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“Usually any gripe or groan I have I'm straight on to my GP, but that is you 

now, you are the ones who care about me. I feel like I can trust again.” 

“I do not feel isolated as I have the Centre to go to” 
 

“Didn’t need 
as many 

painkillers” 
 

“Cancelled 
physio – this 
was better” 

 

“I can see 
possibilities 

for the 
future” 

 

“Not going to 
the GP as 

often” 
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Foreword 
_________________________________________________________ 
 

By Tressa Burke, Glasgow Disability Alliance 

I am delighted to write this foreword as Chair of the Capacity Building Group which 
has overseen Glasgow’s Transformation Fund, supported by GCVS and VAF.  
GCVS and Third Sector partners worked alongside the Reshaping Care for Older 
People Strategy Group to ensure that some of the Glasgow Change Fund was ring-
fenced for third sector activity. Glasgow Transformation Fund became the “testing 
ground” to demonstrate the impact of preventative and anticipatory investment in 
increasing the wellbeing, connections and resilience of older people.   The amount of 
£700,000 per annum was relatively modest but the projects evidenced that small 
amounts of investment go a long way. Progress has been remarkable and this report 
highlights some of these over the first year. 

The Capacity Building Group brought together Social Work, Health and Third Sector 
partners with a wealth of experience and knowledge of older people and carers 
across a range of people from those with mental health problems and older disabled 
people. The projects also worked across a range of issues including addictions, 
social participation and a “keep in touch” Good Morning telephone service. The aim 
was to use the pooled intelligence of Group members to consider how best the Third 
Sector might support the RCOP Strategy Group by testing out methods and 
approaches that meet older people’s needs at home or in the community, rather than 
in hospitals and residential care homes, where resources are currently prioritised. 
There was also a focus on improving the resilience of older people to cope with 
challenges, by helping to build their capacity and social connections and be involved 
in decisions which affect them. Both the Capacity Building Group and the 
Transformation Fund have developed in iterative and dynamic ways.   
 
Key learning points include the critical and interrelated roles of 3 key players: The 
first is the significance of GCVS through the RCOP Strategic Co-ordinator. The Co-
ordinator’s role has been pivotal to the success of the CB Group and its development 
in terms of building relationships, building consensus, planning and co-ordination. 
Without this vital support the CB group would have fallen at the first hurdle. The 
second is the role of Fund Manager VAF, an experienced, independent grant-maker 
which has overseen the set up and operation of the Transformation Fund. Their lead 
Programme Officer was essential in being able to immediately establish tried and 
tested methods for managing the grants programme. The third is the obvious role of 
the CB Group itself which initially worked to develop an outcomes framework for the 
Transformation Fund, taking account of learning and feedback from older people 
themselves. Building on this, the Group worked to take final decisions of funding 
awards, based on VAF assessment against the outcomes framework and VAF’s 
related recommendations. At the heart of the Transformation Fund’s success have 
been the relationships and ongoing positive communications between these 3 
essential elements. 
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Moving forward, the third sector continues to have a significant and potentially 
untapped role to play in prevention and reshaping care for older people.  After just 11 
months, early findings demonstrate how grass-roots projects and organisations can 
support people to have improved wellbeing, increased connections and enhanced 
independence in their own homes and communities.  

Critically, resilience has been developed which supports older people to be 
independent for longer. Just 20 such community projects supported 1799 older 
people and 361 carers, demonstrating the vital need to invest in such activities.  As 
this report is published, we are well into the second year of the Fund and I look 
forward to being able to present even more compelling evidence in coming months. 
More importantly, I hope that this acts to persuade decision makers to invest in these 
projects and activities through future joint strategic commissioning. 

 

 

 

 

 

  

Tressa Burke  Chair, RCOP Capacity Building Group  
Chief Executive, Glasgow Disability Alliance  

 



 
 

 

5 

By Liz McEntee, GCVS 

On behalf of GCVS and Glasgow’s Third Sector Interface, I am delighted to 

introduce this report which highlights the contribution to Reshaping Care for Older 

People (RCOP) that 20 third sector projects have made over a year as part of 

Glasgow’s RCOP Change Fund.   

GCVS’s role in RCOP has been to work strategically with key partners in the city – 

NHSGG&C, Glasgow City Council and Scottish Care – to create a new vision for 

older people’s care and wellbeing in the years ahead.   Our specific role has been to 

collectivise and ensure the views , experience and skills of third sector partners 

contribute to this initiative;  to make visible the significant role that Glasgow’s third 

sector plays in supporting older people; and to support the building of an evidence 

base that highlights the crucial work that the third sector plays in early intervention 

and prevention, particularly initiatives that could help to reduce the strain on health 

and social work budgets in the future.   

In the following report you will see that we have clearly begun the journey to 

evidence the Third Sector’s current and potential contribution to the RCOP agenda.  

The report highlights many examples of the strengths of the Third Sector in engaging 

with older people and their carers and in their ability to provide flexible responsive 

services.   

It also evidences clearly that older people themselves are an asset and resource that 

contribute greatly to the wellbeing of their peers.  Key outcomes around increased 

independence and community capacity as well as reduced social isolation are 

documented- all of which are vital if we are to ensure a genuine shift that will see 

older people living longer, more active and fulfilling lives based at home or in homely 

settings in the future and reduced pressures on acute health services.   

Whilst the factual statistics are important in our quest to gather evidence that will 

ensure investment shifts towards preventative measures as part of the new RCOP 

Joint Commissioning Strategy and Plan for Glasgow, the feedback from older people 

about these projects should not be ignored.  Their words convey far more fully than I 

ever could, the value of the services they have enjoyed and the difference this has 

made to their lives.   

In signing off, it’s important to note that none of this work would have been possible 

without the ring-fenced funds that were made available from the Change Fund.  The 

energy, commitment and expertise of the Capacity Building Group, who oversaw the 

development and implementation of Transformation Fund, was also vital, as was the 

support provided by the Voluntary Action Fund in managing the funding  in a holistic 

and facilitative manner.    It would also not have been possible, had there not been 

modest investment in GCVS’s infra-structure, to ensure that all of this work was well 

managed and coordinated.   I would like to thank everyone who was involved for all 

their hard work in this regard.  
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What I hope is made clear as you read this report, is what can be achieved, with a 

relatively small level of investment,  when resources are locally owned and older 

people are instrumental in planning, shaping and delivering activities.   Co-

production is the buzz word of the day but we are highlighting here that the Third 

Sector delivers this as a matter of course.   

Our task now is to ensure that the findings of this report genuinely influence the 

future direction of reshaping Care for Older People in Glasgow and the important 

investment decisions that are made from this point on. 

 

 

 

  

Liz McEntee  Head of External Relations, GCVS  
Chair of the RCOP Third Sector Reference Group 
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Executive Summary 
_________________________________________________________ 
 

The Transformation Fund is funded by the Reshaping Care for Older People 

Strategic Partnership. 

This report was commissioned by the Glasgow Third Sector Interface.  Voluntary 

Action Fund (VAF) evaluated the Programme based on the evidence gathered 

through monitoring as part of the delivery contract for the Glasgow Third Sector 

Transformation Fund.   

 

Aim 

To reduce demand on public services, particularly Social Work and 

Health through innovative third sector projects working directly with and 

for older people. 

 

The report demonstrates and evaluates the extent to which the 20 projects 

supported in the first year have achieved success as measured against the Fund aim 

and outcomes.  It seeks to highlight the many strengths which third sector 

organisations have brought in their approach to reshaping care for older people.  

There is also recognition of the challenges and lessons learned in terms of both the 

operation of the fund and common issues identified which impacted on delivery. 

 

Timeline 

July 2012  VAF appointed as Fund Manager 
August 2012  Open for applications 
September 2012 Application closing date 
October 2012  Awards issued 
November 2012 Projects start 
September 2013 Funding ends 

 

Outcomes 

1. Increased self-help and independence in the community 

2. Reduced social isolation through increased preventative interventions 

3. Community capacity built enabling people to be more connected 

4. Balance of care shifted from institutional settings to a community 
setting 
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It is clear from the outcomes reported that outstanding results have been achieved in 

a very short time.  This is backed up by evidence including case studies and surveys 

of service users. 

OUTCOMES % of projects 
achieving outcome 

No. of older 
people  

reported 

Increased self-help and independence 90% 1021 
Reduced social isolation 90% 760 
Community capacity built/more connected 85% 695 
Balance of care shifted to community 65% 625 

 

Unanticipated Outcomes & Added value identified  

As a result of the way in which locally based projects worked i.e. making best use of 

community assets and connections, there were clearly unanticipated outcomes and 

added value achieved including: 

 Ability to bring agencies and services to older people e.g. Fire Service, 
Mobility Advice, Optometrists and other community services both statutory 
and voluntary 
 

 Reactive to needs of service users e.g. provision of translation (often 
voluntary) and in the case of RNIB, delivery of an all Urdu bilingual event 
 

 Seeing older people and carers on at least a weekly basis for activities 
allowed staff and volunteers to pick up and address other needs 
 

 Ability to quickly replicate successful services e.g. SWCT now working with 
other community groups to set up HOPPA’s for their own members and 
Carers Centres talking to other carers groups who have expressed an interest 
in having something developed for their own care/age groups 
 

 Community capacity built for the future through the variety of training 
delivered  
 
 

 

 

 

 

 

 

 

  

Fund Themes  

Innovation 
 

Co-production & Voice 
 

Volunteering 
 

Developing Organisational Capacity 
  

Building Social Capital 
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Projects identified almost 50 different agencies/type of agency they worked with in 

delivery of their funded projects including: 

 90% other voluntary/community organisations 

 80% social work 

 65% health 

 60% housing 
 

Engagement of Older People, Carers & Volunteers 

One of the biggest successes of this Programme how well and quickly locally based 
projects were able to engage with older people and their carers.  In an 11 month 
period, the Glasgow Transformation Fund directly supported: 
 

o 1799 older people 
o 361 carers 
o 281 volunteers 

 
o 80% of older people were age 65+, meeting the priority set for the 

Fund.  (the majority 55% were in the age bracket 65-79) 
 

Lessons Learned 

 Timescale was too tight to allow adequate development and recruitment time 
for projects 
 

 Community based organisations generally found engagement easier than 
larger or national organisations who took time to establish referral routes and 
trust 

 

 It is difficult to engage the most vulnerable and isolated.  Often older people 
do not want to admit they are lonely or need support 
 

 A number of projects, in particular larger organisations, struggled with 
volunteer recruitment and retention 

 

 There is evidence emerging of the issues facing organisations when seeking 
to support dementia sufferers and also recognition of this being a growing 
issue with an ageing population. 
 

 Accessible transport is vital to encourage and enable older people to access 
services and activities 
 

 Older people are no longer “elderly” in their outlook, thinking needs to evolve 
around viewing older people as consumers who are entitled to expect to be 
able to choose from a range of services. 
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 The Transformation Fund was set up to invest in preventative services that 
would ultimately generate savings downstream which this report shows has 
been achieved, affirmed by older people themselves.  Expectations have 
been raised and the challenge now therefore is to plan for the resourcing of 
early and preventative spend via accessible commissioning approaches to 
mainstream services. 

 

Other key findings 

 Adequate time must be built in for recruitment, development, outreach and 
networking.  This is particularly important if true co-production is to be 
achieved. 

 

 Locally based organisations with an established base of older people and 
good relationships with referrers were more successful.  They quickly 
established their projects and met or exceeded original targets.  These 
projects also made fewer changes to their delivery models to achieve 
outcomes.  Having a community base which older people are already familiar 
and comfortable with is very important. 
 

