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INTRODUCTION
Here at Community Connectors we’ve been on 
an amazing journey which we hope this magzine 
brings to life. 

Working with older people and their carers has 
taught us so much about resilience, independence 
and collaboration and we’re keen to share these 
valuable learnings.

We also want to acknowledge and thank the 
many partners who have played a part, not just 
in our story, but in the lives of older people across 
Glasgow. Older people are now enjoying some 
fantastic outcomes as a result of true partnership 
working and collaboration.

Over the last three years we’ve been privileged to 
watch as the lives of older people have changed 
dramatically before our eyes. We’re inspired daily 
by the people we work with and, by sharing success 
stories and insights into our model and practice, we 
hope to inspire you too.

Community Connectors has been more successful, 
worthwhile and rewarding than we ever imagined 
and we hope this report goes some way to helping 
you understand more about our work and our 
approach.

If you would like to know more about us and what 
we do, don’t hesitate to get in touch, we’d be 
delighted to hear from you. 

GILLIAN McCAMLEY
Programme Manager

If only it had been 
around earlier, it might 
have kept me out of 
hospital.

AGNES SCOTT
North West Client

“



KEY FACTS
Scotland’s population is 
continuing to age, with a

50% increase
in over 60’s projected by 

2033.

By age 65,
TWO THIRDS

of people will have 
developed a long term 

condition.

27%
of those aged 75-80
will have developed

TWO OR MORE
long term conditions.

Long term conditions 
account for

80%
of all GP consultations and

60%
of all deaths.

Those with weak social 
networks are
50% less

likely to survive than those 
with strong networks.

 

This is the equivalent 
impact of smoking
15 cigarettes

each day.

CHALLENGES AND OPPORTUNITIES
AN AGEING POPULATION AND AN OPPORTUNITY FOR CHANGE
The issues driving Health and Social Care Integration are well 
recognised. The Public Sector has a clear desire to improve services 
for older people, but must  achieve this with dimnishing resources 
and an ever growing aging population. 

WHAT DO WE KNOW?
Research shows that older individuals with 
unsatisfactory or limited social relationships have a 
significantly greater risk of mortality than those with 
strong social networks.

We know that people living with long term health 
conditions are more likely to experience psychological 
problems and that prolonged exposure to stress alters 
immunity, making illness more likely and recovery more 
difficult, especially for those who are already unwell.

We know that the scale and complexity of the challenge 
needs a variety of solutions including preventative and 
anticipatory approaches combined with smarter, more 
collaborative person centred models.

WHAT HAVE WE DONE?
GCVS and Glasgow & West of Scotland Forum of Housing Associations 
(GWSF) have been working closely for the last 6 years and are 
committed to scoping and developing services that recognise and 
respond to research and evidence citing the need   for, and benefits 
of more holistic, asset focussed and person centred approaches.

The Community Connectors operating model was developed and 
designed from this commitment. Evidence shows that our model 
has made a significant impact in two short years with independent 
evaluation and service data demonstrating that our approach 
understands and responds to the needs of both older people and our 
partners. An independent evaluation of our services shows that we have 
achieved this by “adding value and sharing the load with health and 
social care providers, fostering greater collaborative working across 
sectors and maximising best use of community assets and supports to 
help older people stay healthy and well”.

THE EXTENT OF THE CHALLENGE
The key facts highlighted on this page shed light on the significant 
challenges faced by our ageing population, throughout this document 
we will share how we respond to these challenges and limit their 
impact. We use these facts only to frame the scale of the challenge 
whilst acknowledging that the same ageing population comes with 
many assets and positive attributes.



NEIGHBOURHOOD ASSETS

The vision for the future of Scotland makes a 
commitment to embracing maturity and experience 
as a major national asset and strongly recognises 
the role of the ageing population in shaping the 
communities of the future.

Whilst we all accept that the implications of an 
ageing population are not easily addressed,  we 
also recognise that one of the best ways to do 
this is with consistent investment in, and nurturing 
of, neighbourhood assets and collaborative 
approaches.

The Community Connectors model could not have 
supported older people to successfully achieve their 
outcomes if it wasn’t for the variety and breadth 
of community and Third Sector provision that exists 
in Glasgow.  These partnership approaches have 
enabled us to support older people to live healthier 
lives and, in many cases, have prevented or deferred 
the need for statutory input. 

In our joint working with the Third Sector and older 
people, we have been able to truly harness the 
power of neighbourhood assets.

