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Care Together Seed Funding Evaluation – Appendices
Locality: 23 February 2026
How to use these appendices
These appendices provide the full detail underpinning the main evaluation report. They are designed for readers who want to examine the evidence and methods more closely, and for stakeholders who want to see detail on their district, project type or evidence source.

Where the main report summarises themes and learning, the appendices:
· Appendix A sets out the evaluation design and approach.
· Appendix B provides district-by-district summaries and the synthesis of grantee perspectives (supporting Sections 2–6 of the main report).
· Appendices C provides the full desk review..
· Appendix D provides the online survey questions and findings.
· Appendix E explains the conservative social value model.
· Appendix F provides a light-touch evaluation toolkit for 2026–27.
· Appendix G contains the full case study write-ups.
· Appendix H summarises commissioner and system partner discussions.
In the main report, references such as “see Appendix D” point to the relevant appendix section.






[bookmark: _Toc222672661]Appendix A - Methodology
The evaluation was delivered over January-February 2026 using a proportionate mixed-methods approach designed to minimise burden on community organisations.

A1. Desk Review
We undertook a whole-programme review covering 2023/24 to 2025/26. This included:
· Grant applications and monitoring returns
· District-level summaries
· Programme logic models
· Place-level contextual data
· Previous narrative reports
The desk review identified patterns in delivery, common themes and areas where assumptions required testing through primary research.

A2. Survey of Funded Organisations
A short online survey was distributed to funded organisations. Twenty-five organisations responded across three funding rounds.

The survey combined closed questions (delivery smoothness, outcomes, sustainability confidence) with open-text reflections on learning and impact.

A3. Case Studies
Five representative projects were selected to reflect geographic spread and thematic diversity:
· Community transport
· Social inclusion / lunch club
· Physical activity (mobile gym)
· Dementia-friendly social provision
· Community social club

Each case study involved interviews with project leads and, where feasible, participants to  incorporate lived experience to our findings.

A4. Commissioner and System Partner Interviews
We conducted facilitated discussions with:
· Place-based commissioners across the five districts
· Two Integrated Neighbourhood Leads (urban and rural contexts)

These discussions explored implementation, prevention, integration and commissioning learning.

 A5. Analytical Approach
Analysis was contribution-based rather than attribution-focused. The evaluation explored:
· What changed
· How it changed
· For whom
· Under what conditions
· Where assumptions about prevention hold or need refinement




Appendix B - District-by-district summaries and grantee perspectives synthesis

Appendix B (part A) presents detailed findings for each of the five district areas/
Appendix B (part B) presents synthesis of findings from grantee perspectives.

Appendix B (part A)- Findings for each of the five districts:

· B(a)1 – East Cambridgeshire
· B(a) 2 – Fenland
· B(a) 3 – Huntingdonshire
· B(a) 4 – South Cambridgeshire
B(a) 5 – Cambridge City
Each district section integrates:
· Desk research context
· Delivery profile
· Survey insight
· Case study learning
· Commissioner input
· System partner reflections (where relevant)
· Prevention and social value considerations
· Sustainability and forward-looking implications

This structure allows district-specific learning to be clearly understood while maintaining consistency across areas.

B(a)1 East Cambridgeshire 

B(a)1.1 District Context
East Cambridgeshire has an older-than-average population, with over one in five residents aged 65+. While overall deprivation is lower than in some urban parts of the county, rural isolation, transport constraints and dispersed settlements shape the prevention landscape. Fuel poverty levels are relatively high in parts of the district, and a meaningful proportion of older residents live alone.

Key contextual features include:
· Predominantly rural and semi-rural geography
· Dispersed villages and market towns
· Limited public transport and mobility barriers
· Strong but uneven volunteer infrastructure
· Established community venues in some areas, limited infrastructure in others

This creates a distinctive prevention challenge. Village-based cohesion and local pride provide strong foundations for peer support and volunteering. However, transport limitations and thin volunteer capacity in smaller settlements can make it harder to reach more isolated residents. In East Cambridgeshire, prevention is shaped as much by connectivity and access as by demographic risk.

B(a)1.2 Delivery Profile
Across three funding rounds, Care Together activity in East Cambridgeshire has evolved towards a more infrastructure-led model of prevention, particularly through community hub approaches.

Funded activity has included:
· Community hubs and warm spaces transitioning to year-round provision
· Social cafés and lunch clubs
· Gentle physical activity sessions
· Volunteer enablement and development
· Inclusion-focused outreach

Compared with other districts, East Cambridgeshire demonstrates:
· A stronger emphasis on sustainability
· Clearer investment in volunteer capacity
· Greater focus on community “backbone” functions

Projects are less characterised by one-off activity and more by repeat, routine provision. However, coverage remains uneven, particularly in smaller villages where volunteer capacity is thinner and transport remains a structural barrier.

B(a)1.3 Survey Insight
Survey responses from East Cambridgeshire organisations mirror the programme-wide findings but with particularly strong evidence of repeat engagement.

Reported outcomes included:
· Reduced loneliness
· Improved wellbeing and mood
· Increased confidence
· Greater routine and structure

Delivery was generally described as smooth, supported by responsive programme staff and flexibility in how funding could be used. Flexibility was particularly valued in adapting to venue changes, fluctuating attendance and evolving participant needs.

Key barriers identified were:
· Transport constraints
· Engaging more isolated individuals
· Initial reluctance or stigma among new participants

Several organisations reported strong levels of repeat attendance, suggesting that provision is becoming embedded in local routines rather than operating as one-off interventions.

B(a)1.4 Illustrative Case Example – Village Hub Model
One village-based hub in East Cambridgeshire illustrates the district’s infrastructure-led approach.

Originally established as a short-term “warm space” during the cost-of-living crisis, the project evolved into a regular, free, drop-in social and wellbeing hub operating multiple days per week. The model combines:
· Informal social space and refreshments
· Light physical activity (e.g. chair-based exercise)
· Social games and creative sessions
· Visiting advice and information services

The hub primarily supports older residents experiencing loneliness, declining confidence or reduced mobility, though participation has broadened to adults of all ages.

Monitoring data indicates strong and sustained attendance, with many participants attending multiple times per week. Qualitative evidence highlights improvements in confidence, social connection and mobility. Informal peer support has emerged organically, with regular attendees taking on welcoming and light volunteering roles.

The project demonstrates:
· The preventative value of simple, welcoming, free-to-access spaces
· The importance of flexible seed funding
· The role of hubs as gateways to advice, social prescribing and early support

While outcome measurement has been largely qualitative, the consistency of attendance and strength of participant testimony provide credible evidence of meaningful impact.

B(a)1.5 Commissioner Perspective
Commissioner input for East Cambridgeshire emphasised that projects were most successful where:
· An established venue was already in place
· A core group of volunteers was active
· Relationships with parish councils were strong
Commissioners valued:
· The flexibility of the funding
· The ability to respond to local intelligence
· The relational, place-based approach
However, sustainability remains contingent on:
· Continued volunteer commitment
· Access to modest but reliable income streams
· Proportionate governance and monitoring support

B(a)1.6 System Integration
Integration with health and wider system partners is variable across the district.
In some areas, hubs are known to social prescribers and informal referrals occur. In others, connections rely primarily on word-of-mouth and community awareness. There is scope to strengthen:
· Communication of hub offers to Primary Care Networks
· Routine information sharing
· Referral feedback loops
· Inclusion of hubs in neighbourhood-level planning discussions
The district’s infrastructure-led approach provides a strong foundation for deeper integration, particularly where hubs are already operating consistently and visibly.

B(a)1.7 Contribution to Prevention
In East Cambridgeshire, prevention operates primarily through:
· Routine social participation
· Volunteer-mediated peer support
· Early identification of emerging issues through informal contact
· Maintenance of confidence, mobility and independence
While avoided cost cannot be directly quantified, projects clearly strengthen protective factors associated with sustained independence, particularly for older people at risk of isolation.
The shift toward community backbone functions—rather than solely time-limited activities—represents an important maturation of the model in this district.

B(a)1.8 Sustainability and Capacity
Sustainability in East Cambridgeshire appears comparatively stronger than in some other districts due to:
· Investment in volunteer development
· Gradual diversification of income
· Use of established community venues
· Alignment with parish-level priorities
However, fragility remains. Risks include volunteer burnout, limited administrative capacity and ongoing reliance on small grants.
There is an opportunity to formalise light-touch capacity-building support, including:
· Governance strengthening
· Monitoring and impact support
· Fundraising advice
· Sustainability planning

B(a)1.9 Social Value
Key social value domains in East Cambridgeshire include:
· Volunteer contribution and replacement value
· Reduced rural isolation
· Carer reassurance
· Strengthened community cohesion

The hub model amplifies value beyond direct participants by strengthening local infrastructure and increasing community resilience.

B(a)1.10 Implications for 2026–27
East Cambridgeshire offers several transferable lessons:
· Infrastructure-led prevention models support sustainability.
· Volunteer development is central to long-term viability.
· Integration with health and PCN partners should be formalised.
· Monitoring can remain proportionate but should track repeat attendance and simple wellbeing indicators.
· Hub models are adaptable to broader 18+ cohorts experiencing isolation.
Overall, East Cambridgeshire demonstrates how seed funding can catalyse sustained, locally owned community infrastructure when projects are allowed to mature beyond short-term activity cycles.

B(a)2 South Cambridgeshire

B(a)2.1 District Context
South Cambridgeshire has a relatively high proportion of older residents (around one in five aged 65+), though headline indicators of deprivation, long-term illness and fuel poverty are lower than in some other districts. Many older residents live in rural villages, often in owner-occupied housing, and may appear economically stable. However, this can mask vulnerability linked to:
· Rural isolation and dispersed settlements
· Limited public transport between villages
· Older people living alone or as older couples without nearby family
· Emerging frailty and cognitive decline

Commissioners consistently emphasised that local context strongly shapes delivery. What works in one village may not land in the same way elsewhere. In South Cambridgeshire, prevention is less about concentrated deprivation and more about sustaining connection, routine and confidence across dispersed rural communities, while addressing structural access barriers.

B(a)2.2 Delivery Profile and Three-Year Trajectory
Across three funding rounds, Care Together in South Cambridgeshire has operated as a community- and volunteer-led prevention ecology. Seed funding has primarily acted as:
· Pump-priming for new ideas
· Stabilisation funding for existing community assets
· A catalyst for locally designed, relational provision

Recurring activity types include:
· Social connection groups and lunch clubs
· Adapted and gentle physical activity
· Dementia-friendly and carer-inclusive provision
· Community-based coordination and informal navigation

Projects often experienced slower mobilisation in early months, particularly where volunteer recruitment, venue access or referral pathways required development. Over time, most provision consolidated into regular, predictable sessions embedded within local routines.
Commissioners noted that projects worked best where they built on existing infrastructure — trusted organisations, active volunteer bases and accessible venues. Newer groups without established networks often required additional support and time to embed.

(a).3 Outcomes and Prevention Contribution
Outcomes reported across South Cambridgeshire projects are consistent with wider programme findings, particularly:
· Reduced loneliness and isolation
· Improved mood and emotional wellbeing
· Increased confidence to leave the house
· Establishment of routine and something to look forward to

Change was typically gradual and cumulative rather than immediate. Participants often attended tentatively at first, becoming more confident and socially engaged over time. Routine emerged as a stabilising factor, particularly following bereavement, declining health or transition into caring roles.

Dementia-friendly and carer-inclusive provision has been particularly significant in this district. Memory café–style models have provided:
· Safe, stigma-free environments
· Emotional stimulation and enjoyment (often through music and shared activity)
· Informal peer support and respite for carers
· Gentle pathways into further support where needed

Such provision operates as a preventative bridge — reaching people earlier in their journey and reducing reliance on crisis-driven services. While formal outcome measurement has been limited, professional judgement and participant testimony strongly support the preventative logic: sustaining wellbeing, reducing isolation and helping people remain at home and connected for longer.

B(a)2.4 Reach and Structural Barriers
While engagement has generally been strong, reach remains shaped by structural constraints as much as design.
Key barriers include:
· Limited transport between villages
· Awareness gaps and reliance on word-of-mouth
· Referral pathway variability
· Confidence and stigma among those newly experiencing isolation or cognitive decline

Even well-designed, welcoming projects cannot fully overcome structural transport limitations without wider system support. Commissioners observed that some of the most isolated individuals — particularly those not already linked into any networks — remain hardest to reach.

In more densely served areas, a different challenge emerged: a crowded voluntary landscape. In these contexts, the issue is less about availability of provision and more about navigation, visibility and sustained attendance.

(a).5 Integration and System Working
Integration with statutory and neighbourhood structures has been mixed. In some localities, projects are well connected to social prescribing, community navigators and GP practices. In others, links are informal and relationship-dependent. Both commissioners and neighbourhood leads identified stronger integration as a key opportunity for development.

Potential areas for strengthening include:
· Embedding community offers more clearly within social prescribing pathways
· Improving visibility of provision within GP communications
· Aligning seed-funded activity with neighbourhood intelligence
· Reducing duplication in monitoring and reporting across funding streams

There was recognition that seed funding has relational value in itself, helping shift perceptions of the council from transactional to collaborative and building trust with community organisations.

B(a)2.6 Sustainability and Capacity
Sustainability is the most consistent concern in South Cambridgeshire. The one-year seed funding model has enabled rapid start-up and experimentation but limited the time available for:
· Embedding delivery
· Demonstrating outcomes
· Building diversified funding streams
· Planning long-term continuation

Projects that are part of larger, established organisations with mixed income models are more likely to continue. Volunteer-dependent models in smaller villages remain more fragile, particularly where delivery depends on a small number of key individuals.

Commissioners and system partners suggested that prevention requires longer horizons. An 18–24 month timeframe may better reflect the realities of community mobilisation, trust-building and embedding routine before expecting demonstrable impact.

B(a)2.7 Social Value and Wider Impact
Beyond direct participant outcomes, South Cambridgeshire projects have generated wider social value, including:
· Carer reassurance and informal respite
· Increased volunteer confidence, purpose and connection
· Strengthened community cohesion
· Reduced stigma around dementia and ageing

Volunteers are not simply a delivery mechanism but beneficiaries in their own right. In some cases, older participants themselves transition into light volunteering roles, reinforcing an asset-based narrative rather than one focused solely on need.

Community-based provision has also strengthened informal networks and local capacity, contributing to resilience beyond the lifespan of individual grants.

B(a)2.8 Implications for 2026–27
South Cambridgeshire illustrates both the strengths and limits of hyper-local, volunteer-dependent prevention.

Key learning includes:
· Relational, low-barrier provision is effective in building confidence and routine.
· Dementia-friendly and carer-inclusive models are particularly valuable in rural contexts.
· Structural transport and access barriers require system-level solutions.
· Integration with neighbourhood teams and referral pathways should be strengthened.
· Longer funding horizons would better align with preventative ambitions.
· Sustainability support (governance, fundraising, light-touch evaluation) would increase resilience.

Overall, South Cambridgeshire demonstrates that seed funding can successfully catalyse community-led prevention in relatively affluent but dispersed rural contexts. However, without longer-term thinking around sustainability and integration, the resilience of these locally valued assets remains fragile.




B(a)3 Huntingdonshire

B(a)3.1 District Context
Huntingdonshire has a high proportion of older residents (around one in five aged 65+), with a mixed profile of need across market towns, villages and more rural settlements. Compared with Fenland, deprivation and fuel poverty are less pronounced overall, but rurality and transport constraints still shape access to preventative support. 

Across the district, prevention challenges are influenced by:
· Pockets of rural isolation and dispersed settlement patterns
· Variable public transport and car dependency
· Uneven visibility of community offers (particularly beyond established networks)
· Differences in local infrastructure and volunteer capacity between communities

This means the ability to convert “availability of provision” into actual participation is often driven by practical enablers (transport, confidence, awareness) as much as by the quality of activities themselves.

B(a)3.2 Delivery Profile and Three-Year Trajectory
Across the three Care Together funding rounds, Huntingdonshire shows a progressive learning curve: early delivery was heterogeneous, sometimes slowed by mobilisation issues (venues, referrals, recruitment), and then increasingly consolidated into more stable local offers as projects adapted over time.