 Organisations starting a service for older people from scratch or in a new 
geographical area require a greater lead in time.  They are also more likely to 
have to revisit their targets or make changes to their delivery model.  This 
included national organisations. 

 

 Small organisations were statistically less likely to receive a grant than larger 
organisations.  The Capacity Building Group agreed that this was an area that 
needed addressed through corrective action as a priority in the second year of 
the Fund. 

 

 There were few applications from organisations working to support BME 
communities and this was agreed as an area for additional pre-application 
support in Year 2. 

 

 The North East of the City had less activity funded than other areas and again 
some additional targeting has been carried out in Year 2. 
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Section 1 - Introduction 
_________________________________________________________ 
 
1.1 Reshaping Care for Older People: Change Fund 

The Change Fund is a major Scottish Government initiative, to bring about 
lasting changes in the ways we care for older people. The funding requires a 
partnership approach to planning in order to transform the care of older 
people from a reactive to a preventative model and from institutional care to 
care at home or in a homely setting.  
 
In Glasgow, the four lead partners are Greater Glasgow NHS, Glasgow City 
Council Social Work, GCVS (for the Third Sector) and Scottish Care for the 
Independent Sector.  A copy of the Glasgow’s Change Plan for 2012-13 can 
be accessed via the following link: 
http://www.gcvs.org.uk/engagement/reshaping_care_for_older_people_rcop 

 
 
1.2 The Glasgow Third Sector Transformation Fund 

The Transformation Fund was created with £700,000 ring-fenced from the 
Change Fund to support Third Sector activities and initiatives which enhance 
community connections and/or improve health and well-being for older 
Glasgow citizens in a community setting.  The Fund aims to make visible the 
potential contribution and value of Third Sector activity in keeping older 
citizens well in their communities for longer, reducing the strain on health 
budgets in the future.  
 
The Transformation Fund is being managed by the Voluntary Action Fund 
(VAF) under contract to GCVS.  The priority when commissioning grant 
management support was to maximise impact through building the capacity of 
the funded projects, encouraging networks and building community 
connections across sectors.  VAF were awarded the contract in July 2012 
following a competitive tender process.  Working closely with the *Capacity 
Building Group, fund criteria and guidance were developed and the Fund 
opened for applications at the end of August 2012. 

 
 
1.3 Award Process 

A total of 53 applications were received by the September closing date and 
assessed by VAF.  Recommendations were made to the *Capacity Building 
Group and these were reviewed and discussed at a grants panel meeting 
Chaired and facilitated by VAF.  Final recommendations were submitted to the 
Glasgow Change Fund Strategy Group for ratification.  In October 2012, 20 
projects were funded to run for up to 11 months in the City.  Grants ranged in 
value from £3,000 to £70,000. 
 
This report presents the findings from the 20 projects supported in the 1st 
application round.  It is noted that 41 projects have been supported in the 2nd 
round of the Fund including 12 carrying on from Year 1.  

 

* The capacity building group is made up of a cross-section of representatives from third 
sector organisations plus a representative each from GCVS, Health and Social Work. 

 

http://www.gcvs.org.uk/engagement/reshaping_care_for_older_people_rcop
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Section 2 - Fund Model 
_________________________________________________________ 
 
2.1 Aim:  To reduce demand on public services, particularly Social Work 

and Health  through innovative third sector projects working directly 
with and for  older people. 

 
 
2.2 Fund Outcomes: 

 Increased self-help and independence in the community 

 Reduced social isolation through increased preventative interventions 

 Community capacity built enabling people to be more connected 

 Balance of care shifted from institutional settings to a community setting 
 

 
2.3 Fund Themes: 

 Co-production & Voice 

 Innovation 

 Volunteering 

 Developing Organisational Capacity 

 Building Social Capital 
 
 
2.4 Prioritisation: 

 Priority given to projects working with and for older Glasgow citizens aged 
65+ and their carers 

 Projects supporting citizens getting older aged 55+ and their carers in the 
Glasgow City Council area considered on merit 

 Partnership applications welcomed providing a third sector organisation 
was the lead applicant and delivery agent. 
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Section 3 - More than just Money 
_________________________________________________________ 
 
3.1 The interface wanted to ensure that the contract delivered more than 

distributing grants.  The partners recognised that they needed additionality to 

make the programme work and to build a richness of relationships and 

connectivity between the projects.  VAF were chosen due to their funding plus 

approach and core values.  Successful applicants benefited from ongoing 

support in the delivery and self-evaluation of their projects. 

 
 

3.2 Off to a Good Start 
All 20 funded projects were invited to send representatives to a workshop 
delivered by VAF.  The stated aim of which was to understand the monitoring 
and reporting requirements of the funder.  It was however of equal importance 
for projects to meet key staff from GCVS and VAF as well as a first 
opportunity to network with each other.  Feedback was very positive from the 
two sessions and the seeds of future joint working were sown. 

 
 

3.3 LEAP (Learning, Evaluation and Planning) 
SCDC delivered training to the projects to enable them to set up plans using 
the online LEAP system. LEAP is a participatory planning and evaluation 
framework for communities developed by SCDC.  This follows a cycle of 
Analyse, Plan, Do and Review.  VAF are trialling the online version to monitor 
and evaluate funded projects. Projects completed the Analyse and Plan 
sections on the LEAP tool building on their approved applications.  They were 
then asked to complete the Do section of LEAP on an ongoing basis to record 
their activities.  A mid-term review was required around 5 months.  Further 
support, written guidance and training was provided by VAF on an ongoing 
basis.   
 
Final reviews were completed on LEAP at the project conclusion.  These 
incorporated views and feedback from as many stakeholders as possible in 
each project to give a balanced view of the success of the projects.  Scoring 
on LEAP was also done by consultation and an average score for each 
section was input. 

 

 
3.4 Networking 

A project directory was produced allowing organisations to see summaries of 
the other work funded and to allow ease of contact. 
 
Projects were offered a further opportunity to get together at a “speed 
networking” event held at the Albany Centre.  This came at a time when some 
funded organisations were struggling to get their projects off the ground and 
afforded a really good opportunity to troubleshoot and offer potential solutions.   
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For example, the Social Work representative from the Capacity Building 
Group came along and was able to offer a number of projects advice on 
who/how to make contact to begin to kick-start referrals. 

 
 

3.5 Project Support 
Ongoing support was available to projects via the VAF Development Officer 
and the RCOP Strategic Co-ordinator at GCVS.  Projects were encouraged to 
get in touch and discuss any issues and each of the 20 also received a 
support visit from VAF.  Other training opportunities and funding opportunities 
were flagged up regularly to the funded organisations. 
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Section 4 - Evaluation Methodology 
_________________________________________________________ 
 
4.1 Projects were asked to self-evaluate against the Fund Outcomes they had 

selected in their successful applications.  Individual LEAP plans were 
developed as outlined above with project level outcomes and indicators 
aligned to the higher level Fund outcomes.  Mid-term and end of project 
Reviews were carried out using the **LEAP tool.  These formed the main 
body of evidence for the report with additional data reviewed as follows: 

 

 Documents uploaded to the LEAP system including case studies for each 
of the funded projects, results from stakeholder surveys and evaluation 
tools, statistical and equalities analyses 

 

 Project visit reports 
 

 Correspondence with projects 
 

 Papers from Capacity Building Group meetings 
 

 Evidence and feedback gathered during events 
 

 
**LEAP uses a scoring matrix ranging from 1 unsatisfactory up to 6 excellent.  As 
described previously, the score is reached by consensus of stakeholders.  Evidence 
must be provided to back up the score awarded.  The full scoring criteria is attached 
as Appendix C. 
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Section 5 – Achievement of Outcomes 
_________________________________________________________ 
 
 
Fund Outcomes: 
 

1. Increased self-help and independence in the community 

2. Reduced social isolation through increased preventative interventions 

3. Community capacity built enabling people to be more connected 

4. Balance of care shifted from institutional settings to a community 
setting 

 
 
5.1 It is clear from the outcomes that outstanding results have been achieved in a 

very short time. There was a maximum of 11 months available from 
November 2012 to September 2013.  For those who had to recruit, the 
delivery period was shortened to 9 months or less.   
 
The Fund supported 20 organisations to deliver projects with older people and 
carers in the City that directly contribute to reducing the demand on public 
services, particularly Social Work and Health.  This was achieved through 
meeting four outcomes set for the Fund. 

 

 

OUTCOMES % of projects 
achieving outcome 

No. of older 
people  

reported 

Increased self-help and independence 90% 1021 
Reduced social isolation 90% 760 
Community capacity built/more connected 85% 695 
Balance of care shifted to community 65% 625 
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5.2 Outcome 1 
Increased self-help and independence in the community 

 

 18 projects reported on this outcome  

 1021 older people recorded achieving this outcome 

 Combined total score of 94 (from a maximum possible of 108) 

 

 
 

‘it keeps me focused & on the straight and narrow’ ‘I have started a counselling course’ 

‘I can see possibilities for the future…’  ‘I am still off the drink…’ 

‘ I am feeling better..’ 

 

‘I feel more confident and more capable of dealing with the person with dementia’ 
‘ 

‘more financially secure and less anxious and worried about the future’ 

 
  

Addaction 

4 peer recovery coaches successfully completed the SCQF level 5 of the recovery 

coaching qualification (Self-management and Recovery) 

Alzheimer Scotland – Welfare Rights Adviser 

Successfully advised and assisted clients to claim the benefits to which they were 

entitled and also provided support to apply for practical aids including Blue Badges and 

walk-in showers. 



 
 

 

18 

5.3 Outcome 2 
Reduced social isolation through increased preventative interventions 

 18 projects reported on this outcome  

 760 older people recorded achieving this outcome 

 Combined total score of 88 (from a maximum possible of 108) 

 

 
 

‘I do not feel isolated as I have the Centre to go to every day and I can say without doubt 
that I benefit physically and mentally from the range of activities’ 

 
‘I can’t thank you enough, you were there when I needed you most and I know I’m not 
the easiest person.  I’m just glad to be out of that place (hospital), I missed my blethers’ 

 
‘My Community Psychiatric Nurse signed me off two weeks ago, she cannot believe the 

improvement in me …. All thanks to you lot …..I would never have changed myself 
without you’ 

Castlemilk Pensioners Action Centre 

Since this project launched in November 2012, CPAC have welcomed 41 new members. 

Each and every one has participated in at least one activity within/outwith the Centre and 

all utilise the café for lunch.  Their increasing membership combined with growing 

demand for their minibus service by the less mobile members, highlights success in 

reaching the more isolated and excluded.  Membership now stands at 426 and a move to 

a bigger building is planned for March 2014. 

Good Morning Service 
 

Client evaluations for this telephone befriending service report: 
100% reduced feelings of isolation and loneliness 
100% feel safer at home 
100% feel cared about 
98% improved knowledge of community services and events 



 
 

 

19 

5.4 Outcome 3 

Community capacity built enabling people to be more connected 

 17 projects reported on this outcome  

 695 older people recorded achieving this outcome 

 Combined total score of 76 (from a maximum possible of 102) 
 

 
 

 

 
 

 
 

Linthouse Housing Association in partnership with Assist Social Capital and the 

LUV Café – Monday Club 

The group has grown from zero to 55 members.  The connections made have been 

tracked and mapped as a network grew around the activities: lunches, trips (in 

association with South West Community Transport), IT workshops (connecting people 

with friends and family far and wide) and Mobile phone workshops.  In January 2014, 

having started to self-organise, they took the decision to constitute as a group. 

