterparts. They offered two possible explanations for
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their findings. The first was that black and minority ethnic patients were discharged
prematurely and with less support; the second that they had better support
networks at home. The researchers pointed out that, because they were using
anonymised data that did not record information about patients’ living or discharge
arrangements, they had no way of identifying whether either explanation was
true.(126)
Henwood and Waddington(120) also reported being told that people from minority
ethnic groups had better family support. In reality, the issue is much more
complicated, with factors such as migration history, gender, health, expectations
about care and support, and household living arrangements all contributing to the
amount of support people receive from family members and friends.(140-142)
Research looking at the hospital discharge experiences of family carers also suggests
that stereotyped ideas about access to support can lead to some carers from black
and minority ethnic groups receiving less support.(143, 144) For example, Carers UK
estimates that carers from black and minority ethnic groups are more likely to be
providing care for 20-49 hours a week than their White counterparts.(145) It has also
found that only a minority of carers, whatever their ethnicity, feel they have been
consulted about hospital discharge in ‘plenty of time’ and that they have been given
a choice about caring for the person who is being discharged. However, 29 per cent
of Black and Asian carers responding to the State of Caring 2011 thought they were
consulted in plenty of time compared with 35 per cent of White carers while 71 per
cent of Black and Asian carers felt they had been given ‘no choice’ about caring for
the person being discharged, compared with 63 per cent of White respondents.
Petch’s review of intermediate care concluded that ‘many of the generic failings
around hospital discharge are magnified within black and minority ethnic
communities’. The key problems she identified were stereotyped assumptions
about the availability of support for people from minority ethnic groups which
meant that professionals made assumptions about what family members and
friends would be doing and a failure to find more effective ways of publicising
services, for instance through places of worship. This meant that people from
minority ethnic groups were less likely to know about alternatives to hospital
care.(146)
Within this negative picture, some positive examples can be found. Henwood and
Waddington noted that some Red Cross home from hospital services had been
successful in attracting people from minority ethnic groups to use the service. One
service manager noted that:
‘Getting clients and volunteers from different ethnic backgrounds is helped if
this is replicated in the co-ordinator team.’ She also recounted an instance
where one of her schemes had put the name and contact details of one of
their volunteers from an ethnic minority background on publicity material.
This resulted in a more varied response to the advert. However, some coordinators believed that targeting these different communities was not helped

27

by standard British Red Cross literature and publicity material that tends to be
‘very white middle class.’(120)
Religion and belief
No information on the religious and belief systems of people using hospital at home
services was identified. Although many hospitals and care providers do provide
guides to the belief systems of the main world religions for their staff, we do not
know how well these prepare staff to support people who may have a different
belief system (including no religious belief) to themselves.
Sex
Women predominate among those using hospital at home schemes,(109, 147) with one
recent audit suggesting that almost two thirds of those using intermediate care
services were women.(127) This gender difference may be partly attributable to the
fact that women are more likely to live on their own and not to have a co-resident
carer.
Sexual orientation
Two of the five hospital aftercare social rehabilitation schemes (HACSR) included in
McLeod and colleagues’ study were reported to be investigating how they could
provide better support to lesbian, gay and bisexual people but no more information
on how they were proposing to do this was provided.(138) Although there does not
appear to have been any research into lesbian, gay and bisexual people’s experience
of home from hospital services, there are two factors which highlight how important
it is for home from hospital services to develop inclusive approaches. ‘Significant
numbers’ (the exact proportion is not recorded) of disabled lesbian, gay and bisexual
people report that they have not accessed the health, mental health and social care
services in the last year that they felt they needed. About a third will feel reluctant
about being ‘out’ to health, social care or housing staff.(20) Other research has
suggested that some lesbian, gay and bisexual people feel the need to ‘de-gay’ their
home environment by removing books, photographs and pictures because they fear
homophobic reactions from care staff.(19) These findings suggest that some lesbian,
gay and bisexual people might feel reluctant to access home from hospital services.
User experiences and outcomes
Within the very small literature on home from hospital services, the lack of
information about the demographic characteristics of people using hospital at home
services means that it is impossible to explore whether outcomes for users vary
according to their protected characteristics. The wider hospital at home literature
suggests a mixed picture:
For people discharged from hospital to a hospital at home scheme, compared with
acute hospital in patient care at follow up:
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Hospital at home may reduce the risk that older people and/or people who
have had a stroke need to move into a care home



There is insufficient evidence to show whether people using hospital at home
services are more likely to need to be re-admitted to hospital or to die



There is insufficient evidence to show whether hospital at home services
improve people’s independence or quality of life



Hospital at home services do not seem to be more cost effective



Most carers do not feel that they are expected to do too much if the person
for whom they care uses a hospital at home service



People using hospital at home services tend to be more satisfied than those
receiving in patient care(112)

Satisfaction with services
High levels of satisfaction reported by people using hospital at home services (109, 111,
112, 117, 123)
compared with in-patient care. Most of these studies are based on ratings
of satisfaction, rather than detailing why participants had made their choices.
However, Wilson(109) used both survey and interview information from people using
a hospital at home service in Leicester. Most of the participants were women in
their 80s but no further details about them were reported. Partcipants reported:


Hospital at home staff were thought to provide a more personalised service.
They were ‘friendly’ and less ‘rushed’ than staff in hospital.



People liked being in their own home. Couples were pleased to be able to be
together.



The main disadvantage of hospital at home was feeling more apprehensive at
night in case they needed care.

The limited information about the use of hospital at home services by people from
minority ethnic groups(126, 138, 139) and the absence of any information at all about
lesbian, gay, bisexual, and transgender people suggests that knowing more about
those aspects of hospital at home they value and those they would like to change,
could form the basis for providing a more responsive service.
Supporting carers
Although it does appear that supporting a person who has care provided through
hospital at home does not generally place undue pressures on carers,(109, 111, 112, 123,
147)
it is important to realise that this may not be true of all carers. Carers who are
already providing considerable amounts of care, such as carers from black and
minority groups,(125, 145) may feel differently about hospital at home services.
Although none of the studies included in this review appear to have recorded carers’
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sexual orientation, we know that lesbian, gay and bisexual carers often feel that
their needs are poorly met(19, 22) so this is another factor potentially influencing how
experiences of hospital at home may differ according to different protected
characteristics .
Recruiting volunteers
Recruiting volunteers with similar backgrounds and experiences to potential service
users is thought to help achieve greater diversity among those using the service. A
study of volunteers recruited to an Age Concern Calderdale intermediate care
service suggested that hospital at home volunteers may differ from other
volunteers. For example, the time limited nature of contact was an attraction for
some when compared with the lengthy commitment that they might be expected to
make if they became a befriender. They were also more likely to be have
volunteered for at least five years and a high proportion (11/13 were retired nurses).
Most of these volunteers had been recruited through traditional means, such as
posters in libraries and hospitals being the main source of information or by
recommendation by friends or others.(118) The message from this study is that
volunteer recruitment through networks of health professionals, such as RCN Out,
may be an effective way of achieving greater diversity in the volunteer home from
hospital workforce.
User involvement
Existing research does not report on the extent to which older people have been
involved in developing hospital at home services. This means that ideas about how
to promote user involvement have to be very general and draw on the wider
hospital discharge literature. Manthorpe and Cornes report that user involvement
in hospital discharge tends to be restricted to asking service users for help in
preparing information leaflets. They give the example of a reading group which
commented on material and made suggestions for amendments. However, service
users still complained about the quality of information that was provided. This
suggests that service users should not be expected to undertake this role without
training.(119) Examples of leaflets developed by other services, such as Opening
Doors, could be used to develop inclusive publicity materials which show users with
different protected characteristics. Carers UK recommend that organisations
seeking to improve their uptake among people from minority ethnic groups should
not rely on translated leaflets alone but should work with community groups and
use the language skills of their staff to ensure that people who are not fluent in
English are provided with information.(145)
Reed and colleagues used a technique called Appreciative Inquiry (AI) to help
professionals, researchers, and older people come together to talk about how
hospital discharge could be improved over a series of three workshops. At the third
workshop, participants were asked to consider their ‘provocative propositions’ statements of aspirations challenging the way that things currently happen in the
system and to turn them into an action plan. Participants felt that the AI principle of
‘appreciating what is good’ about the current service discouraged a blame culture in
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services while the experience of working together meant that participants achieved
a greater understanding of each other’s views. However, the extent to which
changes were possible was still dependent upon the commitment made by senior
managers to achieving this.(148)
Key findings


Hospital at home services seem to have expanded with little attention to the
equality aspects of the way that services are provided. There are some
indications that people from minority ethnic groups are under represented
among people using hospital at home services but we do not know if this
applies similarly to other groups.



Hospital at home schemes could consult with other local services, such as
local outreach or wellbeing services about ways of indicating that their service
is inclusive.



Local lesbian, gay, bisexual and transgender organisations could provide
advice on training for volunteers in diversity issues to ensure that personal
care is delivered sensitively.



Much of the research evidence about hospital at home schemes consists of
clinical trials undertaken some time ago and small scale studies(110, 137)
Because they contain so little demographic information about participants,
we cannot assume that services are equally effective for people with similar
health needs but different protected characteristics.



Although research does not suggest that hospital at home services place
increased burdens on carers, we know that carers of people from minority
ethnic groups and lesbian, gay and bisexual carers seem to have worse
experiences of services. Hospital at home schemes need to consider how well
they are meeting the needs of different carers in terms of their protected
characteristics.
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Handyperson schemes
Introduction and background
‘Handy-person services are the gods of the older persons’ world’, Baroness
Barker(149)
There is much agreement with the sentiments of Baroness Barker expressed above.
However, reaching an agreed definition of a handy person scheme is not easy and
many schemes are so greatly tied to other services and change so frequently that
the evidence base is fragmentary. While there is near universal agreement that
older people value the help of such schemes, one key question remains, as posed by
Adams:(150) ‘...if handyperson services are so important why aren’t they everywhere?’
She conjectured that a very simple answer to why handyperson service schemes are
not available everywhere and are limited in scope or coverage in many areas is
because they ‘fall between the interests of different government departments,
straddling housing, health and social care interests but no-one’s core responsibility’.
In this context of profoundly unequal access to handyperson schemes across the UK,
this review explores other strands of equalities and social exclusion.
Description of the service
Handyperson schemes (previously handyman and sometimes handyvan schemes)
generally undertake small repairs for older people but may assist with fire and
personal safety measures, insulation installation or upgrading and minor
adaptations. The general aims of such schemes are to enable eligible older people to
live independently for as long as possible and in greater comfort and security. Other
public policy aims are to reduce the likelihood of a move to long-term care, and to
reduce demand on NHS services by diminishing the risk of falls. These may be
included under the heading of prevention. For many years there has also been
interest in handyperson schemes and housing adaptations as a way to accelerate
safer hospital discharge.(151) There are further sub-themes around other aims; such
as reducing the risks of fire (notably the fitting of fire alarms), victimisation
(improving home security by the installation of spy holes and door chains), and
reducing isolation/depression by improving living environments. The purpose of
such schemes is often described as relating to three objectives, the maintenance,
adaptation and improvement of a home, but support for major repairs or
modifications is often part of the work of a larger body, a Home Improvement
Agency or a Staying Put scheme.(152) The definition of a small repair is locally
interpreted.
Handyperson schemes have always varied locally, with a further complication that
they may be situated in the voluntary sector, within social housing providers or
within local authorities. Recent and unprecedented central government investment
in them has occurred in the past five years, with a rise in explicit expectations that
schemes should be accessible in all parts of the country. In 2009 the Department for
Communities and Local Government (DCLG) funded all English local authorities to
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develop handypersons services where they did not exist and to build capacity in
existing services:
From next year new rapid repairs and adaptations services will be introduced
to support more handypersons schemes across the country. New funding will
enable an additional 125,000 older people each year to get the repairs and
minor adaptations necessary to help them carry on living in their own homes.
This will be linked to the development of the Home Improvement Agency (HIA)
sector and our ‘Future HIA project.(153)
Funding of £33m was awarded, mostly (Part A funding) enabling local authorities to
start up or expand handyperson services (although the term rapid repairs and
adaptations were used, which may signify that the emphasis is on certain priorities
such as accelerating hospital discharge). Under Part B, smaller sums (£50-200k) were
awarded to 19 local authorities to enhance their housing support services for older
people. Later, in October 2010, the Coalition Government announced continued
funding of £51m over 2011/15 for handypersons services. From 2011, this funding
has been rolled into the Formula Grant paid to local authorities. Individual local
authorities are able to choose how much money to provide their local handyperson
service. Local variations may therefore remain and have similarly been noted in
Scotland:(154)
Currently, access to Care and Repair services is unequal across the country.
The level of investment in Care and Repair varies substantially and some areas
are not currently served by Care and Repair (p1).
In contrast, Care & Repair services are provided in all 22 counties of Wales.(155)
This brief history helps explain why handyperson schemes are subject to fairly
frequent changes, particularly in England. Some of their work may have been funded
by one off grants from central government or pilot projects; others from different
strands of local authority funding or voluntary sector resources. This means that
comparing, for example, an enhanced handyperson scheme, with extra money from
whatever source, may not be fair on another scheme whose resources are limited.
One example of this fluctuation in activity is described by Evans(156) where a
handyperson scheme in Devon was able to draw on new money to expand its
services to carers (the Carers’ Health & Wellbeing Checks pilot) and to offer more
activity around promoting home safety. The future of these activities was not
guaranteed once the pilots ended. Likewise, some of the pilot programmes under
the Department of Health Partnerships for Older People Projects (POPPs) funding
initiative enabled handyperson activity to expand locally – a development that was
generally seen to be highly successful by politicians:
We [the All Party Group] heard that the evaluation of Partnerships for Older
People Projects (POPPs) found that low intensity practical support services,
such as handy-person schemes, had by far the highest impact on healthrelated quality of life for all the service types examined.(149)
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One problem with such data is that primary prevention in the Partnerships for
Older People Projects (POPPs), featured a range of ‘upstream’ community
orientated interventions, generally being designed to help older people sustain
independent living within their own homes and to improve their general well‐being.
Many of these services were ‘universal’ in being aimed at all older people and their
carers within the POPP sites. Examples of such projects included:
gardening/handyperson/befriending schemes, crime prevention and awareness
services, provision of internet facilities and learning opportunities, development of
leisure opportunities, access to libraries and teleclubs, development of
teleshopping, provision of housing and welfare benefit advice, and sign‐posting or
referral services. As can be seen from the case study below, the handyperson
scheme blended with other activities.
Case study: POPP national evaluation: Gardening, handyperson and care and repair schemes
(Wigan)
The project was provided by three voluntary organisations and was linked with existing
schemes within Wigan. Referrals to the service could be made by older people
themselves as well as project staff working within other POPP projects. Work that did
not require the skills of professional craftsmen were undertaken for older people,
within their homes and gardens, at reasonable cost rates. Such work included minor
housing repairs, fitting hand and grab rails, and cutting grass and bushes and improving
(157)
access to the garden.

As Smeaton and Vegeris(158)have suggested, low-level services are central to the
preventative approach to health and are highly valued by older beneficiaries. This is
a much-vaunted theme, and handyperson schemes have been identified as typifying
prevention and its cost-effectiveness.(159, 160) The most recent and comprehensive
evidence comes from the major evaluation of handyperson schemes.(161, 162) The
Handyperson Financial Benefits Toolkit was also developed as part of this evaluation
and sets out how to use available evidence on the aims, objectives, outcomes and
benefits of handyperson services and similar interventions. It can be used to help
put together a case for future funding of handyperson services locally. The authors
noted that this approach to estimating the benefits of social policy interventions has
previously been used, such as the Supporting People Financial Benefits Model.
Despite this major evaluation, there is little data on user characteristics and so the
impact on equalities of handyperson schemes remains to be further researched.
Gaps in the research information
One issue arising from research on handyperson schemes is that by their nature they
are intended to be practical and to be easy to access. Some information is required
from potential users but this generally relates to the scheme’s priorities and their
focus on its activities. For example, data on housing tenure is generally collected, but
not much on disability. Some personal data are collected but areas such as sexuality
are not covered. There does not appear to be any study investigating what minimal
information might be obtained that would be useful and acceptable to users.
Furthermore, there are little data about those staff and volunteers who work with
handyperson schemes, offering information about their own characteristics and
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their own views about access to schemes and their acceptability. As reported
below, while there is some small discussion on race and ethnicity in respect of
handyperson schemes, there is little research on how and by whom people from
different cultures may prefer their homes to be modified, improved or repaired,
although it is clear that schemes may have developed strategies from their own
experiences which are not available in the form of published research.
Interestingly, we do not know anything about people who do not meet the different
criteria for handyperson schemes and what happens to the matter for which they
were seeking assistance. Are they happy with this, or do they regard it as ‘bad luck’
or injustice? Are they sign-posted to other agencies or commercial sectors? Is this
satisfactory?
We do not know much about alternatives to handyperson schemes, such as
voluntary sector listings of vetted or ‘reliable’ tradespeople. For the future, there
may be a need for research on the impact of personal budgets for social care and
the ways that older people may wish to use these for items or services that fall
under handyperson schemes or choose to pay informally for such assistance.
Similarly, future research may seek to identify if schemes seeking to promote social
capital, for example, through time banks, are able to exchange services such as
minor repairs. In all these developments, attention to equalities issues will be
needed. Interestingly, currently there are no UK studies of the impact of timebanks
on older people on Timebanking UK website but some of the examples given do
involve activities such as gardening.(163)
Levels of need and access to services
Brannelly and colleagues,(164) drawing on their evaluation of a handyperson scheme
in Birmingham,(165) considered that even though many older people appeared to
have a negative view of asking for help they were happier accessing a service that
enabled them to remain in their own homes: ‘…. [accessing the] handyperson
service is not necessarily seen as ‘weakness’ or as the ‘first step on the road to
dependence’ but rather as a strategy to maintain independence’. Their study found
that the majority of handyperson service users they interviewed maintained a
steadfast refusal to contact social care services for any other types of support.
Access problems with handyperson schemes mainly appear to relate to their patchy
geographical availability. As Scott and colleagues(154) reported in relation to Scotland,
many Care and Repair agencies cannot meet the potential demand for their services.
Strategies employed, explicitly or otherwise, include minimal advertising or lack of
self-promotion. Generally the study found that Scottish schemes did not always
have transparent mechanisms to explain how they prioritised access to services.
‘While many of the schemes consulted for this review provided explanations of their
criteria on their website, which suggests that the situation may have improved,
issues of accountability and equality will still arise in areas where practice may not
have improved.’
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Age
The English House Conditions Survey(166) demonstrated the correlation between
poor housing conditions and older age, with people over 75 years in private sector
housing disproportionately occupying non-decent housing. Care and Repair
Cymru(155) reported that of the 50,000 older people it helped each year, 60 percent
were over the age of 75 (30,000 older people), the majority also being in a high
social priority category. However, it may not just be the age of the disabled or older
user that is significant as there are increasing numbers of older carers who may find
repairs beyond them. The Princess Royal Trust for Carers(167) (now Carers Trust) has
pointed to the problems many older carers find in getting small repairs done and
noted that this may diminish their ability to carry on caring.
Disability
Some disabilities impact upon people’s ability to manage their home and garden.
These include hearing and sight loss, conditions that affect mobility, depression, and
dementia. However, studies of handyperson schemes have not collected
information on users’ health systematically, so we know very little about the severity
and extent of disability among older people using such schemes. One challenge is to
find easy ways of obtaining this information so that claims about prevention can be
investigated or to enable data sharing between services subject to permissions.
Currently, while there is great emphasis on the potential of handyperson schemes to
facilitate hospital discharge by getting repairs done promptly or minor adaptations
accomplished,(155) data on disability are not always recorded. Indeed, because some
handyperson schemes focus on hospital discharge support, users may have health
problems that are temporary or fluctuating. The Healthy Homes Rapid Response
Care and Repair Service, based in Sefton Merseyside and hosted by Anchor Staying,
for example, featured in the evaluation of Help the Aged funded projects providing
assistance to intermediate care users who were expected to recover from illness, to
some extent.(168) Disability therefore may have been temporary and users were not
asked for such information specifically. Other data potentially able to capture details
of disability is receipt of disability benefits, although this only tends to capture
information about severe long standing disability and so may under represent the
number of people with a disability needing or using the service.
The following sections provide two case studies about two types of disability derived
from research and service development around users with specific disabilities.
Easterbrook(169) has pointed out that more attention needs to be paid to the
housing- and life-skills related needs of older learning disabled owner occupiers.
These may be people in their 50s and 60s wishing to continue living in the family
home following the death of a parent(s). They could also include households where
the boundaries between the cared for person with a learning disability and his or her
parent carer(s) are becoming increasingly blurred. She suggested that such older
people might be receiving support already if they lived in social housing as necessary
repairs and maintenance would be done and contact sustained, but that older
owner occupiers might not have similar levels of contact with helping agencies,
indeed they might be largely unknown to local services. As a result, minor repairs
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could escalate and other visible symptoms of neglect to the house and garden might
attract the wrong kind of attention (for example, from criminals). She has described
the potential for housing support to break the cycle of crises and to prioritise
prevention among a particular group that may slip through various services such as
social care and the NHS:
Practice example: support for people with a learning disability
Coventry Care & Repair’s starting point was that although short-term crisis intervention
was of some use, it was not tackling the root causes of problems. Through this initiative
it is demonstrating the cost effectiveness of a long term, lower level, and preventative
intervention approach. Through the provision of crisis support, Coventry C&R is helping
vulnerable adults sustain their independence and well-being. By making sure that
individuals have access to a range of services when needed, people are being enabled
to live independently in their own homes, with the added security of knowing that
there is help available to support them through any future difficult times as these first
(169)
arise.
Practice example: support for people with dementia

Specific work with older people with dementia is a further example of the way in
which handyperson schemes can go beyond traditional one off activity, such as a
repair. The example below is drawn from two reports of one handyperson scheme
whose services had been enhanced by extra, one-off funding:
Handypersons from the Housing Improvement Agency in Wirral were given additional
training on how to work with people with dementia by the Alzheimer’s Society. The
handyperson will do work in the garden or support people who want to do their own
garden – with different abilities - but need some help. A charge is made to service
users. Many service users have opted to have a regular gardening service, because,
apart from helping people keep their gardens tidy and secure; it provides a regular visit
(152, 161)
from a known and trusted handyperson and sometimes a break for carers.