The district’s funded activity has typically combined a balanced prevention mix:
· Regular social groups, lunch clubs and community gatherings
· Physical activity and gentle movement offers (often adapted for mobility and confidence)
· Dementia-friendly provision and carer-inclusive activity
· Practical access-enabling support (particularly transport and outreach)
· “Warden”/navigation-style models offering reassurance and light-touch support

A consistent programme-wide pattern is visible here: projects often started slowly, adapted mid-course (routes to access, timing, venue, messaging), and then stabilised once routines and local awareness were established. Where delivery built on existing organisations with venues, staff, volunteers and local reputation, mobilisation was faster and sustainability prospects stronger. Where projects depended on specific gatekeepers or fragile volunteer capacity, continuity was more vulnerable.

B(a)3.3 Survey Insight and Reported Outcomes
Survey feedback aligns with wider programme findings: providers consistently report early outcomes centred on social connection and wellbeing, including:
· Reduced loneliness and isolation
· Improved mood and confidence
· Increased routine and sense of purpose
· Greater willingness to leave the house and re-engage locally

In Huntingdonshire, providers also frequently emphasise the importance of repeat attendance. As with other districts, the “dose” of prevention appears to be built through regular contact and familiarity, rather than one-off events.
Common delivery barriers mirror other rural and mixed areas:
· Transport and mobility constraints
· Reaching those who are most isolated or not connected to community networks
· Confidence and reluctance among new participants
· Reliance on word-of-mouth or referral routes that may fluctuate

B(a)3.4 Illustrative Case Example – Transport as Prevention Infrastructure
One Huntingdonshire case study highlights how infrastructure investment can underpin multiple prevention outcomes.

A long-established community charity used Care Together seed funding to lease a fully accessible minibus. The funding did not create a new “activity” in itself; instead it unlocked access to existing and expanding provision—particularly a day club supporting older people with mobility needs across Sawtry and surrounding rural villages.

Key features of the model:
· Accessible pick-up and drop-off for older people, including wheelchair users
· Enabling consistent attendance at a day club and other community activities
· Wider use for social outings and seasonal events (e.g. Christmas lunch transport)

Reach described in monitoring evidence includes:
· Around 40–50 older people per week supported to attend
· People previously unable to attend due to being effectively housebound
· Strong reach to those living alone and those with higher mobility needs

Reported outcomes are strongly aligned with prevention pathways:
· Improved access and independence (making participation possible at all)
· Increased social connection and confidence through routine attendance
· Carer reassurance and informal respite
· Earlier identification of emerging issues, as staff notice changes in wellbeing and can signpost or alert families

This illustrates a core Huntingdonshire theme: prevention impact can depend on upstream enablers (like transport) that make all other community support reachable.

B(a)3.5 Commissioner and System Perspectives
Commissioners emphasised that projects work best when they build on existing infrastructure—trusted organisations, established groups and accessible venues. They also highlighted the importance of local knowledge and relationships in shaping what lands well, and a recurring concern that some groups are consistently “missing out”, often those not connected to anything already.

System partners and commissioners also noted:
· Seed funding is valued for being flexible and low-bureaucracy
· One-year cycles can be too short for embedding routine, proving outcomes and planning sustainability
· Integration with social prescribing and neighbourhood routes is uneven and relationship-dependent

There is a shared view that Care Together activity often functions as an entry point—supporting people to connect earlier, before needs escalate—yet this contribution is hard to evidence through standard monitoring alone.

B(a)3.6 Integration and System Working
Integration is mixed across the district. In some areas, community provision is visible to practitioners and informal referrals occur; elsewhere, connections rely on word-of-mouth and local champions.
Opportunities to strengthen integration include:
· Clearer communication of local offers to primary care and social prescribing
· Simple referral feedback loops (so community groups know what happens next)
· Better coordination across multiple small projects to reduce fragmentation
· Shared, proportionate monitoring approaches that avoid duplication across council funding streams

B(a)3.7 Sustainability and Capacity
Sustainability varies. Models embedded in established organisations (with staff capacity, venues, and fundraising capability) are more likely to continue. However, several structural risks remain:
· Volunteer capacity and burnout
· Transport and operational costs (especially where access support is integral)
· Short-term funding horizons that limit longer-term planning
· Administrative burden relative to the scale of grants

The Huntingdonshire case study also illustrates a sustainability paradox: once a high-impact enabling service (like accessible transport) is established, it becomes “core”, but it also introduces ongoing cost commitments that are hard to absorb without follow-on funding.

B(a)3.8 Social Value and Wider Impact
Social value in Huntingdonshire accrues across multiple domains:
· Reduced isolation and improved wellbeing for older people
· Increased carer reassurance and stability
· Volunteer contribution and community capacity-building
· Stronger local cohesion through repeat, routine provision
· Increased equity of access where transport/infrastructure removes barriers

Importantly, enabling models (transport, navigation, outreach) may create social value that exceeds what participant counts alone can show, because they unlock participation in a wider ecosystem of support.

B(a)3.9 Implications for 2026–27
Huntingdonshire offers several lessons for future rounds:
· A balanced prevention mix is valuable, but access enablers (transport, outreach) can be foundational.
· Routine and repeat attendance are central mechanisms of change.
· Integration should be strengthened so community offers are treated as part of the prevention system, not “optional extras.”
· Monitoring can remain light-touch but should better capture repeat engagement and simple wellbeing change over time.
· Sustainability planning may need clearer pathways—particularly for proven infrastructure that creates high equity of access but carries ongoing costs.

Overall, Huntingdonshire demonstrates how seed funding can support a more coherent local prevention portfolio over time, especially when projects adapt, consolidate and address the practical barriers that prevent older people from taking part.

B(a)4 Cambridge City

B(a)4.1 District Context
Cambridge City has a younger overall age profile than the other districts, but still includes significant numbers of older residents, with concentrated pockets of need. The city context is characterised by:
· Dense neighbourhoods with strong (but uneven) VCSE infrastructure
· Marked intra-city inequalities, including among older people
· Higher availability of services “on paper”, but barriers to participation in practice
· A complex landscape of providers that can feel overwhelming to navigate

In Cambridge City, prevention challenges are often less about distance and more about confidence, affordability, mobility, and conversion from availability to participation—particularly for older people living alone, those with long-term conditions, or those in supported/council housing.

B(a)4.2 Delivery Profile and Three-Year Trajectory
Across three funding rounds, Care Together in Cambridge City has functioned as a layered urban prevention offer, with a strong emphasis on coordination, repeatable provision and infrastructure-building. The early Activity Coordinator approach (particularly within sheltered housing contexts) established a system-facing model that influenced later delivery, enabling high volumes of engagement but also highlighting variation between schemes and the importance of proactive mobilisation.

Across rounds, funded activity in the city has included:
· Coordinated offers within sheltered/support settings
· Community meals and social connection activity
· Subsidised / accessible physical activity
· Targeted inclusion work (including carers and specific communities)
· Practical “navigation” and reassurance elements in some projects

Compared with more rural districts, Cambridge City benefits from greater density of venues and organisations. However, desk learning indicates a persistent tension: provision can exist without being accessed by those who would benefit most, especially where mobility, confidence, stigma or cost barriers remain.

B(a)4.3 Survey Insight and Reported Outcomes
Survey findings align with the wider programme pattern: providers most commonly report outcomes including:
· Reduced loneliness and improved wellbeing
· Increased confidence to leave the home
· Greater routine and motivation
· Improved social connection and sense of belonging

In Cambridge City, projects often emphasise the importance of a low-threshold offer that feels welcoming and non-clinical. As elsewhere, change appears to build through repeat engagement over time rather than one-off participation.

Common delivery challenges reported include:
· Engaging those with the lowest confidence or highest anxiety
· Cost barriers and perceived affordability of “mainstream” leisure provision
· Practical access issues even in an urban setting (mobility limits, fear of falling)
· Awareness and navigation—people not knowing what exists or how to access it

B(a)4.4 Illustrative Case Example – Mobile, Confidence-Building Physical Activity
One Cambridge City case study illustrates how Care Together funding supported an outreach approach designed to reach older people who are unlikely to attend traditional gyms.

A mobile fitness provider delivered short programmes across multiple neighbourhoods, taking equipment and trained staff into familiar local settings such as sheltered housing schemes, community centres and other neighbourhood venues. The model focused on older adults with low activity levels, long-term health conditions, reduced mobility, or social isolation.

Key features included:
· A flexible, non-intimidating approach (including chair-based and adapted exercises)
· Delivery in trusted, local venues to reduce anxiety and travel barriers
· Strong attention to confidence-building as a precursor to physical activity
· Sessions that also created informal social connection through shared activity

Reported outcomes included:
· Improved strength, mobility, balance and confidence in everyday movement
· Increased willingness to leave the home and try other activities
· Peer encouragement and friendships formed through sessions
· Evidence of behaviour change beyond the programme (walking together, continuing exercises at home)

However, the case study also highlights a sustainability challenge: outreach physical activity models can be resource-intensive, and when funding ends, delivery typically stops unless a continuation route is in place.

B(a)4.5 Commissioner and System Perspectives
Commissioners and system partners viewed seed funding as valuable for enabling community-based prevention that statutory services cannot deliver alone. In Cambridge City, they also highlighted the complexity of the local landscape: there may be “lots” of organisations, but navigation and coordination remain critical.
Key reflections included:
· Projects work best where there are strong local relationships and trusted organisations
· One-year funding can be too short to embed, demonstrate outcomes, and plan sustainability
· A crowded provider landscape makes coordination and visibility essential
· Prevention impact is widely believed to be strong, but difficult to evidence formally

There is also learning that scale alone is not a proxy for prevention: high-volume activity may generate benefit, but the key question is whether it reaches those at greatest risk of decline and whether changes are sustained.

B(a)4.6 Integration and System Working
Integration is mixed. In some parts of the city, community offers are well connected to social prescribing, neighbourhood teams and housing-based pathways; elsewhere, connections rely on informal relationships and local champions.

Opportunities to strengthen integration include:
· Clearer communication of “what’s available where” to primary care and neighbourhood teams
· Shared referral and feedback loops so community groups can support people consistently
· Reducing duplication of monitoring across different council funding streams
· Greater alignment between seed funding choices and neighbourhood intelligence

In the city context, system working also means reducing fragmentation—helping residents and practitioners make sense of an already busy ecosystem of support.

B(a)4.7 Sustainability and Capacity
Sustainability is uneven. Some models embedded in established organisations or infrastructure (e.g. housing-linked coordination, groups with strong volunteer bases) are more likely to continue. Other effective models—especially resource-intensive physical activity and outreach—remain fragile without follow-on funding.

Key sustainability pressures include:
· Short-term funding horizons
· High delivery costs for skilled interventions
· Volunteer and staff capacity constraints
· The challenge of maintaining momentum once a time-limited programme ends

This reinforces a key theme: seed funding can successfully initiate activity, but continuation pathways matter if the goal is lasting prevention impact.

B(a)4.8 Social Value and Wider Impact
Social value in Cambridge City includes:
· Improved wellbeing, confidence and reduced isolation for older residents
· Volunteer contribution and strengthened community capacity
· Increased inclusion and connection across neighbourhoods
· Potential “gateway” effects into wider support and healthier behaviours

In the urban context, additional value also comes from improved coordination and navigation—helping residents access what already exists, not only creating new provision.

B(a)4.9 Implications for 2026–27
Cambridge City offers several lessons for future rounds:
· The main barrier can be conversion (availability → participation), not absence of provision.
· Low-threshold, confidence-building approaches are essential for reaching those most at risk.
· Coordination and navigation should be treated as core prevention infrastructure in a crowded ecosystem.
· Integration with housing, social prescribing and neighbourhood teams should be strengthened and made more systematic.
· Monitoring should remain proportionate but capture repeat engagement and (where relevant) simple physical wellbeing indicators.
· Resource-intensive but effective interventions (e.g. outreach physical activity) need clearer continuation routes if they are to deliver sustained prevention benefit.

Overall, Cambridge City shows how seed funding can enable diverse, locally tailored prevention activity within a dense urban ecosystem—but it also highlights that impact depends on reach, accessibility, and sustained pathways rather than volume of provision alone.

B(a)5 Fenland

B(a)5.1 District Context
Fenland stands out across the five districts for the scale and intensity of need among older residents. It has:
· The highest proportion of residents aged 65+
· The highest levels of income deprivation affecting older people
· Higher rates of long-term limiting illness
· Higher levels of fuel poverty
· Significant rurality and transport constraints

Many older residents live alone and on low incomes, often in low-value housing with higher insulation need and rising energy costs. Food insecurity and financial strain are more pronounced than in other parts of the county.

In Fenland, prevention is shaped by overlapping vulnerability: economic hardship, declining health, frailty risk, and isolation are often interconnected. Community provision therefore operates not only as social enrichment, but as a stabilising mechanism within a higher-risk environment.

B(a)5.2 Delivery Profile and Three-Year Trajectory
Across three funding rounds, Care Together in Fenland has combined:
· Structured physical activity and falls-prevention programmes
· Social connection offers (lunch clubs, group activities)
· Transport-enabled access
· Practical navigation and reassurance models
· Skills-based and nutrition-focused interventions

Compared with more affluent districts, Fenland projects frequently operate at a higher depth of support. Delivery often requires addressing multiple barriers simultaneously—cost, transport, confidence, health and social withdrawal.

Mobilisation patterns reflect the wider programme: early delays linked to recruitment, venues and referrals, followed by adaptation and consolidation. However, in Fenland, ongoing delivery capacity (particularly workforce, transport and venue costs) remains a structural constraint.

The district illustrates a key prevention tension: balancing reach and depth. Some projects operate at lower reach but higher intensity due to the complexity of need.

B(a)5.3 Survey Insight and Reported Outcomes
Survey responses from Fenland providers align with wider findings but often emphasise compounded challenges.

Common reported outcomes include:
· Reduced loneliness and improved mood
· Increased confidence and routine
· Improved physical mobility and activity levels
· Better nutrition and budgeting confidence
· Carer reassurance and informal respite
Providers frequently highlighted that participants often present with multiple risk factors—bereavement, low income, poor health and social withdrawal—meaning that change is gradual and relational.

Barriers identified include:
· Transport and geographical spread
· Financial pressures affecting attendance
· Health complexity and fluctuating mobility
· Reaching those most withdrawn or digitally excluded

Repeat attendance is again central. In Fenland, routine and predictability appear particularly important for stabilising wellbeing in contexts of economic stress.

B(a)5.4 Illustrative Case Example – Nutrition, Skills and Social Reconnection
A Fenland-based case study highlights how a practical, skills-focused intervention can deliver wider preventative benefit.

A long-established community organisation delivered structured cookery courses for older adults, particularly targeting those living alone following bereavement or separation. The model focused on:
· Affordable, high-protein, one-pot meals
· Cooking skills for those unused to preparing meals independently
· Budgeting and freezing guidance
· Informal social time alongside practical activity

While improved nutrition was an explicit aim, the most significant outcomes were social and relational. Participants reported:
· Increased confidence cooking independently
· Reduced reliance on ready meals and low-cost, low-nutrient food
· New friendships and informal peer support
· Rebuilding confidence following loss

Monitoring suggests the project slightly exceeded participation targets, engaging over 100 older adults. Evidence indicates that around 20–25 participants experienced marked shifts from withdrawal to outward engagement.

In at least one instance, peer relationships formed through the group helped support a participant during illness, potentially preventing hospital admission. While such outcomes are qualitative, they illustrate clear preventative mechanisms: improved nutrition, strengthened social networks and early informal support.

The case study also reflects a broader Fenland theme—food-based interventions carry both functional and emotional significance in areas of higher economic vulnerability.

B(a)5.5 Prevention Contribution
Fenland projects operate across several preventative pathways:
· Reducing frailty risk through physical activity and improved nutrition
· Addressing social isolation through regular group-based routine
· Supporting carers and families informally
· Enabling access through transport or community navigation
· Strengthening community infrastructure in high-need areas

Prevention in Fenland often addresses structural precursors to escalation—food insecurity, cold homes, inactivity and social withdrawal. However, as elsewhere, avoided demand is difficult to quantify and relies heavily on professional judgement and qualitative accounts.
Given the higher baseline risk in Fenland, the potential preventative value may be proportionally greater, though harder to evidence through standard monitoring.

B(a)5.6 Integration and System Working
Integration in Fenland is mixed but often pragmatic. Projects frequently work alongside:
· Integrated neighbourhood teams
· Health partners
· Community navigators
· Parish and town councils

In some cases, projects were shaped through early dialogue with council and health staff, aligning with neighbourhood priorities. However, referral pathways are not always formalised, and reliance on relationships remains common.

Opportunities for strengthening integration include:
· Clearer embedding of community provision into social prescribing
· Coordinated transport solutions across projects
· Shared outcome measurement to evidence prevention impact
· Reducing duplication in reporting across multiple funding streams

Given the scale of need in Fenland, stronger alignment between seed funding and wider system strategy may yield particularly high value.

