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The PROP study looked at the 

important health and wellbeing 

monitoring and maintenance work 

undertaken by staff and volunteers to 

support older people living alone who 

draw on community services.

A series of vignettes 
Preventive Role of Social 

Care for older people 

(PROP) study



Housing

Homelessness was prevented and mental health supported by 
liaising with the local authority and referring for therapy

Robert lives alone in a House of Multiple Occupancy 
(HMO) and attends a men's shed near his home 
regularly and has got to know the volunteers and shed 
coordinator well. Lately the shed coordinator, Albert, 
has noticed that Robert’s mood has changed. Robert 
opened up and told Albert that the HMO where he lives 
is being sold and he is facing homelessness. Albert 
finds out what specialist support is available and what 
the local authority housing pathway is. He discusses 
this information with Robert and supports and 
advocates for him to avoid him going into emergency 
housing. It takes a year, but eventually Robert is given 
accommodation by the council.

During this time Robert’s mental health 
deteriorated and anxiety relating to a childhood 
trauma resurfaces. With Robert’s agreement, 
Albert speaks to a local mental health charity 
about what support is available. He manages to 
get Robert a referral for a course of talking 
therapy and, later, made a referral for longer-term 
counselling.

Albert’s intervention meant that emergency 
housing costs were avoided and the likelihood of 
acute mental health interventions being required 
was reduced. Poor mental health is a risk factor 
for suicide in older men so catching the signs 

early and getting help is important.

Case

example

MEN’S SHED



Finance
Financial support and new kitchen appliances reduce 
health-related symptoms

Malcolm is a very socially isolated shed user with arthritis 
who lives in a small flat on the 4th floor of a tower block. 
At a shed session he tells the service manager, Alan, he 
is struggling financially; his gas bills are in arrears, and he 
has outstanding vet bills. Alan, refers him to a national 
debt management charity which helps pay his vet debts. 
A further referral to a Welfare Fund clears his arrears.

A few months later Malcolm, who also has irritable bowel 
syndrome, which affects his mood and quality of life, tells 
Alan he is learning to cook to improve his diet but his 
cooker and fridge are broken. The Welfare Fund referral 
allows him to apply for a new cooker and fridge. Alan 
helps make the application and the new appliances are 
delivered and fitted the following month. Only when Allen 
asks how Malcolm is enjoying the new appliances a few 
weeks later did Malcolm admit that he hasn’t been able to

use them as the old appliances were left in the small 
kitchen space. He can’t open the new oven or grill 
door. He was too embarrassed to mention this and did 
not want to seem ungrateful. Alan organises for a few 
of the younger shed users to carry the appliances 
down to his car and takes them to the local household 
waste centre.

Malcolm is now able to store fresh food and cook, his 
diet has become healthier, and he has noticed that he 
has less irritable bowel symptoms.

Alan often prints off forms for the older men using the 
shed, refers men for debt management support, to 
food banks or helps with health referrals. Financial 
instability, chronic health problems and social isolation 
are risk factors for suicide in older men, so he sees 
this as an important part of the men shed’s role.

MEN’S SHED
Case

example



Finance

Going above and beyond: Buying in basic essentials 

Zihan had heard that other homecare workers had 
helped a client in a similar situation – the client gave 
them cash to buy small items, and they returned with 
the change and a receipt. But Mei Jing said she didn’t 
have any cash as she didn’t want to keep money in the 
house when she was in hospital. Zihan knew that the 
protocol was to leave Mei Jing and follow up with the 
council the following week, but she didn't feel 
comfortable doing that. She went to the local shop 
and bought a few tins of soup, a loaf of bread and 
some cheese and milk to keep Mei Jing going until 
Monday when she would escalate the matter with the 
council. The homecare manager told Zihan that there 
was no guarantee the council would pay her back for 
the food. But Zihan said that if she didn’t get the money 
back, at least she knew she had done a good deed.

Zihan, a local homecare worker, visited Mei Jing’s 
house to give her lunch one Saturday but the milk had 
run out, and her usual food had passed its use-by date. 
Mei Jing was 84 and had just come out of hospital after 
a hip replacement and had sprained her ankle. 
Although in the past she would have shopped in the 
local shop for small items herself, she was not mobile 
enough to walk. She had no family or close friends 
nearby to do a food shop. While her son did a monthly 
online shop, he lived a long way away and didn’t know 
when daily items had run out or had gone out of date.

The normal process in this situation would be to ask 
the local authority to make a referral to a food bank or 
get a food voucher and buy the client food. Zihan tried 
to call the local authority’s out of hours service and was 
on hold for 2 hours without getting a resolution.

HOME CARE
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Health

Worsening of pain and a potential fall were prevented by 
organising transport to a clinic appointment

Betty had not attended her regular lunch club for two 
weeks. The staff member organising the club, Linda, 
made her usual weekly phone call the day before 
the next lunch club to find out if Betty would be 
attending. Betty said she was experiencing serious 
leg pain (a recurring issue), was having difficulty 
walking and would not be attending as she had a 
morning clinic appointment the next day. Linda 
asked how she was getting to the appointment. 
Betty explained that she was planning to walk there. 
No NHS transport was available for clinic 
appointments, and she was not keen on standing on 
the street waiting for a taxi. The clinic was a 30-
minute walk for her usually, but she was allowing 
herself two hours because of her sore leg.