Gender reassignment
The discrimination that many transgendered people have experienced throughout
their lives can mean that they may be reluctant to access services not specifically for
transgender people, especially if their previous experiences of health and social care
services have been negative. Transgendered people live in the most vulnerable of
housing provision. Whittle and colleagues(28) found that a quarter of the trans
people responding to their survey were living in private rented accommodation,
which is twice the proportion for the UK general population. The researchers noted
that private sector housing is often of poorer quality and has less security of tenure
than other forms of housing. A total of 873 participants completed an online survey
for this study, making it the largest survey of trans people in the UK although only
about 10 percent of respondents were aged over 60 years. There does not seem to
be any evidence from the literature about transgender people’s experiences of
handyperson schemes or about the ways in which such schemes promote
themselves as accessible and accepting to transgender people.
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Race
It is widely recognised that there will be a significant growth in the numbers of black
and minority ethnic older people over the next 10-15 years in the UK. Adams(150)
observed that black and minority ethnic groups are over-represented in non-decent
housing and that there is above average level of owner occupation amongst certain
ethnic groups – particularly amongst Indian origin households. A recent Social Care
TV programme has provided some further illustrations of the links in particular
between poor housing and mental health problems among black and minority ethnic
groups.(170) Since black and minority ethnic groups are also more likely to be living in
low income households and in disadvantaged neighbourhoods not surprisingly many
have poor health overall. There is clearly potential for handyperson schemes to
contribute to improvements:
Targeted improvement to tackle these issues is thus important and
handyperson services can play an important role in delivery of acceptable,
culturally appropriate practical support services.(150)
Research into access to housing advice services by Shelter(171) has also found that
people from black and minority ethnic groups are generally more likely to ask friends
or family or approach a community group for advice than to contact the council or a
specialist advice provider. If advocates or ‘cultural mediators’ are not available, it
can be very difficult for many older people to make informed decisions about their
housing and care options.(172) Manthorpe and colleagues(173) recommended greater
publicity for handyperson schemes in light of views expressed that not all black and
minority ethnic communities might know about them, especially in areas where
community groups might not have a focus on older people or where communities
are very dispersed.
One exception to the general lack of engagement with black and minority ethnic
communities about the development of a handyperson scheme was a study
undertaken in Newcastle.(174) The views of approximately 300 local older people,
including over 200 people from black and minority ethnic groups, were obtained
through contact with other local researchers who agreed to consult people in their
networks about a proposed handyperson scheme during their own research
projects. Eight link workers from the local black and minority ethnic communities
were recruited and trained to carry out focus groups across the City on housing
research issues. While the aim of the link workers’ study was to explore the longterm aspirations of black and minority ethnic community members across all age
groups with regard to housing, the link workers agreed to use the focus groups as an
opportunity to explain about the proposed handyperson scheme and find out how
participants felt about it. The link worker team provided a summary of the findings
from focus groups. Such methods have the advantage of not burdening
communities with consultation requests, which can be burdensome among those
ethnic groups who feel over-researched.(175)
In respect of expositing schemes, there is a variety of ways of establishing if they are
meeting black and minority ethnic older people’s needs although the literature does
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not show examples of this being used. HOPDEV (the Housing and Older People
Development Group) (2006), for example, developed the At Home: Audit Tool for
Housing and Other Related Services for Older Minority Ethnic People.
We have little evidence about the possibility of cultural barriers around housing
improvements, modifications, or repairs. Catton and Gauntly,(176) from wide ranging
discussions with older people in Bradford, many of whom were from Pakistani
backgrounds, concluded that there was a strong sense among this community that
older people’s individual preferences were not being acknowledged by professionals
because of a lack of understanding and sensitivity to the influence of lifetime
experiences and cultural background. Current handyperson schemes may have
much to add to this debate from their own substantial experiences.
Practice example: support for people from black and minority ethnic groups
Care & Repair Leeds maintains awareness of, and responds to, the diverse needs of its
potential client groups. The agency reviewed gaps in service provision for its local Asian
and Black communities, and undertook projects to meet the needs of potential clients
from these communities. Care & Repair (Leeds) employs two caseworkers who speak a
range of Asian languages as the majority of the black and minority ethnic community is
Asian. Clients are offered literature in a range of minority languages as well as English.
This not only helps overcome language barriers, but also cultural barriers which may
(177)
prevent effective service provision.

Religion and belief
Blood and Bamford(178) have recently interviewed researchers and other experts to
find out more about the evidence base for diversity issues among older people with
high support needs. They note that services for people with high support needs,
mainly in social care, might help meet religious needs by providing food prepared in
a certain way; celebrating religious festivals and holy days; providing space to pray
or worship; arranging transport to places of worship; making appropriate funeral
arrangements (for those who do not have a religious belief as well as those who do)
and so on, organising access to pastoral care, books, music and artefacts; or
considering aspects of physical design (for example, orthodox Jews do not permit
the active use of electricity on the Sabbath, so lifts, lighting and doors need to run
automatically). Little is available from the literature about ways in which
handyperson schemes are able to respond to users’ religious needs but there may
be examples of this to be gleaned from practice.
Sex
Most studies have observed that more women than men use handyperson services.
Crouched and colleagues, in their national evaluation of handyperson schemes
observed:
Handyperson service users are predominantly older women with health
problems or disabilities, living alone on low or modest incomes in older
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properties. However a significant number of service users live with and care
for their spouse or partner.(161)
They found that women made up 75 per cent of survey respondents.(161) The actual
proportions varies across schemes. Eighty five per cent of those using the Greater
Belfast Handy Van were women.(179)
However, it is important to avoid stereotypes which may portray women as unable
to learn new skills in later life. Bennett and colleagues(180) interviewed 21 widows at
home from urban, north western England. When asked about traditional maleorientated tasks, both pre- and post-bereavement, the study revealed that some
women were able to take on tasks that had previously been undertaken by their
partners and enjoyed the independence this gave them. The literature does not
contain examples of whether any handyperson skills are linked to projects that offer
women the opportunity to develop household repair skills or how to remain able to
tend their gardens despite possible frailty or disability.
Men using handyperson schemes comprise about 15-25 percent of users. In one of
the local evaluations of a POPP schemes, an example was presented of an older man
receiving a series of improvements to his home, such as central heating, loft
insulation, and cavity wall insulation - as well as some minor repairs from the
handyperson scheme:
... through [Partnership for Older People] POPP Mr A had gained access to a
handyperson scheme, which had managed to secure his front door as well as
the front step, which had been unsteady and had caused him to fall. All of
these improvements to Mr A’s quality of life had served to give him an
enhanced sense of confidence.(181)
The complex chain of referral and support for this man was apparently from a local
Age Concern, the catalyst, to an outreach worker under the POPP scheme, to the
housing and insulation schemes (accessing a grant), successfully claiming benefits,
accessing specialist meal on wheels, and then referral to the handyperson scheme.
Interestingly, this man was not apparently extremely isolated as he had a nearby
family with whom he was in frequent contact and he was a car driver. Such
accounts draw attention to the interrelation of services at local levels and also the
importance of psychological support in changing long-standing habits and thinking.
While Mr A’s daughter knew of the existence of handyperson schemes, the
evaluation noted that she had initially been told by social services that there were
none in their area. Other schemes might not have provided support to Mr A.
Durie’s evaluation of a scheme in Moray noted that it was restricted to people who
did not have any family members living nearby.(182)
Sexual orientation
We did not identify any examples where schemes were reported to have monitored
sexual orientation. Research by Stonewall has found that older lesbian, gay and
bisexual people are more likely to live on their own and are less likely to have
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children than their heterosexual counterparts.(20) This suggests that some older
lesbian, gay and bisexual people may have an unmet need for handyperson services.
However, this research also found many would not feel comfortable being ‘out’ to
health, housing and social care organisations so it is important for handyperson
services to be able to demonstrate inclusive policies.
User experiences and outcomes
User views
There is near unanimous appreciation of handyperson schemes. All evaluations
point to the positive views of older people who have received their services, both in
terms of the quality of the work and in terms of the service – such as the politeness
of the staff or volunteers. This stands in great contrast, of course, to the chorus of
criticisms of other services for older people and allegations that staff do not respect
the older people’s dignity nor their wish to be independent. A telephone survey by
an independent market research company(183) was conducted as part of the most
extensive and detailed evaluation of handyperson services.(161) This found that the
overwhelming majority of the 173 participants were satisfied with different aspects
of the service they received. Satisfaction levels did not vary between those who
paid for the service and those who did not. Further examples include the evaluation
of the HandyVan service in Greater Belfast which showed 95 per cent client
satisfaction with the application process, and with the workmanship of the fitter
(this scheme undertook much home safety and security work).(179) Case studies of
providers have revealed that they generally use feedback from clients/users to fine
tune their service.(162) However the Belfast scheme is illustrative of the ways in
which high user satisfaction may not be enough to sustain a scheme – it closed in
2010 on the expiration of Lottery funding.(184)
Other views from older people are presented under the banner ‘that little bit of
help’ which is developed from research with and by older people about low level
support and prevention.(185, 186) This research has provided a valuable background to
the more instrumental policy debates concluding that prevention is a cost-saving
measure.
User involvement
Although commissioners may increasingly expect schemes to consult with older
people using their service,(187) it is not clear how frequently this takes place currently
– older people’s voices seem generally to be confined to that of an appreciative
beneficiary.
In its response to the review of Care and Repair services,(154) the Scottish
Government (2009) made the following observations:
We believe that all projects should be supported and advised by independent
members of the community (including service users where possible) to ensure
that services are tailored to local needs. For projects without their own
dedicated management board, and which have no formal way of canvassing
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professional advice or views of service users, we recommend the (re-)creation
of an advisory group. For those projects which have their own management
board, we recommend that the advisory group role is best delivered as a
function of the (legally distinct) independent/charitable board. This should
serve to reduce duplication but projects will want to consider how this dual
role impacts on the make-up of their board.(188)
In her report on the social impact and value of a volunteer handyperson scheme in
north Scotland, Durie (2009) noted that the members of the Board running the
scheme were involved in the umbrella organisation because they wished to see a
better future for people their own age, specifically a more secure set of supports in
retirement. She commented that this meant that Board members were therefore
‘emotionally connected’ with the issues of the handyperson scheme and contributed
to its social return on investment. There may be more opportunities to publicise the
involvement of older people from all backgrounds in such schemes, especially since
many older people value such schemes for their trustworthiness. This comment
suggests that some older people may wish to take on more active direction of
handyperson schemes and the potential for older people to shape such services.
Key findings




Very little research into handyperson schemes has paid attention to equality
issues so we know very little about the need for, and access to, handyperson
services in terms of people’s protected characteristics.
Most handyperson services are highly localised; all need to ensure that their
service is an inclusive one in which all older people, whatever their background,
feel welcome.
Providing equalities training and promoting accessibility, especially if services
choose to enhance what they offer, for example, by offering regular gardening or
de-cluttering services, may help ensure that services maintain their high
reputations.

More systematic attention to user views and involving older people from a variety of
backgrounds and communities in designing and delivering services may help ensure
that some groups of potential users are not indirectly discouraged from using the
service.
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Befriending
Introduction and background
Befriending has been defined as:
A relationship between two or more individuals which is initiated, supported,
and monitored by an agency that has defined one or more parties as likely to
benefit. Ideally the relationship is non-judgemental, mutual, purposeful, and
there is a commitment over time.(189)
A key aim of befriending is to reduce isolation and loneliness, often following
bereavement or illness.(190, 191) We tend to use the words ‘isolation’ and ‘loneliness’
interchangeably but they are not the same. Isolation refers to separation from
social or familial contact, community involvement, or access to services. Loneliness,
by contrast, can be understood as an individual’s personal, subjective sense of
feeling that these things are wanted or needed. While people can be isolated
without feeling lonely and feel lonely without being isolated,(192) in practice, people
using befriending services tend to experience both loneliness and isolation.(190, 191,
193-199)

While the emphasis is on ‘companionship and conversation’,(200) the precise nature
of the support provided is negotiated between the person being befriended and the
volunteer who acts as the befriender. It can also change as relationships between
the person using the service and the befriender develop.(194, 200) There is currently
renewed interest in befriending schemes as offering a comparatively low cost
preventative service to a wide range of people.(197, 201-203)
Description of the service
A study looking at the different ways in which befriending services could be
organised concluded that befriending could help people participate in their
community by:







using local services and facilities;
creating a new social link;
developing wider social networks;
meeting others through clubs and groups;
meeting people with similar needs/experiences and gaining support; and
changing social attitudes so that people become accepted and valued as
members of the community.(189)

The first three activities were the most frequent.(189) The terms befriending and
mentoring are often used interchangeably and both forms of support include social
elements to the relationship. The main difference between befriending and
mentoring is the emphasis placed on goals. Although most befriending schemes
ultimately aim to promote independence and recovery or re-ablement,(201)
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mentoring tends to be a more goal-oriented, time-limited process that supports
learning and development, whereas befriending tends to develop more informal and
supportive social relationships, often over a longer – usually open ended - period of
time.(191, 204, 205) However, emerging evidence from within the sector suggests that
some funders are now choosing to commission time-limited befriending services. It
is not clear whether this decision is based on cost considerations or if they have any
empirical evidence that this is a more cost effective model.
The three main models of befriending are:




individual;
group; and
telephone befriending.

Traditionally, the most common model of befriending is individual whereby a
volunteer visits a person in his or her home.(194) The person can then choose to stay
in or go out with the volunteer’s assistance. Group befriending provides
opportunities for individuals facing similar problems to exchange information and
discuss worries with others who have a shared understanding and can offer
solutions based on their own experiences.(201) It can also involve taking part in
shared social or leisure activities, such as playing sport. Telephone befriending
(sometimes called telebefriending)(198) can be delivered on an individual(190) or
group(206) basis. Compared with face to face befriending, it is thought to offer a
lower level, lower cost, and lower risk intervention, with befrienders offering
support from their home or workplace.(190, 193) Set against this, calls may be shorter
and with more of a focus on ‘checking up’ than on developing a meaningful
relationship.(191) On the whole, individual and telephone befriending seem to be the
most common ways of befriending older people but we do not know whether this is
what they themselves would prefer. While the internet and other social media have
also been proposed as ways of offering befriending support,(207) we did not identify
any UK-based empirical research in which older people were offered this type of
befriending. Whether delivered face to face or by telephone, most befriending
services for older people focus on those living alone.(199, 208, 209) However, there is
increasing awareness of the need to support people living in care homes (191, 210, 211)
or sheltered and extra care housing,(191) many of whom are not in regular contact
with family members or friends.(196)
With the exception of services for people with a specific condition or disability, very
few befriending services specialise in providing services to a group of people based
on another protected characteristic. A search of the Mentoring and Befriending
Foundation(212) database showed that, of the 1000 befriending schemes accredited
as having met their Approved Provider Standard (APS), only 39 provided a service
specifically to people from black and minority ethnic groups while just five provided
a service specifically for lesbian, gay, bisexual and transgender people. This means
that a key challenge for the overwhelming majority of befriending services is ensure
that their generic services are fully inclusive.
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Not everybody likes the word ‘befriending’ because it can come across as
patronising and implying that the relationship is one sided.(193, 200) Suggested
alternatives include ‘friendship circle’,(193) ‘friendly visiting’ or ‘peer support’.(200)
However, while relationships between befrienders and those who are befriended
can eventually evolve into friendship,(194) using the word ‘friendship’ carries the risk
that some of those who are befriended may see befriending as the same as
friendship when this may be neither desirable nor possible.(213)
Gaps in the research information
As discussed in the chapter on challenges for the review, we have very limited
research-based information on the needs of different groups of older people based
on their protected characteristics. There are more than 500 different befriending
projects for older people in the UK.(204) Their sheer variety in terms of size and
purpose makes it difficult to generalise. Schemes may have a good record in
meeting the needs of different groups of older people but if they are provided by
small organisations with limited resources for evaluation, their successes are not
always written up and published information about their effectiveness is hard to
find. Even where published research exists, participants’ demographic details are
not always provided(190, 193, 206, 211) so we do not know whether certain groups are
more likely to access the service than others or if different users have different
experiences.
Another problem is that researchers may not distinguish between participants on
the basis of age. Studies of people with disabilities – for example, severe depression
impacting upon participants’ abilities to carry out their day-to-day lives,(214) learning
disability(215-217) and schizophrenia(218) clearly include some older participants but do
not report whether older and younger participants’ experiences differed. In other
instances, the number of participants with certain protected characteristics is too
small to enable separate analysis. Even in the largest published study of befriending
undertaken so far– a randomised control trial (RCT) of a befriending scheme for
carers of people with dementia in Norfolk and Suffolk - 99 per cent of the
intervention and 98 per cent of the control group are described as ‘white’.(200, 219-221)
Researchers are generally very dependent upon the agencies with whom they are
collaborating. Widespread acceptance of the importance of equalities monitoring is
comparatively recent so one study based on data collected in 2001 was only
provided with an overall estimate of the age and gender (recorded in binary form) of
people using the service.(194)
Many schemes have waiting lists so we know that there is probably a greater
demand for befriending services than can be met currently.(215) What we do not
know is whether people sharing a protected characteristic are more or less likely to
be offered befriending services or whether they are more likely to accept or refuse a
befriending service. In one study, almost half those offered the service chose not to
take it up but as demographic details of potential participants were not collected
until after they had agreed to take part in the intervention, it was not possible to
compare those who refused with those who accepted.(200) Until we collect better
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information of this sort, it will be very difficult to identify whether one group is being
less favourably treated than another. This should be a priority in future research on
befriending.
Levels of need and access to services
Age
The majority of older people using befriending services are in their 80s or 90s. (191, 194,
199)
This is unsurprising in that 18 per cent of people aged 85 and over report they
often, or always, feel lonely compared with 13 per cent of those aged 75-84 and six
per cent of those aged 65-74.(222) However, their greater loneliness is not simply the
result of age but rather because they are more likely to have experienced events
such as the loss of a partner, changes to their social networks as a result of
bereavement or illness, or poorer physical health than people aged 50-74.(222-224)
Victor and colleagues(222, 224) also identified a small group of people who had felt
lonely throughout their lives.
Most befriending services set broad limits for accessing their service (for example 50
plus), or do not set any age limits at all. We did not identify any UK-based published
research specifically comparing the needs and preferences of differently aged users
of befriending schemes. While it is probable that people aged 50-64 using
befriending services share another protected characteristic, such as disability, we
could not find any research-based evidence on this topic.
Disability
Some disabilities impact upon people’s ability to manage their social networks
independently and are associated with increased loneliness.(225) These include
hearing and sight loss, conditions that affect mobility, depression, and dementia. (192)
Almost all research about befriending services draws attention to the high levels of
disability experienced by participants, including sight loss,(198) dementia and other
long term conditions,(211) heart disease(199) and learning disabilities.(215, 226) Others
use less specific terms such as ‘frailty’.(194, 210) However, because these studies have
not collected information on participants’ health systematically, we know very little
about the severity and extent of disability among older people using befriending
services or if they have unmet physical and health needs. One study that did
attempt this found that participants were deterred by the health questions that the
researchers wanted to collect(193) so a challenge for future research is to find simpler
and better ways of obtaining this information.
People’s health and social care needs need to be considered as a whole. Victor and
Bowling have shown that improvements in physical health and social relationships
are linked to reduced levels of loneliness. They argue that better treatment of long
term health conditions, as well as social interventions such as befriending, might
result in reduced levels of loneliness.(224) This is another reason why future research
into befriending needs to improve the way that information on participants’ health
is collected.
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Some schemes offer a service to people with a specific disability while others are
aimed at older people in general. However, we could not find any research
identifying whether older people with disabilities prefer one type of service over
another or if one type of service is better at meeting their needs.
Gender reassignment
The absence of research into the social networks of transgender older people means
that we do not know about their potential need for befriending services. Hines’ (227)
research suggested that some people who have had gender reassignment lose
contact with other transgender people and no longer choose to identify with the
transgender community. Discrimination can lead to high levels of isolation,
particularly those who have been rejected by family and friends as a result of their
choices.(28) However, some transgender people may be reluctant to access
mainstream services, especially if their previous experiences of health and social
care services have been negative.(228) Researchers evaluating a befriending scheme
for lesbian, gay, bisexual and transgender people reported that the scheme had yet
to recruit any transgender participants at the time of the evaluation,(195) although it
was hoped that this would change as the scheme became more established.
Race
The relationship between ethnicity, social support, and loneliness is very
complicated with factors such as socio-economic status, household size, and health
playing an important part in influencing people’s experiences, leading to differences
within as well as between different ethnic groups.(140-142) Victor and colleagues
found that around eight per cent of Indian older people aged 65 often or always feel
lonely – similar to the nine per cent reported in their earlier study of White British
people aged 65 and over. However, this proportion rose to 24 per cent among
Caribbean people, 40 per cent among Chinese, and 50 per cent among African,
Pakistani, and Bangladeshi people. They concluded that more research was needed
to try and find an explanation for these differences.(229)
It is rare for studies of befriending to report participants’ ethnicity – with a few
notable exceptions(191, 200, 215) but it does appear that higher rates of loneliness may
not be reflected in increased use of befriending services. Lester and colleagues
recruited participants from five Age UK befriending schemes and commented that
although their research did not include any participants from a minority ethnic
group, this reflected the ethnic background of those using the scheme. (191) By
contrast, a study of Asian carers living in an unspecified part of England found that
befriending services were ‘greatly appreciated’. In some instances, befriending was
seen as a more culturally acceptable service than offers of help with personal care.
Having the service enabled the carer to have time off for other household tasks or
for a break.(230)
Two short accounts of befriending schemes for people with stroke (231) and Type 2
diabetes(232) from the Bengali and Somali communities in Tower Hamlets were
identified. Although these accounts did not include details of participants’ age,
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these conditions occur more frequently among older people. Both schemes are
aimed at helping people manage their long term conditions and become more active
in their community. Examples of activities include befrienders helping people go
shopping, attend exercise classes, and hospital appointments.(232)
An issue that could be explored in future research is how to improve take up of
befriending by people from minority ethnic groups. This may be easier in areas that
are already ethnically diverse. In Heslop and Robinson’s research into befriending
for people with learning difficulties in Bristol, one scheme was reported as having
exceeded its target in terms of how well befrienders’ ethnicity reflected the ethnic
distribution of the local population as a whole but the reason for its success was not
reported.(215) In the Tower Hamlets research, a community advocacy group (232) and
consultancy (231) service were respectively used to help recruit and train befrienders.
However, better uptake might also be achieved by ensuring that details of the
service are advertised to all groups – including using word of mouth and alternatives
to written leaflets, such as DVDs(89) (see falls prevention chapter). Publicity
emphasising organisations’ commitment to diversity and detailing what steps have
been taken to achieve this, (for instance by training) can also help.(195) If it is
especially important that service users and befrienders are ethnically matched
(perhaps for language reasons), then it may be easier to recruit a telephone
befriender.(198) Telephone befriending calls tend to be shorter than face to face
visits,(191) so one befriender may be able to support more than one person.
Practice example – working with local community organisations
NHS Tower Hamlets wanted to improve their service to local residents with diabetes.
They commissioned Women’s Health and Family Services (WHFS), a community-based
health advocacy organisation with experience of working with black and minority ethnic
women to develop a befriending project to provide people with Type 2 diabetes with
the practical and emotional support they needed to become better at managing their
(232)
condition and to feel more empowered.