B(a)5.7 Sustainability and Capacity
Sustainability is both a challenge and an area of relative strength in Fenland.

Some organisations—particularly long-established anchor charities—have leveraged seed funding to:
· Pilot and refine delivery models
· Introduce low-cost participant contributions
· Cross-subsidise through social enterprise activity
· Expand into additional locations

However, fragility remains, especially for:
· Transport-dependent services
· High-intensity support models
· Volunteer-reliant provision in smaller communities

One-year funding cycles limit the ability to embed preventative work fully in areas where behaviour change and confidence-building may take longer due to complexity of need.

B(a)5.8 Social Value and Wider Impact
Social value in Fenland includes:
· Reduced isolation in high-risk rural contexts
· Improved nutrition and food security
· Carer reassurance and reduced stress
· Volunteer purpose and strengthened civic participation
· Informal mutual aid among participants

In areas of higher deprivation, the ripple effects of even small-scale interventions may be significant, particularly where peer support extends beyond formal sessions.

B(a)5.9 Implications for 2026–27
Fenland provides several transferable lessons:
· Prevention in high-need contexts often requires depth as well as reach.
· Food-based and skills-based interventions can generate strong relational outcomes.
· Transport and affordability remain foundational access barriers.
· Longer funding horizons may better support behaviour change in complex contexts.
· Monitoring frameworks should recognise the higher baseline risk in Fenland when interpreting outcomes.
· Sustainability pathways should consider the ongoing costs of access-enabling and higher-intensity provision.

Overall, Fenland demonstrates the importance of flexible, community-led prevention in areas with overlapping economic, health and social vulnerabilities. Seed funding has enabled credible preventative activity, but long-term resilience depends on alignment with wider system strategy and realistic sustainability planning.



Appendix B (Part B) Synthesis of learning from Care Together seed funded projects 
(grantee perspectives)

This synthesis brings together learning from five Care Together seed funded projects: CARESCO Community Transport, Ferry Project – One Pot Cooking, Fitness Rush (Mobile Gym), Haddenham Social Club, and Over Memory Café. It draws on grantee interviews, monitoring reports and contextual data to explore how projects were implemented, who they reached, what difference they made, and what this suggests about prevention, sustainability and organisational learning.
While the projects varied significantly in activity, geography and delivery model, they shared common underlying approaches and generated similar patterns of outcomes. The synthesis below draws out these shared themes, alongside important variation shaped by local context.
B(b)1. Implementation and delivery: seed funding as an enabler of action
Across all five projects, Care Together seed funding acted as an enabling mechanism, allowing organisations to move from idea to delivery by reducing early financial and operational risk. In several cases, funding unlocked barriers that had previously limited activity, such as transport, equipment, venue hire, staffing time or specialist delivery inputs.
“The seed funding just removed the financial side of the conversation… which meant we could just focus on the event.”
Importantly, seed funding was not used to deliver tightly specified interventions, but to create the conditions for activity to happen locally. Its flexibility was highlighted as critical, allowing organisations to adapt delivery as they learned more about participant needs and preferences.
“It gave us the momentum to just make it happen.”
Projects rooted in existing community infrastructure or delivered by trusted local organisations were generally able to mobilise more quickly, drawing on volunteers, facilities and informal networks. Where projects were newer or without existing networks, additional time was needed to build awareness, confidence and trust.
In some cases, establishing delivery took longer anticipated, this included sourcing project equipment and setting up new systems (such as sourcing a minibus, scheduling and drivers).
B(b) 2. Low-barrier, relational models as a common foundation
A defining feature across all projects was their low-barrier, non-clinical design. Activities were local, informal, non-clinical and welcoming, removing barriers related to cost, stigma, confidence and access.
“It’s a very gentle introduction… a low-pressure way in.”
Across projects, this approach enabled engagement with people who were isolated, withdrawn or reluctant to engage with formal services. Several organisations described participants who had “stopped going anywhere” following bereavement, ill health or declining confidence.
“We get people who wouldn’t normally go anywhere.”
Activities such as cooking, exercise, music or social gatherings functioned primarily as vehicles for connection, rather than ends in themselves.
“It’s not really about the activity — it’s about being with people.”
This emphasis on relationships, enjoyment and shared experience emerged as a key mechanism of engagement and change.
B(b) 3. Change over time: confidence, routine and re-engagement
Across all five projects, change was most often described as gradual and cumulative, rather than immediate. Participants frequently attended tentatively at first, sometimes only staying briefly or engaging minimally. Over time, regular attendance helped build familiarity, trust and confidence.
“They come in very quiet… and then they’re chatting, laughing, joking.”
Routine emerged as an important stabilising factor. Weekly or monthly sessions became something people planned around, offering structure and predictability during periods of transition, loss or declining health.
“It’s definitely something to look forward to.”
For some participants, this growing confidence extended beyond the project itself, leading to taking part in additional activities, wider social engagement or uptake of additional support. 
B(b) 4. Illustrative journeys and mechanisms of change
From isolation to routine and belonging
Several projects described individuals who initially attended irregularly or reluctantly, often following bereavement or a loss of confidence. Over time, regular attendance became part of their routine, providing a reason to leave the house and reconnect socially. Familiar faces, predictable sessions and informal conversation were central to this shift.
This pattern was evident across different activities, suggesting that routine and relational safety were key drivers of change.
Memory Café as a bridge, not an endpoint
The Over Memory Café illustrates how seed-funded activity can operate as a bridge rather than a standalone offer. Some attendees later became clients of the day centre, while others continued attending even after caring roles ended, using the café as an ongoing source of connection.
“They still come because they enjoyed the company.”
This highlights how low-pressure, enjoyable activity can support people both into and beyond formal provision, particularly during periods of transition.
Transport as an upstream intervention
CARESCO’s transport offer demonstrated how addressing a single practical barrier could unlock multiple outcomes. By enabling people to attend social, health and community activities, transport acted as an upstream enabler rather than an outcome in itself.
“Sometimes with isolation it’s just lack of transport and they can’t physically get to us.”
In this sense, transport functioned as a preventative mechanism, supporting independence, reducing isolation and enabling access to a wider ecosystem of support.
Fitness as a gateway 
Fitness Rush demonstrated how accessible, community-based exercise can operate as a gateway into wider social participation. For several participants, the mobile gym was the first step into structured activity after a period of isolation, declining confidence or reduced mobility.
“It was the starting point — once they’d done that, other things didn’t feel so intimidating.”
The low-pressure, local delivery model reduced both practical and psychological barriers. Participants described initially attending “just to see what it was about,” before gradually building confidence and stamina. Over time, some went on to join walking groups, attend other exercise classes, or develop their own friendships and networks.
In this sense, the project functioned not only as a physical health intervention, but as an enabling platform — rebuilding confidence and benefits that extended beyond the sessions themselves.
B(b) 5. Reach and access: shaped by structure as much as design
Across all projects, there was strong evidence of engagement with older people experiencing isolation, declining health, low confidence or limited social networks. Projects reached carers, people living alone, individuals with mobility limitations and those at early stages of dementia or frailty.
However, reach was shaped as much by structural and contextual factors as by project design. Transport availability, geography, digital exclusion, awareness and reliance on word-of-mouth all influenced who could realistically attend.
“If they haven’t got access to transport, it’s very difficult.”
 “Getting the word out is still one of the hardest parts.”
Some groups remained harder to reach, particularly those with the highest levels of isolation or weakest links to existing networks, which may include seldom heard groups. This suggests that even well-designed community projects may require wider system support to extend reach equitably.
Wider outcomes: carers, volunteers and communities
In addition to outcomes for direct participants, all five projects strongly showed how they generated wider benefits.
For carers and families, projects offered reassurance, respite and shared positive experiences.
“This is really respite for the carer… we just try and give them two hours.”
 “They know they’re in a very safe environment… and that gives them that time to relax.”
Volunteers consistently reported enjoyment, purpose and social connection, contributing to sustained delivery and strengthening local capacity.
“It’s a morning where they feel they’re adding value.”
At a community level, projects helped rebuild social infrastructure, increase awareness of local support and strengthen informal networks.
“It’s become part of the community now.”
These wider outputs amplify the value of seed funding beyond participant numbers alone.
Contribution to prevention and early help
Although formal outcome measurement was limited, there was strong qualitative evidence that projects contributed to prevention and early help. This included sustaining wellbeing, reducing isolation, supporting carers, enabling early identification of issues and helping people remain active and connected.
“If we can sustain those individuals in their own homes for longer… that is a major benefit.”
Prevention was consistently understood as relational and process-based rather than a discrete outcome.
“It’s hard to measure what didn’t happen — but you know it made a difference.”
However, these outcomes were largely anecdotal, and often difficult to evidence through structured reporting. Most projects relied on attendance figures, informal feedback and observation rather than systematic outcome measures.
B(b) 8. Sustainability and organisational learning
Sustainability emerged as the most consistent challenge across projects. While seed funding enabled strong starts, many organisations faced uncertainty once funding ended.
“Once you’ve got it going, it’s really hard to imagine stopping.”
Some organisations were able to leverage additional funding, cross-subsidy or participant contributions, while others remained reliant on short-term grants.
Despite this, seed funding had a positive impact on organisations themselves, increasing confidence, credibility, partnerships and willingness to innovate.
“It put us on the map.”
This organisational learning represents an important, if less visible, outcome of the programme.
Emerging synthesis insight
 Across the five Care Together–funded projects, seed funding enabled community organisations to create low-barrier, relational spaces that supported connection, confidence and wellbeing. Change was typically gradual and cumulative, shaped by routine, trust and enjoyment. Projects generated wider benefits for carers, volunteers and communities, and contributed credibly to prevention and early help. 
However, across the programme these outcomes were reported anecdotally and due to their preventative nature, were difficult to evidence or quantify through formal monitoring. Sustainability beyond initial funding periods remains the key challenge.





Appendix C – Desk research summary

C1. Scope and purpose
This desk review synthesises existing programme documentation across three Care Together funding rounds and five district areas, including place-level evaluations, monitoring returns, commissioner summaries and cross-place syntheses. 

It is intended to:
· establish an evidence-based baseline ahead of primary research
· identify recurring patterns, delivery conditions and tensions
· surface assumptions underpinning the Care Together model
· highlight gaps and inconsistencies in existing evidence
· inform the design of surveys, interviews, case studies and future monitoring tools
The review does not seek to make definitive judgements about long-term outcomes or system impact. Instead, it focuses on what can reasonably be inferred from desk evidence alone.

Across three funding rounds, Care Together has operated less as a single programme and more as a portfolio of locally designed interventions, unified by broad intentions around:
· prevention and early help
· social connection and confidence
· enabling independence among older people
· supporting carers indirectly and directly
· strengthening VCSE capacity and community infrastructure

In practice, the programme has funded a mixed ecology of activity, including:
· open-access social groups and lunches
· physical activity and falls-prevention programmes
· dementia-friendly and carer-inclusive provision
· navigation, reassurance and low-level practical support
· transport and access-enabling functions
· coordination, hub development and volunteer infrastructure

A recurring feature across all three rounds is that delivery models were shaped more by local context than by programme prescription. This flexibility is central to Care Together’s identity, but it also complicates evaluation, comparison and aggregation.

Key assumption to test: That locally designed, relational and low-threshold activity is a sufficient mechanism for prevention, even when delivery is heterogeneous and outcomes are difficult to standardise.

C2. Implementation patterns across places and rounds

Common delivery trajectory
Despite local variation, desk evidence shows a broadly consistent implementation pattern across places and rounds:
1. Mobilisation and delay
Many projects experienced slower starts than planned due to:
· funding confirmation timing
· volunteer recruitment and safeguarding
· venue access
· reliance on referral gatekeepers (e.g. social prescribing, housing managers)
2. Mid-course adaptation
Providers frequently adjusted:
· access routes (moving from referral-led to open access)
· session timing, venues or formats
· promotional strategies
· eligibility criteria
3. Late-stage consolidation
By later quarters, delivery tended to stabilise, with clearer articulation of:
· who the offer was for
· what conditions supported engagement
· what might continue beyond funding
This pattern is evident in multiple places, for example:
· dementia-friendly groups in South Cambridgeshire delayed by social prescriber turnover (2023/24)
· physical activity programmes relocating or reframing offers to improve uptake (2023/24–2024/25)
· hub-based models moving from set-up into sustained weekly delivery over time (2023/24 onwards)

Role of local infrastructure
Delivery pace and confidence were strongly associated with pre-existing local infrastructure, including:
· established VCSE organisations with paid staff
· active volunteer bases
· accessible community venues
· transport options
· supportive local gatekeepers

For example:
· Cambridge City’s sheltered-housing coordination model (2023/24) benefited from embedded council infrastructure, enabling rapid scale but also masking uneven engagement between schemes.
· East Cambridgeshire’s Community Hubs programme (2023/24 onwards) invested heavily in volunteer enablement and fundraising capacity, explicitly recognising infrastructure as the primary constraint rather than lack of activity.
· In more rural contexts (Fenland, Huntingdonshire), delivery was often contingent on transport, volunteer drivers and informal networks.

Key tension: Care Together aims to reduce inequalities, yet delivery effectiveness often depends on assets that are unevenly distributed across places.

C3. What has been delivered: activity profile and variation
Across three rounds, funded activity clusters into a relatively stable set of delivery types, though emphasis varies by place:

C3.1 Social connection and routine-building
Includes lunch clubs, cafés, hubs and social groups.
These offers are characterised by:
· low thresholds for entry
· regular cadence
· informal peer interaction

Examples recur across all rounds and places (e.g. community lunches, hub sessions).

Desk-based observation:
These activities consistently generate high attendance and positive qualitative feedback, but outcomes are usually framed in general terms (e.g. “reduced isolation”) rather than specific, measured change.

C3.2 Physical activity and functional prevention
Includes:
· strength and balance
· chair-based exercise
· walking-based activity
· mobile outreach fitness

Desk evidence suggests credible proximal outcomes (confidence, mobility, routine), but limited direct linkage to longer-term prevention indicators (e.g. falls reduction, reduced service use).

C3.3 Dementia-friendly and carer-inclusive provision
These models often:
· combine social, cognitive and physical activity
· allow carers to attend with the person they support
· operate at smaller scale

They appear disproportionately vulnerable to:
· referral pathway disruption
· volunteer fragility
· longer mobilisation periods

Issue for research:
How do carers experience these offers, and what difference do they make relative to generic social provision?

C3.4 Navigation, reassurance and practical support
Includes:
· community wardens
· village agent models
· welfare checks and low-level interventions
Desk evidence frames these as high-depth, low-reach interventions with strong prevention logic but limited quantitative capture.
Key question:
How can prevention impact from these models be evidenced proportionately, without relying on speculative “avoided cost” claims?

C4. Early outcomes and perceived change (desk-based)

C4.1 Older people
Across all rounds, reported outcomes are remarkably consistent:
· reduced loneliness
· improved mood and wellbeing
· increased confidence to leave the home
· renewed routine and purpose
However, these outcomes are:
· largely self-reported
· unevenly captured
· rarely tracked longitudinally
Gap:
Little desk evidence distinguishes between short-term enjoyment and sustained change.

C4.2 Carers
Carer outcomes are frequently:
· described as secondary or indirect
· inconsistently recorded
· inferred rather than measured
While many projects claim carer reassurance or respite, few systematically capture:
· changes in carer stress or wellbeing
· confidence navigating support
· sustainability of caring arrangements

C4.3 Volunteers and organisations
This is the strongest and most consistently evidenced outcome domain across all rounds:
· increased volunteer confidence and skills
· strengthened governance and safeguarding
· improved partnership working
· clearer understanding of local need

While not always framed as primary outcomes, these capacity gains appear central to programme viability.