Quarter One: Nov – Dec 2012 

 

Quarter Four: July – Sept 2013 

 

Key: 

Large Dark Blue Monday Club 

Light Purple   Linthouse HA 

Yellow    Luv Café 

Green Events; Christmas 

Lunch, Luv Lunches 

Deal, Trips, IT Classes 

and Mobile Phone 

workshops (Starting at 

the top left and 

working clockwise) 

Red   Partner Organisations 

Dark Purple  Volunteers (potential 

and current) 

Grey   Wardens at Sheltered 

Housing 

Light Blue  Individuals connecting 

with the project 
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‘Mrs G feels that her best achievement is getting the local children to respect the gardens.  
Vandalism has reduced on these and all the flower beds have remained intact since starting 
work with Urban Roots in May of this year.’ 

 

  

  

Southside Housing Association – Southside Connections 

The project started from scratch having identified 4 potential bases in their housing stock 

which could be developed as bases for older people’s activities.  After a slow start, they 

ultimately engaged 62 older people, have opened their first refurbished base and the 

second is due to complete in January 2014.  Partnership working has been central to this 

project and particular success was achieved by tenants working with the Advocacy 

Project to successfully reinstate the old bus route into Hartlaw. 
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5.5 Outcome 4 
Balance of care shifted from institutional settings to a community  
setting 

 13 projects reported on this outcome 
 625* older people recorded achieving this outcome.  *It should be noted 

however that projects interpretation of this outcome in particular and how evidence was 
described in LEAP in general was inconsistent.  The minimum figure has therefore been 
given but the reports indicate that this could be as high as 1296. 

 Combined total score of 63 (from a maximum possible of 78)  
 

 
 
 
 

 
 
 
 

 
 
 
 
 

 
 
 

“made me feel a thousand times better and the best thing was the pleasure of being 
at home” 

        

 

‘Going to Largs last week was probably one of my biggest achievements since attending 
LF…this was the first time since my sight went.  Before I went to LF, I was only comfortable 
going to places I had been before.’ 
 

‘I went to the LF follow up meeting in Partick on my own by train and subway (my son took 
me for a practice run)…LF has really helped me to feel good about myself.  Each morning I 
wake up, I think I am lucky to be here and to have the health I have.’ 

“less pain” 

Cuthelton Social Club, Parkhead 

Two of the clients within the older group had terminal cancer.  One is now deceased but his 

quality of life was greatly enhanced by the treatments.  He often said it gave him restful 

sleeps on the day of his therapy and he greatly appreciated these relaxing and social 

moments.  The second person is still going strong and looking forward to her next treatments. 

RNIB Scotland, Looking Forward 

Service users now engage more with community based services and are keener to 

access statutory services.  Over 75% stated they would access services as a result of 

attending the Programme including: Visibility, Guide dogs, Computer courses, 

volunteering opportunities, welfare advisor and Social work services.  “Looking Forward 

(LF) would not have been successful if there was not a range of speakers informing 

stakeholders of their services and how they can help people with sight loss.” 

“cancelled physio 

– this was better” 

 

“didn’t need as 

many 

painkillers” 

“not going to 

GP as often” 
“I am not so 

lonely and 

worried” 

“increased 

mobility” 
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5.6 Unanticipated Outcomes & Added Value identified 
 

As a result of the way in which locally based projects worked i.e. making best use 

of community assets and connections, there were clearly unanticipated outcomes 

and added value achieved as detailed below: 

 Ability to bring agencies and services to older people e.g. Fire Service, 
Mobility Advice, Optometrists and other community services both statutory 
and voluntary 
 

 Reactive to needs of service users e.g. provision of translation (often 
voluntary) and in the case of RNIB, delivery of an all Urdu bilingual event 
 

 Seeing older people and carers on at least a weekly basis for activities 
allowed staff and volunteers to pick up and address other needs 
 

 Ability to quickly replicate successful services e.g. SWCT now working with 
other community groups to set up HOPPA’s for their own members and 
Carers Centres talking to other carers groups who have expressed an interest 
in having something developed for their own care/age groups 
 

 Community capacity built for the future through the variety of training 
delivered for example: 

“P is much happier and confident when he completes a session.  A few of the young boys 

have commented how strong his punches are and this has boosted his self-esteem.  He has 

become more socially interactive with club members and he experiences less occasions of 

low mood”. 

 Examples of intergenerational working, with young volunteers and also 
primary school age children 
 

 Successfully sourcing other funding to continue all or part of the project: RNIB 
will continue the social groups in 2014, Cornerstone can continue Hub with 
social work funding for individuals and Food Train have gap funding from the 
Scottish Government and Housing Associations until March 2014. 
 

 Projects are able to signpost successfully to other community activities and 
“move people on” 
 

 Opportunity to provide preventative, early diagnosis and other information 
through newsletters, presentations and informal interactions e.g.: 

 
 Good Morning Service 

Provided information on subjects from 
breast cancer self-examination, bowel 
cancer self-screening to fire safety 
messages. 

Carers Centres 
Used the project as a platform to raise 
power of attorney, guardianship and wills 

and developed two additional workshops 

Deafblind Scotland, Volunteering Matters 

Awareness training delivered to sports clubs including boxing and golf to build their 

capacity to accept people with additional support needs as members, both now and in 

the future.  Two older people with dual sensory loss have been able to take up again a 

“lost” activity in the community. 
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5.7 Engagement of Older People, Carers & Volunteers 

 
One of the biggest successes of this Programme was how well and quickly locally 

based projects were able to engage with older people and their carers.  For an 

average of 9 months project delivery, in total, the Fund directly supported 1799 

older people, 361 carers* and 281 volunteers.   

 *Some projects reported that they had not gathered data on carers as this was 

not the main aim of their project or because “it was difficult to tell and they didn’t 

always feel they could ask”.  Similarly with volunteers, this is likely to be on the 

conservative side because some projects did not have a specific target so did not 

monitor or because the volunteering was more “informal”.  

 65% of projects reached or exceeded the engagement targets set within 
their applications 

 15% (3 projects) achieved at least 70% of their targets 

 20% (4 projects) achieved less than 50% of their targets 
 
There were some common reasons identified where projects fell short of 

delivering as intended.  These included delays with PVG checks, recruiting staff 

or volunteers and national organisations without established local roots and 

bases.  This is explored more fully in Section 7 Lessons Learned. 

 
 

5.8 Equalities monitoring data 
 

Equalities data is positive, particularly the statistic that at least 36% of older 

people supported through the Fund were recorded as having a disability.  The 

BME figure of 8.5% is also encouraging and whilst acknowledging this, it has 

been made a priority in Round 2 to support more projects targeting BME 

communities.  Attracting older males to social projects is a recognised issue and 

there are early indications that the projects approaches in engaging men have 

met with some success. 

 
The majority of projects were able to gather at least partial monitoring data which 
evidenced: 
 

 8.5% of service users identified as BME 

 36% of service users identified as having a disability 

 30% of service users identified as male 

 70% of service users identified as female 
 

 *Age % 
55-64 20 
65-79 57 
80-99 22 
100+ 1 

Table 1 

*A more detailed breakdown is 

shown in the graph at Appendix D  



 
 

 

24 

 

As part of the LEAP stakeholder review, projects were required to self-evaluate and 
score against the question: 
 

 “To what extent did we address the issue of inequality?” 
An overall score of 96 (out of a possible maximum of 120) was achieved.  An 
average of 4.8 per project out of a possible 6. 

 

 Addaction noted that the number of women joining the group meetings was 
higher than for other addiction services however the uptake of the activities on 
offer was low. 

 

 Three projects Castlemilk Pensioners Action Centre (CPAC), Cornerstone 
and Flourish House identified the need to engage more men.  Flourish have 
been monitoring the balance and looking at how to address this.  CPAC 
stated that they found there was a need to persuade men that it is not “day 
care” nor “full of women”.  Cornerstone were successful in attracting more 
men than women to their “Hub” through additional effort and have recognised 
this as a gap with most existing groups being female-oriented. 

 

 The Advocacy Project, Glasgow Association for Mental Health (GAMH) and 
Flourish House all recognised the under-representation of particular BME 
communities.  Although the Advocacy Project worked with 97 individuals from 
BME backgrounds, 52 were of Pakistani origin.  They recognise that they 
have only been able to engage those already accessing services so are now 
looking as an organisation at how they can better engage with different 
communities.  Another point they make in their report is that some 
communities are already better organised than others. 
 

 Projects also reported on tackling the stigma attached to issues such as 
addiction and mental health. 
 

 
 
 
5.9 Combined overall LEAP stakeholder evaluation score 

(based on assessment of process and outcomes) 
 
An overall score of 96 (from a maximum possible of 120) giving an average 
score per project of 4.8 (out of 6) 
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PRT Greater Pollok Carers Centre 
(leading on behalf of partnership of 
Carers Centres in the City) 
Carers take control of the Emergency 
Planning Process and it is their voice and 
views that are recorded. 

Section 6 - Review of Fund Themes 
_________________________________________________________ 
 

 Co-production & Voice 

 Innovation 

 Volunteering 

 Developing Organisational Capacity 

 Building Social Capital 
 
Integration of these themes was central to the Fund and actively measured from 

application to assessment, through delivery and monitoring.  The projects selected 

for funding shared this approach and have successfully demonstrated delivery of 

these themes as described below. 

 
6.1 Co-production & Voice 

Examples of co-production and voice coming through from funded projects: 

 
 

 The majority 90% reported working with other voluntary and community 
organisations.  Between them they recorded contact with 145 representatives 

of community groups and voluntary organisations.  This was something that 
the Fund had encouraged from the outset, even at pre-application stage 
however it happened on a much wider scale than envisaged and has given 
real added value to the Transformation Fund. 

 

Addaction – 55 Plus 
Service users form the steering group 
to plan and evaluate and also ran very 
successful Mutual Aid Partnership 
(MAP) meetings. 

Cornerstone – Social Hub 
Members were involved in the creation and 
development of the hub and are central to all 
decision making. 

Flourish House – Love Later 
Life 
Steering group of members 
involved in all areas of the 
project including ongoing 
monitoring and evaluation and 
organising workshops.  They 
also did the final edit of the Year 
2 application to the Fund. 

Southside Connections 
Service users are taking an active 
role in the development of the 
community bases. 

GAMH – Calm Project 
Service users could choose what day, 
what time, what therapy and where they 
wished it to take place. 
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As part of the LEAP stakeholder review, projects were required to self-evaluate with 
service users and other stakeholders and score against the questions: 
 

1) “To what extent did the activity respond to the experiences and concerns of 
the community? 
An overall score of 102 (from a maximum possible of 120) giving an average 
score per project of 5.1 (out of 6) 

 

2)  “To what extent was our approach participatory and did we succeed in 
building partnerships?” 
An overall score of 96 (from a maximum possible of 120) giving an average 
score per project of 4.8 (out of 6) 
 

 Projects named almost 50 different types of agencies they had worked with 

during the funding period.  See table 2 below and Appendix E.  One 
organisation reported that they were less satisfied with the development of 
partnerships and this was due to timing. 

