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1. Introduction
Supporting independence, promoting choice and encouraging prevention have been local and
national policy emphases for many years. But pursuit of such laudable, important ambitions is
restricted by many things, not least the availability of resources. Constrained budgets for social
care and other service sectors are not new, but enormous attention is now being focused on
them given the new fiscal context. Other resources are also scarce, including the personal
resources of individuals and communities, whether expressed in terms of money, time or skills.
One immediate consequence is the (continuing) need to consider very carefully how those
various resources are, can and should be used. In particular, is it possible to deploy available
individual, community and public resources in different ways – including in different
combinations – so as to achieve better outcomes?
Growing attention has focused on initiatives that empower and support individuals and
organisations at local level, thereby (among other things) offering ways to galvanise additional
resources from within a community. Initiatives of this kind might help to prevent the
emergence of some individual and societal needs, and help to meet needs that do arise, while
generally making better use of the totality of resources within a community. A number of
approaches, concepts and terms have been used for these initiatives: building community
capacity, investing in social capital and fostering community development are prominent
examples.
Building community capacity has been part of social policy in Britain since at least the 1960s.
From 1997, the Labour government emphasised community engagement through such
initiatives as Local Area Agreements and Neighbourhood Renewal, Single Regeneration Budget,
New Deal for Communities and Health Action Zones. The emphasis today in the Coalition
Government’s vision, the Big Society, includes ideas for increasing local involvement, moving
the provision of services and decision-making closer to local communities. There are key plans
to create new neighbourhood groups, especially in deprived areas. Volunteering is strongly
encouraged, as is the creation of social enterprises and other organisations with charitable
status which may be able to bid to take over local services currently run by the state.
Independent community organisers are also proposed as part of these new developments.
Of course, as other chapters in this publication make plain, initiatives of this kind – promoted
under a number of policy umbrellas – are not primarily concerned with improving efficiency,
even if that term is interpreted broadly (see below). It is nevertheless pertinent to ask what
economic consequences might follow from them. That was the question addressed in a small
research project carried out by the Personal Social Services Research Unit at the London
School of Economics and Political Science.

2. Making an economic case
The primary aims of any system of care and support are to prevent needs arising, to meet
them when they do, and to ensure the active participation of everyone affected. The
overarching intention is to improve quality of life. This can be called the effectiveness aim.
Alongside it runs the aim of cost-effectiveness. What this means is that a system of care and
support that has improved cost-effectiveness – from the available resources – is one that has
secured better outcomes for people who use services or people who might otherwise have
developed a need for such services. Better outcomes for carers or others might also have been
achieved from these resources. It should therefore be obvious that it does not make sense to
plan preventive strategies, approaches to assessment or responses to identified needs without
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regard for cost-effectiveness. This is because of scarcity: there are too few resources to meet
all needs or to satisfy all wants.
In pursuing an aim such as cost-effectiveness in an area such as social care, it needs to be
remembered that ‘resources’ should be interpreted broadly to encompass not just the budgets
of public and independent sector bodies but also the unpaid time of family and other carers.
The opportunity costs of (say) lost employment also need to be considered. Evaluation of costeffectiveness ought to aim to measure each of these broad impacts.
Not surprisingly, many individuals and organisations have an interest in encouraging greater
cost-effectiveness, including health and social care commissioners, service providers, local and
national taxpayers, those involved in partnerships with strategic decision-making powers
(including voluntary and community sector bodies), and regulatory, monitoring and auditing
bodies. Each of these individuals and organisations would obviously also be pursuing other
aims, which is a reminder not just that cost-effectiveness is one of a number of appropriate
objectives for a care and support system, but that its pursuit might need to be tempered by
other considerations. This could mean that decisions are rightly taken not to maximise
efficiency in some absolute sense, but to achieve the best use of resources in the context of
other aims.
There are numerous types of analysis that economists conduct to examine how efficiently
resources are being used, including cost-effectiveness analysis itself, cost-benefit analysis,
social return on investment, and value-for-money studies. There are some differences between
them, but they all share the common approach of comparing what goes in (the resources or
costs) and what comes out (the outcomes). Whichever type of analysis is used, decisions have
to be taken about, for example:
• whether to collect new data or to use existing evidence;
• whether to try to look at the full range of potential costs and outcomes or just a subset;
• whether to aim for local or national relevance;
• and whether to look at only short-term or also longer-term impacts.
There are differences in the degree to which the findings of such cost-effectiveness analyses
are used when local or national decisions are taken about policies and activities. As we
describe below, the approach taken in the present PSSRU study is very modest. We used
findings from previous studies, combined with the expertise of people delivering services and
shaping initiatives, and then pulled the information together in simple simulations of what local
economic consequences might follow. We concentrated on three examples of ways in which
community capacity can be built: time banks, befriending, and debt and benefits advice from
community navigators. We focused on the costs of such projects and on the monetary value of
some of their consequences.
The simulations that we carried out used a method called decision modelling. The aim was to
show the economic impact of the community capacity-building initiative compared to what
would happen in the absence of such an initiative. Each ‘model’ seeks to mimic the pathways
that people might follow, whether through services or through ‘life events’ (such as getting a
job), or in terms of changes in their wellbeing. Assumptions need to be made about those
pathways and the costs and outcomes associated with them. Those assumptions were based
on previous studies and on local experiences.
Although research studies that collect new (‘primary’) data may be more powerful than
simulation models in that they can be carefully designed to address specific questions for
specific target groups of individuals or localities, they usually take a few years to complete.