C5. Contribution to prevention and early help
Desk evidence supports a plausible but largely untested prevention narrative, operating through several pathways:
· social connection reducing isolation-related risk
· physical activity supporting confidence and function
· early identification and informal support preventing escalation
· access-enablement (transport, outreach) addressing structural exclusion

However:
· causal links are assumed rather than demonstrated
· evidence relies heavily on logic models and participant testimony
· avoided demand is discussed cautiously but not measured

C6. Sustainability and the seed-funding model
Across rounds, sustainability is uneven and fragile, with common patterns:

C6.1 More sustainable where:
· provision is embedded in existing infrastructure
· volunteer roles are shared and supported
· modest participant contributions are acceptable
· enabling assets (equipment, training) were funded

C6.2 Less sustainable where:
· delivery depends on a single coordinator
· attendance is low but needs are high
· transport or specialist staff are required
· funding expectations assume rapid self-sufficiency

C7. Social value: what can and cannot be claimed
Desk evidence supports a qualitative social value narrative, including:
· strengthened community cohesion
· increased volunteering and civic participation
· improved inclusion of marginalised groups
· potential avoided escalation

However:
· monetisation is largely absent or speculative
· outcomes beyond participants are inferred rather than evidenced
· social value is unevenly distributed

C9. Concluding assessment (desk-based)
Based on existing documentation alone, Care Together appears to have:
· enabled a wide range of locally appropriate activity
· generated consistent short-term benefits for participants
· strengthened community and VCSE capacity
· articulated a credible but largely untested prevention narrative
At the same time, the desk evidence also reveals:
· uneven delivery and sustainability
· reliance on assumptions rather than outcome verification
· under-developed evidence for carers and long-term prevention
· challenges in aggregating impact across heterogeneous models
 
Cambridge City
Across the three funding rounds, Care Together in Cambridge City has functioned as a layered, urban prevention offer, with a strong emphasis on coordination, repeatable provision and infrastructure-building. The 2023/24 Activity Coordinator model in sheltered housing established a system-level approach that shaped subsequent rounds, enabling high volumes of engagement but also revealing significant variation between schemes and reliance on staff-led mobilisation. In later rounds, delivery broadened to include community meals, subsidised physical activity and targeted inclusion (e.g. carers, cultural groups), benefiting from dense VCSE infrastructure and established venues. However, across all years, the evidence suggests persistent tensions around conversion from availability to participation, particularly for those with mobility, confidence or affordability barriers. Cambridge City provides strong learning on scale and coordination, but also raises questions about how prevention impact is differentiated from high-volume social activity in urban contexts.

South Cambridgeshire
South Cambridgeshire’s three-year trajectory reflects a community- and volunteer-led prevention ecology, where Care Together funding has primarily acted as seed capital to stabilise and adapt local assets rather than deliver uniform services. Across all rounds, delivery has been highly sensitive to local leadership, volunteer resilience and referral dependencies, with several projects experiencing delayed starts or uneven continuity before consolidating. Social connection offers, adapted physical activity and dementia-friendly provision recur across years, alongside system-shaping work on community warden schemes and communal spaces. While outcomes for participants are consistently described in terms of belonging, confidence and routine, desk evidence also highlights fragility: delivery is often vulnerable to volunteer illness, gatekeeper turnover and administrative friction. South Cambridgeshire illustrates both the potential and limits of hyper-local, volunteer-dependent prevention, making it a critical place to explore sustainability assumptions and the true costs of resilience.

East Cambridgeshire
Across all three funding rounds, East Cambridgeshire shows the clearest evolution toward prevention as community infrastructure, most notably through the Community Hubs model. The transition from Warm Hubs (2023/24) to a year-round, volunteer-enabled network established a backbone that later rounds built upon, complemented by targeted physical activity, inclusion-focused provision and remote/at-home support. Compared with other places, East Cambridgeshire demonstrates stronger attention to sustainability mechanisms (fundraising planning, volunteer development, asset use), though delivery remains uneven between localities. Desk evidence is strongest for implementation processes and organisational capacity, and weaker for individual-level outcome depth beyond social connection and confidence. Over three years, East Cambridgeshire provides a mature example of place-based enablement, but also highlights the evaluative challenge of attributing prevention outcomes within diffuse, multi-partner hub systems.

Fenland
Fenland’s three-year Care Together story is shaped by rural access constraints, higher levels of frailty risk, and the need for higher-depth support alongside scalable prevention. Across all rounds, the portfolio consistently combines structured physical activity and falls prevention, day opportunities and lunch clubs, transport-enabled access, and intensive reassurance or navigation models. Delivery has tended to be operationally stable where provision is embedded (e.g. day support), but constrained by capacity ceilings, workforce availability and transport costs. Desk evidence shows credible early outcomes around routine, confidence and carer respite, yet also reveals persistent affordability and scalability tensions, particularly for high-depth models. Fenland highlights the trade-offs inherent in prevention commissioning: depth versus reach, and stability versus growth, making it a key place to test assumptions about what “sustainable prevention” looks like in high-need rural contexts.

Huntingdonshire
Over the three funding rounds, Huntingdonshire demonstrates a progressive learning curve, moving from heterogeneous, sometimes fragmented delivery toward a more coherent portfolio of social, physical and practical prevention offers. Early rounds surfaced common issues—delayed starts, referral bottlenecks, venue changes—but also showed strong adaptation, particularly through shifts to open access and place-based delivery. Across later rounds, the mix of mobile physical activity, dementia-friendly provision, transport enablement and community warden schemes illustrates a balanced prevention logic addressing both confidence and practical barriers. Desk evidence consistently points to meaningful early outcomes, but also to uneven sustainability linked to transport reliance, volunteer coordination and locality-specific demand. Huntingdonshire offers a rich case for examining how adaptation, flexibility and partnership working influence prevention effectiveness over time, rather than assuming linear delivery.








Care Together: Desk Review Summary Mapped to Evaluation Questions
	Evaluation theme / question
	What the desk review suggests (across 3 years, 5 places)
	Strength of existing evidence
	Key gaps, tensions or assumptions
	Priority areas for surveys & interviews

	1. Implementation and context 
How has Care Together been implemented across the five districts, and what local factors have shaped delivery?
	Care Together has been implemented as a flexible, place-responsive portfolio rather than a uniform programme. Delivery trajectories are broadly similar (mobilisation → adaptation → consolidation), but pace and stability vary significantly by local infrastructure, volunteer capacity, transport access and referral pathways. Places with established VCSE infrastructure mobilised quickly; rural & volunteer-dependent contexts experienced slower starts/greater fragility.
	Strong (process-level) 
Well documented through applications, monitoring and place analyses.
	Assumes that variation is an acceptable feature rather than a delivery risk. Limited insight into how implementation differences are experienced by participants themselves.
	• Participant and carer experience of delays, changes or discontinuity 
• Provider perspectives on what actually enabled or constrained delivery locally 
• Commissioner views on trade-offs between consistency and flexibility

	2. What worked and what was challenging 
What delivery approaches and conditions supported or hindered success?
	Relational, low-threshold, routine-based models consistently supported engagement. Open access tended to outperform referral-only routes. Challenges included volunteer fragility, gatekeeper dependence (e.g. social prescribing, housing managers), transport barriers and administrative friction. Adaptation was common and often necessary to achieve viability.
	Moderate–strong 
Clear patterns, but largely provider-reported.
	“What worked” is often inferred from continuation rather than tested against alternatives. Limited negative feedback from participants captured.
	• Participant reasons for joining, staying, or dropping out 
• Carer perspectives on what made access easier or harder 
• Volunteer views on sustainability pressures and support needs

	3. Early outcomes and perceived change 
What early outcomes have older people, carers, volunteers and organisations experienced?
	Consistent early outcomes reported for older people include reduced loneliness, improved mood, confidence and routine. Carer outcomes are present but usually indirect and under-measured. Volunteer and organisational capacity outcomes are the most consistently evidenced across all rounds.
	Moderate 
Rich qualitative description, limited standardisation.
	Outcomes are largely self-reported, short-term and not tracked over time. Distinction between enjoyment and sustained change is unclear.
	• Changes in confidence, routine and independence over time 
• Carer wellbeing, reassurance and coping 
• Volunteer motivations, benefits and burnout risks

	4. Prevention and early help contribution 
How is Care Together contributing to prevention and early help?
	Prevention is framed through plausible pathways: social connection, physical confidence, early identification and access enablement. Desk evidence supports logic rather than demonstration of prevention. High-depth models (e.g. wardens) have stronger prevention narratives but lower reach.
	Moderate (theory-led)
	Assumes that early psychosocial changes translate into reduced escalation or demand. Limited evidence on what would have happened without the intervention.
	• Participant and carer views on “what would have happened otherwise” 
• Perceived changes in service use, crises, or help-seeking 
• Practitioner reflections on early intervention and escalation avoidance

	5. Social value 
What social value is being generated?
	Social value is evident qualitatively: strengthened community cohesion, volunteering, inclusion and organisational capacity. The programme applies the Social Value Portal TOMs framework to calculate monetised social value. Using this recognised methodology (including N14, N26, N27 measures), the seed-funding programme generated over £1.75m in monetised social value across three years.
	Moderate (qualitative)
	Risk of over-claiming without clear boundaries. Programme applies the Social Value Portal TOMs framework to calculate monetised social value.
	• Participant perceptions of wider benefits beyond themselves 
• Volunteer time, skills and sense of contribution 
• Community-level ripple effects (connections, confidence, mutual support)

	6. Sustainability 
To what extent does the seed funding model support longer-term sustainability?
	Sustainability uneven. Stronger where funding embedded activity in existing infrastructure, enabled assets/skills, or supported mixed income models. Weaker where it relied on single posts, volunteers, transport or specialist roles. Seed funding often stabilised activity without guaranteeing continuation.
	Strong (structural)
	Assumes community provision can self-sustain without ongoing coordination or subsidy. True cost of sustainability often understated.
	• Provider views on what would realistically sustain their offer 
• Volunteer and staff perspectives on long-term viability 
• Participant willingness and ability to contribute (time, money, leadership)

	7. Learning for future commissioning 
What improvements are needed in programme design, monitoring and commissioning?
	Desk evidence points to the need for differentiated success measures (reach vs depth), earlier sustainability conversations, explicit recognition of access and coordination as core components, and proportionate outcome capture. Monitoring has improved but remains inconsistent.
	Strong (cross-cutting)
	Assumes learning can be implemented without increasing burden. 
	• Provider feedback on monitoring burden and usefulness 
• What outcomes participants and carers think matter most 
• Commissioner appetite for differentiated metrics and funding models






Annex A - Place level data (via Local Insight)


Summary table: key older people indicators by place (Census 2021 unless stated)
	Place
	Population aged 65+
	Older people living alone (66+)
	People aged 85–89
	Income deprivation affecting older people (IDAOPI)
	Limiting long-term illness (65+)
	Households in fuel poverty

	Cambridge City
	11.40%
	10.02%
	1.03%
	5.01%
	31.67%
	9.24%

	East Cambridgeshire
	20.76%
	12.80%
	1.61%
	7.62%
	30.37%
	10.07%

	Fenland
	22.84%
	14.43%
	1.63%
	10.78%
	33.68%
	10.42%

	Huntingdonshire
	20.21%
	12.43%
	1.45%
	8.07%
	29.73%
	8.42%

	South Cambridgeshire
	19.62%
	12.26%
	1.36%
	6.93%
	28.72%
	8.40%



Place-level interpretation and implications for Care Together

Cambridge City
Cambridge City has a much younger age profile than the other four districts, with a relatively low proportion of residents aged 65+. However, a significant minority of older residents live alone, and around a third report a limiting long-term illness. This suggests that while overall numbers of older people are smaller, there may be concentrated pockets of need, particularly linked to health, isolation and urban living costs. For Care Together, this context supports a focus on targeted, neighbourhood-level interventions rather than large-scale coverage.

East Cambridgeshire
East Cambridgeshire has a substantially older population, with over one in five residents aged 65+. Levels of older people living alone and income deprivation affecting older people are moderate compared with other districts, but fuel poverty is relatively high. This points to a more dispersed older population, potentially experiencing hidden or rural isolation. Care Together activity in this context is likely to be shaped by access, transport and reach, rather than density of need.

Fenland
Fenland stands out across several indicators. It has the highest proportion of older residents, the largest share of older people living alone, the highest income deprivation affecting older people, and the highest rate of limiting long-term illness among those aged 65+. Fuel poverty is also comparatively high. Taken together, this suggests compound and overlapping vulnerabilities among older people, increasing the importance of preventative, low-threshold community support. It also implies higher pressure on projects to respond to complex need with limited local resources.

Huntingdonshire
Huntingdonshire sits broadly in the middle of the five places. The proportion of older residents is high, but indicators of deprivation, long-term illness and fuel poverty are less severe than in Fenland. This suggests a mixed older population, with both relatively active older people and others at risk of decline. For Care Together, this context may support preventative and early-help models that aim to sustain independence before needs escalate.

South Cambridgeshire
South Cambridgeshire has a high proportion of older residents but comparatively lower levels of deprivation, long-term illness and fuel poverty. While older people living alone remain a notable feature, the overall profile suggests a more affluent and healthier older population on average. This does not remove the need for support, but it may influence the type of activity required, with a stronger emphasis on social connection, volunteering and community participation, alongside targeted support for those with emerging needs.


Cross-cutting observations relevant to the programme
· Scale and intensity of need vary significantly by place, particularly between Fenland and South Cambridgeshire, which has implications for how outcomes and impact should be interpreted.
· Living alone is a consistent feature across all five areas, reinforcing social isolation as a common risk factor addressed by Care Together.
· Differences in income deprivation and health status among older people suggest that the same delivery model is unlikely to be equally effective across all districts.
· These baseline differences underline the importance of the evaluation exploring how place context shapes what works, for whom, and under what conditions, rather than assuming uniform effects across the programme.



Appendix D – Survey questions and findings
D1 Survey questions
	1. About your project
Q1. Which district is your project based in? (Picklist)
· Cambridge City
· South Cambridgeshire
· East Cambridgeshire
· Huntingdonshire
· Fenland

Q2. Which year did you receive Care Together seed funding? (Picklist)
· 2023–24
· 2024–25
· 2025–26

Q3. Which best describes your project? (tick all that apply)
· Social group / lunch club / café
· Physical activity / exercise
· Dementia-friendly or carer-inclusive activity
· Community hub or place-based model
· Transport or access support
· Welfare / practical support
· Other (please specify)
2. Delivery and process 
Q4. Thinking about how your seed funded grant was delivered in practice…
a) Overall, how would you describe how delivery went? (Picklist)
· Very smoothly
· Mostly smoothly
· Mixed
· Quite challenging
· Very challenging
Q4 b) What worked particularly well in delivering your seed funded grant?
(Short free text – optional)
Q4 c) What was most difficult, or didn’t work as planned?
(Short free text – optional)
4. Outcomes and difference
Q5. From your perspective, what changes have you seen for people who take part? (tick all that apply)
· Reduced loneliness
· Improved wellbeing or mood
· Greater confidence to leave home
· More regular routine
· Increased physical confidence or mobility
· Feeling more connected locally
· Reassurance for carers
· Not sure yet
· Other (please specify)

Q6. To what extent do you feel you have achieved these changes?
· A great deal
· Quite a lot
· A little
· Not at all
· Too early to tell

Q7a. To what extent do you feel your seed funded grant has helped prevent issues for older people from getting worse/escalating?
· A great deal
· Quite a lot
· A little
· Not at all
· Too early to tell

Q7b Can you tell us why you have provided this answer? (Free text, optional)

3. Reach and inclusion
Q8. Who has taken part in your activity? (tick all that apply)
· Older people living alone
· People with mobility or health issues
· People affected by dementia
· Carers
· People in rural areas
· People new to community activities
· Other (please specify)

Q9a. Have you experienced barriers in reaching some groups you hoped to involve (e.g. geographical/social disadvantage/accessibility)?
· Yes
· No
· Not sure

Optional follow-up text:
Q9b. If yes, what were the main barriers? (Short free text – optional)

5. Sustainability and learning
Q10. What is the current status of your project?
· Continuing in the same form
· Continuing in a reduced or adapted form
· Ended when the funding ended
· Not yet finished
· Not sure

Q11. How confident do you feel about the project’s longer-term sustainability?
· Very confident
· Fairly confident
· Unsure
· Not very confident
· Not at all confident

Q11b Could you provide details on why this is? (Short free text – optional)

6. Programme experience

Q. Overall, how would you describe your experience of the Care Together seed funding programme?
(thinking about things like the programme’s scope, application process, reporting, flexibility)
· Very positive
· Mostly positive
· Mixed
· Mostly negative
· Very negative

Q6b. What is the main reason for your answer? (Free text, optional)

Q6c Is there anything you particularly liked? (Free text, optional)

Q6d. Is there anything you would have changed? (Free text, optional)




D2 Survey findings 

D2.1  Introduction and Methodology
As part of the evaluation of the Care Together Seed Funding Programme, a short online survey was distributed to funded organisations to gather feedback on delivery, outcomes, prevention, and sustainability.

A total of 25 organisations responded, representing projects funded across 2023–24, 2024–25 and 2025–26. The survey combined closed questions and open-text responses, enabling organisations to reflect on both outcomes and delivery learning.