 

Table 2 (produced from LEAP Agency Stakeholders) 

 
 
 
 
 
 
 
 
 
 
 
 

 
 
6.2 Innovation 

Innovation was publicised in the pre-application information and was 
considered as part of the assessment of the integration of the 5 themes in 
applications received.  It did not however form a key part of the decision 
making by the grants panel.  There was a consensus view that much of the 
third sector activity in supporting older people in the community was by its 
very nature innovative.  This was not a theme therefore that was uniquely 
monitored however this report aims to reflect throughout, the innovative way 

Agency % 

Voluntary/Community Organisations 90 
Social Work 80 
Health 65 
Housing 60 
CHP 
Hospital 
Cordia 
CPP 
Police 
Fire & Rescue 

45 
45 
15 
15 
10 
10 

WRVS – Home from Hospital Service (and Good Neighbours) 

Regular meetings are held with NHS, Social Work, Cordia and other agencies.  The Carers 

Support Team in the South commented that “the joint working partnership aspect has 

proved beneficial to both carers and the cared for”.  The Bridges Programme welcomed the 

volunteering opportunities offered and awarded (W)RVS their Third Sector Partner of the 

Year award in 2013. 
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in which the sector worked and was able to react, change and build 
partnerships to achieve successful outcomes in a very limited timeframe. 

 
 
6.3 Volunteering 

At least 281 volunteers were recruited and trained through the Transformation 
funding.  Many of these volunteers are themselves older people for example 
in the Food Train and CPAC.  It is clear from the reports that for many this has 
been a stepping stone back into the community. 
 
 
 
 
 
 
 
 
 

 
 
 

“If the tutor is unable to attend the class, I facilitate the sessions with help from the members 

as we do not want to miss a single week.”  “Following our Monday class, we then go on a 

‘mystery tour’ and I act as a voluntary guide on the minibus”.   

“I am now learning to play pool and to use IT including Skype to speak with my family, 

especially my granddaughter, who are still in USA”.   

 

“I still like a job to do and I like the fact that I am doing good and helping people". 

"I have been at a loose end at times and this helps to keep me busy.  It is actually helping 

me as well as helping everyone else". 

M looked after her elderly parents for some time.  She felt that she had something to offer 

locally in the community and wanted to have a chance to socialise and get out of the 

house.   M is now a very experienced shopping volunteer with Food Train.  She 

volunteers once a week at ASDA. 

V returned home to Scotland from the USA when her husband passed away and 

son got married.  She has been a member of CPAC for 6 years now and recently 

started to help out in the Centre by volunteering in the Art Class and on the 

weekly excursions as an escort. V attends the Arts & Crafts class and has her 

mosaic plaque, which she made for the 2013 Olympics, displayed in Kelvin Grove 

Art Gallery & Museum. 
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6.4 Developing Organisational Capacity 

As part of the LEAP stakeholder review, projects were required to self-
evaluate and score against the question: 

 

“To what extent did we promote learning and continuous improvement? 
An overall score of 96 (from a maximum possible of 120) giving an average 
score per project of 4.8 (out of 6) 

83% of service users commented on improved energy or well-being as a result of 
participating in club activities. 

 
 
6.5 Building Social Capital 

 

By increasing the capacity of communities to self- organise, they can begin to move 

from dependency towards resilience.  Where social capital is rich, communities, 

groups and organisations thrive. 

 
 
 
 
 
 
 

As part of the LEAP stakeholder review, projects were required to self-evaluate and 
score against the question: 
 

“To what extent did we build the skills, knowledge and confidence of the community 
so that they are better able to respond to future challenges and issues? 

 
An overall score of 98 (from a maximum possible of 120) giving an average 
score per project of 4.9 (out of 6) 

 
 
 
Some examples can be seen below. 

Faith in Community Scotland (FICS) – Ageing Well 

FICS developed 5 local pilot projects in small community groups following a capacity 

building model.  Pilots benefited from specialist mentoring support from Utheo Ltd, an 

organisation experienced in elderly care.  Support was provided with project 

management, governance, finances, volunteer management and implementing 

evaluation and monitoring systems.  All developed their existing programme of activities 

and started new initiatives to increase participation of 117 older people in the community. 

Social capital is a critical resource for community wellbeing and 
resilience. When resources are scarce and competition growing, social 
capital offers a way to make normally intangible resources visible and 

manageable 
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Community Facilities 
 
 
 
 
 
 
  
 
 
 

 
 

Joint Working 
 

 
 
 
 
 
 

Community Transport 

 

 

 

Community Capacity 

 

 

 

 

 

 

 

  

Learning Circles 

encouraging self-sufficiency 

Good Morning 

connect people 

into the local 

community 

Taking control of 

a community 

issue with a 

positive outcome 

Al Furqan are working 

with Fred Paton Centre 
Increased joined up 

working 

GAMH are using 

community venues 

Referral forms shared 

to allow cross-referral 

Use of community 

transport by projects 

Berryknowes has 90% occupancy by 

older people – Southside HA are 

considering making it designated and 

suitable for older people with its own 

support system from a community base 

SWCT working with Age 

Scotland on campaign to 

allow elderly to use 

concessionary cards on 

community transport 
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Section 7 - Lessons Learned 
_________________________________________________________ 
 
7.1 Timescale 

July 2012  VAF appointed as Fund Manager 
August 2012  Open for applications 
September 2012 Application closing date 
October 2012  Awards issued 
November 2012 Projects start 
September 2013 Funding ends 
 
Timescale was too tight to allow adequate development time for projects.  
There was a maximum of 11 months available from November 2012 to 
September 2013.  For those who had to recruit, the delivery period was 
shortened to 9 months or less.  Two projects were also delayed by long term-
staff illness.  Some identified that they had underestimated the level of 
outreach and networking required.  Building trust with older people and 
referrers is crucial and if not already established will take dedicated time.  
Deafblind Scotland highlighted the need to consider at the outset when setting 
outcomes to build in sufficient time to allow for the slower pace of work with 
those with additional support needs.  “It takes time to engage and relationship 
build”. 
 
Four projects were ultimately granted extensions.  Three of these concluded 
in December 2013 and one will conclude in March 2014.  Two projects were 
unable to achieve targets or intended outcomes however should not be 
considered a failure in so much as the Fund set out to give organisations the 
opportunity to test new areas on a small scale.  This has resulted in important 
learnings and also a legacy in terms of the social capital built: 
 Contact the Elderly were unable to get their activity started although their 

model is very successful in other areas of the city and indeed country.  
Only one referral was ultimately received from the geographical area 
targeted in spite of much promotion. 4 volunteer drivers and 5 hosts were 
recruited and trained, building community capacity and providing skills 
which will be transferable.  They also report having formed positive new 
partnerships. 

 Partners in Advocacy recognised quite early that the proposed model of 
citizen advocacy was going to be difficult to develop in the timescale.  It 
was agreed that they scale back to focus on just the North East of the city.  
Some success was achieved in terms of demonstrating need and interest 
for such a service for older people and 5 volunteers were recruited.  
Ultimately, the Capacity Building Group agreed with the decision of the PiA 
Board to withdraw just after the mid-term review.  It was clear that such a 
service would require appropriate long-term funding to give older people 
and volunteers the necessary level of support.  PiA reported that they were 
now linked into a network of statutory and voluntary agencies supporting 
older people which they previously were not. 
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7.2 Referral pathways 
Establishing strong relationships and pathways for referrals takes time.  This 
was particularly noticeable with some of the national organisations funded and 
organisations who had not worked in particular areas of the City before.  
Having a tried and tested model did not always guarantee that targets for 
engaging individuals could be achieved.  In particular, this was found to be the 
case for Contact the Elderly, Food Train the Good Morning Service and 
WRVS.  Some projects reported a perceived reluctance to refer by the NHS 
and Linthouse Housing Association mentioned specifically District Nurses. 
 

 
7.3 Hard to reach 

Some organisations successfully engaged the most isolated through their 
Transformation Funded projects.  A good example is that of Cuthelton Social 
Club, “Betty came to a community bus trip to Irvine. This was her first day out 
in ten years.  She was dancing and had a good sing song on the way home”. 
 
It is clear from monitoring that often older people are unwilling to admit they 
are isolated or to accept help.  This has been reported by projects including 
Food Train, Good Morning Service and Southside Housing Association.  
Southside refer to the fact that one particular building where they hoped to 
establish a Hub is very different to the others and the same approach is not 
working.  Funded organisations particularly highlight the difficulty in engaging 
the most vulnerable and isolated.  This is mentioned specifically by projects 
including Cornerstone, Good Morning, Linthouse Housing Association and 
The Advocacy Project.  Local community organisations like Cuthelton were 
generally more successful than national organisations funded. 

 
 
7.4 Volunteer recruitment & retention 

At least 281 volunteers were recruited through the Transformation Fund, a 
number of them older people themselves.  This is a good outcome over 11 
months however a number of projects experienced unanticipated difficulties in 
recruiting and/or retaining volunteers.  This was highlighted particularly by 
WRVS, Food Train and Deafblind Scotland who all struggled to attain the 
original targets set.   

 
 
7.5 Dementia 

The third sector has a potentially significant role to play in care and support 

for dementia sufferers and their carers.  Some already routinely offer training 

to staff and volunteers in-house (WRVS & Good Morning).  In 2008, Good 

Morning Service produced 12 helpful hints on communicating with someone 

Food Train  

There have been noticeable differences in the volunteers presenting in Glasgow than 

other areas of the country where Food Train is already established.  The support needs 

are different, demographic is younger, poverty related issues have arisen and there has 

been a high instance of unsuitable candidates being sent by the Job Centre. 
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with dementia as a credit card sized leaflet.  This has been distributed to 

social work and NHS staff in four local authorities.  Alzheimer Scotland also 

use this widely. 

Alzheimer Scotland report through networking and visiting partner agencies, 

other projects and organisations now have an understanding and awareness 

of the huge impact a diagnosis of dementia can have not only on the person 

with the diagnosis but also the effects on their carers/family.  As a result of the 

advice project funded, they are more aware of the support and assistance 

available to everyone involved.  This is evidenced in feedback and also by the 

number of referrals received from the various organisations. 

There is evidence emerging of the issues facing organisations when seeking 

to support dementia sufferers and also a recognition of this being a growing 

issue with an ageing population.  Food Train spoke about the difficulties 

gathering evidence from dementia sufferers.  South West Community 

Transport (SWCT), WRVS, Flourish House and Good Morning Service also 

highlight the need for dementia training, awareness and information.   

For some of the projects named above this is a natural way to engage with 

these clients but for more generalist organisations, there is a need for more 

support, training and help to make appropriate links. 

 

7.6 Importance of Transport 

Accessible transport is vital to encourage and enable older people to access 
services and activities.   This is an issue which has arisen time and again in 
consultations carried out by GCVS.  A recent report by Community Transport 
Association Scotland commissioned by GCVS highlights the following key 
messages: 
 

 Transport requirements must be built into the design of services for older 
people otherwise many services such as day centres and lunch clubs 
cannot function. Transport is integral to many older people’s services – not 
an optional extra.  

 Bus is the most important form of public transport for older people. 
However, in 2012 alone 73 bus services were withdrawn in Glasgow and 
128 services were amended usually resulting in a reduced timetable and/or 
a change of route. There has been a gradual decline in bus services in the 
city over the past few years.  

 The public transport system in Glasgow does not work well for many older 
people. Nobody can say what the level of unmet transport need is in 
Glasgow, partly because this is difficult to measure, but it is clear from 
feedback from older people on their key issues that transport is one of the 
biggest barriers they have to living independently.  

 

The report concludes that community transport must be a key priority in the 

new RCOP plan if the vision to ensure older people stay independent and well 

for as long as possible is to be realised. 
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At least a third of organisations refer specifically to the importance of having 

transport available.   