Religion and belief
Religious affiliation was only recorded in one of the published studies we found. (230)
In this study, almost all the participants were Muslim. Many faith-based
organisations do provide befriending services but, as noted by one team of
researchers looking at services provided by the Catholic Church, these services vary
locally and their diversity is hard to capture. This study also noted that these
services were also being used by people of other faiths, and none. The broad scope
of this study meant that there was very little information specifically on
befriending.(43)
Beyond these examples, we could not find any published accounts exploring
whether people of different faiths or none are more or less likely to need or access
befriending services.
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Sex
More women than men use befriending services aimed at older people.(194, 199) This
is because heterosexual women tend to marry men older than themselves and
currently have higher life expectancy – meaning that they are more likely to
experience widowhood than men. However, rising divorce rates and changes to
men’s life expectancy may change this pattern. When differences in marital status,
health, and living arrangements are controlled for, the number of men and women
experiencing loneliness is very similar.(233) However, there is no evidence on
whether men experiencing loneliness are less likely than women to be offered
befriending services or if they are more likely to refuse them. We do know that
women are more likely to be befrienders(234, 235) so it is possible that some men who
would like to use a befriending service choose not to do so because they would
prefer to be matched with a male befriender.
Practice example: encouraging men to use a befriending service
The Octavia Foundation and Octavia Housing are delivering a new outreach and
befriending service on behalf of the City of Westminster and NHS Westminster. When
they realised that very few men were using the service, they took steps to try and
improve this. Leaflets and publicity material were changed so that, instead of a single
photograph of a person using the service, they had more photographs of men. Men
befrienders were asked to talk to men in their social networks to encourage them to
consider becoming a befriender too.

Sexual orientation
Research with older lesbian, gay and bisexual people has emphasised the existence
of both risk and protective factors for social support and loneliness as they age. The
risk factors come from the experience of discrimination which may impact upon
their relationships with some family members, neighbours, and the wider
community and deter people from accessing services not specifically for lesbian, gay
and bisexual people while the protective factors result from strong links with the
lesbian, gay and bisexual community.(236-239) However, older lesbian, gay and
bisexual people are more likely to live on their own, not to have a partner, and to
have smaller social networks than their heterosexual peers.(20) They may also
experience ageism in some settings for lesbian, gay and bisexual people but fear
discrimination and prejudice should they try to use services not specifically aimed at
them.(20, 195, 236, 239) This could lead to isolation,(18) suggesting that some older
lesbian, gay and bisexual older people may have an increased need for befriending
services.
Almost all the research-based evidence on lesbian, gay and bisexual older people’s
needs for, and access to, befriending comes from a single source – an account of the
‘Opening Doors’ project based in London.(195) Since this project was started, other
similar schemes have developed(240) but have yet to be evaluated. The Opening
Doors evaluation found that the people who used the befriending service regularly
had significant physical or mental health problems which prevented them from
building or sustaining their own social support networks. They also experienced
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social exclusion due to their sexual orientation and health problems, so they did not
feel confident accessing mainstream services.(195) At the time of the evaluation five
gay men and two lesbian women used the befriending service. Two issues that
could be explored in future research are whether there is an unmet need for
befriending services among older lesbian women and whether other schemes could
learn lessons from Opening Doors on how to encourage men to use their service.
Practice example: encouraging uptake among lesbian, gay and bisexual people
Stonewall has provided a guide for care and support providers. Tips to improve gay,
lesbian and bisexual older people’s experience of services include:
Make sure that promotional literature and information packs include pictures of, and
accounts by, lesbian, gay and bisexual people.
Encourage staff to use open language rather than assume potential users are
heterosexual
Train staff on the law and on lesbian, gay and bisexual issues including same-sex
partner rights
Display clear policies which set out how you handle discrimination and anti-gay bullying
Make sure that service users know about any codes of conduct that include sexual
(14)
orientation discrimination and can complain if necessary.

User experiences and outcomes
User views
Almost all the accounts of user experiences of befriending services are extremely
positive, with those being befriended often reporting that they value their
relationships with volunteers more highly than those with professionals.(205) Overall,
users report the following benefits:


providing support and friendship that helps reduce feelings of isolation(189, 194, 205,
206, 241)





reducing depression(242)
feeling more confident(190, 193)
feeling more connected to the community(190, 191, 193)

Befriending services were ranked fifth out of a total of 13 ‘Baker’s Dozen’ services
chosen by members of the Joseph Rowntree Foundation ‘That Bit of Help’ Inquiry
into services for people living at home.(186) Most of the Inquiry members were older
people. However, some researchers argue that more evidence on effectiveness is
needed(208, 209, 221) and that this should involve changes to research design so that it
is possible to identify some of the complexities of befriending support, such as what
contributes to successful matches between befrienders and people using the
service.(200, 209)
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We do not know whether these positive views about befriending are shared equally
across all service users in terms of their protected characteristics. This is because irrespective of study design – the research that is currently available does not make
these comparisons. Neither does it include the views of those who have given up
the service. A new area of inquiry is whether the intended outcomes of befriending
need to become more tailored to the needs of different users, for example, how
befriending for people with dementia can focus on the ‘quality of the moment’(243)
but more work is needed in this area. Two areas in which existing research can
inform good practice in creating an inclusive befriending service are:



‘matching’ befrienders with the person being befriended; and
equalities training for befrienders.

Matching
Accounts suggest that matching is made on the basis of a combination of shared
interests and backgrounds and practical issues such as preferences for the frequency
and timing of visits or whether or not the befriender needs to be a car driver.(191, 193,
194, 215, 217)
In a sample of white older people aged 55-92 using befriending services,
participants thought befrienders’ friendliness and social skills were more important
than what they had in common – they thought that shared interests often emerged
over time and could develop together.(191) For younger service users, being matched
with a person of a similar age is important. This seems to be less important for older
people and there are examples where young befrienders are welcomed for
providing inter generational contact.(211)
However, at other times it may be more important for befrienders and those using
the service to share the same protected characteristic. In some instances, the need
to speak a community language may be an important criteria in befriender
recruitment(231, 232)and this generally means that befrienders and service users are
ethnically matched. In a study of a befriending scheme in Bristol, ethnic matching
was ‘a particular factor’ but no further details were provided.(215)
The sexual orientation of the befrienders in the Opening Doors Project (195) is not
recorded. In the absence of any research looking at matching gay, lesbian and
bisexual befrienders and service users, two other studies provide some relevnt
insights. The first is based on research about a telephone helpline run by Friend
where the callers were almost all men aged under 50. Callers were mostly gay,
bisexual, or transgender, but included a number of heterosexual transvestite men.
When the caller and telephone operator were matched in terms of sexual
orientation, calls were slightly more successful in terms of the length of time they
lasted and the number of calls received. The authors suggested that matching in
terms of age was less important when talking to people over the telephone. (244)
In the second study, a gay man participating in study of lesbian, gay and bisexual
older people whose social life had been affected when he was a distance carer for
his father reported that becoming isolated from the gay community had a
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detrimental effect on his self identity.(19) He suggested that having a gay care
worker could be especially helpful for housebound lesbian, gay and bisexual people.
Among younger people with disabilities, peer befriending is common but this model
seems rarer in services for older people, although examples exist, such as a RNIB
Outreach Peer Support project for people with sight loss(245) and the diabetes peer
support scheme in Tower Hamlets.(232) Telephone befriending may offer new
opportunities for peer support among older people who have difficulties leaving
their homes.(193, 198) However, there is no evidence as to whether older people
prefer peer support or if it is more effective. Similarly, while we know that religious
or cultural backgrounds may mean that having a befriender who shares the same
religious affiliation is important for some users or potential users of befriending
services, we do not know how this impacts on their experiences.
We do not define ourselves just by our protected charactersistics. For example,
many lesbian, gay, bisexual and transgender volunteers want to volunteer for a nonLGBT organisation.(246) This suggests that we cannot assume that matching in terms
of a protected characteristic will work in the absence of other shared interests.
An important area that research into befriending seems not to have explored is what
happens when users or potential users of the service express views or preferences
that are discriminatory. We know that this happens in social care - most often in
terms of people’s preferences for workers of a certain ethnic background (247, 248) so it
is unlikely that this does not happen to those managing befriending schemes. More
openness about this topic could help establish a consensus about good practice in
terms of how to respond to such requests.
Equalities training
The Opening Doors(195) evaluation reported that befrienders were all given training
in LGBT issues and that feedback about them was described as ‘exceptionally
positive’. One potential topic that could be covered in equalities training is the
concept of ‘disenfranchised grief’ whereby a bereaved person does not have the
opportunity to grieve in the way they would wish. For example, lesbian, gay, and
bisexual people may find that the loss of a partner is not treated the same way as
the loss of a heterosexual spouse.(249) Although not a study of befriending, findings
from a participatory action research project with older gay and lesbian people in
Dorset(250) have relevance for befriending services. This study found that
participants had been, or were afraid of being, treated less sympathetically than
their heterosexual peers when it came to breavement. These findings suggest that
bereaved lesbian, gay and bisexual older people may be deterred from using
befriending services or gain less from their relationship with a befriender if they feel
that their loss will be treated less sympathetically than the loss of a heterosexual
partner.
While most schemes do provide equalities training for befrienders, we do not know
how useful the befrienders find it or whether the training makes a difference to the
way that they support the people they befriend.
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User involvement
Research points out that power imbalances tend to occur in befriending, especially
when a person has just started to use the service,(194) although this may be less of an
issue insofar as peer befriending is concerned.(251) In the process of matching,
befrienders may be given more choice than the people being befriended in terms of
being provided with background information and choosing whether or not to go
ahead with befriending.(215) This highlights the need for sensitivity on the part of
scheme organisers and befrienders not to replicate the inequalities and
discrimination that potential service users may have experienced already.
It has been suggested that interventions designed to reduce social isolation among
older people are more are more likely to be successful if older people are involved in
the planning, implementation and evaluation stages(208, 209) but specific advice on
how to achieve this is lacking. While there does not appear to be any information
on how people using befriending services have played a role in influencing the
service, material from organisations such as the Social Care Institute for Excellence
(252, 253)
and Shaping Our Lives(254) could help in developing ideas about how to
increase opportunities for service users to become involved in developing services.
One approach that might be especially helpful with service users who have a
disability that limits their involvement in making decisions about what to do during
visits is to keep a diary or logbook about a person’s interests and which activities
seem to have been most successful.
Practice example: befriending diary for person with dementia
…During the whole time I was there, she kept telling me that she didn't know me, kept
asking my name and where I lived. I don't think she really understood why I was there,
but hopefully, after a few visits, it might all begin to fit into place. While we were
there, Mrs Brown's nephew, John arrived. We discussed with both of them what
manner of things might be of interest of benefit to Mrs Brown…[Project worker]
pointed out that Mrs Brown had a large record collection. I didn't look through it, but
this is something I can do on another visit. I told her that I liked Scottish country
dancing…Before I left; I gave Mrs Brown a note with my name and the time for my next
visit and then saw myself out. I've decided that it would be useful to keep a logbook of
each visit – at least in the early stages. Hopefully, Mrs Brown will be happy to see me
(255)
again (if she remembers me)’.

Key findings


Most befriending services for older people are generic and so they need to
ensure that their service is an inclusive one in which all older people,
whatever their background, feel welcome.



Very little research into befriending has paid attention to equality issues so
we know very little about the need for, and access to, befriending in terms of
people’s protected characteristics.
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Providing equalities training and thinking more about what makes a good
match between befrienders and service users could help ensure befriending
services are effective and accessible to all people who need them.



More systematic attention to user views and involving service users in
designing and delivering services is needed to ensure that some groups of
service users are not indirectly discouraged from using the service.
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Day opportunities
Introduction and background
The term ‘day opportunities’ is recent in origin and infinitely elastic. It is being used
as an umbrella term to cover activities with a purpose, leisure activities, social
engagement, day services, community activities, and so on. Almost anything could
be classed, so it seems, as a day opportunity – if it does not take place at night. One
particular usage of the term is as an antithesis or opposite to perceptions of
‘traditional’ activities in day centres. In some circles, these centres are being
referred to as building-based services, in contrast to day opportunities which may be
used to refer to ordinary life activities that are not part of formal social care services.
Of course all this can lead to fairly fruitless debates, is playing a game of bingo in a
day centre a building-based service, or is playing a game of bingo in a commercial
bingo hall a day opportunity? Is the distinction that is being constructed between an
activity that is organised for older people as a group and an activity that is chosen by
an individual? This would make shopping a day opportunity and a University of the
Third Age meeting not. After all many day services offer a range of choices, albeit
sometimes limited, to people using the service (such as dancing, wheelchair
exercise, and music). Does a lunch club count as a day opportunity or not? These
distinctions could be debated further but for the purposes of this review we will
consider day services in a day centre or similar setting and activities that are funded
to meet social care outcomes relating to social or leisure choices (for example
through personal budgets or people’s own resources). Some of these settings will
be registered or authorised to provide personal care (for instance, help with bathing
or going to the toilet) and others not. As a further complication, while many current
changes are being linked to the implementation of the policy of personalisation and
to the consequences of financial cutbacks in the public sector, in some areas
changes in day services were already underway, with the term ‘modernisation’ being
used to describe shifts in various directions, such as re-ablement or prevention. In
the voluntary sector, developments such as volunteers offering ‘day care’ to small
groups of older people were described by Age Concern England (256) and some of
these survive.
Practice example: day opportunities in a homely setting
Age Concern Sutton’s Homeshare volunteer scheme provides care and companionship
for isolated or lonely people in a domestic environment. It offers day services for those
who are unable to cope with a traditional day centre for various reasons while also
ensuring a regular break for carers. Homeshare volunteers provide their own homes to
offer support and companionship, social stimulation and activities and the opportunity
to make new friends to a small group (up to 5) of vulnerable older people with special
dependency needs. The service provides a hot cooked lunch, tea, coffee and cold
(256)
drinks for each client.

At the time of writing (Autumn 2012) there are specific changes afoot in many parts
of the UK with day centres changing or closing in many areas. This may be much
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more profound than has been realised. This is because the ‘buildings’ housing such
services may be being taken out of the public weale and not simply changing their
user base. Once a building is sold, the service cannot be re-created there. There has
been some public and staff opposition to this but the changes continue. (257) Some of
the material making the case for or against such changes has exposed the slight
evidence base for the outcomes of day care services related to equality and
diversity. It is, of course, important to assess if these changes are as extensive as
they are being portrayed. There has been much change in day services (broadly
defined over the past decades) and some evidence that they are under-used Whillier(258) cited 30-40% under-use. There have also been changes in ownership and
management with local authorities, in particular, commissioning from or transferring
day services to the voluntary sector and private sector providers offering day care as
part of the activities of a care home.
Description of the service
As mentioned above, a distinction is often made between ‘day services’ that are
delivered outside people’s own homes and are generally building-based and ‘day
opportunities’ which may or may not be building-based. Day services cover a
diverse range of services and activities. They cater for a variety of people and needs,
and serve a number of different purposes, most of which are broadly preventive
including:


providing social contact and stimulation; reducing isolation and loneliness



maintaining and/or restoring independence



providing a break for carers



offering activities which provide mental and physical stimulation



enabling care and monitoring of very frail and vulnerable older people



offering low-level support for older people at risk



assisting recovery and rehabilitation after an illness or accident



providing care services such as bathing and nail-cutting



promoting health and nutrition



providing opportunities for older people to contribute as well as receive(259)

‘Day opportunities’ are not necessarily communal, and may be of any duration.
There seems no need for a day opportunity to be outside the home - an activity can
be brought to the individual:
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Practice example: what is meant by day opportunities?
Day Opportunities are being developed to provide a flexible response to older people’s
needs. These services will offer support either within an individual's home, and/or
support to access social and recreational activities in local communities. The services
are not based on attendance at a day care centre. The services, purchased or provided,
consist of a range of opportunities designed to promote ordinary living through
(260)
developing and maintaining links with existing community services.

Nonetheless, policy continues to portray day centres as part of the local or
community resource for older people. The Care and Support White Paper outlines
the expectation by government that:(261)
Leisure centres, libraries, day centres and community centres should be open,
inclusive and culturally sensitive venues (p.24).
We may be witnessing a paradox. Older people unable to access leisure centres,
libraries, day centres and community centres in their current form, even with
assistance, may be at risk of further social care exclusion if there are no buildingsbased alternatives that meet their needs. This tension makes it important to be
conscious of equalities so that people who are at risk of social care exclusion are not
further disadvantaged.
It is therefore very important to have clarity over terminology and definitions so that
comparisons are not meaningless or confusing. This is particularly so when one form
of support seems to be cloaked in value-laden terms that are suggesting superiority,
such as choice, flexibility, or opportunity.
Gaps in the research information
McVicker(262) observed that day care has been very neglected within both research
and policy fields and consequently little research-based information is available to
inform the debate. In some respects, this reflects an overall lack of research into
social care services in the UK. In a recent scoping review on good social care for
people with complex needs, such as dementia, Gridley and colleagues(263) looked in
detail at 86 papers identified from a sizeable 5,098 potential studies. Of these 86, 35
advocated person-centred support for people with complex needs but no robust
evidence was found to support any particular model. They did find some examples
of promising practice but none of these had been formally evaluated. This means
that attempts to develop or sustain services are not easily evidence based.
In other respects, it can be attributed to the uncertain nature of day services. The
past decade has seen many references to the possible demise of formal day services,
linking this to the changes arising from the policy of personalisation.(264) For
example, the social work magazine Community Care(265) asked ‘Are day centres
outdated in the personalisation era?’ While some research looks at the use of
personal budgets among older people,(266, 267) the effects of major reductions on day
centre provision in localities in terms of older people’s choices about what support
they would like remains under-researched. Day services are also widely used as a
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form of short breaks by carers(268) and the implications of these closures on support
for carers remain to be established.
Other changes include the rise in day centre charges for users – both those
contributing all or part of the costs met by the local authority and those older
people paying the full cost themselves.(269) This too may affect the survival of day
centres if they are seen as poor value for money or other options are more
affordable.
In a recent report for the trade union UNISON (whose members include those
working in day care services) on the subject of day care centres, Needham(257)
concluded:
Some high profile campaigns against day centre closures have made local
headlines. There is a need to continue to build a national picture of what is
happening to day centre provision, and what issues staff and service users are
experiencing in their localities. There is also a need to share examples of
where positive alternatives and service improvements are emerging (p.17).
Some of the implications of the changes to day care services are reported in the
Equalities Impact Assessments (EIAs) conducted by local councils prior to making
major changes to a service. These potentially provide the means to consider if there
are differential effects of proposed changes. Two such EIAs are reported below and
these may be of use locally as a baseline of information and as a way of seeing what
the arguments for change are built upon.
Practice example: two Equality Impact Assessments
The long-term vision for day opportunities for older people is being developed in
partnership with older people themselves, with service providers and other key
stakeholders. The aim of the project is to ensure that future day services and day
opportunities for older people are more personalised and focused around reablement.
Day services for older people and older people with dementia or other high support
needs (including physical and functional mental health needs and or sensory loss) play
an important supporting role in maximising opportunities for well being, improving
(270)
quality of life and promoting independence.
From the data currently available to us there are three groups that appear to have a
very low take up of the low level services offered. [These] are older people from BME
(271)
[black and minority ethnic] communities, men and people on low income.