2

Decision models can be built more rapidly and are more flexible, and it is usually easier to
generalise from them, but – like any approach to evaluation – they are simplifications of
reality.

3. Economics and social capital
‘Social capital describes the pattern and intensity of networks among people and the
shared values that arise from those networks’ (Muir 2006).
Developing social capital through projects that build community capacity has the potential to
benefit the community at large, as well as providing personal benefits for the individuals,
recipients and providers involved in such initiatives. The potential is there to offer a level of
personalisation unattainable through traditional service models, for example. The versatility of
social capital in responding to individuals’ needs gives rise potentially to a wide range of
benefits, not confined to people needing health and social care support, or to those at risk of
needing such support in the near future. Rather, they are linked to wider issues about how to
improve and sustain neighbourhoods, including issues of equity of access to care and support,
and inclusion of marginalised groups. Among the achievements that might result from
empowering local communities and groups to initiate action themselves are reductions in
antisocial behaviour and crime, greater safety (actual and/or perceived), social engagement,
citizen participation and mutuality, improved housing and physical environments, and
increased levels of support to people who want to move into employment or who are
experiencing difficulties with absenteeism. Quite often some external pump-priming funding
and perhaps staff support is needed from, say, the health service, a local authority or a
charity.
Our study sought to address two linked questions:
• Does investment in building community capacity have the potential to prevent or delay
the need for social care?
• Does it have other impacts on individuals and communities that, in turn, will generate
cost savings or wider economic benefits?
It quickly became apparent that it was not feasible, nor indeed sensible, to try to attach an
economic value to every one of the possible benefits of community development noted above.
Our approach was therefore to try to identify and measure a subset of impacts for which we
were able to find robust evidence that they ‘work’. We needed to estimate what such initiatives
cost to implement, and then what economic benefits might flow from them. The evidence came
from previous evaluations and other documented sources (and we searched the ‘grey’
literature as well as the more easily accessed ‘published’ literature), and from discussions with
a range of experts including people responsible for funding or delivering community projects of
various kinds.
Although we set out with the initial intention of examining the economic case for broadly-based
community development programmes, it soon became clear that there was not sufficient
evidence. Previous evaluations of community development have tended to focus on processes
(such as the numbers of people participating, issues solved, skills developed) rather than
outcomes. Assessments of impact are made more difficult by the necessary flexibility of
community development objectives, the harnessing of heterogeneous resources in local
communities to identify and creatively to meet local needs, the inherent co-production in many
instances, and the cumulative impacts over time (Hills 2004).
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Another pervasive feature of the available research evidence is that it is (richly) qualitative
rather than quantitative. There are exceptions, such as studies of health improvement
programmes, where community interventions have demonstrated effectiveness in reducing
smoking, promoting healthier diets and increasing physical activity levels (Sowden et al. 2003;
Baxter et al. 1997). Work currently being undertaken, for example, by the Health
Empowerment Leverage Project (HELP) and the Well London Project is likely to add further
evidence on the role of community development in achieving health and social well-being
outcomes.
Each of these characteristics – a tendency to evaluate process rather than outcome, and the
collection of qualitative rather than quantitative evidence – poses difficulties for an economic
analysis. Another challenge was the inherent nature of many community development
initiatives, which are bottom-up, and usually involve discussions among all local stakeholders
to identify issues that need addressing in a local community, followed by collaborative working
to consider how these might be tackled. Widening participation in decision-making in local
communities is emphasised as valuable in its own right, with the benefits of better information
flows and encouragement of contact and support between individuals. There can be impacts at
community, family and individual levels. Causal pathways are of a complex social and
behavioural nature, with a range of intermediate outcomes and a long gestation period before
some outcomes are even evident. Commonly, even single interventions within a programme
are multi-faceted, with the whole typically being greater than the sum of its parts (Oakley et
al. 2006).
The multiplicity and heterogeneity of activities stimulated by community development also
make evaluation difficult: there can be many different outcomes spanning many different
policy ‘sectors’ as conventionally defined (including health and social care, housing,
employment, transport, criminal justice, and welfare benefits). As we noted earlier, we
therefore focused on three particular types of project, each of which could be a component of a
wider effort to build community capacity. We now examine the economic case for each of
those three in turn, starting with time banks, then looking at befriending schemes, and finally
considering community ‘navigators’ in providing debt and benefits advice.