 CPAC have their own bus and one example is given where an elderly 
member recently had to stop driving and without the minibus pick-up 
would have difficulty attending regularly.  Her journey from the other 
side of Castlemilk would necessitate either two buses or a taxi which 
she cannot afford 

 Cornerstone have encouraged users to access MyBus 

 Projects including GAMH and RNIB offer taxis if require 

 Southside Housing Association supported residents to get a bus route 
re-instated  

 SWCT offer trips and a shopping service as well as providing transport 
to a number of other third sector organisations 
 

7.7 Few “old” elderly people 
It is apparent in reporting but also from observation during project visits that 

older people now are no longer “elderly” in their outlook, expectations and 

approach to life.  The majority appear keen to learn and try new activities.  

CPAC describe their centre as a “youth club” for older people and offer 

activities such as line dancing in addition to the more traditional and sedentary 

such as bingo.  Thinking needs to evolve around viewing older people as 

consumers who are entitled to expect to be able to choose from a range of 

services. 

 
7.8 Sustainable Funding 

The Transformation Fund was set up to invest in preventative services that 

would ultimately generate savings downstream which this report shows has 

been achieved, affirmed by older people themselves. 

There is concern expressed about continuation funding for the funded 
activities.  Both in terms of: 

 The time spent looking and applying for funding to sustain them which 
detracts from time spent directly supporting older people 

 Expectations built amongst service users e.g. GAMH now have a 
waiting list 

 

Expectations have been raised and the challenge now therefore is to plan for 

the resourcing of early and preventative spend via accessible commissioning 

approaches to mainstream services. 
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7.9 Operational process 

 Finding effective methodology for monitoring and evaluation is 
notoriously difficult in the health and social care setting.  This proved to 
be true for LEAP, which is a tried and tested model in other community 
and health settings but was not flexible and intuitive enough to respond 
to the range of projects or indeed proportionate to the funded activities 
or grant award.  LEAP was piloted with projects in Year 1 but the 
reporting was inconsistent and it was labour intensive to aggregate the 
individual plans and take a programme level snapshot of activity and 
outcomes in meeting the Fund aim.  A priority in Year 2 is to evolve a 
bespoke monitoring system. 
 

 Grants Panel operation was reviewed by the Capacity Building group 

following the ratification of the final portfolio of funded projects.  It was 
identified that it would be useful to hold a briefing/training session prior 
to Year 2 to ensure consistency of approach and understanding 
amongst the group.  

 

 Timelines were very tight to promote a new Fund and also for potential 

applicants to develop their proposals.  The assessment period was 
also shortened by the need to get funding out.  This should be 
considered going into Year 2 with particular attention to the 
development needs of the areas identified as needing more support: 
small organisations, BME communities and organisations in the North 
East of the City. 
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Section 8 - Key Findings 
_________________________________________________________ 
 
8.1 The fund was successful in meeting all Four outcomes: 
 
  
OUTCOMES % of projects 

achieving outcome 
No. of older 

people  
reported 

Increased self-help and independence 90% 1021 
Reduced social isolation 90% 760 
Community capacity built/more connected 85% 695 
Balance of care shifted to community 65% 625 

 
 
Increased self-help and independence in the community 

 90% of projects reported achievements contributing to this outcome.   

 Average score on LEAP review for achievement was 5.2 out of 6. 

 1021 older people recorded achieving this outcome 
 

Reduced social isolation through increased preventative interventions 

 90% of projects reported achievements contributing to this outcome.   

 Average score on LEAP review for achievement was 4.9 out of 6. 

 760 older people recorded achieving this outcome 
 

Community capacity built enabling people to be more connected 

 85% of projects reported achievements contributing to this outcome.   

 Average score on LEAP review for achievement was 4.5 out of 6. 

 695 older people recorded achieving this outcome 
 

Balance of care shifted from institutional settings to a community 
setting 

 65% of projects reported achievements contributing to this outcome.   

 Average score on LEAP review for achievement was 4.8 out of 6. 

 625 older people (conservatively) recorded achieving this outcome 
  
 
8.2 All 20 projects supported through the Fund were able to start and carry out 

activities in a very tight timescale (9-11 months).  Two were unable to make 
substantial progress towards their outcomes and in one case, funding was de-
committed by mutual agreement. 

 
8.3 There were strong examples of added value evident in organisations 

reporting.  They were able to operate very reactively and this resulted in 
important and unanticipated benefits. 
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8.4 In an 11 month period, the Glasgow Transformation Fund directly supported: 
o 1799 older people 
o 361 carers 
o 281 volunteers 

 
o 80% of older people were age 65+, meeting the priority set for the 

Fund.  (the majority 55% were in the age bracket 65-79) 
 

 
8.5 Projects clearly demonstrated integration of the five themes of the Fund 
 

 
 
 
 
 
 
 
 
 
 
 

 
Innovation was not uniquely monitored as outlined at Section 6.2 however 

this report reflects throughout, the innovative way in which the sector worked 
and was able to react, change and build partnerships to achieve successful 
outcomes in a very limited timeframe. 
 

Co-production & Voice were evident in the reviews submitted by projects.  

Examples are summarised at Section 6.1.  Projects identified almost 50 
different agencies/types of agency they worked with including: 

90% other voluntary/community organisations 
80% social work 
65% health 
60% housing 
 

Volunteering  At least 281 volunteers were recruited and trained through the 

Transformation funding.  Many of these volunteers are themselves older 
people for example in the Food Train and CPAC.  It is clear from the reports 
that for many this has been a stepping stone back into the community 

 
Developing Organisational Capacity  A number of projects had elements of 
capacity building and the example of Faith in Community Scotland at Section 
6.4 very directly embedded this theme.  Others shared examples of 
organisational wide learnings through their reports. 

 
Building Social Capital  The Fund model encouraged organisations to work 
together, share resources and make use of existing community assets as 
highlighted at Section 6.5.  Projects reported that they felt part of a wider 
network with some common aims under the RCOP agenda. 

Fund Themes  

Innovation 
 

Co-production & Voice 
 

Volunteering 
 

Developing Organisational Capacity 
  

Building Social Capital 
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8.6  Adequate time must be built in for recruitment, development, outreach and 

networking.  This is particularly important if true co-production is to be 
achieved. 

 
8.7  Locally based organisations with an established base of older people and 

good relationships with referrers were more successful.  They quickly 
established their projects and met or exceeded original targets.  These 
projects also made less changes to their delivery models to achieve 
outcomes.  This was not unique to the smaller organisations as Addaction 
also operated the local model well, having a community base which older 
people are already familiar and comfortable with is very important.   
 

8.8 Organisations starting a service for older people from scratch or in a new 

geographical area require a greater lead in time.  They are also more likely to 
have to revisit their targets or make changes to their delivery model.  This 
included national organisations. 

 
8.9 Small organisations (defined as those employing 5 or less FTE staff and/or 

having an income in the last financial year of £200,000 or less), were 
statistically less likely to receive a grant than larger organisations.  The 
Capacity Building Group agreed that this was an area that needed addressed 
through corrective action as a priority in the second year of the Fund. 

 
8.10 There were few applications from organisations working to support BME 

communities and this was agreed as an area for additional pre-application 
support in Year 2. 

 
8.11 The North East of the City had less activity funded than other areas and again 

some additional targeting has been carried out in Year 2. 
 

8.12  The Capacity Building Group agreed that they would consider track record of 

delivery on activities and outcomes in their decision making in Year 2.  There 
should not be a reluctance to dis-invest as this Fund was very much an 
opportunity to pilot activity.  In order to test approaches across a diverse 
range of organisations, it is desirable that it is open to as many new projects 
as possible.  In one case, the majority of a grant was de-committed during the 
first year itself. 
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Section 9 - Appendices 
_________________________________________________________ 
 

Appendix A     CASE STUDIES 

 

1. J’s Story 
 

I have been supported by Addaction’s Over 50s Outreach Service since November 

2010. I have appreciated the home visits and being supported to hospital 

appointments. One day my Addaction worker visited me first thing in the morning. I 

had relapsed after a three month period of sobriety. I was in such a bad way that I 

don’t know what the outcome would have been without  immediate help  The doctor 

at the Detox Unit agreed to see me that morning. I was admitted to the ward that 

day. I had severe seizures in the past year and therefore I was relieved to be back 

under medical supervision. 

I have had a drink problem for 32 years. I say this because I always tended to drink 

too much at a sitting. I have been very fit in my life, practicing Karate and enjoying 

hill walking. I used to run marathons and could do 40 lengths in a swimming pool. I 

know how to look after my diet and exercise regularly. My other interests are chess 

and quantum physics. I had a good career. I had gained a B.Sc. in Computer 

Science and Applied Mathematics at University. I worked in a variety of positions 

with a Housing Department and a Housing Co-op.  Laterally; I was a supervisor in 

the Housing Benefit Section. I moved to large IT Company to make use of my 

computer science skills and moved to be Lead Senior Testing Analyst meaning 

responsibility for supervision of all of the testing staff. This meant travel throughout 

the UK.  

Throughout I was drinking.  I cannot say this was stress related since I liked my job 

and was good at it. However, I was earning a lot of money, even too much money, 

and my drinking escalated. My relationships began to break down and I was 

divorced. Other people told me my drinking was a problem. I would stay off drink at 

Christmas to show that it was not that much of a problem. However the rest of the 

year was my Christmas!!! I think it was totally about addiction. I had a strange even 

weird relationship with alcohol. I was not enjoying drinking at all. I tried A.A .but that 

was not for me. 

I would say that that there is no other ‘cure’ but for me to remain abstinent. There are 

no ‘cons’ to not drinking. Once I had received the one-to-one support and home 

visits from Addaction which helped me get stronger and plan what I wanted in my 

future, I was ready to attend the peer recovery meetings (MAP). I have found the 

MAP meetings so important in my recovery as we come together and support each 

other. I was sad to see the Over 50s funding end last year but was glad the MAP 

meetings continued and was very excited about the new 55 Positive Service.  
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I am now 2 years sober and very involved with the 55 Positive Service. I am the 

editor and publisher of the quarterly Service User’s magazine the AddMag. With the 

55 Positive program there are many other activities the members partake of e.g. 

allotment, bowls, art work, movies. 

The most important for me are the weekly MAP meetings. These meetings take 

place on a Thursday afternoon at the Annexe in Partick. The format is the Service 

users suggest an agenda of recovery topics for discussion and then they vote to see 

which order they are discussed in. The topic is then analyzed using appropriate MAP 

tools such as ABC or Cost Benefit Analysis. The peer support received at these 

meetings is second to none and the group is very close knit. 

As part of the 55 Positive group I also attended two recovery conferences in 

Liverpool and Glasgow.  The 55 Positive service invited service users to come 

forward as Peer Recovery Champions. I have completed an SCQF 5 in Self 

Recovery coaching and am currently completing my SCQF 6 in Peer Recovery 

Coaching via COMAS and Addaction. On completion I am hoping to be a volunteer 

befriender and offer peer recovery support to other people in my position. I also now 

regularly attend community activities such as the ARC recovery community and have 

represented Addaction at a number of Conversation Cafes.   

I believe the 55 Positive group is essential for the true recovery of older drinkers who 

often are overlooked when it comes to addiction recovery services. I hope to 

continue with the group and all the members are hoping funding is found to keep it 

going. 
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2. TM’s Story 
 

My mother has recently come to live with my husband and I as living on her own, 

since my father died, has been difficult for her. My parents did everything together 

and my mum has been lost since he passed away.  

I run my own business in the Castlemilk area and have often heard from my 

customers about how great a place Castlemilk Pensioners Action Centre is, but my 

dad wasn’t keen so my mum didn’t attend.  