HOW DO WE ACHIEVE THIS?
By reaching out extensively across communities and 
mapping Third Sector services, to fully understand 
what they offer, we can provide tailored advice 
on the options available and act effectively as a 
single point of contact for information within those 
communities.

 455 organisations have been 
mapped throughout the city 

to date, many of them offering 
multiple services to older people.

We develop a deeper understanding of the 
specifics of services and who they would best work 
for, this leads to more appropriate referrals thus 
increasing the uptake of preventative services by 
older people and ensuring services reach their 
target groups.

We utilise our buddy service to foster better 
networks. Our buddies walk alongside older people 
as they build the confidence and resilience they 
need to engage with neighbourhood assets. We 
can also provide support and transport to increase 
attendance at community events, encouraging 
opportunities for greater connectivity.

474 older people have been 
accompanied on 738 outings, 
utilising 1637 volunteer hours.

We enhance the advantages of co-location with 
Housing Associations and develop collaborate 
approaches.

407 referrals have been made to 
Housing Association services, further 
promoting the ‘wider role’ activity 
being undertaken.

“

“I’m excited that the minibus will be able to 
collect me for the Daffodil Club. When you 
can’t see, getting anywhere is a challenge 
but knowing I’m getting picked up makes 
it easier.

I would never have known any of these 
things existed. Things like the vintage 
garage, SACRO and Good Morning. I had 
never heard of them. I feel more confident 
that there are places I can use if i’m 
struggling.

WHAT DO OUR CLIENTS SAY?

The new club has allowed me to meet 
new company and have people to talk to. 
I’m heading towards my goal of getting 
involved in the community again.

“6617 onward signposts and referrals 
have been made to date.
80% of these were towards early
preventative services - primarily in
the Thrd Sector.



WHAT WE DO
AND HOW WE DO IT

ONE TO ONE
Our practitioners identify people’s needs using 
a person centred approach, spending time 
building a full picture of their client’s needs 
and wants. They aim to fully understand what 
matters most to them, what already works for 
them and their hopes and goals for the future. 
Practitioners then help people build on their 
existing assets, supporting them to set and work 
towards their goals. Only when it’s clear which 
services will be of most benefit to the client, 
will we support them to engage. This minimises 
the risk of building dependency and increases 
take up of referrals. Working in this way ensures 
our intervention is tailored towards the person’s 
aspirations and compliments their existing and 
developing assets, increasing their chances of 
creating lasting, sustainable change.

BUDDY SUPPORT
To maximise our clients’ chances of achieving 
their goals, we can arrange for a volunteer 
‘buddy’ to walk alongside them as they take 
their first steps towards engagement. Our 
buddies help people build confidence across 
a wide range of areas, from using public 
transport again after a fall, to attending a social 
group after a period of isolation. The focus of 
the service is on increasing skills, resilience and 
confidence and to optimise peoples’ chances 
of continuing independently. The Buddy 
aspect is key to the our success and highly 
valued by clients who state their buddy was 

ADVOCACY
We offer advocacy to our clients if our one to 
one assessment indicates they may require 
it. Advocacy is carried out with the full 
involvement of the individual and is intended 
to avoid unnecessary setbacks or relapses. 
We advocate across a broad spectrum, from 
liaising with energy companies or the DWP, to 
attending hospital and GP appointments with 
a view to supporting better self-management 
and health literacy.

SIGNPOSTING
For the more resourceful person who already 
has an idea of what they need, we can provide 
a package of signposting support involving a 
phone consultation or home visit if required. 
Follow up calls are included to provide tailored 
information and, if beneficial, onward referrals 
can be made on the individual’s behalf.

Community Connectors is a free, confidential service for 
people over 60 and those caring for someone over 60, 

living within our designated geographic average areas.

We aim to connect older people and their carers to 
information, local services and activities to support them to 

live as well as they can for as long as they can.  We focus on 
helping older people and their carers recognise and build on their 

own strengths, to increase their wellbeing and to live the life they 
want to live.

Recognising that everyones’ journey is unique and that no two peoples’ 
needs are the same, we have four distinct but interconnected levels of support 

from which our clients can choose their own package.

A note on our origins: Community Connectors was established in response to extensive research with older 
people, conducted in 2013, in which respondents told us they found it difficult to access information and 
activities to engage fully in their communities and live as they wished.