A particular challenge will be to identify the longer term effects of these closures on
former users and prospective users which are, as yet - and may continue to be,
unknown.
However, other gaps in the literature are not necessarily associated with the
complexities of the current context. Age UK in a detailed overview of the evidence
on outcomes, concluded that while very few studies have specifically evaluated the
impact of day services. those that have done so have found that older people
attending day services benefited from doing so, as did their carers.(259) Sadly, there is
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little detail in such studies and descriptions that can be related to protected
characteristics other than age. At local level, many evaluations and work related to
day care provision remain inaccessible and unknown, largely because they consist of
‘grey literature’ and are not deposited in any national data collection. For example,
see Age UK Maidstone’s observation that it sends a questionnaire to the 180 users
of its day care service twice a year(272) but about which no details are publicly
available. Information of this sort may be compiled as part of a competitive
tendering process, thus it may be viewed as commercially sensitive.
A further difficulty in relation to day care services is that reports covering usage and
user experiences are often small scale and the context of the service is not always
clearly described making it difficult to know what is offered at the service, what is
used and by whom. As the example from London Borough of Kingston above
illustrates, some day care is ‘low level’ and therefore comparisons with other day
care centres would need to ensure this was taken into account. Few studies enable
us to see the people using day care services in the context of other parts of their
lives; so we do not always know whether the person has support from other parts of
the social care system or family networks, for example. Some studies are now
reflective of service contexts that have changed considerably, such as the decline of
day hospital provision.(273) Others reporting on psychosocial interventions in a day
care setting do not always mention what is happening in the rest of the service.
Thus we might know something about the benefits of dancing or art therapy, but not
about the rest of someone’s day. One example of an extensive study of older
people’s views of day centres in Oxfordshire undertaken by older people themselves
interviewed 44 users.(274) However, no detail was reported and perhaps not
collected about several of the protected characteristics.
Levels of need and access to services
Age
Many users of day care facilities are, not surprisingly, in late old age. However there
are some forms of day care where service users are significantly younger. For
example, people who have experience of homelessness have poor health and social
support and many of them may be users of day care services which take people of
all ages.
Practice example: day centre for homeless, vulnerable and excluded
Most clients of St Wilfred’s Centre in Sheffield ‘are aged 36-60 (78%) reflecting the core
service users at the Centre...We work with men and women (at a ratio of around 75:25)
broadly described as “vulnerable.” This means that some people who come to us are
homeless or are likely to have accommodation that they are struggling to manage.
Mental health problems affect a significant number here; caused by abuse, mild
spectrum disorders, loneliness, or just the basic inability to cope with day to day living
in our society. Over the past three years we have gradually adapted the focus of St
Wilfred’s away from the strict day centre model to a more holistic approach as we now
find that at any one time around 70% of our clients are coping with mental health
issues and will not engage with other providers. Many struggle with life skills and
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literacy and many cannot cope with structure. If we were not here for them, they
simply would not go anywhere else. We give practical support to overcome barriers of
social exclusion particularly for those with high support needs often shunned by other
(275)
agencies’.

Crane and colleagues(276) have concluded that such centres can be highly
personalised and have good outcomes because they offer more intensive,
individualised and flexible support than many other mainstream services.
There is some evidence that other people who are classified as being ‘older’ may be
excluded on grounds of age from services they have previously used, such as day
centre facilities for working age adults. The Mental Health Inquiry into Later Life, for
example, heard that funding criteria used by local authorities have led to people
aged over 65 years being ‘kicked out’ of day centres for people with mental health
problems. The consequence is reported to be inadequate support at a time when
their mental health needs may be increasing.(277)
Disability
The majority of people using day care services are described as ‘frail’, although there
is disagreement about what this term describes precisely(278) and many have a long
term condition or disability. Within this are traditional divisions between day care
services organised by age (younger and older adults), and by disability or long term
conditions, for example, mental health problems (particularly dementia) or stroke.
Some of these latter services may have evolved from former day hospitals.
The intersection between gender and disability can impact upon people’s willingness
to use day services. Practitioners often report that men with dementia are reluctant
to attend day services. Archibald(279) concluded that ‘special’ places for men with
dementia in service settings may help them feel less constrained and may enable
them to talk about shared interests or backgrounds. This may be assisted by the
presence of male workers, creation of opportunities to do what men might value,
reflections on opportunities to recreate aspects of their social role, whether this
relates to sport, games, socializing, or other parts of their biography. Where day
services cannot create spaces of this sort, a lack of suitable alternatives can create
an issue for family carers over and beyond the person with dementia’s unmet need
for social activities because day services have traditionally being a way of giving
carers a break.(268) Manthorpe and Moniz-Cook(280) argued that more thought needs
to be given about how men are welcomed into early dementia services, such as day
services and peer support groups, and the images that such services convey through
their publicity and illustrative activities.
The example below, from a research study investigating support for people with
complex needs in the current policy environment of personalisation,(263) is of Essex
Dementia Care. It shows that a day care service can also be nested in other services
providing day opportunities.
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Practice example: a flexible dementia service
The Essex Dementia Service aims to help people with dementia to maintain an active
lifestyle and remain at home. It specialises in both dementia and use of activities
therapeutically. There are two main service areas: a one-to-one service where a
practitioner meets with a client and engages them in an activity, or series of activities,
depending on their mood and preference and two activity centres in different localities,
each open one day per week. People may come to the activity centre in the early
stages of dementia, and move through to the one-to-one service as their needs become
more severe and complex. The activity centres are a useful way for people to get to
(281)
know all of the Essex Dementia Care staff, which in turn supports continuity.

Participants at a seminar in Scotland(282) sought to investigate what might be the
implications of the rise of the baby boomer generation on day care provision. They
noted that most current or traditional day care providers prioritised their services to
meet the needs of the frailest older people. In discussion with a range of providers
and older people, the potential of new types of day support that would meet the
needs of a wider group of people, and offer support, care and opportunities for a
fuller, more productive and interesting life was raised. This rather inconclusive
debate did not identify any risk that the needs of very disabled and frail older people
might not be met in such settings (such as, ostomy care, medications, wound care
and reablement). These might include use of specialist equipment and nursing care.
Gender reassignment
There is a almost complete absence of research on transgender people’s access to
any sort of social care(27) and none on the experiences of older transgender people.
This means that we do not have any research evidence about their levels of need
for, and access to, day services. Whittle and colleagues(28) and Pugh(283) report on
the risks faced by transgendered people in public situations in terms of exposure to
transphobia and hate crime. They may also have experienced discrimination from
health and social care staff.(27) These factors may influence their willingness to
attend mainstream day services.
Race
Historically data on the ethnic origin of social care users have not been good,(284)
partly because of variable ethnic monitoring and recording and partly because of
differences in the way that ethnicity is defined. Published research is now more
likely to include information on participants’ ethnicity than in the past but older
studies of day services are less likely to include this information.
The biggest barriers to using general social care services among black and minority
ethnic older people are lack of information and fears that they will not provide
culturally acceptable care.(172, 175, 285) The comparatively long established nature of
some culturally specific day services may mean that day services – in whatever form
– are more popular than home care or other residential support. A large research
study that took place in Leicester found that day services were the preferred option.
The researchers concluded that this was because it did not necessitate overnight
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stays and home care staff did not have to enter people’s own homes and thus cross
the boundaries of cultural space. In the researchers’ opinion this helped explain why
there was high take up of day care services among the Asian older population of
Leicester.(286)
Older people from black and minority ethnic groups are not evenly distributed
across UK, although this pattern is changing.(128) This may explain why in some areas
day services for black and minority ethnic older people may continue to be part of
intergenerational, community or family centres or groups and not develop into a
service restricted to older people.
A combination of experience in dealing with greater ethnic diversity among users,
training, regulation, and legislation appears to have improved providers’ awareness
of the need to provide more culturally sensitive care, especially around the provision
of food, assistance with personal care, such as bathing and dressing, and religious
worship.(287) Alongside these improvements lies the risk that unquestioning
assumptions about ‘food and faith’(173) could lead to stereotyping and a tendency to
ignore other aspects that are important to individuals. For instance, when asked
where they wanted to go on an outing, a group of older Asian women attending a
mental health day service chose to visit a pizza restaurant.(173)
Given that levels of fluency in English vary among the current generation of black
and minority ethnic older people, possible feelings of isolation can be accentuated
when no other users or staff members speak their language. We do not know how
many culturally specific day services are supporting people who are not fluent in
English. It is also important to remember the language preferences of Welsh, Irish,
Gaelic, and Ulster Scots-speaking older people. From Wales, a recent overview
observed that social and health care services appeared to be premised:
…on the expectation that service users or carers will identify the need and
create the demand for Welsh-medium services, rather than on the basis that
service providers have a duty to offer and provide.(288)
Practice example: day care for people speaking Gaelic
The Cobhair Bharraigh Day Care Centre is ‘welcoming, comfortable and homely,
designed to meet the needs of Cobhair Bharraigh service users [living in the islands of
Barra and Vatersay]. We presently offer four sessions of Day Care each week to
sufferers of Dementia, Alzheimers and the frail and elderly (sic). Each session runs from
10.30am—3pm enabling carers to have some much needed extra time to themselves,
and maintain their social and economic roles within the community. A nutritious meal,
which is freshly prepared on the premises, is provided each day. Service Users have the
opportunity to get involved in meal preparation and we provide a wide and varied
range of Day Care activities at each session. As Gaelic is the preferred language of many
of our service users, we have both Gaelic and English speaking staff to ensure that the
(289)
communication needs of all service users are met.’
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Religion and belief
Although many faith based organisations do provide day opportunities for local
residents, research-based information about those using these services is lacking.
The very limited existing discussion about this support is usually discussed in terms
of ethnicity or culture, for instance the services of Jewish Care, and more attention
needs to be paid to drawing out the implications of social care developments and
changes for faith based organisations.
In the UK a small number of specialist day care services exist for some faith groups
and some of these are held in religious buildings. In his description of the work of
two mosques in Bradford, McLoughlin(290) noted that both offered day services for
older people as well as other specific support for other age groups.
We know that the government is hoping that faith-based organisations will play a
bigger role in delivering the ‘Big Society’. If faith-based organisations become
increasingly involved in the delivery of services that were previously delivered by
non-denominal organisations, it is not clear what impact this will have on access to
and uptake of services(291, 292)
While adherence to a formal religion tends to be higher among black and minority
groups than among the White British population, the highest proportion of people
stating that they do not have a religion are Chinese.(293) This highlights the risks of
making global assumptions about religion or belief among people from minority
ethnic groups.
Sex
Women are generally the majority of day centre users. Their longer life span,
greater prevalence of long-term disability, and greater likelihood of outliving a male
partner among heterosexual women help explain this gnder difference.
Interestingly, there seems an inverse research law, in that much research either
does not observe that users are women, or concentrates on the men in the minority.
Local contexts are also likely to be important in residents’ demographic profiles; in
areas where men die early, notably in poorer parts of the UK, men may be an even
smaller minority of those accessing day services.
Men who are have lost partners or never had partners, often have more restricted
social networks, engage in more risky health behaviours, and are more materially
disadvantaged than married older men.(294) Offers of day care may be very
welcome, even if they have family or other carers, leading to real improvements in
their quality of life, mood, nutrition, self-care, and reductions of loneliness. Studies
of the experiences of being widowed in later life have found that some men find it
hard to sustain their former contacts and friends and that their support networks
may further decrease in size as they age.(295, 296) Some studies have shown that
many men prefer different forms of social involvement than women, of a type that
seems useful and supports their identity(297) but this may need to be proactively
maintained, with access to transport, for example.
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Care practices that address gender dynamics and the needs of men as minorities
need to ensure men have the space they wish to express aspects of their masculine
identities. Being a minority in any group may be a cause of anxiety; the only man
may feel very isolated or self-conscious; the more so if he is, for example, gay or
from a minority ethnic or religious group.
As well as making up the majority of service users, women also form the
overwhelming majority of staff working in day services.(298) In some day services,
social activities may be associated with activities traditionally associated with
women, such as cooking or sewing. Being conscious of this, some care settings have
developed men’s rooms, or areas, recreating, for example, the setting of a pub, or a
workshop. Others have developed men’s groups, often facilitated by male members
of staff, students, or volunteers. There has recently been great interest in the
potential of men’s sheds which support men who want to meet together and
socialise or share and learn skills. In Australia, these have been successful in
attracting diverse groups of men, particularly those who would be reluctant to
attend a ‘traditional’ day service.(299) An evaluation of three men’s shed that have
been developed in England is currently taking place but has not yet reported its
findings.(300)
Practice example: men in sheds
'I worked for 34 years at a desk job in London and came up to Kendal to spend my
retirement years here 15 years ago. My wife had heard about Men in Sheds, and
suggested I give it a try. On my first day [I was shown]…the 'tools of the trade' and
taught…how to use them…I have already learned several new skills after just four
sessions. The atmosphere and camaraderie in the place are also very pleasant.
Speaking for myself, as a practitioner of Buddhism I found that the stillness of mind that
is experienced when working with my hands with full attention is something that I
(300)
never experienced working in an office.’

Care practices that address gender dynamics and the needs of men as minorities
need to ensure men have the space they wish to express aspects of their masculine
identities. Archibald (279) concluded from her study of dementia care that ‘special’
places for men in service settings, may help them feel less constrained and may
enable them to talk about shared interests or backgrounds. This may be assisted by
the presence of male workers, creation of opportunities to do what men might
value, reflections on opportunities to recreate aspects of their social role, whether
this relates to sport, games, socialising, or other parts of their biography.
Not all men, of course, wish to socialise with other men and a cautionary note is
made in the research report from Age Concern Surrey that practitioners may
sometimes over-emphasise men’s desire to mix in male company:
Professionals were inclined to stress the need for men to be able to meet
other men, but many (by no means all) of the men interviewed were keen to
meet with women as they missed female companionship.(294)
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Sexual orientation
Although day services have traditionally been used by high proportions of people
living alone and we know that proportionally more lesbian, gay and bisexual older
people live on their own,(20) we could not identify any research looking at gay,
lesbian and bisexual older people’s need for, and access to, day care. This reflects a
wider lack of research into the needs of older lesbian, gay and bisexual older people,
and in particular the needs of those living outside large cities.(18) However, we do
know that many lesbian, gay and bisexual older people feel excluded from gay
organisations aimed at younger people and mainstream organisations aimed at
older people.(20, 239) Taken together, these factors suggest that there is an unmet
need for welcoming and inclusive day services.
Price(22, 301, 302) is one of the few researchers who has sought accounts from carers of
older people with dementia of service use and perceptions. She found that carers,
both lesbian women and gay men, mediated disclosures of their sexualities to health
and social care service practitioners. For many carers, initial professional responses
to these disclosures and hints of disclosure affected their decisions about ‘coming
out’ further. She concluded that service providers were at best accepting of gay and
lesbian people, but generally there was ‘pervasive disregard’ of their needs.
Although not based on formal research, experience from other services that have
been successful in recruiting older lesbian, gay, and bisexual service users could be
useful in ensuring that they are not deterred from using day services. A checklist
from Opening Doors includes:


Using pictures of same sex couples in promotional materials and around the
building



Ensuring that interview areas are private and that people are reassured about
confidentiality



Avoiding questions and terms that assume people are heterosexual



Using open questions about people and activities that are important to the
service user so that people feel free to discuss them



Recording sexual orientation using a recommended format (see chapter on
challenges)(303)

User experiences and outcomes
User views
The lack of research into day services for people with different protected
characteristics means that it is impossible to examine whether people’s experiences
of day care differ according to their protected characteristics. Almost all those who
use day services generally feel very positively about it. The lack of information
about those who are offered the service but decide not to take it up or use it for a
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short period means that we do not know whether equalities issues have played a
part in their decision to stop, or not use, the services.
The main benefits reported by people using the service are improved social contact,
physical and psychological benefits from taking part in activities, a break for family
carers, access to a hot meal, and help with personal care, such as help bathing or
cutting toenails.(259, 274) many older people attending day care, especially those living
alone, have health problems that make it more difficult for them to cook a meal or
undertake personal care activities independently. Asian carers may prefer day care
to other alternatives for getting a break, such as overnight stays or home-based
support.(286) Although some men are deterred by the gender imbalance in
traditional day services, extending the number of activities on offer and encouraging
men to take up roles as workers or volunteers may help improve their
experiences.(300, 304, 305) The lack of attention to sexual and gender identity in
research into day care means that we do not know about lesbian, gay, bisexual and
transgender people’s experience of the service.
Day care and personal budgets
Changes to commissioning and the advent of personal budgets raise important
issues about whether the benefits of day care can be equally, or better, met by
other types of service. Unfortunately, the size of the evidence base on person
centred approaches is still too small to indicate which types of approach work best
in what circumstances.(263)
Early research about day opportunities emerged from the evaluation of the
individual budgets (IBs) pilots.(306, 307) This extensive research found that outcomes
for older people were not always improved by the greater choice and control
offered by personal budgets in the form of direct payments. This study found that
older people tended to make less use of innovative approaches to support and
deployment options than other users of social care. One reason for this may be that
per capita social care funding for older people is lower than for equivalent levels of
impairment in younger age groups. Netten and colleagues(308) questioned whether,
when funding is comparatively low for the level of need, it will simply not be
possible for many older people to take advantage of the potential flexibilities of
personal budgets. They suggested that this might help explain the lack of a positive
impact of personal budgets on older people and, if so, this challenges the potential
for achieving better outcomes through personalisation at a time of financial
austerity and cuts to local authority social care funding.
This is an important study because many other studies reporting older people’s
views on different types of support have consulted people who are not using social
care services.(309, 310) Unlike the evaluation of individual budgets, studies of this sort
rarely analyse participants’ views in relation to different levels of disability. Older
people who are very frail tend to be excluded from consultations of this sort and it is
not clear if their views may differ from those with fewer needs.
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However, recent evidence on day opportunities among older people using personal
budgets (funded by local authorities) offers some illustrations of the ways in which
men, in particular, may use such money to choose activities that are tailored to their
interests. In a study of carers’ support, Moriarty and Manthorpe (in press) provided
one example of a man with dementia who had been working in the construction
industry whose wife arranged for a young man to take her husband round various
DIY superstores and shops as part of their walks and outside activities in clear
preference to a day centre place. Comparing uptake of, and views about, personal
budgets according to people’s protected characteristics may be one way of
investigating the extent to which they are able to promote equalities.
User involvement
Much of the research about day care was undertaken before user involvement was a
priority and so it is not surprising that we did not find any evidence on the ways in
which different service users had been involved in running day services. The former
Commission for Social Care Inspection (CSCI)(12)offered advice on how care providers
should ensure that lesbian, gay and bisexual people receive an equal service. This
could be used as a framework for evaluating the involvement of all groups according
to their protected characteristics:


creating an ethos in the service where LGB people are valued;



reviewing policies and procedures and assessment processes to ensure that
they do not discriminate;



providing training and support to staff;



positive action to make LGB people feel welcome and able to come out, for
example by including them in publicity;



ensuring that LGB people have a choice of which staff support them;



enabling LGB people to have contact with their communities and friends;



valuing LGB people’s relationships;



taking appropriate action when discrimination does happen; and



listening to the views of LGB people and monitoring progress.(p. 6)

Key findings


While monitoring and reporting of service users’ ethnicity appears to have
improved, this does not apply to other protected characteristics such as
sexual orientation and religion and belief. Gender is usually recorded in a
binary way as man/woman. This makes it difficult to know how successful
day services are in providing support to all sections of the community. This
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applies to research, to service providers, and older people’s groups
undertaking scrutiny of local provision.