My mum was spending her days walking around Rutherglen shops and as she was 

seeking friends and lacking company, she would often go into the pub and her 

drinking was becoming a huge issue. 

She was very depressed and said the pub allowed her to meet ‘friends’ but her 

health was deteriorating and she was abusing alcohol. 

I visited staff at the Action Centre to ask if I could add my mother’s name to the 

waiting list and to my surprise was informed that they did not have a waiting list and 

everyone was welcome to attend the Centre daily. 

At first I brought my mother in for lunch and was amazed at the huge range of 

healthy and nutritional meals on offer and this really put my mind at rest, knowing 

that she would be eating a balanced meal when she visited. 

The staff made my mother feel very welcome and when the volunteers came in to 

begin their shift, a few recognised her from in and around the area and sat to chat 

and reminisce.  To see my mother happy in familiar company was what I was looking 

for and we were both delighted we had found it.  

My mother now attends the Centre 5 days per week, I bring her in most mornings 

around 11am and the adapted minibus brings her back to meet me at my workplace 

around 3.30pm.  She has attended the Art Class, Bingo, Movie Afternoons, Tea 

Dances, Line Dancing and sits with all the members daily for lunch, tea and cakes.  

My mother is a different person – for the better – and it’s all thanks to the people 

involved at the Centre.  

The staff have informed me that my mother  will be out later on Friday as she is 

attending a party afternoon in the local church hall,  organised by the Centre, and 

she will be enjoying bingo, raffles and dancing…all for £3!!   

I can’t fully explain the difference the Centre has made, not just to my mother’s life, 

but to my life as well.  They offer me huge support and make my mother happy 

again.  

There should definitely be more places like this throughout Glasgow.  
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3. Ms B’s Story 
 

B lives in the Cuthelton Community, although she does not live in sheltered 

accommodation. 

B’s eldest daughter died 10 year ago, leaving a young son, whom B has cared for 

since. He is now 17. Since the loss of her daughter, B has withdrawn from her social 

circle. She keeps herself to herself and in her own admission, struggles with 

depression. 

I tried to befriend B by inviting her to the odd social occasion run by the Cuthelton 

Club. B is nearly 70 and I thought she may enjoy the company of people of similar 

age.  Although pleasant and polite, B was not interested. When the therapies started, 

I approached her and asked if she would like a massage and that I advised it would 

be a great treat and very good for relieving stress. 

B seemed reluctant, but eventually took me up on the offer. 

The response has been overwhelming.  B had a course of 8 back massages and 

loved every minute.  The first couple of treatments she did not stay for tea but chose 

to go straight home.  Then B changed her mind and remained with the group, talking 

and socializing with the rest of the clients. 

We started to see changes in B.  She has come right out of her shell.  The 

treatments are now over, but B continues to come to the club. 

She has found friends who also have griefs and although it cannot change her 

problems, its letting her know that she is not alone in feeling sad. 

This project has been a godsend for B.  She can hardly believe it herself and 

attributes the difference in firstly; the therapies that relaxed and took a lot of tension 

away and secondly, the meeting of other people who often would share their own 

concerns. 

Doctors and other agencies have been trying to help Betty for years.  It is very 

satisfying to have found a medium that has reached B.  It has given her a better 

quality of life. 

She is now on less medication, has stopped her sessions with a counsellor and is 

now in the middle of decorating her house.  

B has agreed that she has turned a major corner with her mental health.  We all 

appreciate she may have down days, but we feel that the backbone of her problems 

have been broken. 

B came to a community bus trip to Irvine. This was her first day out in ten years. 

She was dancing and had a good sing song on the way home. 

Everyone on the therapies, without exception, have overwhelmingly enjoyed and 

benefited from the experience, but B has been our most proud success. 



 
 

 

42 

 

4. MrB’s Story 
 

Background 

Mr B lives in an owner-occupied flat in SW Glasgow.  He was referred to Food Train 

by his son, who is at University in England.  He is extremely frail, suffers from 

dementia and was just out of hospital following a 3 week stay due to him not eating.  

Mr B's son was very concerned for his father and was struggling to find a solution to 

the problem of his father struggling with access to food.  He explained that his father 

had stopped eating because he had been unwell and could not get out to the shops.  

Money was also a big factor for his father, who worried about over-spending and 

consequently had cut down on his spending on food, which had resulted in him being 

hospitalised.   

An additional problem for the family (Mr B also has a daughter) is that they all live in 

England and are aware of the lack of family support available to Mr B. 

Outcomes 

Mr B has been a customer of Food Train since September 2013.  We assisted Mr B's 

son to put together an initial order of food (mainly ready meals which could be 

reheated in a microwave, which is his only means of cooking).  Following our first 

delivery, Mr B's son emailed to say that the service had been well received and 

passing on his thanks. 

Whilst it is relatively early days in terms of delivery of the service, volunteers are now 

checking Mr B's fridge and freezer to ensure that sufficient meals are available to 

him for the week.  A volunteer has also produced a list of meals she feels Mr B 

would like (based on conversations and monitoring what he has been eating) and 

has passed this on to Mr B.  Over the past few weeks his appetite has improved and 

he is eating all the food which is being delivered, thereby eating the valuable 

nutrients which he badly needs and which his son was most concerned about.   

Mr B's testimony 

Because of the level of dementia, it is not possible to get a personal testimony from 

Mr B.  However, his son and daughter, both living in England, have said that they are 

very grateful for the service being provided to their father. 

Following the first grocery delivery, Food Train received this email from Mr B's son 

"My dad received all his food yesterday and was so happy/relieved. He asked me to 

say thank you on his behalf.  I, and the rest of the family, are also very thankful for 

yours and everyone at the food train's help". 

Mr B's son is very anxious to ensure that his father is not readmitted to hospital and 

feels that the Food Train is playing a large part in that.  The cost of the service is 

also a major factor as it is affordable and is not a worry for his father which has 

removed a lot of anxiety for him and the family. 
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5. J’s Story  
Each client is interviewed by the Befriending manager after the first three 
months of being a Good Morning Service member. 

 
Initial contact 
J was referred to the Good Morning Service by her Doctor, who felt she would 
benefit from social contact as she suffered from chronic anxiety, agoraphobia and 
loneliness. At the time of our first conversation J was a 67 year old female living 
alone. She was very isolated from society as she had little social contact with other 
people or services due to her agoraphobia – her “extreme fear of being in open 
public places”.  Her only contact was with her GP and a friend who supported her 
when going to GP and hospital appointments. 
 
On the Good Morning Service application form in the 'Values' section she rated 
herself as follows (1 low value – 10 high value)  
19/08/13 – start of Good Morning Service three months ago; 
 
• My sense of being safe: 5 
• My confidence to take part in conversations: 6 
• My feeling of belonging to my community: 6 
• My sense of being cared about: 3 
• My ability to go out by myself: 1 
• My general sense of well being: 4 

• How often do you feel lonely? 
• Almost never: Sometimes: Often: YES Very often: Most times: 
 
Client history 
J described herself as a “very strong woman” when younger – her many friends and 
neighbours called her that too.  She found herself always working “with the public 
and for the public”.   When she got older she slowly developed mental health issues 
and “became a shell of my former self, I couldn't be around people I was terrified”. 
 
Client's journey 
At the beginning of J's service, she seemed extremely anxious when on the phone to 
us and often ended the call as quick as she had answered it. We continued to call 
her two days a week at her request. After two weeks of calls she began to open up. 
She told us about her agoraphobia, she couldn't leave the house as she was 
“terrified”. Having a shower was something she avoided, “the thought of that water 
hitting my face sends me into a panic attack”. 

 
After three weeks of receiving the Good Morning Service, J ended up in hospital.  
She was not answering her phone, after calling her GP to check if she had any 
appointments, we contacted her nearest hospital who confirmed she had been 
admitted.  She was released a few days later after having a severe ear infection, “I 
loved it when I was in hospital when you first started calling, you lot phoned when 
locating me, you found me in there and you told the nurse to tell me you phoned, it 
was just lovely to feel so cared about.”  
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J's purse was stolen during her stay in hospital, she was upset as she had a large 
sum of money in it, we offered her extra call days to support her during this time 
however she declined. She seemed to use us as a support during this time “Usually 
any gripe or groan I have I am straight on the phone to my GP, but that is you now, 
you are the ones who care about me, I feel like I can trust again, even my friend has 
noticed a change in me”. 
 
From then on J seemed to become very comfortable on the phone. We continued to 
call her on her two call days, and invited her to Good Morning Get Togethers' and 
our AGM. She declined the offers “I am not in a place of getting out yet, but it's lovely 
to be included and hear how everything goes, it's giving me a better spin on things”· 
 

Support given to date 
· Good Morning calls two days a week providing a friend on the phone 
· Informed her about events happening near to her area 
· Informed her about bogus callers and how to deal with them 
· Invited her to Good Afternoon Get Togethers & the AGM (we offered to provide 
transport) 
· Gently encouraged her to help herself by talking about her difficulties 
 

Networking with other agencies 
In addition to information in our newsletter and during the morning call we specifically 
thought of one agency which may have helped J. We gave her the contact number 
for the Patient Advice and Support Service, after having her purse stole during her 
stay in hospital and urged her to contact the Police. She never told us the outcome 
of this. 
 
Conclusion 
On the Good Morning Service application form in the 'Values' section she rated 
herself as follows (1 low value – 10 high value)  
25/11/13 – three months after joining Good Morning Service) 
 
• My sense of being safe: 11 (up from 5) 
• My confidence to take part in conversations: 9 (up from 6) 
• My feeling of belonging to my community: 9 (up from 6) 
• My sense of being cared about: 9 (up from 3) 
• My ability to go out by myself: 1 (stayed the same) “I'm not there yet, but that is 
  next!” 
• My general sense of well being: 8 (up from 4) 
• How often do you feel lonely? 
• Almost never: Sometimes: YES Often: Very often: Most times: 
 
How would you describe yourself 3 months ago before you joined the Good Morning 
Service? “I thought I was going to end up in the hospital with a nervous breakdown, I 
was very, very, very low.” 
 
How would you describe yourself now 3 months after being part of the Good Morning 
Service? “My Community Psychiatric Nurse signed me off two weeks ago, she 
cannot believe the improvement in me, she told me it is absolutely brilliant and I can 
feel it within myself.” 
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“I've been full of determination and I have been strong enough to pull myself 
together, all thanks to you lot, you are real gems, beautiful and I love you all so 
much. 
 
“I'm so glad I got put on to you as I would never of changed myself without you”. 
 
J joined the service at a challenging, lonely point in her life. In the three months of 
calls J has made huge improvements to her mental health. She uses the support she 
receives from Good Morning Service every call day she is listened to, she is 
provided with a warm, safe, encouraging environment to express herself, gentle 
suggestions to help her help herself and now she is, “living in the moment, for the 
moment”. 
 

As a result of the support from Good Morning Service J feels cared about which she 
hasn't felt in a long time. She feels confident in herself which enables her to talk to 
befrienders on the phone. The value of social support should not be underestimated. 
 
Having good social networks and the availability of social support is associated with 
higher levels of life satisfaction and happiness (1) and our clients describe Good 
Morning Service as their friends, their family, their club, their community and their 
life-line. 
 
It's much more than just a phone call as J's case study shows: support from Good 
Morning Service can significantly improve the mental health and wellbeing of older 
people which correlates positively with physical health which in turn can reduce their 
reliance on statutory health services making substantial savings to the public 
expenditure. 
 