BASELINE DATA
At the beginning of our interactions with older people, 
we use use our Community Connectors Wheel as a visual 
means of working with older people to identifty key areas 
of development, understand their best hopes and desired 
outcomes and plan activities and support. The Community 
Connectors Map was developed in-house and has 11 
categories that have been adopted from the Talking Points: 
Personal Outcomes Approach. This approach recognises these 
categories as representing a person’s whole life.

We use a 10 point scale ranging from ‘Always’ to ‘Never’ In each area, 
with the following questions:

• How often do you feel physically healthy and well?

• How often do you feel mentally healthy and well in yourself?

• How often have you been able to keep yourself healthy and well? 

• How often have you felt safe and comfortable in your home?

•	 How	confident	do	you	feel	in	your	mobility	and	ability	to	access	transport?

• How well supported do you feel by family, friends or carers?

• Are you linked with any other networks like classes, groups, volunteering or work?

•	 How	financially	stable	do	you	feel	at	present?

STAKEHOLDER

Their model fits very well with ours. It’s about identifying wants / needs and 
recognising the individual has the resources and capability to help identify them. 
It’s about empowerment, not becoming dependent. 

“

As the conversation progresses, the 
scores collected at the baseline stage 
are laid out visually on the Community 
Connectors wheel [left].

After 3 months of ongoing support, our 
Practitoners carry out a review with the 
client where the same questions are 
asked and the new scores laid out on the 
wheel.

This process allows for a visual 
representation of our data but, more 
importantly, creates a tool whereby 
clients can visualise their own progress.



MEASURING IMPACT
Community Connectors wheel scores measure impact. 
Scores are obtained at initial visit and are used as a 

baseline, so that we can measure progress at review stage, 
allowing us and our clients to track progress and success. 

We have data from 250 clients who have engaged in one or 
more reviews, so we have been able to analyse the impact 

our service has had on their lives. 

Wheel scores assess 11 areas of life and we use our ‘Good 
Conversations’ approach to work with clients, who score themselves 

between 0 and 10 across these areas.

We work with a broad spectrum of older people, each with individual needs; 
some of our clients are already resilient and so score themselves relatively high 

across all areas, whilst others experience complex and enduring problems which 
impact upon their resilience and so tend to score themselves much lower. If someone scores 

themselves 3 or less in more than 5 areas, we consider them to be close to crisis and allocate them to 
our ‘Prevetion of Crisis’ Group. The following examples are designed to demonstrate the different needs of 
our clients and the impact we can have on people’s lives. 

Our Client Records show, that when someone has a much lower wheel score their percentage improvement 
is much greater. This can be attributed to the difference between resilient people who only need a little help 
and facilitation to achieve their goals and others who need a much more intensive level of support, and for 
whom,	even	the	smallest	positive	change,	impacts	upon	their	life,	their	confidence	and	their	perception	of	
themselves.



NETWORKS
ACCESS

TO
INFORMATION

CONTROL
&

CHOICE

98%
increase

accross
the

whole
sample

increase
in

‘prevention
of crisis’

236%

52%
increase

accross
the

whole
sample

increase
in

‘prevention
of crisis’

198%

96%
increase

accross
the

whole
sample

increase
in

‘prevention
of crisis’

197%

The following statistics show that our service and our working approach 
makes the biggest impact on ‘Networks’, ‘Control and Choice’ and 
‘Access to Information’; areas that are central to an individual’s ability to 
stay socially connected and enable them to better self-manage and to 
keep themselves healthy and well.
Below we have outlined both the average increase experienced for older people across the whole sample, 
and	more	specifically,	the	average	increase	for	those	considered	to	be	in	the	‘prevention	of	crisis’grouping.

We’ve used this data to identify key learning points, the strengths of our service, model and approach, 
emerging	patterns	and	trends,	and	the	ripple	effect	we	have	observed.	Our	findings	are	supported	by	an	
independent evaluation carried out by FMR Research and we’ll explore these in more details across the 
next few pages. 

INCREASE IN
‘PREVENTION OF CRISIS’

INCREASE ACROSS
WHOLE SAMPLE

52%

53%

48%

49%

44%

49%

46%

47%

132%

120%

117%

114%

104%

105%

94%

73%

FINANCIAL WELLBEING

MENTAL HEALTH & WELLBEING

SAFE & COMFORTABLE AT HOME

PHYSICAL HEALTH & WELLBEING

SUPPORT CONNECTIONS

KEEPING MYSELF WELL

CLEAR ABOUT MY NEEDS & GOALS

MOBILITY & ACCESS TO TRANSPORT

The data also shows our 
clients are experiencing 

noteworthy increases 
in all areas of their life, 

clearly illustrating the 
benefits of the whole 

person approach. 
Our outcomes and 

successes, and those 
of our clients, evidence 

that by supporting 
steady change across 

a range of areas, 
substantial change 

can be facilitated in 
others areas of life e.g. 
the three areas above, 
closely followed by  the 

following:



Helps people realise the benefits 
of support  offered and manages 
expectations. 
Increases  confidence in 
participation.
Enables  individuals to consider  
the nature of support available 
and the engagement required.
Places  the person at the centre 
of planning from the outset.