Most traditional day services are generic. Culturally specific day services or
services for older lesbian, gay, bisexual and transgender older people are only
likely to develop in large cities. Venues offering generic day services need to
be able to offer space for a choice of activities, culturally acceptable menus,
and ensure that lavatories and bathrooms offer sufficient privacy.



There is some evidence that Asian carers prefer day services to other types of
service giving them a break. We need to be better at identifying whether
people with other protected characteristics have similar or differing
perspectives on day care than those found among older people as a whole.

Personal budgets may offer increased opportunities for people to have greater
choice in terms of how they spend their day. However, it will be important to see
whether closures of traditional day services have a differential impact on people
with very severe disabilities and their carers who may still be unable to access
mainstream social and leisure activities even with very intensive support.
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Conclusion
This document contains new information about the extent to which five key services
– falls prevention, home from hospital, handyperson services, befriending and day
opportunities – used singly or in combination by many older people can be said to
offer an inclusive service in terms of seven of the nine protected characteristics
included in the Equality Act 2010 (age, disability, gender reassignment, race, religion
and belief, sex and sexual orientation). While some of these services are associated
with use of health and social care services, others relate to other important wider
elements of wellbeing, such as home repairs and modification, or a community
support service that has long-standing roots in the voluntary sector – befriending.
Many of the areas considered are found across different sectors – statutory health
and social care; the voluntary and community sector and even commercial bodies
who may offer such services for a fee or be commissioned to run them.
The key conclusion of this scoping review is that, despite the longstanding nature of
equalities legislation in terms of sex, race, and disability, the number of studies
specifically designed to measure inequality in terms of these characteristics remains
tiny. Although legislation designed to protect people in terms of their sexual and
gender identity or religion and belief is more recent, these aspects of people’s lives
are rarely measured in mainstream research. That which exists is usually funded by
pressure groups such as Stonewall or Press for Change. Without it, we would know
even less about the experiences of lesbian, gay, bisexual and transgender people.
Within these groups, the experiences of older bisexual and transgender people are
conspicuously absent.(18) In the UK, religion and belief has traditionally been
thought of as a personal issue. Although it has been shown that there are some
instances in which religio-cultural factors are more important than ethnicity in
explaining differences between groups,(5) religion and belief has been very under
researched.
The second conclusion is that, despite the absence of a substantial research
evidence base in each of the services included in this review, there are some
commonalities across services that give greater weight to the findings than if they
were restricted to a single service. Recurrent themes include:


The value of developing inclusive publicity that shows a full range of service
users in terms of their protected characteristics.



The link between recruitment policies and support for different types of
service user. Recruiting a diverse workforce of employees and volunteers
helps send the message that the organisation is an inclusive one and
contributes to the overall strength of the workforce in terms of its skills and
experiences.



The need to take account of how experience of other health and social care
and housing services can impact upon people’s willingness to try falls
prevention, home from hospital, and handyperson services, befriending and
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day opportunities. In particular, previous experience of discrimination can
influence people’s preconceptions about a service – making it important to
create environments in which people feel accepted as an individual, in which
they feel their confidentiality will be respected and in which they feel
confident that should they experience discrimination, action will be taken.


The lack of information about people using services in terms of their
protected characteristics spanned across falls prevention, home from
hospital, handyperson, befriending, and day services, different types of
research in terms of methodology, and different disciplinary bases in terms of
medicine, nursing, gerontology and so on. This made it very difficult to draw
firm conclusions in terms of access.



Information on different protected characteristics is also needed to look at
outcomes. Recent research has emphasised the importance of social
interaction in terms of maintaining wellbeing and preventing loneliness.(223,
224, 277)
Take up at falls prevention classes can be improved if people feel they
are going to be enjoyable(89) and reports about befriending and day
opportunities are worded similarly in terms of their impact upon social
isolation.(194, 259) Where take up appears to be less among different groups in
terms of their protected characteristics, it is important to identify whether
this is because they have different experiences of the service.



The area in which we found least information was on user involvement.
Although there is a growing literature on user involvement, information on
how to ensure that participation is inclusive remains limited. Government
plans for care and support emphasise autonomy and choice(261) so it will be
important to develop this area in the future in order to demonstrate service
effectiveness.

Our final conclusion is that if we are to improve the way that information on
people’s protected characteristics is collected, we need to know more about how
best to do it. If staff and volunteers ask for more information on people’s protected
characteristics than they do currently, we need to know more about how to do this
in a proportionate way and which formats and questions are acceptable to older
people. Older people may feel some questions are intrusive and staff may be wary
of seeming to be driven by the requirements of ‘paperwork’ or bureaucracy.
Returning to the theme of user involvement, older people will need to be engaged in
the processes that will help ensure that services and support are fairly offered and
personally acceptable to all older people.
We have set out our remaining thoughts as a series of messages for different
readerships but, of course, many of these readerships and messages are
overlapping.
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Messages for older people
Further emphasis on equalities will need to be based on accurate information and
older people are likely to be asked for further details about themselves than they
are used to. Some of these enquiries may seem unnecessary or even impertinent.
There may be concerns about the use to which such personal information is being
put. Older people can play their part in explaining why this is necessary, in taking
part in opportunities to assist in compiling or producing information that is
accessible to other older people, and can reassure professionals and volunteers that
they understand the importance of good information and why it is being collected.
Messages for older people’s groups, advocates and campaigning groups
Members of such groups will need to develop skills in understanding their local
population profiles and considering the implications and limitations of data that
seeks to offer some insights into whether services and support are sensitive to
equalities issues. They will need to be confident in supporting individual older
people and different groups who are questioning service providers and policy
makers. Different groups will likely have different interests and may need to work
with other groups to ensure that they are able to compile a more complete picture
of the subject in question.
Messages for researchers
On the whole, reporting standards in terms of participants’ personal characteristics
were very variable. Researchers will need to justify why they choose to collect and
report certain data and not others. Some researchers may find that funders and
advisory groups wish them to collect more while others may find that there is
pressure to reduce the burden on participants. We hope that researchers will
discuss these tensions with older people and that funders will encourage them to
collect data and to report such information with a view to equalities and reflecting
the diversity of older people. The implications of achieving good enough samples of
different groups should be explored in developing research and evaluation proposals
and funders should talk with researchers and evaluators about ensuring that the
diversity of the older population is reflected in their work.
One suggestion is that editors of academic journals could play a role in increasing
awareness of this issue by requiring authors to include more details about the
demographic characteristics of their participants or at least explain why they have
been unable to provide these details.(35)
Messages for practitioners and volunteers
In common with messages for other groups above, practitioners and volunteers will
need to be assured that there is a point to collecting information related to
equalities and that it will be used. Asking older people to provide personal
information requires skill and understanding if it is not to cause distress. Both
practitioners and volunteers could be supplied with information giving examples of
why collecting such data is important and how it is used. Audits of notes and
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records may be a helpful way of improving data collection and need to be
approached constructively. Data about volunteers and practitioners are also
important and their collection should be similarly respectfully undertaken.
Messages for decision makers and policy makers
Collecting information about equalities is only the beginning and not an end in itself.
Policy makers and decision makers will face new data and will need to apply this to
the subject and to their locality. One major challenge will be how to respond to data
around multiple diversity and how to assess the impact of policies that affect people
with several protected characteristics, not just one. Older people will be watching
to see how new information about equalities will be incorporated into decision
making and how transparent this will be. Our final conclusion is that the UK
research and reports on equalities issues and older people often have their
limitations but the UK has a strong tradition in collecting and using information
about diversity that compares well with other areas. This has been fostered by
policy makers and is most evident in official statistics. This should be recognised,
sustained, and developed.

72

References
1.
2.

3.

4.
5.

6.
7.

8.

9.

10.

11.

12.

Equality Act, Equality Act 2010. 2010, The Stationery Office Limited: London.
Hansard. House of Commons, Written Ministerial Statements, Parliamentary
Under-Secretary of State for Education, 10 Jun 2010: Column 15WS. Accessed
9 January 2011, Available from:
http://www.publications.parliament.uk/pa/cm201011/cmhansrd/cm100610
/wmstext/100610m0001.htm.
HM Government. The Equality Strategy. Building a Fairer Britain: progress
report. London: Government Equalities Office. Accessed 30 July 2012,
Available from:
http://www.homeoffice.gov.uk/publications/equalities/equality-strategypublications/progress-report?view=Binary.
Parken, A., A multi-strand approach to promoting equalities and human
rights in policy making. Policy & Politics, 2010. 38(1): p. 79-99.
Hills, J., Brewer, M., Jenkins, S.P., Lister, R., Lupton, R., Machin, S., Mills, C.,
Modood, T., Rees, T., and Riddell, S. An Anatomy of Economic Inequality in
the UK: Report of the National Equality Panel. CASE Report 60. London:
Centre for Analysis of Social Exclusion, London School of Economics and
Political Science. Accessed 29 July 2012, Available from:
http://eprints.lse.ac.uk/28344/1/CASEreport60.pdf.
Petticrew, M. and Roberts, H. Systematic Reviews in the Social Sciences: a
practical guide. Oxford: Blackwell Publishing.
Moriarty, J., Manthorpe, J., Stevens, M., and Hussein, S., Making the
transition: comparing research on newly qualified social workers with other
professions. British Journal of Social Work, 2011. 41(7): p. 1340-1356.
Manthorpe, J., Martineau, S., Moriarty, J., Hussein, S., and Stevens, M.,
Support workers in social care in England: a scoping study. Health & Social
Care In the Community, 2010. 18(3): p. 316-324.
Levac, D., Colquhoun, H., and O'Brien, K.K. (2010) Scoping studies: advancing
the methodology. Implementation Science 5, DOI:
http://dx.doi.org/10.1186/1748-5908-5-69.
Anderson, S., Allen, P., Peckham, S., and Goodwin, N. (2008) Asking the right
questions: Scoping studies in the commissioning of research on the
organisation and delivery of health services. Health Research Policy and
Systems 6.
Pawson, R., Boaz, A., Grayson, L., Long, A., and Barnes, C. Types and Quality
of Knowledge in Social Care. Knowledge review 3. London: Social Care
Institute for Excellence. Available from:
http://www.scie.org.uk/publications/knowledgereviews/kr03.pdf.
Commission for Social Care Inspection. Putting People First: Equality and
Diversity Matters 1: providing appropriate services for lesbian, gay and
bisexual and transgender people. London: Commission for Social Care
Inspection. Accessed 30 July 2012, Available from:
http://www.thinklocalactpersonal.org.uk/_library/Resources/Personalisation

73

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.
23.

/Localmilestones/putting_people_first_equality_and_diversity_matters_1.pd
f.
Fish, J. Reducing health inequalities for lesbian, gay, bisexual and trans
people. London: Department of Health. Accessed 31 July 2012, Available
from:
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/Publication
sPolicyAndGuidance/DH_078347.
Taylor, J. Working with Older Lesbian, Gay and Bisexual people. A guide for
care and support services. London: Stonewall. Accessed 10 October 2012,
Available from:
http://www.stonewall.org.uk/documents/older_people_final_lo_res.pdf.
Age UK. Equality and human rights in practice. A guide for practitioners and
commissioners of services for older people. London: Age UK. Accessed 31 July
2012, Available from: http://www.ageuk.org.uk/documents/en-gb/forprofessionals/equality-and-humanrights/expert_guide_equalities_in_services_pro.pdf?dtrk=true.
Age Concern Support Services (Yorkshire and Humber). Later Matters:
Tackling race inequalities for BME Older People. Leeds: Age Concern
Yorkshire & Humber. Accessed 7 July 2012, Available from:
http://www.ageconcernyorkshireandhumber.org.uk/BME/.
Keogh, P., Reid, D., Hickson, F., and Weatherburn, P. The Full Report of
Lambeth LGBT Matters: The needs and experiences of lesbians, gay men,
bisexual and trans men and women in Lambeth. London: Sigma Research.
Addis, S., Davies, M., Greene, G., MacBride-Stewart, S., and Shepherd, M.,
The health, social care and housing needs of lesbian, gay, bisexual and
transgender older people: a review of the literature. Health & Social Care in
the Community, 2009. 17(6): p. 647-658.
Cronin, A., Ward, R., Pugh, S., King, A., and Price, E., Categories and their
consequences: understanding and supporting the caring relationships of older
lesbian, gay and bisexual people. International Social Work, 2011. 54(3): p.
421-435.
Guasp, L. Lesbian, Gay & Bisexual People in Later Life. London: Stonewall.
Accessed 3 September 2012, Available from:
http://www.stonewall.org.uk/documents/lgb_in_later_life_final.pdf.
Heaphy, B., Yip, A., and Thompson, D. Lesbian, Gay and Bisexual Lives over
50: A report on the project ‘The Social and Policy Implications of Nonheterosexual Ageing’. Nottingham: York House Publications.
Price, E., Caring for mum and dad: lesbian women negotiating family and
navigating care. British Journal of Social Work, 2011. 41(7): p. 1288-1303.
Moriarty, J., Rapaport, P., Beresford, P., Branfield, F., Forrest, V., Manthorpe,
J., Martineau, S., Cornes, M., Butt, J., Iliffe, S., Taylor, B., and Keady, J.
Practice Guide. The Participation of Adult Service Users, Including Older
People, in Developing Social Care. London: Social Care Institute for
Excellence. Accessed 2 February 2011, Available from:
http://www.scie.org.uk/publications/practiceguides/practiceguide11/index.a
sp.

74

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.
34.

Clare, L. and Cox, S., Improving service approaches and outcomes for people
with complex needs through consultation and involvement. Disability &
Society, 2003. 18(7): p. 935-953.
Young, A. and Hunt, R. Research with Deaf People. Methods review 9.
London, Available from:
http://www2.lse.ac.uk/LSEHealthAndSocialCare/pdf/SSCR%20Methods%20R
eview_9_web.pdf.
Charles, N. A Brief Guide to Carrying Out Research about Adult Social Care
Services for Visually Impaired People. Methods review 3. London, Available
from:
http://www2.lse.ac.uk/LSEHealthAndSocialCare/pdf/SSCR_Methods_Review
_3.pdf.
Mitchell, M. and Howarth, C. Trans research review. Equality and Human
Rights Commission Research report 27. Manchester: Equality and Human
Rights Commission. Accessed 1 August 2012, Available from:
http://www.equalityhumanrights.com/uploaded_files/research/trans_resear
ch_review_rep27.pdf.
Whittle, S., Turner, L., and Al-Alami, M. Engendered Penalties: Transgender
and transsexual people’s experiences of inequality and discrimination.
London: Press for Change/Manchester Metropolitan University. Accessed 29
August 2012, Available from:
http://www.pfc.org.uk/pdf/EngenderedPenalties.pdf.
Reed, B., Rhodes, S., Schofield, P., and Wylie, K. Gender Variance in the UK:
prevalence, incidence, growth and geographic distribution. Ashtead: Gender
Identity Research and Education Society. Accessed 26 July 2012, Available
from: http://www.gires.org.uk/assets/Medpro-Assets/GenderVarianceUKreport.pdf.
Manthorpe, J., Clough, R., Cornes, M., Bright, L., Moriarty, J., Iliffe, S., and
OPRSI (Older People Researching Social Issues), Four years on: The impact of
the National Service Framework for Older People on the experiences,
expectations and views of older people. Age & Ageing, 2007. 36(5): p. 501507.
Moriarty, J., Manthorpe, J., Price, L., Cornes, M., Clough, R., Bright, L., Iliffe,
S., and Older People Researching Social Issues (OPRSI), Rights and regulation.
Adding diversity in inspections of older people’s services, in Sexuality in Social
Work and Social Care. 2006, London South Bank University: London.
Katbamna, S. and Matthews, R. Ageing & Ethnicity in England: A
Demographic Profile of BME Older People in England. London: Age Concern
England.
Race Relations (Amendment) Act, Race Relations (Amendment) Act 2000,
Chapter 34. 2000, The Stationery Office Limited: London.
Jolly, K., Taylor, R., Lip, G.Y.H., Greenﬁeld, S., Raftery, J., Mant, J., Lane, D.,
Jones, M., Lee, K.W., and Stevens, A. (2007) The Birmingham Rehabilitation
Uptake Maximisation Study (BRUM). Homebased compared with hospitalbased cardiac rehabilitation in a multi-ethnic population: cost-effectiveness
and patient adherence. Health Technology Assessment 11.

75

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

Sterling, R., Gender and race/ethnicity differences in hip fracture incidence,
morbidity, mortality, and function. Clinical Orthopaedics and Related
Research, 2011. 469(7): p. 1913-1918.
Mason, S., Hussain-Gambles, M., Leese, B., Atkin, K., and Brown, J.,
Representation of South Asian people in randomised clinical trials: analysis of
trials' data. British Medical Journal, 2003. 326(7401): p. 1244-1245.
Hussain-Gambles, M., Atkin, K., and Leese, B., South Asian participation in
clinical trials: the views of lay people and health professionals. Health Policy,
2006. 77(2): p. 149-165.
Hussain-Gambles, M., Atkin, K., and Leese, B., Why ethnic minority groups
are under-represented in clinical trials: a review of the literature. Health &
Social Care in the Community, 2004. 12(5): p. 382-388.
McLean, C.A. and Campbell, C.M., Locating research informants in a multiethnic community: ethnic identities, social networks and recruitment
methods. Ethnicity & Health, 2003. 8(1): p. 41-61.
Manthorpe, J., Iliffe, S., Moriarty, J., Cornes, M., Clough, R., Bright, L.,
Rapaport, J., and Older People Researching Social Issues, ‘We are not
blaming anyone, but if we don’t know about amenities, we cannot seek them
out’: black and minority older people’s views on the quality of local health
and personal social services in England. Ageing and Society, 2009. 29(1): p.
93-113.
Coleman, P., McKiernan, F., Mills, M., and Speck, P., Spiritual belief and
quality of life: The experience of older bereaved spouses. Quality in Ageing
and Older Adults, 2002. 3(1): p. 20-26.
Weller, P., Feldman, A., and Purdam, K. Religious Discrimination in England
and Wales. Home Office Research Study 220. London: Home Office Research,
Development and Statistics Directorate. Accessed 3 August 2012, Available
from:
http://www.communities.gov.uk/documents/communities/pdf/religiousdiscr
imination.pdf.
Ryan, L., D’angelo, A., Tilki, M., and Castro-Ayala, A. National mapping of
services to older people provided by the Catholic community. London:
Middlesex University, Social Policy Research Centre. Accessed 4 September
2012, Available from:
http://www.mdx.ac.uk/Assets/Caritas_Executive_Summary.pdf.
Mitchell, M., Howarth, C., Kotecha, M., and Creegan, C. Sexual Orientation
Research Review 2008. Equality and Human Rights Commission Research
report 34. Manchester: Equality and Human Rights Commission. Accessed 3
August 2012, Available from:
http://www.equalityhumanrights.com/uploaded_files/sexual_orientation_re
search_review.pdf.
Knocker, S. Perspectives on Ageing: lesbians, gay men and bisexuals. York:
Joseph Rowntree Foundation. Accessed 3 August 2012, Available from:
http://www.jrf.org.uk/sites/files/jrf/ageing-lesbians-bisexuals-gay-mensummary.pdf.
Price, E. LGBT Sexualities in Social Care Research. London: National Institute
for Health Research School for Social Care Research. Accessed 21 May 2012,

76

47.

48.

49.

50.

51.
52.

53.

54.

55.

56.

57.

Available from:
http://www2.lse.ac.uk/LSEHealthAndSocialCare/pdf/SSCR_Methods_Review
_2.pdf.
NHS North West. Everything You Always Wanted to Know about...Sexual
Orientation Monitoring...But Were Afraid to Ask. Manchester: NHS North
West. Accessed 21 May 2012, Available from:
http://help.northwest.nhs.uk/somworkbook/SOM%20workbook.pdf.
Balarajan, M., Gray, M., and Mitchell, M. Monitoring equality: developing a
gender identity question. Equality and Human Rights Commission Research
report 75. Manchester: Equality and Human Rights Commission. Accessed 1
August 2012, Available from:
http://www.equalityhumanrights.com/uploaded_files/research/rr75_final.p
df.
Gillespie, L.D., Robertson, M.C., Gillespie, W.J., Lamb, S.E., Gates, S.,
Cumming, R.G., and Rowe, B.H. (2010) Interventions for preventing falls in
older people living in the community. Cochrane Database of Systematic
Reviews 2009, Article number CD007146 DOI:
http://dx.doi.org.10.1002/14651858.CD007146.pub2.
Riglin, J., Husk, J., Grant, R., and Spencer-Williams, M. Older People’s
Experiences of Falls Prevention Services: patient and public involvement.
London: Healthcare Quality Improvement Partnership/Age Concern/Help the
Aged/Royal College of Physicians. Accessed 12 July 2012, Available from:
http://www.rcplondon.ac.uk/sites/default/files/experiences-of-fallsprevention-services-report-10-february-2010.pdf.
Masud, T. and Morris, R.O., Epidemiology of falls. Age and Ageing, 2001.
30(Supplement 4): p. 3-7.
McKay, C. and Anderson, K.E., How to manage falls in community dwelling
older adults: a review of the evidence. Postgraduate Medical Journal, 2010.
86(1015): p. 299-306.
Scuffham, P., Chaplin, S., and Legood, R., Incidence and costs of unintentional
falls in older people in the United Kingdom. Journal of Epidemiology and
Community Health, 2003. 57(9): p. 740-744.
Age UK. Falls in the over 65s cost NHS £4.6 million a day. Accessed 12 July
2012, Available from: http://www.ageuk.org.uk/latest-news/archive/cost-offalls/.
Hedley, L., Suckley, N., Robinson, L., and Dawson, P., Staying Steady: a
community-based exercise initiative for falls prevention. Physiotherapy
Theory & Practice, 2010. 26(7): p. 425-38.
Age UK. Stop Falling: start saving lives and money. London: Age UK. Accessed
12 July 2012, Available from: http://www.ageuk.org.uk/Documents/ENGB/Campaigns/Stop_falling_report_web.pdf.
National Institute for Health and Clinical Excellence. Review of Clinical
Guideline (CG 21) - Clinical practice guideline for the assessment and
prevention of falls in older people. London: National Institute for Health and
Clinical Excellence. Accessed 26 March 2011, Available from:
http://www.nice.org.uk/nicemedia/live/10956/55758/55758.pdf.