4. Time banks
Time banks use hours of time rather than pounds as a community currency: participants
contribute their own skills, practical help or resources in return for services provided by fellow
time bank members. Based on a Time Dollars model in place in the United States since the
1980s, one of the first UK time banks was established at the Rushey Green Group Practice
medical centre in 1999. This scheme currently has over 200 member individuals and
organisations contributing services that include befriending, providing lifts and checking up on
people following hospital discharge (New Economics Foundation 2002; Rushey Green Time
Bank 2009).
Since time banks tap into existing resources within a community, running costs are generally
accepted to be low in comparison to other community-focused schemes. At the bare minimum,
a ‘time-broker’ is required to coordinate activities between participants, with a computer to
record transactions and a physical base from which to operate.
Previous evaluations of time bank schemes provide encouraging evidence of improvements in
social inclusion. For example, a 2001 survey in the UK found that time banks were more
successful than traditional forms of volunteering in attracting socially excluded groups, with a
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greater proportion of members being disabled, unemployed, on low incomes or from an ethnic
minority in comparison to profiles from the 1997 National Survey of Volunteering (Seyfang and
Smith 2002). The survey findings show that annual household income was below £10,000 a
year for 58% of time bank participants, compared to only 16% for traditional volunteers.
While benefits such as improved independence, well-being and social inclusion cannot easily be
assigned a monetary value, there is a body of evidence to suggest that time banking has the
long-term potential to generate savings to budget-holders at local and national level. The
evidence is largely qualitative, with the few quantitative data-gathering surveys that have
been conducted being limited to relatively small sample sizes. Nonetheless, examples of
positive physical and mental health impacts, improved employment prospects and decreased
reliance on alternative forms of paid and unpaid support have been attributed to time bank
participation.
As is typical for programmes in the social capital field, challenges for an economic analysis of
time banks arise not only because of the lack of quantitative evidence, but also because of
significant variations in the way time banks are administered and credits are exchanged, the
kind of services exchanged and the route of access. Each of these components may potentially
influence effectiveness and outcomes, and quantifiable evidence particular to an individual
time bank cannot easily be generalised.
• For example, at a time bank implemented in the US, it was shown that more than 30% of
the activities offered and requested were web design and other IT skills. The focus of this
time bank on skills development in areas which are highly valued in the job market
suggests that a relatively large number of people are likely to return to employment when
compared to other time banks.
• Research by a health maintenance organisation in Richmond, Virginia (USA) found that their
time bank, which provided peer support for people with asthma, reduced hospital
admissions, visits to casualty and asthma services to the extent that $217,000 was saved
over two years (Time Banking UK 2001).
• When time banks are organisation-led rather than driven by local community members,
they often follow a defined set of objectives and are more likely to achieve outcomes in
those areas: the Fair Shares time bank scheme in Gloucestershire provides an element of
aftercare following hospital discharge and is likely to reduce re-admissions or unnecessary
visits to GPs (Agency for Health Enterprise and Development 2003).
In our analyses we looked at the costs of running time bank schemes, and at a number of
short-term economic outcomes. These included the value of service hours created (such as