Using the PC, ‘Good 
Conversations’ appropriately 
pitch information while using 
check-back and providing space 
for questions:

Using scaling to gauge 
understanding and gather  
baseline  information:

Avoids reinforcing problems 
or negative patterns and shifts 
thinking towards aspirations.
Identifies	existing strengths that 
can be harnessed in the pursuit 
of individual outcomes.
Facilitates perceptual shifts.
Creates a greater sense of self to 
support growth and behaviour 
change.
Reminds people they are more 
than their problems or diagnosis.

Active listening within an asset 
based framework:

Drawing upon the PC, ‘Good 
Conversations’ model to seek 
information in a way that 
highlights strengths, resilience 
and coping strategies:

Acknowledges that people are 
more motivated when working 
towards what’s most important. 
Enables people to understand 
their role in creating change.
Amplifies	benefits and identifies 
workable solutions.
Enables people to future project 
with clarity and hope.

Working with solution based 
and motivational interviewing 
questions to establish best hopes, 
explore pros and cons, future 
project to explore the benefits of 
change:

LEARNINGS
WHAT WORKS AND WHY?

We know from research that giving information alone is 
a poor predictor of change and that a person centred, 

asset based approach can better aid the achievement of 
outcomes that support increased independence, resilience, 

and better self-management. That’s why at Community 
Connectors we have developed and refined a set of core, 

person centred, competencies based on the ‘talking points’ 
framework to guide our working practice and evaluation 

measures.  Our most recent independent evaluation findings and 
data clearly demonstrate how these approaches make the biggest 

impact on ‘Networks’, ‘Access to Information’ and ‘Control & Choice’; 
areas that are central to an individual’s ability to self-manage, keep 

healthy and well and, of course, remain independent. Furthermore, we have 
been able to evidence that our approach facilitates significant improvements to 

the mental, physical and financial health and wellbeing of those we work with.

It was clear from the outset that, to be successful, the Community Connectors movement was much 
more than just ‘signposting’ and our evidence has proved this. We have been able to distil our learning into 
a simple framework of acknowledgements and core skills: 

PREPARING PEOPLE TO WORK 
COLLABORATIVELY

MEETING THE PERSON, NOT THE 
PROBLEM

UNDERSTANDING WHAT’S 
MOST IMPORTANT TO PEOPLE

W
E 

DO
 TH

IS
 B

Y
W

HI
C

H

WE RECOGNISE THAT IN PERSON CENTRED (PC) WORKING -
EFFECTIVE ENGAGEMENT AND PLANNING INVOLVES



Identifies	gaps in knowledge.
Supports health literacy and 
increases capacity to understand 
basic health information.
Supports best use of health 
resources.
Increases understanding of 
self-management and effective 
self-care.
Facilitates the move towards 
change.

Employing Lifestyle management 
coaching to evoke learnings from 
the past, explore health beliefs 
and misconceptions, identify 
maladaptive coping and drip 
feed lifestyle management and 
public health information:

Avoids passive participation.
Negotiates support and the 
actions required by all involved.
Assesses the likelihood of 
success without support to avoid 
unnecessary set backs. 
Prepares people to consider 
strategies to cope with setback 
or relapse. 
Determines the indictors of 
progress  and any additional 
support required to achieve 
outcomes.

Negotiation and agreement of 
well formed outcomes reflecting 
individual priorities:

Carrying out competency based 
assessments:

Facilitating discussions on what’s 
required of people for outcomes 
to be realised:

Highlights  progress and the 
difference made. 
Supports people to reflect and 
understand what worked for 
them and what skills they used 
to affect change.  
Explores the next signs of 
change and resources required 
to support future progress.
Embeds learnings.
Avoids fostering dependency.

Using the PC, ‘Good 
Conversations’ to amplify the 
benefits of change, encourage 
self compliment, support 
individuals to learn from previous 
success or setbacks and to 
negotiate next steps.