[image: Forms response chart. Question title: Q1. Which district is your project based in? . Number of responses: 25 responses.]

D2.2 Profile of Funded Projects
Projects were delivered across multiple Cambridgeshire districts, with a strong presence in Huntingdonshire (13 organisations) and South Cambridgeshire (7 organisations), alongside delivery in East Cambridgeshire, Cambridge City and Fenland.

Activities most commonly funded included:
· Social groups, lunch clubs and cafés (17 organisations)
· Physical activity or exercise sessions (16 organisations)
· Dementia-friendly activities (8 organisations)

Many organisations highlighted the value of being able to combine social and physical activity elements:
“The flexibility of the funding meant we could respond to what people actually wanted, rather than sticking rigidly to one type of activity.”

D2.3 Delivery Experience
Delivery of the seed funding was reported very positively:
· Very smooth: 13 organisations
· Mostly smooth: 11 organisations

[image: Forms response chart. Question title: Q4a. How was the delivery of your seed funded grant in practice? . Number of responses: 25 responses.]
Several organisations commented on the supportive nature of programme management:

“The team were approachable, responsive and genuinely supportive throughout the process.”
“Everything was clear and straightforward, and we always felt able to ask questions if needed.”
Where challenges arose, these tended to relate to delivery realities rather than the funding itself:
“Engaging older men was harder than expected, but once people came along, word of mouth really helped.”

D2.4 Changes and Outcomes for Older People

The most commonly reported outcomes were:
· Reduced loneliness (22 organisations)
· Improved wellbeing or mood (21 organisations)
· Increased routine (14 organisations)
· Increased confidence (13 organisations)

The majority of organisations felt these changes were achieved to “a great deal” (16 organisations).

[image: Forms response chart. Question title: Q6. To what extent do you feel you have achieved these changes? . Number of responses: 25 responses.]

Open responses consistently reinforced these findings:

“People tell us this is the highlight of their week — it gives them something to look forward to.”
“We’ve seen individuals who were previously very isolated start to build friendships and confidence.”

D2.5 Prevention and Escalation

19 of 25 organisations felt the funding helped prevent issues from escalating “a great deal” or “quite a lot.”

[image: Forms response chart. Question title: Q7a. To what extent do you feel your seed funded grant has helped prevent issues for older people from getting worse/escalating? . Number of responses: 25 responses.]

Respondents described prevention in practical, everyday terms:

“Having a regular, welcoming space means issues are spotted early, before they become more serious.”
“Simply getting people out of the house and connecting with others has a huge preventative impact.”
Several organisations also noted improved signposting as a preventative benefit:

“We’re now better placed to connect people into other services when needs emerge.”

D2.6 Reach and Inclusion

While many organisations successfully reached their intended groups, 16 organisations reported barriers to engaging everyone they hoped to reach. Common issues included transport, rural isolation and initial reluctance to attend.

Some reflected honestly on the learning gained:

“We learned that smaller groups worked better and felt safer for people at first.”
“Transport remains a barrier for some older people, particularly in rural areas.”

Importantly, organisations often described adapting their approach in response.

D2.7 Project Status and Sustainability

At the time of the survey:
· 12 projects were continuing in the same form
· 8 projects were still ongoing
· 5 projects had ended or evolved

[image: Forms response chart. Question title: Q10. What is the current status of your project? . Number of responses: 25 responses.]
Confidence in sustainability was relatively strong, with 20 organisations feeling very or fairly confident.

[image: Forms response chart. Question title: Q11. How confident do you feel about the project’s longer-term sustainability? . Number of responses: 25 responses.]

Reasons for optimism included demonstrated demand and integration into core activity:

“The project has become part of what we do now — it’s clearly needed.”
“The funding helped us test the idea and prove it works.”

Lower confidence was typically linked to attendance levels or staffing constraints:

“Sustainability depends on securing future funding or volunteer capacity.”

D2.8 Overall Experience of the Programme

All respondents described their experience as very positive (14) or mostly positive (11).

Organisations particularly valued:
· Proportionate monitoring
· Supportive staff
· Trust in local delivery

[image: Forms response chart. Question title: Q12a. Overall, how would you describe your experience of the Care Together seed funding programme?. Number of responses: 25 responses.]
As one respondent summarised:

“The programme felt genuinely supportive rather than bureaucratic — that made a real difference.”

Suggested improvements were minimal and largely focused on resourcing pressures rather than programme design.

D3 Summary

The survey responses from 25 Care Together seed-funded organisations provide strong evidence that the programme:
· Was delivered smoothly and supportively
· Generated clear wellbeing and social outcomes for older people
· Contributed meaningfully to prevention and early intervention
· Supported projects to continue beyond the initial funding period

The combination of quantitative data and qualitative feedback demonstrates the value of flexible, community-based seed funding in supporting older people’s wellbeing across Cambridgeshire.






Appendix E - Social Value Modelling

E1 Approach
The Council applies the Social Value Portal TOMs framework to generate a recognised monetised estimate of social value. The application of SVP TOMs indicates over £1.75m in monetised social value over the three-year programme period. This provides an additional quantitative lens through which to understand the preventative and community-level return on investment.

In addition to this and given CCC’s interest in understanding the potential scale of value generated, this section aligns observed programme outcomes with established national evidence and indicative financial proxies to identify additional social value metrics.

The purpose is not to claim cashable savings, but to illustrate the plausible scale of contribution under conservative assumptions.

Under conservative, contribution-based modelling, Care Together seed funding plausibly generates social value that exceeds its financial investment. While this evaluation does not claim cashable savings or definitive cost avoidance, alignment with national evidence suggests that the programme contributes meaningfully to wellbeing, informal care resilience and conditions associated with delayed escalation.

The conservative modelling below is separate from, and does not duplicate, the Council’s TOMs-based calculation. It is included to illustrate how observed outcomes align with established prevention cost drivers.

E2 Observed Outcome Domains
Across 25 responding organisations and five case studies, the most consistent outcomes were:
· Reduced loneliness and increased social connection
· Improved wellbeing and mood
· Increased confidence and routine
· Carer reassurance and informal respite
· Volunteer engagement and strengthened community capacity

These domains align strongly with national evidence linking social participation and relational support with improved wellbeing and reduced risk of escalation.

E3 Evidence-Aligned Proxy Valuation

A. Social Connection and Reduced Loneliness
Survey data shows that 22 of 25 organisations reported reduced loneliness among participants. National evidence consistently links persistent loneliness in older adults with:
· Increased GP attendance
· Higher emergency service usage
· Earlier transition into formal care
· Increased depressive symptoms

Studies estimate that severe loneliness is associated with significantly higher annual health and care costs per person.

	Conservative modelling scenario
If 300 older people (illustrative aggregated estimate across responding projects) engaged in regular activity
30% experienced meaningful reduction in loneliness (conservative relative to survey responses)

10% of those avoided just one GP appointment per quarter

Using an average GP appointment cost estimate of approximately £30–£40:
300 participants
→ 90 with reduced loneliness
→ 9 avoiding one GP visit per quarter
→ 36 avoided GP visits annually
Indicative avoided cost: £1,080–£1,440 annually

This is a modest example. It does not include wider health or social care effects and illustrates how small behavioural shifts aggregate at programme scale.





B. Confidence, Routine and Functional Independence
Fourteen organisations reported increased routine and 13 reported increased confidence.
National ageing research shows that the following are protective factors against functional decline.:
· Confidence leaving the home
· Regular routine
· Light physical activity

Avoided or delayed domiciliary care is particularly significant in financial terms. A typical domiciliary care package can cost several hundred pounds per week.

	
Conservative modelling scenario
If 5% of regular participants (e.g. 15 people across the 300 illustration above)
Delayed the initiation of a basic care package by just 3 months
Assuming an average weekly cost of £250:
£250 × 12 weeks = £3,000 per person
15 individuals × £3,000 = £45,000 indicative gross value
This is not a claim that Care Together prevented care packages.
It illustrates that even marginal delay in escalation has high financial relevance in prevention policy.






C. Carer Reassurance and Informal Respite
Carer reassurance emerged consistently in qualitative data. Informal respite, even for two hours weekly, supports coping and reduces stress.

	Conservative modelling scenario
If: 50 carers accessed informal respite through funded projects
Each received 2 hours weekly for 40 weeks

That equates to:
4,000 hours of informal respite
If valued conservatively at £15 per hour (below replacement formal respite cost):
Indicative value = £60,000
Again, this reflects replacement value rather than cashable savings.







D. Volunteer Contribution
Volunteer involvement was a core feature of delivery. 

	Conservative modelling scenario
If: 80 volunteers supported activity across projects
Each contributed an average of 3 hours per week
For 40 weeks annually

Total hours:
80 × 3 × 40 = 9,600 hours
Valued at £12 per hour (conservative community valuation below Living Wage equivalent):
Indicative contribution = £115,200
Beyond economic valuation, volunteering also generates wellbeing value for volunteers themselves.





E4 Conservative Programme-Level Illustration
Bringing together the above conservative scenarios:
	Domain
	Illustrative Gross Value

	Reduced GP usage (minimal scenario)
	£1,080–£1,440

	Delayed care packages (5% scenario)
	£45,000

	Informal carer respite value
	£60,000

	Volunteer contribution value
	£115,200



Illustrative combined value (excluding overlap and double counting):
Approximately £220,000+ under cautious assumptions.
This does not include:
· Mental wellbeing valuation proxies
· Improved life satisfaction
· Community cohesion
· Navigation and signposting effects
· Reduced falls risk
· Reduced A&E attendance

Nor does it include value generated by projects beyond the 25 survey respondents.

E5 Adjusting for Attribution and Deadweight
To ensure prudence, applying the following reduces illustrative value significantly:
· 30% attribution (recognising other contributing factors)
· 40% deadweight (what might have happened anyway)

For example:
· £220,000 × 30% attribution = £66,000
£66,000 × 60% (after deadweight) = £39,600

Even under conservative adjustments, the modelling suggests material value generation relative to typical seed funding levels.

E6 Interpretation
This modelling:
· Does not prove avoided cost
· Does not represent a full SROI ratio
· Does not assume universal impact
· Does not monetise all wellbeing outcomes

It demonstrates that:
· Prevention operates through small behavioural shifts
· Modest improvements in confidence and routine have high potential fiscal relevance
· Carer reassurance and volunteering represent substantial social value
· The scale of plausible contribution materially exceeds grant investment

E7 What This Means for Commissioners
Care Together seed funding appears to:
· Generate significant relational and wellbeing value
· Support conditions associated with delayed escalation
· Leverage volunteer capacity
· Strengthen informal care networks

While direct cost avoidance cannot be claimed, the scale of plausible contribution strongly aligns with prevention policy priorities.

Future funding rounds could strengthen quantification by:
· Tracking repeat attendance more systematically
· Including a simple “confidence leaving the house” indicator
· Capturing carer reassurance through a one-question measure
· Recording volunteer hours consistently

This would enable more robust social value modelling in future years.





Appendix F: Light-touch evaluation toolkit for 2026–27
F1. Introduction 
Throughout this evaluation, we found strong evidence that the Care Together seed programme has enabled local organisations to respond flexibly to community need, build confidence, and test new ideas. As one partner told us: 

“It wasn’t just the money – it gave us permission to try something.” 

However, we also found variation in how outcomes were recorded, how learning was captured, and how impact on older people was evidenced. Looking ahead to 2026–27, there is an opportunity to introduce a light-touch but more consistent evaluation framework, proportionate to grant size and clearer about intended outcomes. 
This toolkit is designed to: 
· Keep reporting simple and accessible 
· Focus on meaningful outcomes for older people 
· Enable commissioners to see patterns across districts 
· Capture learning, not just outputs 
· Support organisations with limited capacity 

It is structured around three principles: 
1. Proportionate – reporting requirements reflect grant size 
2. Outcome-focused – emphasis on change for older people 
3. Learning-oriented – capturing insight to inform future commissioning 
 
F2. Tiered Monitoring Approach (Proportionate by Grant Size) 
We recommend a three-tier structure aligned to future targeting of the seed programme. 

	Tier 
	Grant Range (Indicative) 
	Purpose 
	Monitoring Approach 

	1 
	Micro grants (e.g. up to £2,500) 
	Test ideas / small local activities 
	Short end-of-project reflection 

	2 
	Small development grants (£2,500–£10,000) 
	Expand reach / develop offer 
	Mid-point check-in + short end report 

	3 
	Strategic / pilot grants (£10,000+) 
	New models / system learning 
	Light outcomes framework + learning conversation 



This structure reflects what we found in the evaluation: very small volunteer-led groups need minimal paperwork; larger or more strategic projects should contribute more structured learning. 
 
F3. Core Outcomes Framework (All Tiers) 
All funded projects should align to at least one core Care Together outcome. 
We recommend the following shared outcomes for 2026–27: 

Outcome 1 – Reduced Social Isolation 
Older people report feeling: 
· More connected 
· Less lonely 
· More confident leaving the house 

Outcome 2 – Improved Wellbeing 
Older people report: 
· Improved mood 
· Increased confidence 
· Feeling more active 

Outcome 3 – Increased Access to Local Support 
Older people: 
· Find it easier to access support 
· Better understand available services 
· Are supported earlier 

Outcome 4 – Strengthened Community Capacity 
· Increased volunteers 
· New partnerships 
· Sustained local activity beyond the grant 
Projects should select relevant outcomes at application stage. 
 
F4. Simple Measurement Tools (By Tier) 
Tier 1 – Micro Grants 
End-of-project reflection (2–3 pages max): 
1. What did you deliver? (numbers attending, sessions etc.) 
2. What difference did it make? 
3. One short quote from a participant 
4. What would you do differently? 
5. Has anything continued beyond the funding? 

Optional simple wellbeing question:  “As a result of this activity, do you feel more connected to others?” 
☐ Yes, a lot 
☐ Yes, a little 
☐ No change 
 
Tier 2 – Small Development Grants 
Mid-point email check-in (informal): 
· Is the project on track? 
· Any support needed? 
· Any emerging challenges? 

End-of-project short report (max 5 pages): 
· Outputs (numbers, demographics if possible) 
· Outcomes (simple before/after or feedback evidence) 
· 2–3 participant quotes 
· Partnership development 
· Sustainability plan 
Suggested short wellbeing scale (1–5 rating): 
· “I feel less isolated” 
· “I feel more confident” 
· “I know where to go for help” 
 
Tier 3 – Strategic / Pilot Grants 
In addition to the above: 
· Basic logic model (inputs → activity → outputs → outcomes) 
· Light demographic monitoring (age bands, rurality, referral route) 
· Learning conversation with commissioner (45–60 mins) 
· Short case study template (1–2 pages) 

Focus questions: 
· What worked particularly well? 
· What barriers were encountered? 
· What would need to change for scaling? 
· What commissioning insight does this provide? 
 
F5. Capturing Voice and Stories 
One of the strongest aspects of the current programme has been the voice of delivery partners and participants. 
We recommend requiring: 
· At least one participant quote (Tier 1) 
· At least two participant stories (Tier 2 & 3) 
· One short commissioner reflection (Tier 3) 

Short prompts: 
· “What has changed for you since joining?” 
· “What difference has this made to your week?” 
· “Would you recommend this to others?” 
Stories should be anonymised and brief — one paragraph is sufficient. 
 
F6. Equality and Targeting 
Given recommendations in the main report about improved targeting, evaluation should include: 
· Whether the project reached: 
· People aged 75+ 
· People living alone 
· Rural residents 
· People new to support services 
· How participants heard about the activity 
· Any barriers to participation observed 

This allows commissioners to see whether the seed programme is reaching priority groups. 
 
F7. Sustainability & Legacy Questions (All Tiers) 
To strengthen future targeting and commissioning insight, all projects should answer: 
1. Has the activity continued in any form? 
2. Did the grant unlock other funding? 
3. Did new partnerships emerge? 
4. Would this activity continue without further Council support? 

This will help distinguish: 
· One-off activity 
· Short-term boost 
· Emerging sustainable model 
· Scalable innovation 
 
F8. Commissioner Role in Learning 
Our evaluation found that place-based commissioners play a critical role in relational learning. 
For 2026–27 we recommend: 
· 1 light-touch learning session per district (annual) 
· 2–3 highlighted case studies per district 
· Cross-district summary paper (5–6 pages annually) 

This ensures insight is shared across the system rather than held locally. 
 