1.Establishing a core set of national, sustainable mental health indicators for adults in Scotland: Final report. NHS 
Scotland, 2007 
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Appendix B    Summary of Projects Supported 

 
 
ADDACTION 

 

Addaction is a national charity working with individuals, families and communities 
affected by problem drug and/or alcohol use.  They manage a range of services 
including harm reduction, community rehabilitation, community alcohol support, 
criminal justice, family and treatment.  Their work includes a mixture of one to one, 
group, activities and peer support mutual aid. They have operated in Scotland since 
2004. 

 

Project:  55 Positive      Award: £41,742 
Since 2009 Addaction delivered an Over 50's Alcohol Service offering outreach and 
peer support to older adults. This funding ended in 2012 however the 55 Positive 
Project will continue to deliver the peer support element of the service.  Through the 
employment of a peer development worker, they aim to develop a further care 
pathway that would encompass peer mentoring, befriending and social/educational 
activities. With this support it is hoped that over the longer term individuals would 
remain in recovery, reduce their isolation and have increased independence.  

 

Coverage: North West Target: 47 individuals 

 

 

 
 
ALZHEIMERS SCOTLAND 

 

Alzheimers Scotland is a leading national organisation in Scotland.  It campaigns for 
the rights of people with dementia and their families and provides an extensive range 
of support services for people with dementia and their carers. It provides a 24-hour 
free-phone helpline and a range of day care, home care, respite care and support for 
carers.  

 

Project:   Specialist Financial Advice Project  Award: £32,828 

Through the employment of a Specialist Financial Advisor, Alzheimer Scotland will 
offer help and advice to people with dementia and their carers/families about benefit 
entitlement, debt, grant applications and housing issues to support people with 
dementia to stay in their own homes for as long as possible.  This work will initially 
be undertaken in the South of Glasgow, within the city boundary 

 

Coverage: South  Target: 180 individuals 
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CASTLEMILK PENSIONERS ACTION CENTRE 
Castlemilk Pensioners Action Centre (CPAC) is a registered Scottish charity which 
was founded in 1986 and provides a community based Centre from which it assists 
elderly people to live independently in their own homes.  It offers healthy eating 
options from its subsidised cafe, advice, guidance, companionship and a variety of 
entertainment and learning opportunities.  Its main aim is to combat social exclusion 
of elderly people within Castlemilk and surrounding areas in Glasgow.   
 
Project:  Adapting to Change       Award: £26,528 
The project seeks to engage a Development Officer, to serve the dual purpose of 

enhancing this organisation's existing provision for the elderly and serve as a 

springboard for the organisation to revitalise, extend and improve its services to the 

elderly.  This approach recognises that the number of potential demands on the 

organisation are likely to increase as the elderly population grows. 

 

Coverage: South (Castlemilk) Target: 400 individuals 

 
 
 
 
 
 
 
 
 
 
CONTACT THE ELDERLY 

Contact the Elderly, which was established in 1965, is dedicated to tackling 
loneliness and social isolation among very elderly people.  They do this by 
organising monthly Sunday afternoon tea parties for small groups of people aged 
75+ who live alone, with volunteers within the local community offering a regular and 
vital friendship link.   
 
Project:  Contact the Elderly, Glasgow  Award: £5,181 
The project targets an age group frequently excluded from mainstream provision for 
elderly people.  One Sunday a month, each older person is collected from their home 
by a volunteer driver and taken to a volunteer host's for a tea party.  Whilst the group 
is welcomed by a different host each month, the drivers remain the same which 
means that acquaintances turn into friends and loneliness is replaced by 
companionship. 

Contact the Elderly is establishing a new group to meet demand in Glasgow.  These 
small, local community groups provide a rare alternative to the institutional care 
normally available to elderly people, and appeal to people for whom a small, private 
gathering is preferable, especially those who cannot use public transport. 

The tea parties are a real lifeline of friendship for older people who have little contact 
with any family or friends.  There is no charge to attend.  

Coverage: South      Target: 10 individuals 
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CORNERSTONE COMMUNITY CARE 
Cornerstone Community Care was founded in 1980 in Aberdeen by a group of 
parents and professionals who were concerned about the lack and quality of 
services available to people with learning disabilities and their families. After opening 
their first residential service in 1982, Cornerstone has grown to become a leading 
provider of care for children, young people, the elderly, and adults with disabilities 
and special needs and now operates a variety of services throughout Scotland.  It 
supports over 1,200 people each year and employs nearly 1, 500 staff and 
volunteers. 

 

Project:  Cornerstone Social 'Hub'     Award: £35,358 
The Hub will provide, on a twice-weekly basis, a location for 20 older people 
(aged 55 and over) within the community to socialise, meet new people, find out 
information, seek advice, increase their self-confidence, reduce isolation and 
maintain independence.   

 

Coverage: city-wide   Target: 20 individuals 

 

 

 

 

CUTHELTON SOCIAL CLUB 

Cuthelton is a sheltered housing scheme in Parkhead.  The Social Club provides a 
friendly, healthy, safe community where tenants can prosper socially by attending 
day trips and social events within their scheme.  They have been operating for 5 
years, have helped develop their community and give support and encouragement to 
the lonely and infirm.  Current activities include armchair exercises, film watching, 
light gardening, seasonal parties, theatre visits, board games, coffee mornings and 
an annual bus trip.  

   

Project:   Culhelton Social Club     Award: £3,000 
Professional holistic therapists will visit every week.  The tenants will receive a 
massage, either in the common room or in their own home if they are too frail.  
Afterwards they will get together to chat and discuss treatments.  The ongoing 
programme will be guided by their comments.   

 

Coverage: North East (Parkhead) Target: 30 individuals 
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DEAFBLIND SCOTLAND 
 
Deafblind Scotland helps deafblind people in Scotland live as rightful members of 
their communities and encourages and supports contact and friendship between the 
deafblind people and sighted-hearing people.  Deafblind Scotland envisions a 
society where deafblind people have the support and recognition necessary to lead 
fulfilled and active lives.  Deafblind Scotland offers specialist services to more than 
800 deafblind adults across Scotland, 150 of whom live in the Glasgow area. 
 

Project:   Volunteering Matters      Award: £45,152 
The “Volunteering Matters” project will improve the lives of Deafblind and Deaf 
people by enabling them to relate to volunteers who are appropriately recruited, 
selected and trained. Deafblind and Deaf people will work in co-production with 
Deafblind Scotland and with volunteers to ensure that all can benefit from the 
activity. 

 

Coverage: city-wide Target: 40 individuals 

 

 

 

 

 

FAITH IN COMMUNITY SCOTLAND 
 
Faith in Community Scotland is an anti-poverty organisation founded in 2005.  They 
have developed 5 antipoverty initiatives across Scotland, their most established 
initiative is the Transformation Team.  The Transformation Team is supporting local 
faith communities in Glasgow to engage with the Reshaping Care agenda for older 
people.  Three factors underpin their work, which is informed by academic research 
as well as practical experience and knowledge: Focus on the poorest; Faith in action; 
and a Changing society. 
 

Project:   Ageing Well Programme    Award: £43,446   

Establish and test a capacity-building model that helps local faith communities 
research and develop local initiatives, that contribute to better health and wellbeing 
outcomes for older people in their neighbourhood.  Ageing Well is about developing 
local projects that tap into existing community assets, using local knowledge to 
respond to identified local needs with locally delivered interventions.   

 

Coverage: one project in each sector  Target: 20 individuals  
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FLOURISH HOUSE 

Flourish House established in 1997 is a rehabilitation project for people experiencing 
the effects of long-term mental illness.  It aims to enable people with mental illness to 
regain purposeful lives in the community.  Members recover confidence and skills 
whilst achieving social, financial and vocational goals.  It is a service provider which 
has an ethos of co-production as its core.   
   

Project:   Love Later Life      Award: £21,873 

Flourish House will work with 30 members in the 60+ age range.  The aim of the 
project is to develop awareness of services for members and to form new 
partnerships with Older People’s services in Glasgow and Scotland (there is 
currently no such link), with the possibility that people who experience severe mental 
health problems such as depression or psychosis could access Flourish House. The 
project will work in partnership with its Later Life members to develop activities that 
engage older members, produce information identified as lacking among the Later 
Life focus group (and reflected nationally) and gather evidence for future funding 
applications should this year long project prove successful.  This model could 
potentially be rolled out to other organisations. 

 

Coverage: city-wide Target: 30 individuals 

 
 
 
 
FOOD TRAIN 
 

Established in Dumfries and Galloway in 1995, Food Train was born by older people 

for older people and exists to support older people to remain independent within their 

own homes and communities for as long as possible. This is achieved by providing 

vital services including grocery shopping delivery (Food Train), help with household 

tasks (Food Train EXTRA), and befriending (Food Train FRIENDS). 

 
Project:   Glasgow Food Train - South East Pilot  Award: £60,043 
A new branch in the South East, based in Govanhill, will offer a volunteer-delivered 
grocery shopping delivery service to local older people, aged 65+, who experience 
difficulty due to age, ill-health, frailty or disability.  This service will be delivered in 
partnership with Asda and Morrisons supermarkets, with additional arrangements 
made as required for customers from ethnic minority backgrounds.  This will be a 
pilot for the development of a citywide Food Train service from 2013 (subject to 
future funding).  While the new branch will initially focus on delivering the shopping 
service only, the potential will exist, if local demand and need is shown, to add on the 
additional services of household support and befriending. The delivery of this project 
involves a unique partnership with local housing associations. 

 
Coverage: South East Target: 100 individuals 
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GLASGOW ASSOCIATION FOR MENTAL HEALTH 
 
Glasgow Association for Mental Health (GAMH) is an independent charity registered 
in Scotland. It promotes the mental health and wellbeing of people and their 
communities, providing more than 2000 hours of community based support every 
week, to people in Glasgow.  The organisation began in 1978 and has rapidly 
expanded the range and volume of services provided.   
 

Project:   Calm       Award: £33,473 

To engage staff ( including a senior project worker and specialist therapists) to 
operate a 'Calm Project' in the north of Glasgow city, aimed at improving the mental 
health and well being of older people and mental health carers and enable 
participants to gain skills to manage stress through complementary therapies and 
mindfulness.  It is an extension of a successful project operated by the applicant in 
2010/11 and will complement a separately funded parallel initiative in the south of 
the city. 

 

Coverage: North  Target: 60 individuals 

 

 

GOOD MORNING 

 

Established in 2000, Good Morning are a multi-award winning, independent, charity 
currently supporting approx. 250 older people each year in Glasgow to live 
independently in their own homes. They provide daily outbound telephone 
befriending calls at a pre-arranged time, 365 days a year. They build a trusting 
relationship with clients, which reduce isolation and exclusion, and monitors their 
well being. Telephone Befrienders will alert to potential health problems at an early 
stage when a Good Morning (and Night) Call goes unanswered and also where 
Befrienders recognise deterioration in health or circumstance. 

Project: Good Morning Glasgow    Award: £45,833 

To provide the Good Morning telephone befriending and alert service, to approx. 130 
older people in this year with approximately 18,000 Good Morning Calls. To link with 
statutory and community groups to deliver the service, and to provide other services 
which include get-togethers, bogus caller alert and newsletters. To expand the Good 
Morning Glasgow service into those parts of the city designated as priority areas.  