educational programs, transportation, household, child minding, although these would vary
from one time bank to another, and probably from one year to another too). We also looked at
the probable increase in the number of people entering or returning to employment or
volunteering as a result of their engagement with time banks, stemming from evidence of
increased self-esteem and confidence, acquisition of labour market skills, and new social
relationships and networks (Lasker et al 2006). As people return to employment there would
be a reduction in benefit claims.
The results of our modelling suggest that the cost per time bank member would average less
than £450 per year, but that the value of these economic consequences could exceed £1300
per member. This is a conservative estimate of the net economic benefit, since time banks can
achieve a wider range of impacts than those we have been able to quantify and value.
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5. Befriending services
Befriending is a social support intervention provided by an individual ‘befriender’ through the
development of an affirming, emotion-focused relationship over time. Befriending services –
many of which are run by voluntary and community organisations and which tend to be heavily
reliant on volunteers – have the aim of alleviating social isolation, as well as preventing or
reducing loneliness and depression, particularly among older people.
Social isolation is a widespread problem among older people, and is a major contributory factor
to loneliness. It has been estimated that somewhere between 5% and 16% of older people in
the UK are lonely (O’Luanaigh and Lawlor 2008). Loneliness, in turn, can lead to depression
(Cacioppo et al, 2006) and cognitive decline (Wilson et al. 2007), both of which generate high
personal and societal costs, for example because of above-average service use (Beekman
1997) and negative effects on the physical and mental health of carers (McCusker et al. 2007).
A recent systematic review of completed research studies showed that, compared with usual
care and support (which could mean doing nothing), befriending has a modest but significant
effect on depressive symptoms, at least in the short term (Mead et al. 2010). Other evidence
suggests that group interventions may be more successful than one-to-one interventions in
alleviating social isolation and loneliness (Cattan et al. 2005). Clearly, therefore, there is at
least a prima facie case to support interventions such as befriending that aim to reduce
loneliness. The question is whether they are effective and cost-effective, in the short-term
and/or long-term. As examples of building social capital, what are their economic impacts?
A number of positive (and potentially cost-saving) outcomes from befriending services were
suggested by participants at a workshop organised as part of the DH Building Community
Capacity programme. One immediate consequence could be the reduced need for health and
social care support: if depression is avoided, then there will be savings in treatment costs for
the NHS. There should also be less risk of falls and other events that so often precipitate
admission into care homes or hospital. There could be less risk of self-care needs emerging. A
befriended individual might be assisted to see their GP more regularly so that there is earlier
identification of health needs, thus heading off later complications or emergencies. Other
needs – say, for personal care – might also be identified earlier.
We can give three examples of recent programmes that included befriending activities, each of
them showing good evidence of effectiveness, and two of them also pointing to economic
benefits:
• The national POPPs programme (see Box 1) set up pilots across England to deliver
innovative, locally-based preventive interventions for older people (Windle et al. 2009).
• The Brighter Futures Group programme in East Kent (Box 2) was a programme of ‘lowlevel’ preventive services run by the voluntary and community sector, and heavily
reliant on volunteers, funded by Kent County Council using an ‘Invest to Save’ Treasury
grant.