77

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.
69.

70.

71.

Lamb, S.E., Jørstad-Stein, E.C., Hauer, K., Becker, C., and on behalf of the
Prevention of Falls Network Europe Outcomes Consensus Group,
Development of a common outcome data set for fall injury prevention trials:
the prevention of Falls Network Europe Consensus. Journal of the American
Geriatrics Society, 2005. 53(9): p. 1618-1622.
Skelton, D., Dinan, S., Campbell, M., and Rutherford, O., Tailored group
exercise (Falls Management Exercise - FaME) reduces falls in communitydwelling older frequent fallers (an RCT). Age and Ageing, 2005. 34(6): p. 636639.
Hill, A.-M., Hill, K., Brauer, S., Oliver, D., Hoffmann, T., Beer, C., Steven
McPhail, S., and Haines, T.P. (2009) Evaluation of the effect of patient
education on rates of falls in older hospital patients: description of a
randomised controlled trial. BMC Geriatrics 9, DOI:
http://dx.doi.org/10.1186/1471-2318-9-14.
Kramer, B.J., Vivrette, R.L., and Rubenstein, L.Z., Engaging community-based
organizations in fall prevention education. Gerontology & Geriatrics
Education, 2011. 32(2): p. 182-196.
Nyman, S.R. and Victor, C.R., Older people's participation in and engagement
with falls prevention interventions in community settings: an augment to the
Cochrane systematic review. Age and Ageing, 2012. 41(1): p. 16-23.
Yardley, L., Beyer, N., Hauer, K., McKee, K., Ballinger, C., and Todd, C.,
Recommendations for promoting the engagement of older people in activities
to prevent falls. Quality & Safety in Health Care, 2007. 16(3): p. 230-234.
Yardley, L., Bishop, F.L., Beyer, N., Hauer, K., Kempen, G.I.J.M., Piot-Ziegler,
C., Todd, C.J., Cuttelod, T., Horne, M., Lanta, K., and Holt, A.R., Older people's
views of falls-prevention interventions in six European countries.
Gerontologist, 2006. 46(5): p. 650-660.
Gardner, M.M., Buchner, D.M., Robertson, M.C., and Campbell, A.J., Practical
implementation of an exercise-based falls prevention programme. Age and
Ageing, 2001. 30(1): p. 77-83.
Huang, T.-T., Yang, L.-H., and Liu, C.-Y., Reducing the fear of falling among
community-dwelling elderly adults through cognitive-behavioural strategies
and intense Tai Chi exercise: a randomized controlled trial. Journal of
Advanced Nursing, 2011. 67(5): p. 961-971.
Griffin, M., Shawis, T., Impson, R., McCormick, D., and Taylor, M.J.D., Using
the Nintendo Wii as an intervention in a falls prevention group. Journal of the
American Geriatrics Society, 2012. 60(2): p. 385-387.
Wu, G. and Keyes, L.M., Group tele-exercise for improving balance in elders.
Telemedicine and e-Health, 2006. 12(561-570).
Dorresteijn, T.A.C., Rixt Zijlstra, G.A., Van Eijs, Y.J.J., Vlaeyen, J.W.S., and
Kempen, G.I.J.M., Older people's preferences regarding programme formats
for managing concerns about falls. Age and Ageing, 2012. 41(4): p. 474-481.
Laybourne, A.H., Biggs, S., and Martin, F.C., Falls exercise interventions and
reduced falls rate: always in the patient's interest? Age and Ageing, 2008.
37(1): p. 10-13.
Lamb, S.E., Jørstad-Stein, E.C., Hauer, K., Becker, C., and on behalf of the
Prevention of Falls Network, Europe Outcomes Consensus Group,,

78

72.

73.

74.

75.

76.

77.

78.

79.

80.

81.
82.

83.

84.

Development of a common outcome data set for fall injury prevention trials:
the Prevention of Falls Network Europe Consensus. Journal of the American
Geriatrics Society, 2005. 53(9): p. 1618-1622.
Yardley, L., Kirby, S., Ben-Shlomo, Y., Gilbert, R., Whitehead, S., and Todd, C.,
How likely are older people to take up different falls prevention activities?
Preventive Medicine, 2008. 47(5): p. 554-558.
McMahon, S., Talley, K.M., and Wyman, J.F., Older people’s perspectives on
fall risk and fall prevention programs: a literature review. International
Journal of Older People Nursing, 2011. 6(4): p. 289-298.
Hawley, H., Older adults' perspectives on home exercise after falls
rehabilitation: understanding the importance of promoting healthy, active
ageing. Health Education Journal, 2009. 68(3): p. 207-218.
Hawley, H., Skelton, D., and Todd, C., Understanding how we can engage and
maintain older adults in exercise classes: the role of the exercise instructor.
Injury Prevention, 2010. 16(Supplement 1): p. A96-A97.
McInnes, E. and Askie, L., Evidence review on older people's views and
experiences of falls prevention strategies. Worldviews on Evidence-Based
Nursing, 2004. 1(1): p. 20-37.
Roe, B., Howell, F., Riniotis, K., Beech, R., Crome, P., and Ong, B.N., Older
people’s experience of falls: understanding, interpretation and autonomy.
Journal of Advanced Nursing, 2008. 63(6): p. 586-596.
McInnes, E., Seers, K., and Tutton, L., Older people’s views in relation to risk
of falling and need for intervention: a meta-ethnography. Journal of
Advanced Nursing, 2011. 67(12): p. 2525-2536.
Goodwin, V., Jones-Hughes, T., Thompson-Coon, J., Boddy, K., and Stein, K.,
Implementing the evidence for preventing falls among community-dwelling
older people: a systematic review. Journal of Safety Research, 2011. 42(6): p.
443-451.
Gribbin, J., Hubbard, R., Smith, C., Gladman, J., and Lewis, S., Incidence and
mortality of falls amongst older people in primary care in the United
Kingdom. QJM: An International Journal of Medicine, 2009. 102(7): p. 477483.
Willgoss, T.G., Falls in people with learning disabilities: what are the risk
factors and prevention strategies? Nursing Times, 2010(12).
Boyce, T. Falls - Costs, Numbers and Links with Visual Impairment London:
RNIB. Accessed 28 March 2012, Available from:
http://www.rnib.org.uk/aboutus/Research/reports/complexneeds/Pages/fall
s_costs.aspx.
Allan, L.M., Ballard, C.G., Rowan, E.N., and Kenny, R.A. (2009) Incidence and
prediction of falls in dementia: a prospective study in older people. PLoS ONE
4, e5521 DOI: http://dx.doi.org/10.1371%2Fjournal.pone.0005521.
Hembree, W.C., Cohen-Kettenis, P., Delemarre-van de Waal, H.A., Gooren,
L.J., Meyer, W.J., Spack, N.P., Tangpricha, V., and Montori, V.M., Endocrine
treatment of transsexual persons:an Endocrine Society Clinical Practice
Guideline. Journal of Clinical Endocrinology & Metabolism, 2009. 94(9): p.
3132-3154.

79

85.

86.

87.

88.

89.

90.

91.

92.

93.

94.
95.

96.

Spragg, E. Minority Ethnic Elders Falls Prevention. Year One Progress Report.
London: Help the Aged. Accessed 26 March 2012, Available from:
http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/SocialCare/
Deliveringadultsocialcare/Olderpeople/Browsable/DH_5470540.
Help the Aged. Minority Ethnic Elders Falls Prevention. Year Three Progress
Report. London: Help the Aged. Accessed 10 October 2012, Available from:
http://www.ageuk.org.uk/documents/en-gb/forprofessionals/research/minority%20ethnic%20elders%20falls%20prevention
%20programme%20final%20report.pdf?dtrk=true.
Equality and Human Rights Commission. Provision of Goods and Services to
Trans People: guidance for public authorities in meeting your equality duties
and human rights obligations. Public sector guidance. Manchester: Equality
and Human Rights Commission. Accessed 10 October 2012, Available from:
http://www.equalityhumanrights.com/uploaded_files/PSD/psd_trans_guida
nce.pdf.
Horne, M., Speed, S., Skelton, D., and Todd, C., What do community-dwelling
Caucasian and South Asian 60-70 year olds think about exercise for fall
prevention? Age and Ageing, 2009. 38(1): p. 68-73.
Dickinson, A., Machen, I., Horton, K., Jain, D., Maddex, T., and Cove, J., Fall
prevention in the community: what older people say they need. British
Journal of Community Nursing, 2011. 16(4): p. 174-180.
Horton, K. and Dickinson, A., The role of culture and diversity in the
prevention of falls among older Chinese people. Canadian Journal on Aging,
2011. 30(1): p. 57-66.
Iliffe, S., Kendrick, D., Morris, R., Skelton, D., Gage, H., Dinan, S., Stevens, Z.,
Pearl, M., and Masud, T., Multi-centre cluster randomised trial comparing a
community group exercise programme with home based exercise with usual
care for people aged 65 and over in primary care: protocol of the ProAct 65+
trial. Trials, 2010. 11(1): p. 6.
Smart, L. Report on Minority Ethnic Elders Falls Prevention Project(MEEFP):
falls prevention for BME groups in heart of Birmingham. Birmingham: Heart
of Birmingham (HOB) training PCT.
Stanaway, F.F., Cumming, R.G., Naganathan, V., Blyth, F.M., Handelsman,
D.J., Le Couteur, D.G., Waite, L.M., Creasey, H.M., Seibel, M.J., and
Sambrook, P.N., Ethnicity and falls in older men: low rate of falls in Italianborn men in Australia. Age and Ageing, 2011. 40(5): p. 595-601.
Shinchuk, L.M. and Holick, M.F., Vitamin D and rehabilitation: improving
functional outcomes. Nutrition in Clinical Practice, 2007. 22(3): p. 297-304.
Bischoff-Ferrari, H.A., Dawson-Hughes, B., Staehelin, H.B., Orav, J.E., Stuck,
A.E., Theiler, R., Wong, J.B., Egli, A., Kiel, D.P., and Henschkowski, J., Fall
prevention with supplemental and active forms of vitamin D: a meta-analysis
of randomised controlled trials. British Medical Journal, 2009. 339(B3692): p.
843-851.
Liu-Ambrose, T., Eng, J.J., Khan, K.M., Carter, N.D., and McKay, H.A., Older
women with osteoporosis have increased postural sway and weaker
quadriceps strength than counterparts with normal bone mass: overlooked

80

determinants of fracture risk? Journals of Gerontology Series A: Biological
Sciences and Medical Sciences, 2003. 58(9): p. M862-M866.
97.
Hippisley-Cox, J. and Coupland, C. (2012 advance access) Derivation and
validation of updated QFracture algorithm to predict risk of osteoporotic
fracture in primary care in the United Kingdom: prospective open cohort
study. British Medical Journal 344, DOI:
http://dx.doi.org/10.1136/bmj.e3427.
98.
Todd, C., Ballinger, C., and Whitehead, S. Reviews of Socio-Demographic
Factors Related to Falls and Environmental Interventions to Prevent Falls
amongst Older People Living in the Community. Geneva: World Health
Organization. Accessed 15 July 2012, Available from:
http://www.who.int/ageing/projects/3.Environmental%20and%20socioecon
omic%20risk%20factors%20on%20falls.pdf.
99.
Bunn, F., Dickinson, A., Barnett-Page, E., Mcinnes, E., and Horton, K., A
systematic review of older people's perceptions of facilitators and barriers to
participation in falls-prevention interventions. Ageing & Society, 2008. 28(4):
p. 449-472.
100. World Health Organization. WHO Global Report on Falls Prevention in Older
Age. Geneva: World Health Organization. Accessed 16 July 2012, Available
from: http://www.who.int/ageing/publications/Falls_prevention7March.pdf.
101. Stevens, J. and Sogolow, E., Gender differences for non-fatal unintentional fall
related injuries among older adults. Injury Prevention, 2005. 11(2): p. 115119.
102. Kharicha, K., Iliffe, I., Harari, D., Swift, C., Gillmann, G., and Stuck, A.E., Health
risk appraisal in older people 1: are older people living alone an ‘at-risk’
group? British Journal of General Practice, 2007. 57(537): p. 271-276.
103. Harris Interactive. Gay and lesbian adults are more likely and more frequent
blog readers
Accessed 21 July 2012, Available from: http://www.harrisinteractive.com/vault/HIWCC-LGBT-Social-Media-2010-07-13.pdf.
104. Yardley, L., Donovan-Hall, M., Francis, K., and Todd, C., Older people's views
of advice about falls prevention: a qualitative study. Health Education
Research, 2006. 21(4): p. 508-517.
105. Bamford, C. and Bruce, E., Defining the outcomes of community care: the
perspectives of older people with dementia and their carers. Ageing &
Society, 2000. 20(05): p. 543-570.
106. Tanner, D., Co-research with older people with dementia: experience and
reflections. Journal of Mental Health, 2012. 21(3): p. 296-306.
107. Beattie, A., Daker-White, G., Gilliard, J., and Means, R., ‘How can they tell?’ A
qualitative study of the views of younger people about their dementia and
dementia care services. Health & Social Care in the Community, 2004. 12(4):
p. 359-368.
108. Manthorpe, J., Cornes, M., Watson, R., and Andrews, J. Intermediate Care
and Older People: building a case for continuous care. London: Help the
Aged.

81

109.

110.

111.

112.

113.
114.

115.

116.

117.
118.

119.
120.

121.

Wilson, A., Wynn, A., and Parker, H., Patient and carer satisfaction with
'hospital at home': quantitative and qualitative results from a randomised
controlled trial. British Journal of General Practice, 2002. 52(474): p. 9-13.
Royal College of Physicians. Care Closer to Home: narrative report. London:
Royal College of Physicians. Accessed 7 July 2012, Available from:
http://www.rcplondon.ac.uk/sites/default/files/care-closer-to-homenarrative-report_0.pdf.
Shepperd, S., Doll, H., Angus, R.M., Clarke, M.J., Iliffe, S., Kalra, L., Ricauda,
N.A., and Wilson, A.D. (2008) Hospital at home admission avoidance.
Cochrane Database of Systematic Reviews 2008, Article number CD00749
DOI: http://dx.doi.org/10.1002/14651858.CD007491.
Shepperd, S., Doll, H., Broad, J., Gladman, J., Iliffe, S., Langhorne, P., Richards,
S., Martin, F., and Harris, R. (2009) Hospital at home early discharge.
Cochrane Database of Systematic Reviews 2009, Article number CD000356
DOI: http://dx.doi.org/10.1002/14651858.CD000356.pub3.
Woodford, H.J. and George, J., Intermediate care for older people in the UK.
Clinical Medicine, 2010. 10(2): p. 119-123.
Secretary of State for Health. Equity and Excellence: liberating the NHS, Cm
7881. London: TSO (The Stationery Office). Accessed 7 July 2012, Available
from:
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en
/@ps/documents/digitalasset/dh_117794.pdf.
Department of Health. Extra money to help people leaving hospital. Accessed
7 July 2012, Available from: http://www.dh.gov.uk/health/2012/01/careservices-to-receive-170m-in-additional-funding/.
Age UK. Right Care, First Time: services supporting safe hospital discharge
and preventing hospital admission and readmission. London: Age UK.
Accessed 26 July 2012, Available from:
http://www.ageuk.org.uk/documents/en-gb/forprofessionals/research/id200060%20right%20care%20first%20time%2028pp
a4.pdf?dtrk=true.
Waddington, E. and Henwood, M., Home and away: home from hospital,
progress and prospects. Journal of Integrated Care, 2003. 11(6): p. 40-42.
Manthorpe, J., Andrews, J., Agelink, M., Zegers, S., Cornes, M., Smith, M., and
Watson, R., Volunteers in intermediate care: flexible friends? Journal of
Integrated Care, 2003. 11(6): p. 31-39.
Manthorpe, J. and Cornes, M., Intermediate care: older people’s involvement
and experiences. Journal of Integrated Care, 2004. 12(6): p. 43-48.
Henwood, M. and Waddington, E. Home and Away: Home from hospital and
the British Red Cross, progress and prospects. London: British Red Cross.
Accessed 26 July 2012, Available from:
http://www.melaniehenwood.com/documents/Homeandawayfullreport_00
0.pdf.
Zinovieff, F. and Robinson, C.A. The Role of the Voluntary Sector in Delayed
Transfer of Care (DToC)/Hospital Discharge and Prevention of Readmission.
Bangor: Bangor University.

82

122.

123.

124.

125.

126.

127.

128.

129.

130.

131.

132.
133.

Shepperd, S., Harwood, D., Jenkinson, C., Gray, A., Vessey, M., and Morgan,
P., Randomised controlled trial comparing hospital at home care with
inpatient hospital care. I: three month follow up of health outcomes. British
Medical Journal, 1998. 316(7147): p. 1786-1791.
Shepperd, S., Doll, H., Angus, R.M., Clarke, M.J., Iliffe, S., Kalra, L., Ricauda,
N.A., Tibaldi, V., and Wilson, A.D., Avoiding hospital admission through
provision of hospital care at home: a systematic review and meta-analysis of
individual patient data. Canadian Medical Association Journal, 2009. 180(2):
p. 175-182.
Parker, S.G., Peet, S.M., McPherson, A., M, C.A., Abrams, K., Baker, R.,
Wilson, A., Lindesay, J., Parker, G., and Jones, D.R. (2002) A Systematic
Review of Discharge Arrangements for Older People. Health Technology
Assessment 4, DOI: http://www.hta.ac.uk/fullmono/mon604.pdf.
Carers UK. Hospital Discharge and BAME Carers. London: Carers UK.
Accessed 7 July 2012, Available from:
http://www.carersuk.org/media/k2/attachments/BAME_Hospital_Discharge
_Brief.pdf.
Kimani, K.N., Potluri, R., Natalwala, A., Ghosh, S., Heun, R., and Narendran,
P., Length of hospital stay is shorter in black and ethnic minority patients with
diabetes. Diabetic Medicine, 2012. 29(6): p. 830-831.
NHS Benchmarking Network. National Audit of Intermediate Care Report.
Accessed 10 October 2012, Available from:
http://www.nhsbenchmarking.nhs.uk/docs/NAIC_report_20120912.pdf.
Lievesley, N. The Future Ageing of the Ethnic Minority Population of England
and Wales. London: Runnymede Trust/Centre for Policy on Ageing. Accessed
26 July 2012, Available from:
http://www.runnymedetrust.org/publications/147/32.html.
Aspinall, P.J. Estimating the Size and Composition of the Lesbian, Gay, and
Bisexual Population in Britain. Equality and Human Rights Commission
Research report 37. Manchester: Equality and Human Rights Commission.
Accessed 26 July 2012, Available from:
http://www.equalityhumanrights.com/uploaded_files/research/research__3
7__estimatinglgbpop.pdf.
Schofield, I., Knussen, C., and Tolson, D., A mixed method study to compare
use and experience of hospital care and a nurse-led acute respiratory
assessment service offering home care to people with an acute exacerbation
of Chronic Obstructive Pulmonary Disease. International Journal of Nursing
Studies, 2006. 43(4): p. 465-476.
House of Commons Committee of Public Accounts. Improving Dementia
Services in England - an interim report, HC 321. Nineteenth Report of Session
2009–10. Report, together with formal minutes, oral and written evidence.
London: The Stationery Office Limited. Available from:
http://www.publications.parliament.uk/pa/cm200910/cmselect/cmpubacc/3
21/321.pdf.
NHS Conferation. Acute Awareness. London: NHS Confederation.
Department of Health. Intermediate Care – Halfway Home: updated guidance
for the NHS and local authorities. London: Department of Health. Available

83

134.

135.

136.

137.

138.

139.

140.

141.
142.

143.

144.