 

Coverage: pockets in each sector (city-wide service) Target: 136 individuals 
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LINTHOUSE HOUSING ASSOCIATION 
Linthouse Housing Association (LHA) is a charity that provides affordable housing in 
West Govan, Glasgow.  Formed in 1974, it is one of the oldest Community 
Controlled Housing Associations in Glasgow, managing over 1,800 properties. It is a 
non- profit making organisation. Linked to LHA, the Linthouse Urban Village (LUV) 
Project is an urban regeneration scheme involving local people and a number of 
Partner organisations in projects which enhance the quality of life in the area.  The 
LUV Project has developed a community café, the LUV Café, a community hub and 
social enterprise. 
  
Project:   Monday Club      Award: £34,371 
To set up a 'Magic Monday Club' for residents in West Govan.  The Club is designed 
to engage with older persons in the community in a range of ways, including the 
provision of a healthy meal and transportation to various activities such as museums, 
seaside, theatre, etc. On the surface the project would simply be a lunch club, 
however it would also create a social network where friendships and support could 
be born.  Members would be encouraged to partake in social activities, building 
supportive networks and reducing isolation, resulting in significant health benefits.  
Linthouse HA is working with Assist Social Capital, the LUV Café and South West 
Community Transport to deliver the project.  The project will use social capital 
strategically to maximize access to local community assets (trust, social networks, 
local interests etc). 
 
Coverage: South (G51-52) Target: 100 individuals 

 
 
 
 
 
PARTNERS IN ADVOCACY 

 
Partners in Advocacy is an independent advocacy organisation working in 
partnership with disabled people across Scotland for over 13 years.  Their main 
activities are delivering one to one independent advocacy support to over 600 people 
with a range of support needs per year who are struggling with key issues in their 
lives.  They also deliver collective advocacy, citizen advocacy and deliver peer 
advocacy support to networks.   
         Award: £45,707 
 
Project:   Older Voices 4 Choices – Citizen Advocacy Pilot Project 

This Inclusion, Independence, Empowerment, Enjoyment project will recruit and fully 
train up to 40 volunteers to become skilled citizen advocates who will be matched 
with up to 40 older people, living at home and struggling with issues in their lives that 
are impacting on their quality of life, ability to live at home and to take part in 
community or other activities. 
 
Coverage: concentrating on North East but not exclusive    Target: 40 
individuals 
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PRINCESS ROYAL TRUST - GREATER POLLOK CARERS CENTRE 
The Princess Royal Trust, Greater Pollok Carers Centre and the other voluntary 
sector carer centres are commissioned by Glasgow City Council to deliver services 
and supports to unpaid carers.  They do this by providing practical and emotional 
support to carers and by striving to ensure that services are developed in partnership 
with carers and other key stakeholders, and that they are fully responsive to their 
needs. These services are delivered to young carers and adult carers. 
 

Award: £70,466 

Project:   Emergency Planning for Older carers & Carers of Older People   
This project is a new and innovative approach to using personalised comprehensive 
emergency planning to help prevent emergency admission to hospital or residential 
care, due to lack of alternative support.  It will increase family and community based 
circles of support, connecting carers to wider support mechanisms and reducing 
stress.  This project will help carers of older people and older carers plan for any 
emergency situation that may occur, should the carer take ill or be unable to fulfil 
their caring role, and have a plan of action to deal with it in an organised and joined 
up manner that can be implemented immediately in the event of an accident or crisis.  
Through joined up partnership working, this can be delivered across the city. 
 

Coverage: city-wide Target: 218 carers + 218 cared for individuals 

 

  

 

RNIB SCOTLAND 
 
RNIB has been developing and delivering services to meet the needs of blind and 
partially sighted people for over 130 years.   RNIB has three clear priorities: stopping 
people losing their sight unnecessarily, supporting blind and partially sighted people 
to live independently and creating an inclusive society.  RNIB Scotland provides 
effective and tailored services to blind and partially sighted people across Scotland.  
 
Project:   Looking Forward     Award: £45,962 
This project will support service users from all areas of Glasgow and is designed to 
offer help and information, at an early stage, to any elderly person experiencing sight 
loss.  It will create a supportive environment where people can talk about similar 
problems and solutions. Participants can attend four group sessions where 
refreshments and lunch are provided. 

 

Coverage: city-wide Target: 36 individuals 
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SOUTH WEST COMMUNITY TRANSPORT 
South West Community Transport delivers a Community Transport service 
throughout the South West Glasgow area where there is a required need for 
transport provision whether through physical accessibility, availability, affordability or 
safety and security. It works with community organisations and communities of need, 
including the frail and elderly.   
 
Project:   Hoppa Shoppa / Befriending Project  Award: £9,036 

To employ an additional driver to allow this organisation to expand its 'HOPPA' 
service to the elderly in Govan (and the surrounding) area of Glasgow. The existing 
service would be expanded by additional journeys, more volunteers, and the impact 
of this would be to offer more opportunities for elderly (including frail and those in an 
institutional setting) to take advantage of the service.  This project as well as having 
practical benefits will also provide opportunities to meet others, combat loneliness 
and be emotionally and physically healthier as a result. 

 

Coverage: South West (Govan)  Target: 70 individuals 

 

 

 

 

SOUTHSIDE HOUSING ASSOCIATION 
 
Southside Housing Association (SHA), formed in 1971, is a community controlled 
Housing Association.  The main activities of the Association include the provision of 
affordable social rented housing (2100 homes), housing development for special and 
general needs, housing support services to approximately 150 vulnerable 
households and welfare rights advice to tenants. 
 
Project:   Southside Connections    Award: £44,636 
To undertake a twelve month project with the key objectives of  identifying  the 
vulnerable older households within this housing stock; connecting those who require 
assistance with relevant services; developing robust connections with services which 
can maintain an on-going connection in the area and bring a wider benefit to the 
community; developing opportunities to reduce social isolation by providing 
opportunities for local people to take an active role in assisting older people within 
their community through volunteering; developing four community bases for activities 
and meeting places for older tenants; and recruiting and developing a team of 
volunteers to help set up the project and continue to run this with supervision. 

 

Coverage: South (G52) Target: 60 individuals 
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THE ADVOCACY PROJECT 
The Advocacy Project, established in April 1992, is an independent advocacy 
provider, set up by disabled people and others working in the field that recognised a 
need for individuals to be supported to ensure their voice was heard. Since then it 
has extended and developed its services and now provides independent advocacy 
across Glasgow, Lanarkshire and East Renfrewshire. It has more recently developed 
an engagement and involvement service which  complements the independent 
advocacy function by ensuring people are involved and have a say in their care and 
services. 
 
Project:   Advocacy Connections    Award: £9,047 
The project will allow the Engagement and Involvement service to engage with 
elderly black and ethnic community members in the south side of Glasgow to 
encourage them to share their perspective on what they need from services. It is 
anticipated that the project will raise awareness amongst communities of what is 
available and provide vital evidence that can be used within the context of the wider 
Reshaping Services agenda across Glasgow.   
 

Coverage: South  Target: 20 individuals 

 

 

 

 

WOMEN’S ROYAL VOLUNTARY SERVICE (WRVS) 

 

WRVS provides support to older people through the power of volunteers.  The 
support offered varies depending on the needs and aspirations of individual older 
people but can include companionship and practical help to support older people to 
live safely and independently at home and supporting older people to access clubs 
or recreational services to reduce isolation.    

 

Project:   Home from Hospital Service    Award: £45,834 

To provide a service to reduce the risk of readmission to hospital or other care 
settings during the first 6 weeks following discharge.  This will be achieved by 
providing assistance with low level household tasks, thereby giving the individual the 
opportunity to regain their confidence and maximise their independence.   

 

Coverage: city-wide Target: 150 individuals 
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Appendix C    LEAP SCORING CRITERIA  

 
SCORE 6 - An evaluation of excellent will apply to performance which is a model of 
its type. The process and outcomes will be of a very high quality. An evaluation of 
excellent will represent an outstanding standard of performance, which will exemplify 
very best practice and is worth disseminating. It will imply these very high levels of 
performance are sustainable and will be maintained. 
 

SCORE 5 - An evaluation of very good will apply to performance characterised by 

major strengths. There will be very few areas for improvement. While an evaluation 
of very good will represent a high standard of performance, it is a standard that 
should be achievable by all. It will imply that it is fully appropriate to continue to 
conduct the project/programme in this manner though opportunities to raise 
performance to excellent 
should nonetheless be taken. 
 

SCORE 4 - An evaluation of good will apply to performance characterised by 

important strengths which, taken together, clearly outweigh any areas for 
improvement. An evaluation of good will represent a standard of performance in 
which the strengths have a significant positive impact. However, the quality of 
process and outcomes of the project is diminished in some way by aspects where 
improvement is required. It will imply that 
the agencies involved in the project should seek to improve further the areas of 
important strength, but take action to address the areas for improvement. 
 

SCORE 3 - An evaluation of satisfactory will apply to performance characterised by 

strengths, which just outweigh weaknesses. An evaluation of adequate will indicate 
that the project has been satisfactory but basic. It represents a standard where the 
strengths have a positive impact, however, while the weaknesses will not be 
important enough to have a substantially adverse impact, they will constrain the 
overall quality of process and 
outcomes and experiences. It will imply that action should be taken to address areas 
of weakness while building on strengths. 
 

SCORE 2 - An evaluation of weak will apply to performance which has some 
strengths but where there will be important weaknesses. In general, an evaluation of 
weak may be arrived at in a number of circumstances. While there may be some 
strengths, the important weaknesses, either individually or collectively, are sufficient 
to diminish the experience of the process and outcomes of the project in substantial 
ways. It may imply that some stakeholders may not have their needs met or may not 
have been effectively represented. It will imply the need for structured and planned 
action on the part of the agency or agencies involved in the project. 
 

SCORE 1 - An evaluation of unsatisfactory will apply when there are major 

weaknesses in performance in critical aspects requiring immediate remedial action. 
The process and outcomes for stakeholders will be unsatisfactory in significant 
respects. In almost all cases, agencies and or the responsible staff will require 
support in planning and carrying out the necessary actions to effect improvement. 
Urgent action will be required to ensure improvement in the quality of the project and 
potentially to rectify the impact of poor practice. 
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Appendix D  All project beneficiaries by age 
 
 

 
 

N.B. projects did not record data in consistent age bands and therefore this chart 
should be taken as indicative only. 
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Appendix E 
 
List of Agencies working with funded projects 
 

The Alliance 
Ambulance Service 
Bridges Programme 
Carers Teams 
Centre for Sensory Impaired People 
CHP 
Churches 
Citizen’s Advice Bureaux 
CLDP 
Colleges & Universities 
Community Cafés 
Community Centres 
Cordia 
Country Rangers 
CPP  
Day Care Centres 
DPW 
Elected Representatives 
Fire & Rescue Service 
GCVS 
GP’s 
Guide Dogs 
Handyperson Service 
Health Board 
Hear to Help 
Hospitals 
Housing Associations 
Insight Radio 
JIT 
Libraries 
Local Sports Clubs 
My Bus 
NES 
Optometrists 
Police 
Refugee Council 
Residential Homes 
Schools 
SCOPE 
Scottish War Blinded 
Sheltered Accommodation 
Social Work Department 
Urban Roots 
Voluntary Organisations 
Volunteer Glasgow 
Welfare Rights 
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Appendix F 
 
Number of funded projects by Glasgow City Coverage 
 

 

 
 
 

_________________________________________________________ 
 
 
 
 
Further information on RCOP and the third sector in Glasgow can be found at: 

www.gcvs.org.uk/engagement 

 

Further information on the Glasgow Third Sector Transformation Fund including 

details of the 41 projects supported in 2013 – 15 can be found at: 

www.voluntaryactionfund.org.uk/funding-and-support 
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