•

The Devon pilot in the LinkAgePlus programme (Department for Work and Pensions
2006; see Box 3) was set up to promote ‘joined-up’ services to improve the social
inclusion, well-being and independence of older people.
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Box 1: POPPs
Under POPPs, a wide range of interventions were piloted: ‘upstream’, low-level preventive
interventions for all older people in the community; and interventions focused on those
needing higher-tier support, such as people (and their carers) with long-term conditions.
The evidence from POPPs showed that these activities were indeed cost-effective: for every
extra £1 spent on the POPP services, there was approximately a £1.20 additional benefit in
savings on emergency bed days. Evidence also showed that for users receiving ‘well-being or
emotional’ interventions, a category that included befriending, fewer reported being
depressed/anxious following the intervention: 58% before and 63% after the intervention
(Department of Health, 2009).

Box 2: The BFG
Users of befriending services across parts of West Kent were very positive about the value to
them of the support and links offered. This came through from the evaluation of the BFG – the
Kent Brighter Futures Group project (Knapp et al. unpublished report, 2009). Under the BFG,
befriending interventions were set up in a small number of sites. Using data on average costs
of the services combined with robust evidence from previous research on the extent of
loneliness and the effects of befriending, a model was developed to estimate some of the
economic pay-offs from the programme. The costs of running the befriending groups (which
were mostly reliant on volunteers) appeared to be smaller than the amount saved by the NHS
from not having to treat so many older people with depression.

Box 3: Deep Outreach in Devon
This scheme – part of LinkAgePlus (Department for Work and Pensions 2006) - provided a new
style of service for older people who were experiencing some form of downturn in their lives,
potentially or actually leading to isolation and social exclusion and ill health, for example
because they may have lost the confidence to go out. Mentors visited people and prompted
them to become involved in stimulating creative and social activities, either in small, informal,
friendly groups in local community venues or in their own homes. The preliminary evaluation
of Deep Outreach found that there was a significant improvement in older people’s depression
scores for 60% of users, with 30% experiencing a high degree of change. The number of users
with clinical levels of depression fell from 45% to 35% (Younger-Ross 2008).

Many potential benefits have been mooted, but our modelling to date has concentrated on the
effects that befriending services can have on the mental well-being of older people, and hence
on their use of health services. Drawing on information on a number of befriending schemes, a
typical service would cost about £80 per older person, compared to savings of about £35 in the
first year because of the reduced need for treatment and support for mental health needs.
There could well be savings in future years too. If we then also look at quality of life
improvements as a result of better mental health – using evidence from some of the POPPs
pilots – their monetary value would be around £300 per person per year.
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6. Community navigators
One example of a typical community development programme is the navigator model which
has been implemented and reviewed – under a variety of different names – in a wide range of
settings and countries (Hudson 2010; PCW 2010; Anderson and Larke 2009; Stalker et al
2008). Despite varying objectives and intervention designs, some key characteristics of
navigators can be identified: they are volunteers from the community who have been trained
in reaching out to vulnerable groups of people, providing them with emotional, practical and
social support and skills. An important part of their role is to inform individuals about locally
available services and to signpost and refer on to those services. Navigators typically act at the
interface between the community and public services where mainstream support has failed to
meet the needs of hard-to-reach groups (Turning Point 2010).
Economic benefits of community navigator services might therefore stem from helping people
to follow more appropriate pathways through local service and related systems, thus helping
them to meet their needs. For example, navigators might help to identify people with debt or
benefits problems, help them to access the right information about emotional and practical
support that is available locally, and signpost or encourage them to seek specialist advice
where needed. Among the advantages could be a reduction in employment disruption (as a
result of mental health problems, for example) or job loss, fewer GP visits (once an individual’s
health needs have been assessed and treated), better health and generally greater well-being.
In our analyses we looked at the economic consequences of debt advice, drawing on evidence
from UK studies on reductions in lost productivity because of time taken off work and
unemployment, changes in benefit claims, reduced numbers of GP visits, and improvements in
quality of life because of reductions in depressive symptoms (Pleasence et al. 2007; Jenkins et
al. 2009; Williams and Sansom 2007; Wiggan and Talbot 2006; Skapinakis et al. 2006). The
costs associated with running such a scheme are mainly the employment of the navigators (if
they are paid staff) and recruiting and coordinating them (if they are paid staff or volunteers).
Evidence from two national surveys (the English and Wales Civil and Social Justice Survey
2004; and the Advice Agency Client Study 2007) suggested that 56% of debt problems
become manageable with the help of face-to-face advice.
The results of our modelling suggest that the cost per person supported through such a
community navigator service would be a little under £300, to which we should add the costs of
visits to a Citizens’ Advice Bureau or Job Centre Plus (which we estimate to cost around £180).
On the other hand, people who get this support who are in jobs would be expected to lose less
time from work, while some others would be helped to move into paid employment, saving the
Exchequer the benefits payments and also contributing to productivity. Another small saving
would be fewer GP visits. We estimate that these economic benefits amount to approximately
£900 per person in the first year. Quality of life improvement as a result of better mental
health could be valued in monetary terms, using standard approaches, to add a further
sizeable economic benefit.