145.

from:
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en
/@pg/documents/digitalasset/dh_103154.pdf.
Social Care Institute for Excellence. Personalisation Briefing: implications for
lesbian, gay, bisexual and transgendered (LGBT) people. At a glance 42.
London: Social Care Institute for Excellence. Available from:
http://www.scie.org.uk/publications/ataglance/ataglance42.pdf.
Age UK. Transgender issues in later life. London: Age UK. Available from:
http://www.ageuk.org.uk/Global/AgeCymru/Factsheets%20and%20information%20guides/FS16Transgender_issu
es_fcs.pdf.pdf.
Gender Identity Research and Education Society. Remote Learning. Accessed
26 July 2012, Available from:
http://www.gires.org.uk/elearning/localauthorities/player.html.
Glasby, J., Littlechild, R., and Pryce, K., All dressed up but nowhere to go?
Delayed hospital discharges and older people. Journal of Health Services
Research & Policy, 2006. 11(1): p. 52-58.
McLeod, E., Bywaters, P., Tanner, D., and Hirsch, M., For the sake of their
health: older service users’ requirements for social care to facilitate access to
social networks following hospital discharge. British Journal of Social Work,
2008. 38(1): p. 73-90.
Cass Business School. The Economic, Health and Social Beneﬁts of Care Coordination for Older People. The Integrated Care Co-ordination Service (ICCS).
London: Cass Business School. Accessed 7 July 2012, Available from:
http://www.nkm.org.uk/flyers/SpecialReports/ICCS_Comp_doc_v1[1].pdf.
Willis, R., Advantageous inequality or disadvantageous equality? Ethnicity
and family support among older people in Britain. Ethnicity and Inequalities
in Health and Social Care, 2008. 1(2): p. 18-23.
Moriarty, J. and Butt, J., Inequalities in quality of life among older people
from different ethnic groups. Ageing and Society, 2004. 24(5): p. 729-753.
Grewal, I., Nazroo, J., Bajekal, M., Blane, D., and Lewis, J., Influences on
quality of life: a qualitative investigation of ethnic differences among older
people in England. Journal of Ethnic and Migration Studies, 2004. 30(4): p.
737-761.
Katbamna, S., Ahmad, W., Bhakta, P., Baker, R., and Parker, G., Do they look
after their own? Informal support for South Asian carers. Health & Social Care
in the Community, 2004. 12(5): p. 398-406.
Carers National Association. 'You can take him home now'. Carers’
experiences of hospital discharge. London: Carers National Association.
Accessed 7 July 2012, Available from:
http://www.carersuk.org/media/k2/attachments/You_can_take_him_home
_now_Carers_experiences_of_hospital_discharge.pdf.
Carers UK. Half a million voices: improving support for BAME carers. London:
Carers UK. Accessed 7 July 2012, Available from:
http://www.carersuk.org/media/k2/attachments/BAME_report___HalfaMilli
onVoices.pdf.

84

146.

147.

148.

149.

150.
151.

152.

153.

154.

155.

156.

157.

Petch, A. Intermediate care. York: Joseph Rowntree Foundation. Accessed 7
July 2012, Available from:
http://www.jrf.org.uk/sites/files/jrf/185935131x.pdf.
Gunnell, D., Coast, J., Richards, S.H., Peters, T.J., Pounsford, J.C., and Darlow,
M.A., How great a burden does early discharge to hospital-at-home impose
on carers? A randomized controlled trial. Age and Ageing, 2000. 29(2): p. 137142.
Reed, J., Pearson, P., Douglas, B., Swinburne, S., and Wilding, H., Going home
from hospital – an appreciative inquiry study. Health & Social Care in the
Community, 2002. 10(1): p. 36-45.
All Party Parliamentary Group on Housing and Care for Older People. Living
Well at Home Inquiry. London: Counsel and Care. Accessed 30 August 2012,
Available from: http://www.counselandcare.org.uk/pdf/living-well-at-home.
Adams, S. Small Things Matter: the key role of handyperson services.
Nottingham: Care & Repair England. Accessed 30 August 2012.
Adams, S. On the mend: hospital discharge services and the role of Housing
Improvement Agencies. Nottingham: Care & Repair England. Accessed 30
August 2012, Available from: http://www.careandrepairengland.org.uk/pdf/onthemendreport.pdf.
Bevan, M. and Croucher, K. Lifetime Neighbourhoods. London: Department
for Communities and Local Government. Accessed 30 August 2012, Available
from:
http://www.york.ac.uk/media/chp/documents/2012/handypersonfinal.pdf.
Department for Communities and Local Government/Department of
Health/Department for Work and Pensions. Lifetime Homes, Lifetime
Neighbourhoods: a national strategy for housing in an ageing society.
London: Department for Communities and Local Government. Available
from:
http://www.communities.gov.uk/documents/housing/pdf/lifetimehomes.pdf
.
Scott, J., MacMillan, K., McGregor, T., and Reid, S. Review of Care and Repair
Projects. Edinburgh: Scottish Government Social Research. Accessed 30
August 2012, Available from:
http://www.scotland.gov.uk/Resource/Doc/278995/0083966.pdf.
Care & Repair Cymru. Information Bulletin: the impact of Care and Repair
services. Cardiff: Care & Repair Cymru. Accessed 30 August 2012, Available
from:
http://www.careandrepair.org.uk/downloads/The%20Impact%20of%20Care
%20&%20Repair%20Services.pdf.
Evans, S. Safe at Home: A preventive handyperson service in Devon. Case
study 54. London: Housing LIN. Accessed 30 August 2012, Available from:
http://www.housinglin.org.uk/_library/Resources/Housing/Practice_example
s/Housing_LIN_case_studies/Case_Study_54_Safe_At_Home.pdf.
Windle, K., Wagland, R., Forder, J., D’Amico, F., Janssen, D., and Wistow, G.
National Evaluation of Partnerships for Older People Projects. Final report.
Canterbury: Personal Social Services Research Unit (Kent). Available from:

85

158.

159.

160.

161.

162.

163.

164.

165.
166.

167.

168.
169.

http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en
/@ps/documents/digitalasset/dh_111353.pdf.
Smeaton, D. and Vegeris, S. Older people inside and outside the labour
market: a review. Research report: 22 Manchester: Equality and Human
Rights Commission. Accessed 30 August 2012, Available from:
http://www.equalityhumanrights.com/uploaded_files/research/22._older_p
eople_inside_and_outside_the_labour_market_a_review.pdf.
Allen, K. and Glasby, J. ‘The Billion Dollar Question’: embedding prevention in
older people’s services - 10 ‘high impact’ changes. HSMC policy paper 8.
Birmingham: Health Services Management Centre, University of Birmingham.
Accessed 30 August 2012, Available from:
http://epapers.bham.ac.uk/759/1/policy-paper-eight.pdf.
Centre for Policy on Ageing. How Can Local Authorities with Less Money
Support Better Outcomes for Older People? York: Joseph Rowntree
Foundation. Accessed 30 August 2012, Available from:
http://www.jrf.org.uk/sites/files/jrf/authorities-supporting-older-peoplesummary.pdf.
Croucher, K., Lowson, K., and Fountain, M. National Evaluation of the
Handyperson Programme. London: Department for Communities and Local
Government. Accessed 30 August 2012, Available from:
http://www.york.ac.uk/media/chp/documents/2012/handypersonfinal.pdf.
Croucher, K. and Lowson, K. Handypersons Evaluation: interim key findings
London: Department for Communities and Local Government. Accessed 30
August 2012, Available from:
http://www.communities.gov.uk/documents/housing/pdf/1837939.pdf.
Timebanking UK. People Can. Stroud: Timebanking UK. Available from:
http://www.timebanking.org/wordpress/wpcontent/uploads/2011/09/People-Can.pdf.
Brannelly, T. and Matthews, B., When practical help is valued so much by
older people, why do professionals fail to recognise its value? Journal of
Integrated Care, 2010. 18(2): p. 33-40.
Brannelly, T., Gray, E., and Matthews, B. The BCOP Handyperson Service: an
evaluation. Birmingham: University of Birmingham.
Department for Communities and Local Government. English House
Condition Survey - 2007 Annual Report. London: Department for
Communities and Local Government. Accessed 30 August 2012, Available
from:
http://www.communities.gov.uk/publications/corporate/statistics/ehcs2007
annualreport.
Peter Fletcher Associates Ltd. Carers and Housing: addressing their needs.
Woodford Green: The Princess Royal Trust for Carers. Available from:
http://static.carers.org/files/2446-carers-and-housing-en-4965.pdf.
Cornes, M., Andrews, J., and Lakey, S., The voluntary sector and intermediate
care. Working with Older People, 2003. 7(1): p. 35-40.
Easterbrook, L. Living on the Edge: enabling older owner occupiers with
moderate learning disabilities to live independently. Nottingham: Care &

86

170.

171.

172.

173.

174.

175.

176.

177.

178.

179.

Repair England. Accessed 30 August 2012, Available from:
http://www.careandrepair-england.org.uk/pdf/livingontheedge.pdf.
Social Care Institute for Excellence. The Mental Health and Wellbeing of
Elders in Black and Minority Ethnic Communities. Social Care TV. London:
Social Care Institute for Excellence. Accessed 30 August 2012, Available from:
http://www.scie.org.uk/socialcaretv/transcripts/024002.pdf.
Shelter. The Advice Gap: A Study of Barriers to Housing Advice for People
from Black and Minority Ethnic Communities. Accessed 30 August 2012,
Available from:
http://england.shelter.org.uk/__data/assets/pdf_file/0004/23395/Advice20
Gap20Summary20BME.pdf.
Manthorpe, J., Iliffe, S., Moriarty, J., Cornes, M., Clough, R., Bright, L.,
Rapaport, J., and Older People Researching Social Issues (OPRSI), 'We are not
blaming anyone but if we don’t know about amenities, we cannot seek them
out’: Black and minority older people’s views on the quality of local health
and social services. Ageing and Society, 2009. 29(1): p. 93-113.
Manthorpe, J., Moriarty, J., Stevens, M., Sharif, N., and Hussein, S. SCIE
Report 38. Supporting Black and Minority Ethnic Older People's Mental
Wellbeing: accounts of social care practice. London: Social Care Institute for
Excellence. Accessed 31 August 2012, Available from:
http://www.scie.org.uk/publications/reports/report38.asp.
Davidson, G., Dodds, L., and Powell, S. Handyperson Scheme: feasibility and
development study. Newcastle New deal for Communities Health focus
group. Newcastle upon Tyne: Northumbria University, Sustainable Cities
Research Unit. Accessed 30 August 2012, Available from:
http://nrl.northumbria.ac.uk/id/eprint/3181.
Butt, J. and O'Neil, A. 'Let's move on': Black and minority ethnic older people's
views on research findings. York: Joseph Rowntree Foundation. Accessed 24
August 2012, Available from:
http://www.jrf.org.uk/sites/files/jrf/185935176x.pdf.
Cattan, M. and Giuntoli, G. Care and Support for Older People and Carers in
Bradford: their perspectives, aspirations and experiences. York: Joseph
Rowntree Foundation. Accessed 30 August 2012, Available from:
http://www.jrf.org.uk/sites/files/jrf/Bradford-older-people-care-full.pdf.
HOPDEV (Housing and Older People Development Group). Audit Tool for
Housing and Related Services for Older Minority Ethnic People. Web-based
publication: HOPDEV (Housing and Older People Development Group).
Accessed 30 August 2012, Available from:
http://www.housingcare.org/downloads/kbase/at-home-audit-tool.pdf.
Blood, I. and Bamford, S.-M. Equality and Diversity and Older People with
High Support Needs. York: Joseph Rowntree Foundation. Accessed 30 August
2012, Available from: http://www.jrf.org.uk/sites/files/jrf/supporting-olderpeople-full.pdf.
Gillespie, N. and Cunningham, G. Evaluation of handyvan service in Greater
Belfast for Help the Aged in Northern Ireland. Belfast: Community Evaluation
Northern Ireland. Available from: http://www.ageuk.org.uk/Global/ageni/services/handyvan/Age_NI_HandyVan_Evaluation.pdf.

87

180.

181.

182.

183.

184.

185.

186.
187.

188.

189.

190.

191.

Bennett, K.M., Stenhoff, A., Pattinson, J., and Woods, F., 'Well if he could see
me now’: the facilitators and barriers to the promotion of instrumental
independence following spousal bereavement. Journal of Gerontological
Social Work, 2010. 53(3): p. 215-234.
Williamson, T., Prashar, A., Hulme, C., and Warne, T. Evaluation of Rochdale
Partnerships for Older People Project (POPP): Building Healthy Communities
for Older People. Manchester: University of Salford, Salford Centre for
Nursing, Midwifery & Collaborative Research. Accessed 30 August 2012,
Available from:
http://usir.salford.ac.uk/20734/1/Rochdale_POPP_Final_Report_PDF.pdf.
Durie, S. An evaluation of the Handyperson Service (Moray) social value
creation. Elgin: Community First (Moray). Accessed 30 August 2012, Available
from: http://morayhandypersonservices.org.uk/library/reports/sroi.pdf.
Qa Research. Quantitative survey with beneficiaries of Handypersons
services. Summary report. York: Qa Research. Accessed 29 August 2012,
Available from:
http://www.york.ac.uk/media/chp/documents/2012/Handyperson_survey_s
ummaryresults.pdf.
Age NI. HandyVan service. Accessed 30 August 2012, Available from:
http://www.ageuk.org.uk/northern-ireland/for-professionals/bestpractice/handyvan-service/.
Clough, R., Manthorpe, J., Older People Researching Social Issues (OPRSI),
Raymond, V., Sumner, K., Bright, L., and Hay, J. The Support Older People
Want and the Services They Need. York: Joseph Rowntree Foundation.
Accessed 30 August 2012, Available from:
http://www.jrf.org.uk/sites/files/jrf/1954-older-people-services.pdf.
Raynes, N., Clark, H., and Beecham, J., The Report of the Older People’s
Inquiry into ‘That Bit of Help’. 2006, Joseph Rowntree Foundation: York.
Mauger, S., Deuchars, G., Sexton, S., and Schehrer, S. Involving users in
commissioning local services. Findings. London: Social Care Institute for
Excellence. Accessed 29 August 2012, Available from:
http://www.jrf.org.uk/sites/files/jrf/user-involvement-servicecommissioning-summary.pdf.
Scottish Government. Reviewing Care and Repair in Scotland 2009: report of
the findings of the review of Care and Repair. Edinburgh: Scottish
Government. Accessed 30 August 2012, Available from:
http://www.scotland.gov.uk/Resource/Doc/281672/0085086.pdf.
Dean, J. and Goodlad, R. The Role and Impact of Befriending. York: Joseph
Rowntree Foundation. Accessed 17 May 2012, Available from:
http://www.jrf.org.uk/sites/files/jrf/scr038.pdf.
Cattan, M., Kime, N., and Bagnall, A.-M., The use of telephone befriending in
low level support for socially isolated older people – an evaluation. Health &
Social Care in the Community, 2011. 19(2): p. 198-206.
Lester, H., Mead, N., Graham, C.C., Gask, L., and Reilly, S., An exploration of
the value and mechanisms of befriending for older adults in England. Ageing
and Society, 2012. 32(2): p. 307-328.

88

192.

193.

194.

195.

196.

197.

198.

199.

200.

201.

Age UK. Loneliness and Isolation Evidence Review. London: Age UK. Accessed
25 May 2012, Available from: http://www.ageuk.org.uk/documents/engb/forprofessionals/evidence_review_loneliness_and_isolation.pdf?dtrk=true.
Cattan, M., Kime, N., and Bagnall, A.-M. Low-level Support for Socially
Isolated Older People. An evaluation of telephone befriending. London: Help
the Aged. Accessed 17 May 2012, Available from:
http://www.bgs.org.uk/PDF%20Downloads/Call_in_time_evaluation.pdf.
Andrews, G.J., Gavin, N., Begley, S., and Brodie, D., Assisting friendships,
combating loneliness: users' views on a 'befriending' scheme. Ageing and
Society, 2003. 23(3): p. 349-362.
Phillips, M. and Knocker, S. Opening Doors Evaluation: the story so far
London: Age Concern Camden, Hackney, Islington, Kensington and Chelsea,
Westminster. Accessed 17 May 2012, Available from:
http://www.openingdoorslondon.org.uk/resources/Opening%20Doors%20Ev
aluation%20Report%20-%20FINAL%20-%2022%2002%2010%20(2).pdf.
Relatives and Residents Association. Together But Alone: isolated older
people in care. Accessed 17 May 2012, Available from:
http://www.vai.org.uk/wp-content/uploads/2010/11/R-RA-TOGETHER-BUTALONE-REPORT.pdf.
Windle, K., Francis, J., and Coomber, C. Preventing Loneliness and Social
Isolation: interventions and outcomes. SCIE Research Briefing 39. London:
Social Care Institute for Excellence. Accessed 17 May 2012, Available from:
http://www.scie.org.uk/publications/briefings/files/briefing39.pdf.
Levenson, R. Telebefriending and Telephone Support Services for People with
Sight Loss. Discussion Paper April 2011 number 7. London: Thomas
Pocklington Trust. Accessed 21 May 2012, Available from:
http://www.pocklingtontrust.org.uk/Resources/Thomas%20Pocklington/Documents/PDF/Research%
20Publications/RDP7_Telebefriending.pdf.
Peardon, L., Yellowlees, D., Pratt, R., Reid, J., O'Donnell, M., Ness, A.,
Chalmers, C., Leslie, S.J., and Denvir, M.A., The use of innovative methods
designed to relieve social isolation in patients with chronic heart failure;
volunteer befriending, forums and a newsletter. European Journal of
Cardiovascular Nursing, 2010. 9(3): p. 181-187.
Charlesworth, G., Shepstone, L., Wilson, E., Thalanany, M., Mugford, M., and
Poland, F. (2008) Does Befriending by Trained Lay Workers Improve
Psychological Well-Being and Quality of Life for Carers of People with
Dementia, and at What Cost? A randomised controlled trial. Health
Technology Assessment 12, DOI:
http://www.hta.ac.uk/fullmono/mon1204.pdf.
Mentoring and Befriending Foundation. Befriending works: building resilience
in local communities. Manchester: Mentoring and Befriending Foundation.
Accessed 17 May 2012, Available from: http://www.mandbf.org/wpcontent/uploads/2011/03/TRANSFORMING-LIVES-Final-PDF.pdf.

89

202.

203.

204.
205.

206.
207.

208.
209.

210.
211.

212.

213.
214.

215.

216.

217.

Knapp, M., McDaid, D., and Parsonage, M., Mental Health Promotion and
Mental Illness Prevention: the economic case. 2011, Department of Health:
London.
Chew-Graham, C., Kovandžić, M., Gask, L., Burroughs, H., Clarke, P.,
Sanderson, H., and Dowrick, C., Why may older people with depression not
present to primary care? Messages from secondary analysis of qualitative
data. Health & Social Care in the Community, 2012. 20(1): p. 52-60.
Mulvihill, J., Personalised befriending support for older people. Quality in
Ageing and Older Adults, 2011. 12(3): p. 180-183.
Mentoring and Befriending Foundation. Transforming Lives: examining the
positive impact of mentoring and befriending. Accessed 17 May 2012,
Available from: http://www.mandbf.org/wpcontent/uploads/2011/03/TRANSFORMING-LIVES-Final-PDF.pdf.
Fitzsimons, P., Dialling up social care for older people. Working with Older
People, 2010. 14(3): p. 10-14.
Sorrell, J.M., McCausland, L., and L, F.N., From dinner table to digital tablet:
technology's potential for reducing loneliness in older adults. Journal of
Psychosocial Nursing and Mental Health Services, 2012. 50(5): p. 22-26.
Findlay, R.A., Interventions to reduce social isolation amongst older people:
where is the evidence? Ageing and Society, 2003. 23(5): p. 647-658.
Cattan, M., White, M., Bond, J., and Learmouth, A., Preventing social
isolation and loneliness among older people: a systematic review of health
promotion interventions. Ageing and Society, 2005. 25(1): p. 41-67.
Downey, J., Befriending in care homes: the results of a pilot study. Nursing
and Residential Care, 2011. 13(8): p. 395-397.
Weir, M., Goode, R., and McDonald, A., Midlothian befrienders' crossgenerational networking across the school community divide to build social
capital. Journal of Intergenerational Relationships, 2010. 8(1): p. 69-78.
Mentoring and Befriending Foundation. Mentoring and Befriending
Foundation: supporting the development of mentoring and befriending.
Accessed 21 May 2012, Available from: http://www.mandbf.org/.
Jamieson, L., Friendship and befriending, in Befriending Network Scotland
Conference. 2008.
Harris, T., Brown, G.W., and Robinson, R., Befriending as an intervention for
chronic depression among women in an inner city. 1: Randomised controlled
trial. British Journal of Psychiatry, 1999. 174(3): p. 219-24.
Heslop, P. and Robinson, C. Befriending: more than just finding friends.
Bristol: Shared Care Network. Accessed 17 March 2012, Available from:
http://www.bristol.ac.uk/norahfry/research/completedprojects/befriendingreport.pdf.
Emerson, E. and McVilly, K., Friendship activities of adults with intellectual
disabilities in supported accommodation in northern England. Journal of
Applied Research in Intellectual Disabilities, 2004. 17(3): p. 191-197.
Florides, T. Final Project Report: Befriending Pilot. London: Circle Support.
Accessed 1 June 2012, Available from: http://www.mandbf.org/wpcontent/uploads/2012/05/Running-a-Befriending-Project-for-Adults-withLearning-Disabilites-The-Final-Report.pdf.

90

218.

219.

220.

221.

222.

223.

224.
225.

226.
227.
228.

229.

230.
231.

232.