F9. Annual Synthesis Template (For Internal Use) 
At the end of 2026–27, commissioners could compile: 
· Total number of projects funded 
· Total older people engaged 
· Distribution by district 
· Distribution by outcome 
· Examples of high-impact models 
· Key gaps identified 

This creates a simple evidence base to inform: 
· Future targeting 
· Budget allocation 
· Integration with Care Micro-Enterprises 
· Wider ageing strategy 
 
F10. Supporting Organisations to Evaluate 
To avoid increasing burden, the Council may wish to provide: 
· A one-page guidance sheet for applicants 
· A template end-of-project form (Word or online form) 
· Example completed report 
· Optional 30-minute online briefing at start of funding round 

This balances accountability with accessibility. 
 
Summary 
This light-touch toolkit builds on what the evaluation found works well: 
· Flexibility 
· Trust 
· Relationship-based commissioning 

While strengthening: 
· Clarity of intended outcomes 
· Targeting towards priority older people 
· Consistency across districts 
· System-wide learning 

It keeps reporting simple — but ensures that by the end of 2026–27 the Council can clearly answer: 
· Who was reached? 
· What changed for older people? 
· What models show promise? 
· Where are the gaps? 



Appendix G: Case Study Write Ups

G1 Care Together Case Study: Haddenham Social Club


G1.1 Project overview
Haddenham Social Club (also referred to locally as the Haddenham Social Hub) is a community-led initiative based in the village of Haddenham, East Cambridgeshire. The project emerged in 2022 in response to the cost-of-living and energy crisis, when villages were encouraged to establish ‘warm hubs’ as safe, heated spaces for residents. What began as a short-term, volunteer-led response quickly evolved into a wider social and wellbeing offer addressing loneliness, isolation and lack of accessible community space.

Through the Care Together seed funding programme, the Social Hub was able to stabilise and expand its offer, providing regular, free-to-access social sessions, activities and light meals. While open to residents of all ages, the project has had a particular focus on supporting older people experiencing loneliness, declining confidence or reduced mobility, and those who may not engage with more formal services.


G1.2 Local context and rationale
Haddenham is a rural village with a population of approximately 3,500. Despite having basic amenities such as a GP surgery, shop and pub, interview and desk research evidence highlights limited opportunities for informal social connection, particularly for older residents. Physical geography also presents challenges: the village is built on a hill, with some residents living up to a mile from the centre, making mobility and transport significant barriers for older people.

Analysis of the Local Insight custom report (see Annex A) highlights a number of characteristics relevant to older residents:

Ageing population and isolation risk
The proportion of residents aged 65+ in Haddenham is higher than the national average, with a significant number of older people living alone. While overall deprivation levels are lower than in some urban areas, rural isolation, limited transport and reduced access to services increase the risk of loneliness and unmet need among older adults.

Health, mobility and access to support
Older residents in rural East Cambridgeshire face barriers in accessing preventative support, particularly where services are concentrated in larger towns such as Ely. The Local Insight report highlights lower accessibility scores for key services, reinforcing the importance of local, walkable provision. In this context, a village-based hub offering gentle physical activity, social contact and visiting advice services is well aligned with preventative priorities.

Cost of living and inclusive provision
Although Haddenham is not among the most deprived areas in the county, fixed incomes, rising energy costs and transport expenses disproportionately affect older residents. The decision to make the Social Hub entirely free at the point of access was therefore central to its design:

“The biggest driver for me was making sure it was all free… so everybody is welcome, regardless of their background or financial situation.”

G1.3 Implementation and delivery
The Social Hub operates as an open, drop-in space, currently running four days per week during daytime hours. Sessions take place in a local bowls club venue following a move from the original community building. The programme is deliberately flexible, allowing activities to evolve in response to participant interests and needs.

Activities delivered include:
· Social drop-ins with refreshments
· Light lunches, quizzes and informal games
· Chair-based exercise and gentle physical activity
· Arts, crafts and wellbeing activities
· Intergenerational sessions and school holiday activities
· Visiting advice and information sessions from partners

A key feature of delivery is the presence of visiting professionals, including social prescribers, district council advisors, housing providers, health coaches and fire safety officers. This reduces the need for older residents to travel and supports early access to advice in a non-clinical setting.

The project has faced challenges, most notably the forced move of premises and ongoing transport barriers. However, Care Together funding was described as flexible and supportive, enabling adaptation without jeopardising delivery.

Intended beneficiaries and reach
The original target group was older people experiencing loneliness or social isolation, particularly during winter months. Over time, the hub broadened its reach to adults of all ages while maintaining a strong core of older regular attendees.

Monitoring data indicates:
· Average monthly footfall of between 260 and 360 visits
· Daily attendance ranging from 12 to over 40 visitors, depending on session
· Strong retention, with many visitors attending multiple times per week

While the hub has successfully attracted a diverse group in terms of income, health and life experience, some groups remain harder to reach, including people without transport, some men, and those not engaged with village communications. Early stigma associated with the ‘warm hub’ label also deterred some residents initially.

G1.4 Outcomes and difference made

Social connection and wellbeing
The most significant outcomes relate to reduced loneliness and increased sense of belonging. Volunteers and the project lead described marked changes in confidence, mood and social engagement:

“Quite a few people have come to the hub like an empty shell, and over time they’ve become completely part of the group.”

Participants stories echoed this experience. One attendee described how the hub disrupted isolation:
“It’s made me get out of bed because I live on my own.” 
Without it, they felt they would be:
“Sitting at home watching telly.” 
Another reflected:
“You can get depressed, can’t you?… coming up here, it uplifts you.”

Participants value having a regular, welcoming place where they can choose their level of engagement, from quiet presence to active participation.

Physical activity and confidence
Chair-based exercise sessions and gentle activities support mobility, strength and confidence. These activities are particularly important for older people for whom the hub may represent their only regular physical activity.

Informal peer support
Many visitors transition into informal volunteering roles, welcoming others, helping with refreshments and supporting sessions. This peer-to-peer support strengthens resilience and sustainability.

Contribution to prevention
The Social Hub plays a clear preventative role by offering early, low-intensity support that helps surface issues before they escalate. Informal conversations often lead to timely signposting or support:

“They wouldn’t necessarily want to book a doctor’s appointment… those chance conversations are really important.”

Partnerships with social prescribing, GP services and visiting professionals strengthen this preventative impact and help reduce pressure on statutory services.

G1.5 Monitoring, performance and beneficiary evidence

Performance against targets
Monitoring returns show that the project delivered consistently across the funding period, with footfall meeting or exceeding expectations. Attendance remained strong even during periods of disruption linked to venue changes.

The expansion to four days per week represents growth beyond the original model, made possible by volunteer capacity and Care Together funding.

A limitation of monitoring is the reliance on attendance data and qualitative feedback, with limited use of standardised outcome measures.

Beneficiary case studies and qualitative evidence
Monitoring includes several detailed case studies illustrating impact. One example is Mrs J (aged 80), who attended following a stroke that left her with reduced mobility and isolation. Through regular chair-based exercise and social participation, she reported improved strength, reduced pain and better mental wellbeing. Volunteers observed increased confidence and engagement over time.

Another case study describes an older woman initially referred by a social prescriber due to isolation and caring stress. Over time, she became socially confident, formed friendships and progressed towards independent living.

These accounts provide strong qualitative evidence of impact, particularly in relation to confidence, mobility and social connection.

Overall assessment of monitoring evidence
Overall, monitoring evidence demonstrates that the project:
· Achieved strong and sustained engagement
· Generated meaningful qualitative outcomes for older people
· Functioned as an effective access point for early support

However, future programmes could benefit from incorporating simple shared wellbeing measures to strengthen the evidence base.

G1.6 Sustainability and future development
Care Together seed funding was described as “incredibly important” in enabling stability, quality delivery and reduced fundraising pressure. The hub benefits from strong local goodwill, donations from community events and ongoing volunteer commitment.
Future aspirations include:
· Developing community transport solutions
· Expanding intergenerational activity
· Securing a dedicated, accessible community-controlled space

“When the Care Together funding ends, I will ensure we continue, even if we have to reduce our hours. It is too valuable to lose.”


G1.7 Learning for Care Together
This case study highlights:
· The preventative value of simple, free, place-based social spaces
· The importance of flexibility and trust in seed funding
· The role of community hubs as gateways to wider health and wellbeing support
· The need for proportionate but consistent outcome measurement

Haddenham Social Club demonstrates how small-scale, volunteer-led initiatives can deliver significant preventative impact when supported by flexible funding and strong local relationships.



G.2 Care Together Case Study: Care Together Case Study: Over Memory Café (Over Day Centre)

G2.1 Project overview
Over Memory Café is a volunteer-led, community-based initiative delivered by Over Day Centre, a long-established charitable day centre supporting older people in Over and surrounding villages in South Cambridgeshire. The Day Centre operates from a dedicated, accessible building and provides paid-for day services, meals and transport. The Memory Café sits alongside this provision as a free, preventative, low-barrier offer for people living with memory loss or dementia and their families and carers.

Through the Care Together seed funding programme, Over Day Centre established and embedded a monthly Memory Café, running on the fourth Saturday of each month. The café provides a safe, welcoming and enjoyable environment with music, light activities, refreshments and social interaction. Its primary aim is to reduce isolation, support emotional wellbeing, and provide informal respite and peer support for carers, while helping people affected by dementia remain connected to their community for longer.

G2.2 Local context and rationale
The Memory Café operates in Over village, serving residents from Over and a wide rural catchment including Willingham, Swavesey, Girton and surrounding villages. Analysis of the Local Insight custom report highlights a number of characteristics that are particularly relevant to older people living with dementia and their carers.

An ageing rural population
The Local Insight data (Annex A) shows that South Cambridgeshire villages such as Over have a higher-than-average proportion of older residents, including people aged 75+ and 85+. Many older residents live in owner-occupied housing and appear relatively economically stable on headline measures, but this masks vulnerability linked to age, health and rurality.

Older people in the area are more likely to live alone or as part of older couples without nearby family support. This increases the importance of local, trusted community provision that does not rely on digital access or complex referral pathways.

Dementia, health and isolation
Local Insight indicators show increasing prevalence of long-term health conditions and disability among older residents, including conditions associated with cognitive decline. While formal services exist, there is limited informal, community-based provision specifically designed for people living with dementia and their carers.

Rural isolation compounds these challenges. The report highlights transport and access barriers, with limited public transport between villages and services concentrated in larger settlements. This is particularly significant for people affected by dementia, where confidence, familiarity and routine are critical.

“The greatest challenge… in the villages is transportation. You cannot get five miles up the road… because the buses just don’t run.”

Rationale for a local memory café
In this context, the Over Memory Café addresses a clear gap by:
· Providing a familiar, non-clinical space within the village
· Offering regular social stimulation and enjoyment through music and activities
· Supporting carers alongside people living with dementia
· Reducing reliance on more formal or crisis-driven services

The café complements statutory provision and more intensive day services, acting as an early, preventative point of support.


G2.3 Implementation and delivery
The Memory Café began in July 2023 and runs monthly in the Day Centre building. Sessions are free to attend and typically last around two hours. Delivery is volunteer-led, supported by a small core team including trustees and experienced volunteers drawn from the Day Centre’s wider volunteer base.

Sessions are intentionally designed to prioritise enjoyment and normality rather than formal ‘support’. Activities include:
· Live music and singalongs
· Bingo, quizzes and gentle games
· Light movement and dancing
· Tea, coffee and refreshments

“It is just out and out crazy fun in a very gentle sort of way.”

Seed funding was used to cover early costs such as promotion, equipment, entertainers and refreshments. As the project matured, reliance on paid inputs reduced, with donated cakes and volunteer support becoming the norm. Unspent seed funding was carried forward with agreement from the Council, allowing the café to stabilise and embed over a longer period.

Intended beneficiaries and reach
The intended beneficiaries are people living with memory loss or dementia and their families or carers, including those not yet engaged with formal day services. The café is deliberately open and inclusive:

“If anybody wanted to come along and just sit and sing and enjoy it, we’d welcome anybody.”

Monitoring data and interview evidence indicate:
· Typical attendance of 18–24 people per session, with capacity for up to 30–35
· A mix of returning attendees and new faces each month
· People travelling from multiple villages where similar provision is limited

Importantly, the café reaches people earlier in their dementia journey, including those who are not ready for day centre provision but are beginning to experience memory loss. This makes the café a key preventative and engagement mechanism.

The main barrier to reach remains transport, particularly for people without access to a car or family support. Informal car-sharing helps mitigate this, but structural transport challenges persist.

G2.4 Outcomes and difference made

For people living with memory loss
The most significant outcomes relate to enjoyment, stimulation and emotional wellbeing. Music plays a central role:

“Music is such a massive trigger… they just come alive when the music starts.”

Attendees are observed to become more animated, engaged and communicative during sessions. Gentle physical movement, singing and shared activity support mood and cognitive stimulation.

For carers and families
The café provides meaningful respite in a safe, supportive environment:

“They know they’re in a very safe environment… and that gives them that two hours where they can relax.”

Carers benefit from shared understanding and informal peer support, reducing feelings of isolation and stress. For many, the café becomes a regular event to look forward to.

Wider and longer-term outcomes
A notable outcome is the café’s role as a low-pressure pathway into additional support. Several attendees later transition into paid day centre provision, having already built familiarity with the space, staff and volunteers:

“A number of those have become clients of the day centre… a very gentle introduction.”

Some individuals continue attending even after their partner moves into residential care or passes away, highlighting the café’s importance in addressing bereavement and ongoing loneliness.

Contribution to prevention
The Over Memory Café contributes to prevention by:
· Sustaining wellbeing and stimulation for people living with dementia
· Reducing isolation for carers and bereaved partners
· Supporting people to remain living at home for longer

“If we can sustain those individuals in their own homes for longer… that is a major benefit.”

While outcomes such as delayed entry into full-time care are not formally measured, the preventative mechanisms are clear and well understood by those delivering and attending the café.

G2.5 Monitoring, performance and beneficiary evidence

Performance against targets
Monitoring returns show steady and, in some periods, growing attendance. For example, monthly attendance ranged from 17 to 28 people, with new attendees joining regularly. Volunteer capacity has remained strong, with around 8 volunteers per session drawn from a pool of approximately 16–20.

Delivery has been consistent, with the café continuing beyond the original grant period following an agreed grant variation.

Beneficiary evidence
Qualitative feedback from attendees and carers is overwhelmingly positive, particularly regarding the atmosphere, entertainment and sense of safety. While formal feedback forms are rarely completed, verbal feedback is frequent and consistent.

Monitoring also highlights the café’s role in connecting people to other activities, including the Saturday Lunch Club and day centre provision.

Overall assessment of monitoring
Monitoring evidence is predominantly qualitative but robust in illustrating reach, consistency and perceived impact. As with other Care Together projects, the absence of standardised outcome measures limits the ability to quantify change, particularly around carer stress or delayed care needs.


G2.6 Sustainability and future development

The Memory Café has continued beyond the initial seed funding period, supported by:
· Careful management and phasing of seed funding
· Small grants, donations and fundraising
· Strong volunteer commitment
· Financial and strategic support from the Day Centre

Because the café has introduced new clients to paid day services, trustees have agreed to absorb some ongoing costs once seed funding is exhausted:

“Because we are generating income for the day centre… we will be supported by the day centre.”

However, the case study also highlights the challenge of sustaining long-term, relational preventative provision through short-term grants.

G2.7 Learning for Care Together
The Over Memory Café case study demonstrates:
· The value of specialist, relational community provision for people affected by dementia
· The importance of safe, stigma-free spaces for carers and families
· The effectiveness of seed funding in enabling rapid start-up and embedding of new provision
· The need for longer-term funding horizons for preventative dementia support

Overall, Over Memory Café illustrates how relatively modest investment can create high-value, preventative impact for people with complex needs that would be difficult to meet through statutory services alone.

G3. Care Together Case Study: Care Together Case Study: Fitness Rush – Mobile Gym (Cambridge City)

G3.1 Project overview
Fitness Rush is a small, community-focused Community Interest Company delivering mobile fitness and wellbeing support across Cambridgeshire. Led by a team of qualified personal trainers, the organisation specialises in bringing exercise provision directly into communities using adapted vans and portable equipment. The model is explicitly designed to engage people who are unlikely to attend traditional gyms due to confidence, cost, mobility or health barriers.

Through the Care Together seed funding programme, Fitness Rush delivered its Mobile Gym programme across Cambridge City, targeting older adults (primarily aged 65+) with low levels of physical activity, long-term health conditions, reduced confidence, or social isolation. The project aimed to improve physical function, confidence in movement, and social connection, while acting as a stepping stone into longer-term activity and independence.