RECOGNISING PEOPLE WITH 
ONE OR MORE LONG TERM 

CONDITION CAN STRUGGLE TO 
CHANGE WITHOUT LIFESTYLE 

MANAGEMENT SUPPORT

FACILITATING SMALL 
CHANGES, LEADING TO BIG 
ONES WHICH CAN SUPPORT 

PARADIGM SHIFTS

REVIEWING PROGRESS AND 
NEGOTIATING ENDINGS

W
HIC

H
W

E DO
 THIS BY

WE RECOGNISE THAT IN PERSON CENTRED (PC) WORKING -
EFFECTIVE ENGAGEMENT AND PLANNING INVOLVES

I know their approach is about having 
a good conversation, they’ve brought 
together a lot of models and approaches 
which share a similar value base, which 
are user-led.  It’s an extremely good fit 
and they’ve had the right training.

WHAT DO OUR STAKEHOLDERS SAY?

I’m very supportive of their approach 
and see the importance for service 
users who really need their input. Im 
hoping they’re going to be involved in 
the rollout of anticipatory care plans 
soon.

“ “

There’s real enthusiasm for connecting 
people to the right places. People haven’t 
failed if they don’t like it, the just try 
something new.

“ “It’s different. There have been a number 
of people trying to work with our client 
and it didn’t advance until [CC] took it 
on, so it’s different.



65% are living with one 
or more long term health 
conditions, physical disability 
or experiencing mobility issues 
detrimental to daily life.

39% are living with enduring 
mental health issues.

27% are living with Dementia 
or seeking support in ther 
caring role for someone with 
dementia.

9% report as struggling with 
addictions or substance 
misuse.

CLIENT
HEALTH
PROFILES

47% of clients enter 
the service at the ‘early 
preventative’ stage.

OUR CLIENTS 
WHO WE’RE WORKING WITH

Of the 1659 referrals received to date, 1487 were for older 
people, 82 were for carers of older people and 90 were for 

older people who also act in a caring role.

Typically, the types of older people we reach include a high 
percentage of those who are ‘just coping’ or who are ‘coping 

with challenging circumstances’

of our older people fall into 
the 76-95 age categories. This 
bracket	is	reflective	of	those	
most in need of additional 
support.

53%
of our referrals are for men,
usually	identified	as	a	‘hard	to	
reach’group by most service 
providers.

32%
We continue to receive referrals for people 
across a wide range of housing tenures with:

35% 73%
of older people were referred 
into the service due to social 
isolation in some form or being 
at risk of social isolation.

THE CHALLENGES OUR CLIENTS FACE
53% of clients enter the 
service at the ‘prevention of 
crisis’ stage.

being for housing association tenants

19% being owner occupiers

6% being in sheltered accommodation

40% being other housing tenures



OUR SUCESSES
GROWTH & REFERRING
PARTNERS

Year 1
Top referring

partners

Year 3
Top referring

partners

Year 2
Top referring

partners

Housing
21%

NHS
26%

NHS
31%

Third Sector
21%

Housing
18%

Housing
16%

NHS
21%

Social Work
16%

Social Work
14%

After 
service 

development 
stage, referrals 

were taken from
Sept 2015

Growth 
in average 

referrals against 
year 1:

22%

Growth 
in average 

referrals against 
year 2:

40%

54% of NHS referrals 
are gained from strong 
partnerships with 
Resource Centres, GP’s 
and Rehab teams.

35% or Social Work 
referrals are gained 
from strong partnerships 
with the Local Area 
Coordinators and South 
Social Work.

Our strong growth is rooted in the strength 
of our partnerships with statutory partners.

TRUST IN THE SERVICE
The	 findings	 of	 our	 evaluation	
demonstrated that trust 
is building in the service, 
particularly with statutory 
partners.

The	 findings	 indicate	 that	 the	
Community Connectors team 
are seen to add value to 
partners’ work because of our 
asset based approach and 
commitment to joint working 
and that most stakeholders felt 
that Community Connectors 
input enabled them to achieve 
outcomes they would not 
otherwise have been able to.

During our evaluation, Community 
Connectors recieved the maximum score of 
+100 from both clients and referring partners.

Net Promoter Score is an 
internationally recognised 

management tool used to gague 
satisfaction within a service 

organisation.

10. Hands down. Because it’s such a forward 
thinking service. It’s the bit that’s been 
missing. They bring other people out of their 
shell, recognising that people need one to one 
before they look outwards.