7. Conclusion
Our aim in this small study was to develop simple ‘models’ of interventions that can contribute
to local community development programmes by examining some of the possible impacts. We
could not look at all impacts because of data limitations. These are necessarily simplified
representations of reality, because of the availability of evidence. But this is a pragmatic
approach, using published, unpublished and experiential evidence, and working closely with
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local experts, and was the most helpful way to go forward given time constraints. We
calculated the costs of three particular community initiatives – time banks, befriending and
community navigators for people with debt or benefits problems – and found that each
generated net economic benefits in quite a short time period. Each of those calculations was
conservative in that we only attached a monetary value to a subset of the potential benefits.
The new fiscal climate makes it imperative that available or newly-created capital is allocated
so as to yield good net benefits for individuals and communities. This applies to social capital
as much as to financial or human capital. Social capital ventures are widely seen as having the
potential to improve quality of life for individuals and communities. But, in the absence of
economic scrutiny, they run the risk of being ‘pigeonholed as a “feel good” story of no wider
significance’ (Callison 2003) – a reference to time banks but equally applicable to community
development projects more generally. There is therefore a pressing need, not just to identify
novel and effective approaches to the prevention and meeting of need, but to demonstrate
that they are affordable.

9

References
Anderson J E and Larke S C (2009) The Sooke Navigator project: using community resources
and research to improve local service for mental health and addiction, Mental Health in Family
Medicine, 6, 21-8
Bamber J, Owens S, Schonfeld H, Ghate D (2009), Effective CDP – A summary of key
messages from a review of international evidence, Centre for Effective Services, Dublin
Baxter R (2001) What Turning Point Tells Us: Implications for National Policy, Battle
Creek, MI: The W. K. Kellogg Foundation; 2001.
Baxter T, Milner P, Wilson K, Freeman J, Cooper N (1997) A cost-effective, community-based
heart health promotion project in England: prospective comparative study, British Medical
Journal, 315, 582-585.
Beekman A, Deeg D, Braam W, Smit J, Tilburg W (1997) Consequences of major and minor
depression in later life: a study of disability, well-being and service utilization, Psychological
Medicine, 27, 1397-1409.
Callison S (2003) "All you need is love"? Assessing time banks as a tool for sustainable
economic development, Local Economy, 18, 264-267.
Cattan M, White M, Bond J, Learmouth A (2005) Preventing social isolation and loneliness
among older people: a systematic review of health promotion interventions. Ageing & Society,
25, 41-67.
Department for Work and Pensions (2006) LinkAge Plus. Department for Work and Pensions:
London.
http://www.dwp.gov.uk/policy/ageing-society/resources-good-practice-reports/linkage-plus/
Harper R, Kelly M (2003) Measuring Social Capital in the United Kingdom, Office for National
Statistics, London.
Hills D (2004) Evaluation of community-level interventions for health improvement: a review
of experience in the UK. Health Development Agency: London.
Hudson B (2010) Local Area Coordination and Neighbourhood Development: A review of the
evidence base, North East Improvement and Efficiency Partnership, Peter Fletcher Associates
and BV Hudson Consulting, School of Applied Social Sciences
Jenkins R, Fitch C, Hurlston M, Walker F (2009) Recession, debt and mental health: challenges
and solutions, Mental Health in Family Medicine, 6, 80-90.
Knapp M. Henderson C, Perkins M, Roman A (2009) Brighter Futures Group final report
(unpublished). Kent County Council, Maidstone.
Lasker J, Baldasari L, Bealer T, Kramer E, et al (2006) Building Community Ties and Individual
Wellbeing: A case study of the Community Exchange Organization, Department of Sociology
and Athropology, Lehigh University