G3.2 Local context and rationale
The Fitness Rush Mobile Gym project was delivered across a range of neighbourhoods in Cambridge City, including Romsey, Coleridge, Queen Edith’s, Cherry Hinton, King’s Hedges, Arbury, and East and West Chesterton. While Cambridge City is often characterised as relatively affluent, analysis of the Local Insight custom report highlights significant intra-city inequalities and a set of place-based characteristics that are particularly relevant to the needs of older people.

An ageing population with uneven health outcomes
Local Insight data (see Annex A) shows that Cambridge City has a growing older population, with some neighbourhoods experiencing a higher concentration of residents aged 65+ living alone or with long-term health conditions. Although overall deprivation levels are lower than in Fenland or parts of Huntingdonshire, older people in several Cambridge neighbourhoods report poorer general health and higher levels of disability than the city average.
Indicators relating to Health Deprivation and Disability suggest that, for some older residents, long-term conditions, reduced mobility and fear of falling are key contributors to declining independence. These challenges are often compounded by anxiety, loss of confidence and social withdrawal rather than by a lack of nearby services.

Barriers to access, confidence and participation
Local Insight analysis highlights that barriers for older people in Cambridge City are not solely about distance or transport. Instead, they are often linked to:
· Confidence in leaving the home
· Cost of formal leisure or gym provision
· Fear of injury or judgement in unfamiliar environments
· Limited availability of age-appropriate, low-impact physical activity
In some neighbourhoods, access to green space or community facilities exists but is underutilised by older residents due to safety concerns, lack of confidence or absence of tailored support. This creates a gap between theoretical access and practical participation.

Community need in an urban context
The Local Insight Community Needs Index shows that Cambridge City contains neighbourhoods with higher-than-average community need, driven by weaker connectedness and uneven civic infrastructure. While public transport coverage is better than in rural areas, older residents with mobility issues or health conditions may still experience isolation, particularly if they lack informal support networks.

Local Insight data also highlights pockets of fuel poverty, housing insecurity and low income among older residents, particularly those living in social or supported housing. These factors increase the likelihood of sedentary lifestyles and reduced engagement with preventative activity.

Rationale for a mobile, place-based intervention
In this context, the Fitness Rush mobile model directly addresses identified need by:
· Bringing structured physical activity into familiar, trusted local settings
· Reducing financial, psychological and practical barriers to participation
· Providing confidence-building support alongside physical exercise

The model complements rather than duplicates existing provision, acting as an early intervention for older people who are not yet engaged with leisure services but are at risk of decline without preventative support.

G3.3 Implementation and delivery
Delivery was centred on two adapted mobile units:
· One providing cardio and strength equipment and outdoor circuit kit
· One supporting assessments (e.g. blood pressure, baseline measures)

Sessions were delivered in community venues such as sheltered housing schemes, community centres, pubs and outdoor spaces. Programmes typically ran over five weeks, followed by supported walking activities.

The delivery model was deliberately flexible, allowing trainers to work one-to-one with participants while also facilitating group activity. Sessions were described as informal, social and non-intimidating:

“We put the fun back in fitness… it’s not all that you’ve got to lift weights.”

Delivery in Cambridge City presented notable challenges, particularly:
· Parking restrictions and enforcement
· Limited cooperation from some venue providers
· Short delivery windows (8–12 weeks)
Despite this, retention was strong once participants engaged:

“Once they attend one, it’s very unlikely they won’t return.”

Intended beneficiaries and reach
The intended beneficiaries were older adults aged 65+ who:
· Had low levels of physical activity
· Lived with long-term conditions (e.g. arthritis, Parkinson’s, post-stroke)
· Lacked confidence to attend gyms
· Were socially isolated

Monitoring data shows that the project largely met its participation targets:
· 94% of available places filled in both Q1 and Q2
· Delivery across 8 neighbourhood locations in Cambridge City
· Particularly strong uptake in supported housing and residential settings

Participants included wheelchair users, people awaiting surgery, and individuals recovering from falls or illness. Engagement from some minoritised communities was lower, with the organisation identifying the need for stronger partnerships with trusted local connectors.

G3.4 Outcomes and difference made

Improved physical function and confidence
Participants reported a range of physical benefits, including improved mobility, strength, balance and confidence in everyday movement. For many, the project represented their first structured physical activity in years.

One participant, a woman in her mid-70s who had become housebound following multiple falls and fractures, described how tailored, chair-based exercises helped her regain shoulder movement and rebuild confidence. By the end of the programme, she was able to lift weights and move independently within her home—outcomes she previously believed were unattainable.

Monitoring data indicates that over 85% of participants reported improvements in physical mobility, energy levels and confidence. Attendance data suggests that once initial anxieties were overcome, engagement was sustained, with the majority of participants attending at least three-quarters of sessions.

Social connection and emotional wellbeing
While physical outcomes were central, social and emotional benefits were equally significant. Sessions functioned as informal social spaces where conversation emerged naturally through shared activity:

“There’s no sit-down and tell us about your life… it just comes out.”

Participants who initially attended alone developed friendships, peer encouragement and informal support networks. In several cases, relationships continued beyond the life of the programme, with participants arranging walks or meeting socially.

One notable example involved two Spanish-speaking participants from different countries who formed a strong friendship through the sessions, subsequently bringing other family members into their social circle. This highlights the project’s ability to support social inclusion across cultural and language barriers.

Behaviour change and longer-term impact
Evidence from interviews and monitoring suggests that the project supported meaningful behaviour change. Participants reported:
· Walking together outside sessions
· Exercising independently at home
· Increased willingness to try other local activities

Fitness Rush described the project as acting as a confidence bridge, enabling participants to transition from inactivity to ongoing engagement with physical activity and community life.

Contribution to prevention
The project supports prevention by intervening early, before physical decline accelerates. By improving strength, balance and confidence, participants were better able to:
· Remain independent
· Leave the house regularly
· Reduce risk associated with inactivity and falls
“Movement is good movement… just keeping joints moving is a lifesaver.”
While preventative impact is largely inferred rather than measured, the mechanisms are clear and well-evidenced in public health literature.

G3.5 Monitoring, performance and beneficiary evidence

Performance against targets
Monitoring returns indicate strong performance against agreed outputs:
· 30 of 32 places filled per quarter (94%)
· High attendance consistency (70%+ attending over 75% of sessions)
· Some locations exceeding capacity (e.g. West Chesterton at 150%)

Reported KPI outcomes included:
· 85%+ reporting improved mobility and confidence
· High levels of reported social benefit

Beneficiary case studies and qualitative evidence
Monitoring includes detailed case studies. One example is Judith (75), a widowed pensioner living in council accommodation with multiple long-term conditions, including osteoporosis and diabetes. Prior to the programme she was housebound and unable to lift her arm following falls. Through tailored, chair-based and circuit exercises, she regained mobility, confidence and independence.

Another case study describes Geoffrey (77), who experienced improved functional movement and confidence after participating in adapted strength exercises, reporting that the sessions gave him “something positive to look forward to each week.”

Overall assessment of monitoring evidence
Monitoring combines participation data with rich qualitative evidence. However, the absence of standardised physical outcome measures limits the ability to quantify change over time or compare outcomes across sites.

G3.6 Sustainability and future development
Despite strong outcomes, sustainability is a major challenge. The model is free at the point of access and highly resource-intensive. Without ongoing funding, delivery ceases at the end of each block:

“Seed funding is a great thing… but who’s watering the tree?”

Fitness Rush is exploring:
· Partnerships with community centres and NHS services
· Co-funded delivery models
· Limited participant contributions (with concerns about equity)

Without continuation funding, Care Together delivery in Cambridge City is unlikely to continue.

G3.7 Learning for Care Together
This case study highlights:
· The value of taking services to people, even in urban areas
· The importance of confidence-building as a precursor to behaviour change
· The challenge of sustaining effective preventative interventions without continuation funding
· The need for proportionate but stronger physical outcome measurement

Fitness Rush demonstrates how flexible, person-centred physical activity can reach older people who would otherwise remain disengaged, delivering meaningful preventative benefit within a relatively short intervention window.

G4. Care Together Case Study: CARESCO – Community Minibus & Access Support (Green End Day Club)

G4.1 Project overview

CARESCO is a long-established community charity based in Sawtry, Huntingdonshire, delivering a wide range of practical services including a food bank, charity shop, coffee shop and the Green End Day Club. The organisation’s ethos is rooted in meeting local needs through small, responsive projects, with all income reinvested into community support.
Through the Care Together seed funding programme, CARESCO was awarded funding to lease an accessible community minibus. The funding did not create a new service in itself; instead, it enabled a critical piece of infrastructure that underpins access to multiple CARESCO activities, most notably the Green End Day Club. The minibus was designed to address transport barriers for older people and others with mobility needs, enabling them to attend social activities, access meals, and participate more fully in community life.

G4.2 Local context and rationale
The CARESCO Community Minibus & Access Support project operates across Sawtry and a wide rural catchment in Huntingdonshire, including Stilton, Alconbury, Glatton, Holme, the Giddings and Coppingford. Analysis of the Local Insight custom report for the CARESCO area highlights a set of place-based characteristics that make accessible transport particularly critical for older residents.

Rural access, transport and isolation
While the CARESCO area is not among the most income-deprived in Cambridgeshire, the Local Insight data shows that it experiences higher levels of community need driven by rural isolation and access barriers. The area has an overall Community Needs Index (CNI) rank of 9,563, indicating higher levels of need than both Cambridgeshire (13,473) and England (17,040). This reflects limited public transport, dispersed settlement patterns and fewer locally accessible services.

Transport-related isolation is a significant issue for older people. Public transport options are limited and infrequent, and car dependency is high. For residents who no longer drive, particularly those with mobility impairments or long-term health conditions, this creates a high risk of social isolation and disengagement from community life.

Ageing population and health needs
Local Insight data on older people and health aligns closely with CARESCO’s monitoring evidence. The area has a sizeable older population, including residents in their late 80s and 90s, many of whom live alone. Health indicators point to a relatively high prevalence of disability, frailty and long-term illness among older residents, increasing reliance on accessible transport to maintain independence and social contact.

Access to health assets is also shaped by geography. The average travel time to a hospital is 5.27 minutes, longer than the national average, while access to unhealthy retail is relatively limited. These patterns reinforce the importance of preventative, community-based support that reduces the need for crisis health interventions.

Community infrastructure and preventative opportunity
Despite relatively low overall deprivation as measured by the Index of Multiple Deprivation, the Local Insight report highlights gaps in connectedness and civic infrastructure that disproportionately affect older people. The CARESCO area scores less well on measures of connectedness, reflecting transport barriers, isolation and limited opportunities for participation among those with reduced mobility.

In this context, the CARESCO minibus functions as a critical piece of social infrastructure. By enabling access to the Green End Day Club and other community activities, it mitigates the risks associated with rural isolation, supports ageing in place, and creates opportunities for early identification of health or wellbeing concerns.

G4.3 Implementation and delivery
The project focused on leasing and operating a fully accessible minibus capable of transporting wheelchair users and people with mobility aids. Delivery involved:
· Sourcing an appropriate vehicle with wheelchair access and ramps
· Recruiting and training drivers with the required D1 licence and safeguarding training
· Integrating the minibus into daily CARESCO operations

Initial implementation was delayed due to post-COVID vehicle shortages, but once the minibus was secured, it became embedded quickly and extensively in service delivery. The minibus is now used for:
· Daily pick-ups and drop-offs for the Green End Day Club
· Transport to shopping trips and social outings
· Christmas Day lunch transport for isolated residents
· Supporting attendance at other CARESCO activities
· Occasional operational use (e.g. food bank collections)

“We didn’t have a minibus before we got the seed funding… it certainly helped us to do what we wanted to do for a long time.”

While highly successful, delivery brought ongoing challenges around sustainability, driver recruitment and operational costs, all of which CARESCO continues to actively manage.

G4.4 Intended beneficiaries and reach
The intended beneficiaries were older people and adults with mobility or access needs who were unable to attend the Green End Day Club or other community activities without support. The project also indirectly benefits carers and family members.

Monitoring data shows that the project successfully reached this group:
· Around 40–50 older people per week supported to attend the Day Club
· 15–17 members previously housebound due to transport issues
· 26 members living alone
· Regular wheelchair users and people with advanced mobility needs supported
The minibus expanded reach geographically, enabling participation from surrounding villages and hamlets that were previously underserved.

“There were times when we had to say we can’t get you in… now we never have to do that anymore.”

Outcomes and difference made

Improved access and independence
The most immediate outcome has been improved physical access. Members who previously relied on family, volunteers or could not attend at all are now able to participate consistently and safely.

“Sometimes with isolation it’s just lack of transport and they can’t physically get to us.”

Social connection and wellbeing
Staff described significant changes in confidence, mood and social engagement once people began attending regularly:

“When somebody first comes they can be very quiet… then all of a sudden they’re chatting, laughing, joking.”

Direct conversations with project participant reinforce this shift in confidence and mood. One attendee described their GP encouraging attendance as a way to protect their mental health:
“Go there as much as you can… I don’t want to put you on tablets for depression.” 
They later reflected:
“If it weren’t for here, I think I would just break up… it helps you up here.”Friendships formed through the club often extend beyond sessions, strengthening informal support networks. Participants confirmed the strength of these relationships -



“It’s like one big family gets in that minibus.”

Benefits for carers and families
Carers benefit from respite, reassurance and reduced stress, knowing that loved ones are safe, engaged and supported. Families reported improved wellbeing and stability for relatives attending the club.

One participant noted:
“My daughter… she knows I’m safe… and going out and enjoying myself.”

Contribution to prevention
The CARESCO minibus plays a clear preventative role by enabling early, ongoing social engagement and access to support. Staff consistently described the service as delaying deterioration associated with loneliness, poor mental health and inactivity.

“Mentally it’s just brilliant for their mental health… I think it does put off an awful lot of what would come along a lot sooner if they didn’t have somewhere like this.”

The club also functions as an early warning environment, where staff notice changes in behaviour, health or mood and can alert families or signpost to further support.

G4.5 Monitoring, performance and beneficiary evidence

Performance against targets
Monitoring returns indicate that the project met its intended outputs once operational. After initial delays in vehicle sourcing, usage increased steadily, with the minibus used daily for club attendance and additional activities.
Attendance figures show:
· 41–51 attendances per week supported by the minibus
· Consistent usage across all club days
· Expanded use during winter months and for special events
The project also achieved unintended positive outcomes, including reduced reliance on multiple car journeys and increased visibility of CARESCO within surrounding communities.

Beneficiary case studies and qualitative evidence
Monitoring includes multiple detailed case studies. One example describes a woman in her late 60s who is permanently wheelchair-dependent and socially isolated. Prior to the minibus, she was unable to attend regularly. With accessible transport, she now attends up to four days per week, eats well in a social setting, and experiences reduced isolation:

“Happy I can now attend the lunch club… see the outdoors from the minibus and chat and have a hot meal with others.”

Another case study highlights a 69-year-old man recovering from stroke who was socially isolated after moving villages. Access to the minibus enabled him to attend twice weekly, build friendships and significantly improve his mood and confidence.

Overall assessment of monitoring evidence
Overall, monitoring evidence is relatively strong compared to many social projects, combining:
· Detailed usage data
· Clear beneficiary profiles
· Rich qualitative case studies
However, like other Care Together projects, formal outcome measurement remains limited, with preventative impact inferred rather than quantified.

G4.6 Sustainability and future development
The minibus is now integral to CARESCO’s offer, creating both opportunity and financial pressure. Ongoing costs include leasing, fuel, maintenance and driver expenses. CARESCO employs a dedicated grants officer and actively fundraises to sustain the service.

“Once you’ve got that as a service, it’s really hard to consider not having it anymore.”

The organisation has successfully secured additional grants and community funding and continues to explore long-term sustainability options.

G4.7 Learning for Care Together
This case study demonstrates that:
· Transport is a foundational enabler for prevention, not a peripheral service
· Seed funding for infrastructure can unlock wide-reaching, long-term impact
· Accessible transport significantly increases equity of access for older people with higher needs
· Consideration should be given to follow-on funding for proven, high-impact services

The CARESCO Community Minibus & Access Support project shows how relatively modest seed funding can transform access, independence and wellbeing for some of the most vulnerable older people in rural communities.


G5 Care Together Case Study: Ferry Project – One Pot Cooking

G5.1 Project overview
The Ferry Project is a long-established homelessness and community charity based in Wisbech, operating for over 25 years and widely recognised as an anchor organisation in Fenland. Alongside its core homelessness services, the organisation runs the Queen Mary Community Centre and a Cookery School social enterprise. 