Milne, D., Wharton, S., James, I., and Turkington, D., Befriending versus CBT
for schizophrenia: a convergent and divergent fidelity check. Behavioural and
Cognitive Psychotherapy, 2006. 34(1): p. 25-30.
Charlesworth, G., Shepstone, L., Wilson, E., Reynolds, S., Mugford, M., Price,
D., Harvey, I., and Poland, F., Befriending carers of people with dementia:
randomised controlled trial. British Medical Journal, 2008. 336(7656): p.
1295-1297.
Charlesworth, G., Tzimoula, X., Higgs, P., and Poland, F., Social networks,
befriending and support for family carers of people with dementia. Quality in
Ageing, 2007. 8(2): p. 37-44.
Wilson, E., Thalanany, M., Shepstone, L., Charlesworth, G., Poland, F.,
Harvey, I., Price, D., Reynolds, S., and Mugford, M., Befriending carers of
people with dementia: a cost utility analysis. International Journal of Geriatric
Psychiatry, 2009. 24(6): p. 610-623.
Victor, C.R., Scambler, S.J., Bowling, A., and Bond, J., The prevalence of, and
risk factors for, loneliness in later life: a survey of older people in Great
Britain. Ageing and Society, 2005. 25(6): p. 357-375.
Victor, C.R., Scambler, S.J., Shah, S., Cook, D.G., Harris, T., Rink, E., and De
Wilde, S., Has loneliness amongst older people increased? An investigation
into variations between cohorts. Ageing and Society, 2002. 22(5): p. 585-597.
Victor, C.R. and Bowling, A., A longitudinal analysis of loneliness among older
people in Great Britain. Journal of Psychology, 2012. 146: p. 313-331.
Age UK Oxfordshire. Safeguarding the Convoy: a call to action from the
Campaign to End Loneliness. Abingdon: Age UK Oxfordshire. Accessed 17
May 2012, Available from: http://www.campaigntoendloneliness.org.uk/wpcontent/uploads/downloads/2011/11/Safeguarding-the-convey.-A-call-toaction-from-the-Campaign-to-End-Loneliness.pdf.
Hughes, A. and Waldenm, S., Befriending: a note of caution. British Journal of
Learning Disabilities, 1999. 27(3): p. 88-92.
Hines, S., Transgendering care: practices of care within transgender
communities. Critical Social Policy, 2007. 27(4): p. 462-486.
Hartley, C.F. and Whittle, S., Different sexed and gendered bodies demand
different ways of thinking about policy and practice. Practice, 2003. 15(3): p.
61-73.
Victor, C., Burholt, V., and Martin, W., Loneliness and ethnic minority elders in
Great Britain: an exploratory study. Journal of Cross-Cultural Gerontology,
2012. 27(1): p. 65-78.
Hepworth, D., Asian carers’ perceptions of care assessment and support in
the community. British Journal of Social Work, 2005. 35(3): p. 337-353.
Palin, C.E. and Hegarty, B.A., Abstract 117: A hospital and home befriending
project for Bengali and English speaking people living with stroke and aphasia
– initial outcomes. International Journal of Stroke, 2010. 5(Supplement 3): p.
60.
Begum, J., Supporting people with type 2 diabetes in Tower Hamlets. Journal
of Diabetes Nursing, 2010. 14(1): p. 39.

91

233.

234.

235.
236.

237.

238.

239.

240.
241.
242.

243.

244.
245.

246.

Victor, C.R., Scambler, S.J., Marston, L., Bond, J., and Bowling, A., Older
people's experiences of loneliness in the UK: does gender matter? Social
Policy and Society, 2006. 5(1): p. 27-38.
Drever, E. 2008-09 Citizenship Survey: volunteering and charitable giving
topic report. London: Department for Communities and Local Government.
Accessed 21 May 2012, Available from:
http://www.communities.gov.uk/documents/statistics/pdf/1547056.pdf.
Rutherford, J. A Golden Opportunity: a guide to attracting and retaining older
volunteers. London: REACH.
Turnbull, A. Opening Doors: the needs of older lesbians and gay men. A
literature review. London: Age Concern England. Accessed 17 May 2012,
Available from:
http://www.openingdoorslondon.org.uk/resources/ACE_Opening_Doors_lite
rature_review_2001.pdf.
Jacobs, R.J. and Kane, M.N., Correlates of loneliness in midlife and older gay
and bisexual men. Journal of Gay & Lesbian Social Services, 2012. 24(1): p.
40-61.
Bytheway, B., Ward, R., Holland, C., and Peace, S. Older People’s Accounts of
Discrimination, Exclusion and Rejection. A report from the Research on Age
Discrimination Project (RoAD) to Help the Aged. London: Help the Aged.
Accessed 21 May 2012, Available from:
http://www.open.ac.uk/hsc/__assets/dh4bwtxdy7tqjqvhe2.pdf.
Gay & Grey in Dorset. Lifting the Lid on Sexuality and Ageing: a research
project into the needs, wants, fears and aspirations of older lesbians and gay
men. Bournemouth: Help and Care Development Ltd. Accessed 3 September
2012, Available from: http://www.equalityne.co.uk/downloads/85_Gaygreyeport.pdf.
LGBT Age. What does the service offer? Accessed 21 May 2012, Available
from: http://lgbthealth.org.uk/content/what-does-service-offer.
Dean, J. and Goodlad, R., Befriending and community care: 'Nobody has any
time, have they?'. Housing, Care and Support, 1999. 1(4): p. 4-7.
Mead, N., Lester, H., Chew-Graham, C., Gask, L., and Bower, P., Effects of
befriending on depressive symptoms and distress: systematic review and
meta-analysis. British Journal of Psychiatry, 2010. 196(2): p. 96-101.
Befriending Network (Scotland)/Alzheimer Scotland. Quality of the Moment:
working 1:1 with people with dementia - a training toolkit. Edinburgh:
Befriending Network (Scotland).
Halfpenny, P. and Cotterill, J., Who calls Friend? British Journal of Guidance &
Counselling, 1986. 14: p. 154-167.
Gibson, A., Read, J., and Lewando Hundt, G. Volunteering with visually
impaired people. Discussion Paper September 2007 number 3. London:
Thomas Pocklington Trust. Accessed 12 June 2012, Available from:
http://www.pocklingtontrust.org.uk/Resources/Thomas%20Pocklington/Documents/PDF/Research%
20Publications/RDP3.pdf.
Consortium of Lesbian Gay Bisexual & Transgender Voluntary and
Community Organisations. InVolving LGBT Volunteers. London: Consortium

92

247.

248.

249.
250.
251.
252.

253.

254.

255.

256.
257.

258.

of Lesbian, Gay, Bisexual & Transgender Voluntary and Community
Organisations. Accessed 30 August 2012, Available from:
http://www.volunteering.org.uk/images/stories/VolunteeringEngland/Documents/VE-Info/LGBT-guide-to-InVolving-LGBT-Volunteers.pdf.
Hussein, S., Manthorpe, J., and Stevens, M., People in places: a qualitative
exploration of recruitment agencies' perspectives on the employment of
international social workers in the UK. British Journal of Social Work, 2010.
40(3): p. 1000-1016.
Cangiano, A., Shutes, I., Spencer, S., and Leeson, G. Migrant Care Workers in
Ageing Societies: Research Findings in the United Kingdom Oxford: COMPAS
(Centre on Migration, Policy and Society). Accessed 12 June 2012, Available
from:
http://www.compas.ox.ac.uk/fileadmin/files/Publications/Research_projects
/Labour_markets/Migrant_care_workers/MCW%20report%20-%20final%20%20website%20version.pdf.
Doka, K.L., Disenfranchised Grief: recognising hidden sorrow. 1989,
Lexington, MA: Lexington Books.
Fenge, L.-A. and Fannin, A., Sexuality and bereavement: implications for
practice with older lesbians and gay men. Practice, 2009. 21(1): p. 35-46.
McGowan, B., Saintas, P., and Gill, K., On mentoring, social mentoring and
befriending. AI & Society, 2009. 23(4): p. 613-630.
Moriarty, J., Rapaport, P., Beresford, P., Branfield, F., Forrest, V., Manthorpe,
J., Martineau, S., Cornes, M., Butt, J., Iliffe, S., Taylor, B., and Keady, J.
Practice Guide: the Participation of Adult Service Users, Including Older
People, in Developing Social Care. London: Social Care Institute for
Excellence. Accessed 12 June 2012, Available from:
http://www.scie.org.uk/publications/guides/guide17/files/guide17.pdf.
Wallcraft, J. and Sweeney, A. User Involvement in Adult Safeguarding: Adults'
Services Report 47. London: Social Care Institute for Excellence. Accessed 12
June 2012, Available from:
http://www.scie.org.uk/publications/reports/report47/files/report47.pdf.
Beresford, P., Fleming, J., Glynn, M., Bewley, C., Croft, S., Branfield, F., and
Postle, K. Supporting People: towards a person-centred approach. Bristol:
Policy Press.
Befriending Networks. An Orkney insight: befriending a lady in the early
stages of dementia. Accessed 3 September 2012, Available from:
http://www.befriending.co.uk/befrienderdiaries_orkney.php.
Age Concern England. Home from Home: Small Group Day Care in a Private
Setting. London: Age Concern England.
Needham, C. What is Happening to Day Centre Services? Views from frontline
staff. Birmingham: University of Birmingham, Health Services Management
Centre/UNISON. Accessed 29 August 2012, Available from:
http://www.unison.org.uk/acrobat/A14463.pdf.
Whillier, D. From Grant Funding to Individual Budgets: the impact on day
services. in Providing services for older people in challenging times. 2011.
London: King's College London, Social Care Workforce Research Unit.

93

259.
260.

261.

262.

263.

264.

265.
266.

267.

268.

269.
270.

271.

272.

Orellana, K. Effectiveness of Day Services: summary of research evidence.
London: Age UK.
Glasgow City Council. Day Opportunities for Older People. Accessed 29
August 2012, Available from:
http://www.glasgow.gov.uk/en/Residents/Care_Support/OlderPeople/DayO
pportunities/.
HM Government. Caring for our Future: reforming care and support, Cm
8378. London: The Stationery Office Limited. Accessed 29 August 2012,
Available from: http://www.dh.gov.uk/health/files/2012/07/White-PaperCaring-for-our-future-reforming-care-and-support-PDF-1580K.pdf.
McVicker, H. Defining Day Care. Belfast: Social Services Inspectorate.
Accessed 29 August 2012, Available from: http://www.dhsspsni.gov.uk/ossdefining_day_care.pdf.
Gridley, K., Brooks, J., and Glendinning, C. Good support for people with
complex needs: What does it look like and where is the evidence? Research
findings. London: National Institute for Health Research School for Social
Care Research. Accessed 29 August 2012, Available from:
http://www.york.ac.uk/inst/spru/pubs/pdf/complex.pdf.
Hussein, S. and Manthorpe, J., The adult day care workforce in England at a
time of policy change: implications for learning disability support services.
Journal of Intellectual Disabilities, 2010. 14(2): p. 95-110.
Pitt, V., Are day centres outdated in the personalisation era?, in Community
Care. 2010.
Newbronner, L., Chamberlain, R., Bosanquet, K., Bartlett, C., Sass, B., and
Glendinning, C. Keeping Personal Budgets Personal: learning from the
experiences of older people, people with mental health problems and their
carers. London: Social Care Institute for Excellence. Accessed 29 August 2012,
Available from:
http://www.scie.org.uk/publications/reports/report40/files/report40.pdf.
Woolham, J. and Benton, C. (2012 advance access) The costs and benefits of
personal budgets for older people: evidence from a single local authority.
British Journal of Social Work, DOI: http://dx.doi.org/10.1093/bjsw/bcs086.
Moriarty, J., Day care for older adults: developing services for diversity, in
Adult Day Services and Social Inclusion: Better Days, C. Clark, Editor. 2001,
Jessica Kingsley Publishers: London. p. 109-132.
Pitt, V., Charging ahead, in Community Care. 2010. p. 22-23.
Hampshire County Council. Equality Impact Assessment: Older Persons Day
Services Review. Winchester: Hampshire County Council. Accessed 29 August
2012, Available from: http://www3.hants.gov.uk/eia-op-day-servicesreview.htm.
Royal Borough of Kingston upon Thames. Equality Impact Assessment - Day
Care Centres. London: Royal Borough of Kingston upon Thames. Accessed 29
August 2012, Available from:
http://www.kingston.gov.uk/information/your_council/equalities/equality_i
mpact_assessments/eqia_community_services/equi_day_centres.htm.
Age Concern Maidstone. Annual Report 2009-2010: Mission Statement.
Maidstone: Age Concern Maidstone. Accessed 29 August 2012, Available

94

273.

274.

275.
276.

277.

278.
279.
280.

281.

282.

283.
284.

285.

from:
http://www.ageconcernmaidstone.org.uk/documents/AnnualReport2010.pd
f.
Powell, J. and Roberts, H., Identifying 'value' in day care provision for older
people. Journal of the Royal Society for the Promotion of Health, 2002.
122(3): p. 158-164.
Age Concern Oxfordshire City and County. Welcomed with Open Arms:
listening to the views of older people in Oxfordshire Social Services Day
Centres. Oxford: Age Concern Oxfordshire City and County.
St Wilfred's Centre. About us. Accessed 1 September 2012, Available from:
http://www.stwilfridscentre.org/about.php.
Crane, M., Fu, R., Foley, P., and Warnes, A.M. The Role of Homeless Sector
Day Centres in Supporting Housed Vulnerable People. Sheffield: University of
Sheffield, Sheffield Institute for Studies on Ageing. Accessed 1 September
2012, Available from:
http://www.olderhomelessness.org.uk/documents/daycentremc.pdf.
Age Concern. Promoting Mental Health and Well-Being in Later Life: a first
report from the UK inquiry into mental health and well-being in later life.
London: Age Concern/Mental Health Foundation.
Woodhouse, K.W. and O'Mahony, S., Frailty and ageing. Age & Ageing, 1997.
26(4): p. 245-246.
Archibald, C., The trouble with men. Journal of Dementia Care, 1994. 2(1): p.
20-22.
Manthorpe, J. and Moniz-Cook, E., Developing group support for men with
mild cognitive difficulties and early stage dementia, in Psychosocial
Interventions in Dementia: evidence-based practice, J. Manthorpe and E.
Moniz-Cook, Editors. 2009, Jessica Kingsley Publishers: London. p. 174-185.
Gridley, K., Brooks, J., and Glendinning, C. Case Example 8: Essex Dementia
Care. London: University of York, Social Policy Research Unit. Accessed 29
August 2012, Available from:
http://www.york.ac.uk/inst/spru/research/pdf/CNcase8.pdf.
Dewar, B. and O'May, F. The Future of Day Care in Scotland. Report from
visioning seminar 'The future of day care in Scotland', 27 February 2004,
Queen Margaret University College, Edinburgh Edinburgh: Royal Bank of
Scotland Centre for the Older Person’s Agenda, in collaboration with Age
Concern Scotland
Pugh, S., Assessing the cultural needs of older lesbians and gay men:
Implications for practice. Practice, 2005. 17(3): p. 207-218.
Netten, A., Beadle-Brown, J., Birgit Trukeschitz, B., Towers, A.-M., Welch, E.,
Forder, J., Smith, J., and Alden, E. PSSRU Discussion Paper 2696/2 :
Measuring Outcomes for Public Service Users’ Project. Canterbury: Personal
Social Services Research Unit. Accessed 2 August 2010, Available from:
http://www.pssru.ac.uk/pdf/dp2696.pdf.
Sharif, N., Brown, W., and Rutter, D. The Extent and Impact of Depression on
BME Older People and the Acceptability, Accessibility and Effectiveness of
Social Care Provision. London: Social Care Institute for Excellence. Accessed

95

286.

287.

288.

289.

290.
291.
292.
293.
294.
295.
296.
297.
298.

299.
300.

301.
302.

28 August 2012, Available from:
http://www.scie.org.uk/publications/map/map03.pdf.
Jewson, N., Jeffers, S., and Kalra, V. ‘In our Blood’: respite services, family
care & Asian communities in Leicester. Summary report. Leicester: University
of Leicester, Department of Sociology.
Age NI. New standards will improve day care - Poots. Accessed 3 September
2012, Available from: http://www.ageuk.org.uk/northern-ireland/latestnews/archive/new-standards-will-improve-day-care---poots/.
Welsh Centre for Language Planning. Welsh Speakers’ Experiences of Health
and Social Care Services. Cardiff: Care Council for Wales/Welsh Government.
Accessed 3 September 2012, Available from:
http://www.iaith.eu/uploads/welsh_speakers_experiences_of_health_and_s
ocial_care.pdf.
The Islands of Barra and Vatersay. Cobhair Bharraigh. Accessed 3 September
2012, Available from: http://www.isleofbarra.com/barrachs/communityorganisations/cobhair-bharraigh.html.
McLoughlin, S., Mosques and the public space: conflict and cooperation in
Bradford. Journal of Ethnic and Migration Studies, 2005. 31(6): p. 1045-1066.
Torry, M., Reverend, Is there a faith sector? Voluntary Sector Review, 2012.
3(1): p. 111-117.
Kettell, S., Thematic review: religion and the Big Society: a match made in
heaven? Policy & Politics, 2012. 40(2): p. 281-296.
Dobbs, J., Green, H., and Zealey, L., eds. Focus on Ethnicity and Religion.
2006, Office for National Statistics: London.
Age Concern Surrey. Investigation into the Social and Emotional Wellbeing of
Lone Older Men. Guildford: Surrey.
Davidson, K., What we want: older widows and widowers speak for
themselves. Practice: Social Work in Action, 2000. 12(1): p. 45-54.
Chambers, P., Older Widows and the Lifecourse: multiple narratives of hidden
lives. 2005, Abingdon: Ashgate. 47.
Davidson, K., Daly, T., and Arber, S., Older men, social integration and
organisational activities. Social Policy and Society, 2003. 2(2): p. 81-89.
Hussein, S. Social Care Workforce Periodical Issue 4: Adult day care workforce
in England. London: King's College London, Social Care Workforce Research
Unit. Accessed 16 April 2012, Available from:
http://www.kcl.ac.uk/sspp/departments/sshm/scwru/pubs/periodical/issues
/scwp4.pdf.
Golding, B., Why do men’s sheds work in diverse communities?, in
Discovering Men’s Sheds Conference, 29 September 2011. 2011: Leicester.
Age UK. Men in sheds. Accessed 1 September 2012, Available from:
http://www.ageuk.org.uk/professional-resources-home/services-andpractice/health-and-wellbeing/men-in-sheds/.
Price, E., Pride or prejudice? Gay men, lesbians and dementia. British Journal
of Social Work, 2008. 38(7): p. 1337-1352.
Price, E., Coming out to care: gay and lesbian carers’ experiences of dementia
services. Health & Social Care in the Community, 2010. 18(2): p. 160-168.

96

303.

304.
305.
306.

307.

308.

309.

310.

Opening Doors. Supporting older gay, lesbian, bisexual and transgender
people: a checklist for social care providers Accessed 3 September 2012,
Available from:
http://www.stonewall.org.uk/documents/older_lgbt_checklist_for_adult_so
cial_care.pdf.
Archibald, C., The trouble with men, in Journal of Dementia Care. 1994. p. 2022.
Age Concern Surrey. Investigation into the Social and Emotional Well-being of
Lone Older Men. Guildford: Age Concern Surrey.
Moran, N., Glendinning, C., Wilberforce, M., Stevens, M., Netten, A., Jones,
K., Manthorpe, J., Knapp, M., Fernãndez, J.-L., Challis, D., and Jacobs, S. (2012
advance access) Older people's experiences of cash-for-care schemes:
evidence from the English Individual Budget pilot projects. Ageing & Society,
DOI: http://dx.doi.org/10.1017/S0144686X12000244.
Netten, A., Jones, K., Knapp, M., Fernandez, J.L., Challis, D., Glendinning, C.,
Jacobs, S., Manthorpe, J., Moran, N., Stevens, M., and Wilberforce, M. (2011
advance access) Personalisation through individual budgets: does it work and
for whom? British Journal of Social Work, DOI:
http://dx.doi.org/10.1093/bjsw/bcr159.
Netten, A., Beadle-Brown, J., Trukeschitz, B., Towers, A.-M., Welch, E.,
Forder, J., Smith, J., and Alden, E. Measuring the outcomes of care homes:
final report. Measuring Outcomes for Public Service Users Project. PSSRU
Discussion Paper 2696/2 Canterbury: Personal Social Services Research Unit.
Accessed 24 August 2012, Available from:
http://www.pssru.ac.uk/archive/pdf/dp2696_2.pdf.
Age UK Derby and Derbyshire/Disability Direct. Our Choice - a conversation
with consumers of care and support services in Derby. Market Development
Research Commissioned by the Personalisation Programme Board, Derby City
Council 2010. Derby: Age UK Derby and Derbyshire. Accessed 3 September
2012, Available from:
http://www.communityactionderby.org.uk/files/market_development_resea
rch_project.pdf.
Wood, C. Personal Best. London: Demos. Accessed 28 August 2012, Available
from: http://www.demos.co.uk/files/Personal_Best_-_web__final_1_.pdf?1289833070.

97