10

McCusker J, Cole M, Ciampi A, Latimer E, Windholz S, Belzile E (2007) Major depression in
older medical inpatients predicts poor physical and mental health status over 12 months,
General Hospital Psychiatry, 29, 340-348.
Mead N, Lester H, Chew-Graham C, Gask L, Bower P (2010) Effects of befriending on
depressive symptoms and distress: systematic review and meta-analysis, British Journal of
Psychiatry, 196, 96-101.
Muir R (2006) Social capital in Camden, Kahn H and Muir R (eds) Sticking Together, social
capital and local government: the results and implications of the Camden social capital surveys
2002 and 2005, ippr and London Borough of Camden.
New Economics Foundation (2002) Rushey Green Time Bank evaluation report, New Economics
Foundation, London.
O´Luanaigh C, Lawlor B (2008) Loneliness and the health of older people. International Journal
of Geriatric Psychiatry, 23, 1213-1221.
Oakley A, Strange V, Bonell C, Allen E, Stephenson J (2006) Health services research –
Process evaluation in randomised controlled trials of complex interventions, British Medical
Journal, 332, 413-416.
PWC (2010) Disability Services Commission – Local Area Coordination Consultation,
PriceWaterhouseCoopers Jan 2010
Pleasence P, Buck A, Balmer N J, Williams K (2007) A Helping Hand: The Impact of Debt
Advice on People’s Lives, Legal Services Research Centre, London.
Rushey Green Time Bank (2009) Rushey Green Time Bank Annual Review April 2008-March
2009. Available online at: http://www.rgtb.org.uk/extras/anreview.pdf. Last accessed
08/07/2010.
Seyfang G and Smith K (2002) The Time Of Our Lives: Using time banking for neighbourhood
renewal and community capacity-building,The New Economics Foundation, London.
Skapinakis P, Weich S, Lewis G, Singleton N and Araya R (2006) Socio-economic position and
common mental disorders – longitudinal study in the general population in the UK, British
Journal of Psychiatry, 189, 109–17.
Sowden A, Arblaster L, Stead L (2003) Community interventions for preventing smoking in
young people, Cochrane Database Systematic Review CD001291.
Stalker K O, Malloch M, Barry M A (2008) Local area co-ordination: strengthening support for
people with learning disabilities in Scotland, British Journal of Learning Disabilities, 36, 215219
Time Banking UK (2001) Rushey Green time bank evaluation report April 1999 – May 2001.
Available online at: http://www.timebanking.org/documents/Time-BanksLiterature/Rushey_Green.pdf. Last accessed 18/05/2010.
Turning Point (2010) Navigators: A review of the evidence, Turning Point, London.

11

Wall M, Hayes R, Moore D, Petticrew M, Clow A, Schmidt E et al (2009) Evaluation of
community level interventions to address social and structural determinants of health: a
cluster randomised controlled trial, BMC Public Health, 9, 207
Wiggan J and Talbot C (2006) The benefits of welfare rights advice: a review of the literature,
National Association of Welfare Rights Advisors.
Williams K and Sansom A (2007) Twelve months later: does advice help? – The impact of debt
advice – advice agency study, Ministry of Justice Research Summary 3.
Wilson RS, Krueger KR, Arnold SE, Schneider JA, Kelly JF, Barnes LL, Tang Y, Bennett DA
(2007) Loneliness and risk of Alzheimer Disease, Archives of General Psychiatry, 64, 234-240.
Windle K, Wagland R, Forder J, D’Amico F, Janssen D and Wistow G (2009) National Evaluation
of Partnerships for Older People Projects: Final Report, PSSRU, University of Kent, Canterbury.
Younger-Ross S (2008) Devon LinkAge Plus Findings Paper Final Community Mentoring:
Inclusion and Well-being. Devon County Council, Exeter.

12