REFERRING PARTNER

“



CASE STUDY
George was referred to us by his GP, having recently 
and suddenly lost his wife; there were concerns about 

how George was coping. 

From our first meeting George was very emotional about 
the loss of his wife, but more than that, we discovered 

George and his wife had been kinship carers to their 
grandchildren, aged 11 and 14. Already struggling to balance 

work and finances, George was facing the prospect of being 
a single parent and felt he wasn’t coping with his responsibilities 

or his grief. He felt lost and didn’t feel confident enough, or ready, 
to access support as evidenced by his Community Connectors wheel 

scores which can be found overleaf.

Our ‘Good Conversations’ approach helped George reflect on, and acknowledge, 
what he was already doing well, bringing to the light the little things he was doing day to day 
and allowing him to see strengths he perhaps hadn’t yet recognised in himself. As our sessions 
progressed, George displayed more confidence in his own resilience and ability to cope and, 
as a result, became more open to the idea of accessing additional support.

Together we worked out a plan, identifying what support George would find most valuable. 
Since then George has been able to access bereavement counselling through Cruse and a 
stress management course through Lifelink. George says he is better able to grieve for the loss of 
his wife as a result of these supports. 

To help with his feelings of loneliness in his caring role we linked him and his grandchildren into 
the North Kinship Carers Group where they were able to share their experience and hear the 
insights of others in similar situations and ultimately recognise that they were not alone.

George felt he had the tools to achieve financial stability and scored himself relatively high in 
that area, however he was overwhelmed by the additional challenges he faced and this left 
him unable to manage his financial wellbeing. We connected George to EPIC 360 who gave 
him guidance on budgeting and support with debt management, this helped George have 
greater confidence in that area of his life, and in insuring his home for the very first time.

Through the Caravan Project we were able to arrange for George to take his family on a week 
long break to Ayrshire alongside one of his daughters and her son. This was a welcome extra, 
particularly as George’s grandchildren had never been on holiday before, and the break provided 
much needed time away for everyone to reconnect. George recognised the value of this time 
away and, has since, independently arranged a trip abroad with his grandchildren to continue 
the grieving process and begin to make a life and future for himself and his grandchildren. 

At our 3 month review, we were delighted to see that George’s scores in ‘Physical Health & 
Wellbeing’ and ‘Mental Health & Wellbeing’ had both increased to 8. Through his support group 
and increasing confidence in his own abilities to engage with others, his ‘Networks’ score had 
increased to 7. The biggest increase came in the area of ‘Access to Information’ where he 
jumped from a 1 to an 8 owing to his involvement with the Community Connectors service and 
his newfound support network.

The table on the opposite page fully details the progress achieved by George during his time with 
Community Connectors.



REVIEW SCOREBASELINE SCORE

1

1
3
5
5
7

8
6

ACCESS TO INFORMATION

NETWORKS

MENTAL HEALTH & WELLBEING

PHYSICAL HEALTH & WELLBEING

CONTROL & CHOICE

SUPPORT CONNECTIONS

FINANCIAL WELLBEING

CLEAR ABOUT NEEDS & GOALS

% INCREASE

700%
600%
167%
60%
40%
14%
N/A
N/A

8

7
8
8
7
8

8
6

George is one of many people who have experienced positive outcomes through working 
with Community Connectors. As we measure the impact of the service on the lives of older 
people, we capture many heartwarming quotes which further demonstrate how valued 
the service is by both clients and referring partners.

I didn’t know about anything useful I 
would need after I had a fall, Community 
Connectors knew everything I needed.

CLIENT

I’ve cut smoking and am walking a lot 
more now. I feel fitter and healthier.

CLIENT

“ “

They’re one of my favorite services to 
speak to and always in the front of my 
mind. It’s a ‘catch all’ service.

REFERRING PARTNER

“ “It’s very much about the individual, not 
a ‘one size fits all’ as that doesn’t work. 
Community Connectors offers people 
the tools to build their resillience.

REFERRING PARTNER

We used to go to Social Work if we were 
worried about someone, now we go 
to Community Connectors.  It’s much 
more appropriate.  Service users often 
say voluntary organisations help them 
the most in times of need because of the 
time they spend with them.

REFERRING PARTNER

“ “I wouldn’t be here without Community 
Connectors. I just sat in the house 
for two years after my wife died but 
Community Connectors changed all 
that. I have something to do every day 
to pass the time now.

CLIENT