Through the Care Together seed funding programme, the Ferry Project delivered One Pot Cooking (also referred to as One Pot Wonders), a preventative cookery and wellbeing intervention for older people.

The project aimed to support older adults—particularly those living alone following bereavement, separation or divorce—to improve nutrition, build confidence in cooking for one, and reduce social isolation. A specific focus was placed on affordable, high-protein meals that could support strength, energy levels and independence as people age.

G5.2 Local context and rationale
The project was delivered in Wisbech and surrounding Fenland communities, an area characterised by relative isolation, limited transport options and fewer voluntary sector services than larger towns. Monitoring information and interview evidence highlight that many older people locally experience loneliness, declining confidence, and challenges around preparing nutritious meals—especially widowers and men who may not previously have cooked for themselves.

The project responded directly to Care Together priorities in Fenland around social inclusion, healthy eating, and prevention of frailty. It was also shaped through early discussion with Cambridgeshire County Council staff and local health partners, ensuring alignment with integrated neighbourhood priorities.

Analysis of the Local Insight custom report (see Annex A) highlights a number of structural and demographic characteristics that are particularly relevant to understanding the needs of older people locally and the rationale for the One Pot Cooking intervention.

An ageing population with higher levels of vulnerability
The Ferry Project target area has a higher-than-average proportion of older residents. People aged 65 and over make up 21.7% of the population, compared with 19.0% across Cambridgeshire and 18.7% nationally. The proportion of older residents has increased steadily since 2011, indicating a growing need for age-friendly, preventative support.
Economic vulnerability among older people is notably high. 21.6% of residents aged 60+ are income deprived, significantly above the Cambridgeshire average (11.9%) and higher than the national figure (18.6%). This is reinforced by high reliance on Pension Credit: 1,001 older residents (13.7% of those aged 65+) are in receipt of Pension Credit, with the majority living alone. These indicators suggest many older people are living on very limited incomes, making affordable food, budgeting skills and low-cost social activity particularly important.

Health deprivation and preventative need
Health deprivation in the Ferry Project target area is substantially higher than the county and national averages. The area ranks 8,034 on the Health Deprivation and Disability domain, compared with 23,686 across Cambridgeshire, indicating significantly poorer health outcomes.

The Years of Potential Life Lost score is also elevated, reflecting higher levels of premature mortality. Together, these indicators point to a population where preventative interventions that support nutrition, independence and social connection are especially relevant in mitigating future health and care demand.

Housing quality, fuel poverty and food insecurity
Housing and living conditions further shape the risks faced by older residents. Nearly 50% of homes are in Council Tax Band A, indicating a concentration of low-value housing. Fuel poverty has increased over time, with 11.6% of households affected, higher than both county and national averages. Energy efficiency ratings are slightly poorer than the Cambridgeshire average, and the area has a higher overall insulation need, increasing the likelihood of cold homes and constrained household budgets.

The Local Insight Priority Places for Food Index also identifies the area as having elevated food insecurity risk, driven by low incomes, fuel poverty and limited financial resilience. For older people, this context increases the likelihood of reliance on cheap, nutritionally poor food, skipped meals, or social withdrawal due to cost pressures.

Social isolation and community infrastructure
Community-level indicators show significant need alongside pockets of strength. The Ferry Project target area has a Community Needs Index rank of 4,193, indicating higher levels of need than both Cambridgeshire and England overall. While access to some services is relatively good, economic hardship and isolation remain key challenges.

The demographic profile of older people locally—many living alone, on low incomes and experiencing poor health—aligns closely with the needs identified through project monitoring and interviews. In this context, the One Pot Cooking project addressed multiple, overlapping risk factors by combining affordable nutrition, skills development and social connection in a trusted, local setting.

G5.3 Implementation and delivery
One Pot Cooking was delivered through structured group-based cookery sessions in the Ferry Project’s Cookery School. Sessions focused on simple, low-cost ‘one pot’ meals that participants could realistically replicate at home. Practical cooking was combined with informal social time, creating space for conversation, peer support and confidence-building.
Courses were typically delivered over five weeks, with all equipment and ingredients provided. 

Participants were supported to understand budgeting, freezing meals and reducing reliance on ready meals or takeaways. A project cookbook was produced as part of delivery, extending the reach of the intervention beyond those who attended sessions.

The Ferry Project described delivery as smooth once funding was confirmed, with reporting requirements viewed as proportionate. One challenge noted was the relatively long wait between application and funding decision, which delayed the start of activity.

Intended beneficiaries and reach
The intended target group was adults aged 55+ living independently who lacked confidence, skills or motivation to cook for themselves. Monitoring and interview evidence suggests the project successfully reached this group, engaging over 100 participants across courses.
The project was particularly effective in engaging older men, including widowers and divorced men, many of whom had little or no prior experience of cooking:

“We picked up on men who didn’t know how to cook, to be honest.”
Participants also included older women seeking reassurance and individuals with mobility or health challenges. One group that proved difficult to engage was the Eastern European older population in Wisbech, with language and cultural barriers identified as limiting factors.


G5.4 Outcomes and difference made

Improved skills and confidence
Participants reported increased confidence in preparing meals, better understanding of nutrition, and improved budgeting skills. Individuals who initially lacked any cooking ability were able to cook independently by the end of the course:

“We had individuals who literally could not cook for themselves at all… and by the end of the course were competent and confident enough to cook.”

Social connection and wellbeing
While improved nutrition was a core aim, the most significant outcomes related to reduced social isolation. Participants formed friendships, shared experiences of bereavement and living alone, and in many cases continued meeting outside the sessions:

“The dramatic changes have all been around social isolation.”

The social aspect of the sessions helped participants rebuild confidence, routine and purpose, particularly those who had withdrawn following loss or life changes.

Wider impact
The project cookbook extended benefits beyond direct participants, supporting wider dissemination of healthy, affordable recipes across the community. Informal peer support also emerged, with participants helping one another during periods of illness or difficulty.

Contribution to prevention
The One Pot Cooking project demonstrates a clear preventative contribution aligned with Care Together objectives. By addressing early indicators such as poor nutrition, low confidence and social withdrawal, the project helped reduce the risk of escalation into more serious health or care needs.

The Ferry Project estimated that around 20–25 participants experienced a marked shift from being socially withdrawn to more outward-looking and engaged. In at least one case, peer support formed through the group helped prevent potential hospital admission:

“One person was able to help another person stay at home when they were unwell… otherwise they might have been hospitalised.”

While these outcomes are largely qualitative, they provide strong indicative evidence of preventative impact.

G5.5 Monitoring, performance and beneficiary evidence

Performance against targets
Monitoring information submitted through the Care Together contract monitoring returns shows that the Ferry Project delivered activity broadly in line with, and in some areas exceeding, expectations.

For the One Pot Cooking intervention, the original application anticipated engaging approximately 80–90 older people directly through cookery courses, with wider indirect reach through the production and dissemination of a recipe booklet. Interview evidence indicates that over 100 individuals ultimately participated in courses, suggesting the project slightly exceeded its original participation expectations.

Delivery was consistent across the funding period once activity commenced, and sessions were delivered as planned using the Ferry Project’s Cookery School facilities and trained staff. Reporting requirements were met, and the organisation described monitoring as proportionate and manageable.

While much of the quantitative monitoring data within Care Together returns relates to the organisation’s complementary Lunch Club activity, this wider monitoring context is relevant in demonstrating organisational capacity, demand for food-based social interventions, and sustained engagement by older people. Across the funded period, the Ferry Project’s food and social activities collectively recorded over 1,000 visits, with attendance remaining stable even once small participant charges were introduced, indicating both demand and perceived value.

A key limitation of monitoring was the absence of structured outcome measures (e.g. standardised wellbeing or nutrition tools). Evidence of impact is therefore primarily qualitative, supported by participation data and case studies.

Beneficiary case studies and qualitative evidence
Monitoring returns and interview material include a number of beneficiary case studies that illustrate the types of outcomes achieved and the preventative value of the intervention.
Several participants described experiencing loneliness following bereavement or living alone, and highlighted the importance of having something regular to look forward to each week. One participant explained that although they had family, day-to-day isolation remained a challenge, and attending sessions provided meaningful social contact and improved mood.
Another case study described an older man widowed after many years of marriage, who was initially reluctant to attend group activity and felt guilty about enjoying himself. Over time, participation helped rebuild confidence, normalise shared experiences of loss, and encouraged engagement with other community groups. Monitoring notes a clear shift in confidence, openness and willingness to seek advice on food, health and daily living.
Interview evidence reinforces these examples, with the Ferry Project noting that the most significant changes observed were social rather than purely practical:

“The dramatic changes have all been around social isolation.”

In at least one instance, informal peer support developed through the sessions enabled a participant to remain at home during a period of illness, potentially avoiding hospital admission. This provides a strong illustration of the preventative mechanisms at work, even where formal outcome metrics were not captured.

Overall assessment of monitoring evidence
Overall, monitoring information demonstrates that the project:
· Met or exceeded participation targets
· Was delivered as planned, with strong take-up and retention
· Generated consistent qualitative evidence of improved confidence, social connection and wellbeing
However, the case study also highlights a wider learning point for the Care Together programme: that future monitoring frameworks could be strengthened by incorporating simple, shared outcome measures to complement rich qualitative accounts and better evidence longer-term preventative impact.

G5.6 Sustainability and future development
The Care Together seed funding played a catalytic role in establishing and sustaining the Cookery School as a preventative health and wellbeing offer. It enabled the Ferry Project to demonstrate impact, build relationships with health partners, and test delivery models.
Since the end of the seed funding, the organisation has:
· Introduced low-cost, participant-funded sessions
· Expanded delivery to new locations
· Explored cross-subsidy and sponsorship models

“We see it as a seed fund — it’s allowed us to start and build on it.”

This suggests good potential for longer-term sustainability, particularly where small participant contributions are acceptable and targeted subsidy can support those on low incomes.

G5.7 Learning for Care Together
This case study highlights several key learning points for the Care Together programme:
· Practical, skills-based activities can deliver strong social and wellbeing outcomes alongside functional benefits
· Group-based interventions provide valuable informal peer support that complements formal services
· Seed funding can be highly effective in enabling organisations to pilot, evidence and sustain preventative activity
· Stronger connections between funded projects could further enhance referral pathways and shared learning

Overall, the Ferry Project – One Pot Cooking demonstrates how relatively small-scale, community-led interventions can generate meaningful preventative impact that would be difficult for statutory services to achieve alone.

“The reduction in social isolation — you can’t put a value on that.”


Appendix H: Commissioner and system partner synthesis
This synthesis draws on interviews with two Integrated Neighbourhood Leads working across Cambridge City and South Cambridgeshire. Both roles sit at the interface between statutory services and community provision, with a remit focused on prevention, partnership working and place-based coordination.

While operating in different geographical contexts (urban Cambridge City and rural South Cambridgeshire), there were strong common themes in their reflections on the Care Together seed funding programme.

H1. Implementation and local context: seed funding as a relational tool
Both system partners viewed Care Together as a positive and flexible mechanism for enabling community-based prevention. It was consistently described as:
· “pump-priming”
· “kickstart” funding
· enabling grassroots experimentation
· reducing bureaucracy

One system partner described the programme as funding:

“innovative and interesting community-based solutions… particularly focused on voluntary sector partners being able to access funding to try out new ways of working.”

The other reflected that it was:
“a fabulous idea and a really nice opportunity to be less bureaucratic… really reactive and responsive.”

In both urban and rural contexts, seed funding was valued for allowing communities to act quickly without heavy process.

However, both partners also reflected that the programme perhaps did not fully realise its potential in terms of integration with neighbourhood planning structures. One noted:
“We had influence but then lost it… we weren’t shaping where things should be based on local knowledge.”

This suggests that while implementation worked operationally, alignment with place-based intelligence could have been stronger.
H2. The seed funding model, processes and programme design

What worked well
The most consistently praised aspect of Care Together seed funding was its flexibility and low bureaucracy. Both system partners emphasised the value of trust-based funding that allowed ideas to be tested without excessive process.

“Having that seed funding without many strings attached… just ‘yes, we can make that happen’ is hugely powerful.”

The model was seen as particularly valuable in enabling small voluntary organisations to access funding that might otherwise be out of reach.

One partner also highlighted the value of having a named place-based commissioner who understood local context:
“Having somebody dedicated to the city… who understands those local needs – that’s the bit I really appreciate.”

Design tensions
However, both partners identified structural tensions:
· One-year funding cycles were seen as too short
· Multiple small projects created fragmentation
· Reporting requirements across different funds (across different council pots) created duplication

As one partner reflected:
“Year-long funding is a bit problematic… probably a minimum should be two years.”

The other raised concerns about fragmented monitoring requirements:
“One monitoring report should be sufficient… not a bit for Care Together and another bit for someone else.”

Both emphasised that the issue was not with seed funding itself, but with how sustainable the projects were longer term, and how connected (or failed to connect) to longer-term system strategy.

3. Outcomes, prevention and reach
Both partners were clear that Care Together seed funded projects aligned strongly with prevention priorities.

One described connection as foundational:
“Making connections and helping older people connect is the foundation to everything else we’re trying to do.”

The other described projects as entry points into wider support:
“You need an entry point… these projects can be that first point of contact.”

They identified several likely system-level outcomes:
· reduced isolation
· increased confidence
· improved health behaviours
· earlier help-seeking
· gateway effects into clinical or social support

These outcomes were understood as preventative in nature — earlier than crisis intervention and embedded within everyday community settings.

However, both acknowledged that preventative impact is difficult to evidence formally. As one reflected:

“We know they’re working, but we’ve got no way of really proving it.”
Reach was viewed as generally strong in terms of older adults and those experiencing isolation. However, both partners emphasised that access and navigation remain challenges.

One commissioner based (within a dense urban context) highlighted the complexity of the voluntary landscape:
“We’ve got loads… hundreds and hundreds of organisations… it’s amazing, but it’s also overwhelming.”

In this context, they reflected that availability of community projects is not necessarily the main issue. Instead, ensuring that existing provision is well attended — particularly by those who most need it — should be a priority. They also emphasised the importance of sustainability and long-term presence, rather than continuing to introduce further short-term initiatives into an already crowded landscape.

H4. Integration and system working
Both system partners saw the greatest opportunity for development in system integration.
One reflected that projects were not always fully embedded into referral routes:
“I don’t think we’ve done so much work on weaving it into things that are already happening.”

The other similarly suggested that neighbourhood teams could have played a stronger coordinating role:
“I don’t think we’ve maximised that as much as we should have done.”

Both emphasised the importance of:
· linking projects to social prescribing
· embedding into GP communication channels
· aligning with existing community spaces
· pooling funding streams

There was also recognition that seed funding had relational value in breaking down barriers between statutory services and communities – in this case building a relationship between the County Council and community groups. As one described:
“Seed funding got the county council in the room as an equal… instead of coming in behind the lanyard.”

This relational shift was seen as important for trust and collaboration.

G5. Sustainability and learning for future commissioning
Sustainability was the most consistent concern across both discussions.
Short-term funding cycles created instability and bid-writing burden, particularly within a voluntary sector already navigating multiple small funding streams.

One partner described the broader landscape as:
“Hundreds of organisations putting bids in, often for small pots of funding… when actually we could join things up and make things more strategic.”

Both suggested:
· Longer funding cycles (minimum two years)
· Fewer, more strategic projects
· Better alignment with neighbourhood intelligence
· Pooled or matched funding (with other council pots)
· Proportionate, shared monitoring frameworks

Importantly, neither suggested abandoning seed funding. As one summarised:
“It’s not that seed funding doesn’t work… it’s how we make it better.”

G6. Overall system-level insight
From a system perspective, Care Together seed funding was viewed as a positive and credible mechanism for enabling community-based prevention. It aligned strongly with neighbourhood priorities and filled gaps statutory services cannot meet alone.
However, its full potential was not always realised. Greater integration with neighbourhood planning, longer funding horizons, stronger referral embedding and shared monitoring approaches (with other statutory funding pots) could strengthen impact and sustainability, and reduce burden for voluntary sector groups.

Both system partners remained strongly supportive of the programme’s intent. The key question moving forward was not whether seed funding works — but how to design it in a way that is more strategic, integrated and sustainable within the wider health and care system.









image1.png
Q1. Which district is your project based in?

25 responses

@ Cambridge City

@ South Cambridgeshire
@ East Cambridgeshire
@ Huntingdonshire

@ Fenland




image2.png
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Q11. How confident do you feel about the project’s longer-term sustainability?
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