LUNCH CLUB

Linda suggested an Uber which could pick her up 
from her door, but Betty wasn’t good with 
technology. Linda said she was concerned about 
Betty walking with her bad leg and offered to order 
an Uber on her behalf. Betty agreed and stayed on 
the phone while Linda made the booking. She also 
checked in with Betty to see she had got to the 
clinic and back safely.

The woman had a smooth trip to the clinic which 
avoided an extended walk that risked worsening 
her leg condition or a fall that may have led to a 
hospital stay and reduced independence or 
needing home care services.

Case

example



Health

Preventing deterioration (chronic condition, falls and mental 
health) by pushing for a review of medication (Parkinson’s)

The agency supervisors discuss Mara in their 
weekly meeting, and, with Mara’s agreement, they 
email the Parkinson’s nurse asking for Mara to be 
reassessed. Although they don’t receive any reply 
they continue to care for Mara and follow-up with 
her GP. Mara is reassessed and her Parkinson’s 
medication is increased, which leads to an 
improvement in her physical and mental health.

Monitoring decline in chronic health conditions in 
this way is important to prevent serious 
deterioration. For people who live alone, homecare 
workers play an important role in noticing when a 
client’s condition is worsening. This can help to 
catch preventable decline early and avoid costly 
hospital admissions from falls or related problems. 

Mara, who has Parkinson’s, mostly looks after herself 
but now has homecare visits first thing in the morning. 
Her family live far away but keep in touch with the 
homecare agency. The carers who visit log a steady 
deterioration in Mara’s health: she is getting more 
tremors, having falls and episodes of incontinence and 
is visibly shuffling, with one side weaker than the 
other. She’s started using a walking aid and all of this 
is having an impact on her mental wellbeing: she 
seems disheartened, gets upset easily and gets 
anxious about small things. The carers and 
supervisors know her well and are worried about this 
because she’s usually happy and chatty. Mara’s 
daughter reports the falls to the neurologist who 
follows up with a phone call to Mara, but she says she 
feels fine, and no further action is taken. 

HOME CARE
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Health

Preventing serious infection by spotting a urinary tract infection 
early on 

On his next visit the district nurse takes a urine 
sample and within 24 hours the results come 
back showing that Chidi has a serious urinary 
tract infection (UTI). Efe goes back to the house 
to help get Chidi’s bags and medications ready 
for the ambulance to take him to hospital. He is 
admitted to hospital and the UTI is treated. The 
district nurse says that it could have been much 
worse if it had not been spotted early on.

Catching UTIs early is important to prevent long 
hospital stays and further complications in older 
age, particularly for men.

Chidi is house bound and lives alone. He has a 
homecare worker, Efe, who visits twice a day. On one 
visit Efe notices very dark urine in his pad and tells 
him that it doesn’t look right. Chidi insists that he is 
fine and there is nothing wrong. But Efe is concerned. 
She gets home late and worries about Chidi. It is too 
late at night to call her manager, but she sends her 
an email and logs her observations on the carer app. 
The next morning, she calls her manager to make 
sure she has seen the email. The manager asks her 
lots of questions and then calls the district nurse 
straight away and shares their concerns. 

HOME CARE
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example



Health

Discharged from hospital with a serious infection leading to 
hospital readmission on the same day

George’s homecare worker arrives at his home 
to find him slumped on the bed, which is unusual 
as he is usually mobile, walking around, making 
his own tea and doing local shopping. He fell on 
the homecare worker on his way to the toilet and 
she struggled to get him up onto a chair and 
back to bed. He was discharged from hospital 
earlier that day. 

The homecare worker calls the ambulance. As 
his family lives abroad, she waits with him until it 
arrives and takes him back to hospital. He has a 
a serious urine infection.

HOME CARE
Case

example

The situation was a dilemma for the homecare 
worker. The policy is to leave a client on the floor if 
they call, but she doesn’t like doing this. 



Quality of life and wellbeing

Going above and beyond: out of hours visit 

A few days earlier, Magdalena had called Taresa 
asking if she could drop by as her drinks were out of 
reach and the next care visit wouldn’t be for 6 
hours. She noticed that Magdalena looked quite 
dehydrated. Thankfully, Magdalena does improve 
while she is there and Taresa speaks to her son to 
fill him in and suggests he ask the sheltered 
accommodation team to check in on her more 
regularly. 

This illustrates how volunteer befrienders sometimes 
go beyond their role as weekly befriending visitors. 
They prevent unnecessary crises by responding to 
out-of-role requests when they are the only local 
person the client is able to draw on for support; in 
this case, the sheltered accommodation had no 
weekend manager. If the befriender had been 
unable to visit, an ambulance call would have been 
necessary.

Taresa has been visiting Magdalena, who lives in 
sheltered accommodation, for five years. She knows 
Magdalena’s family well, and even gave Magdalena’s 
son, who lives abroad, her telephone number. One 
Sunday evening, she receives a call from Magdalena’s 
son, who has just spoken to his mother and is worried as 
she sounds unwell. He asks if Taresa might visit to 
check up on her. Taresa is not keen because it is outside 
her role but could see that there was no one else. 
Although Magdalena has care visits from the sheltered 
accommodation staff, there are fewer staff there at the 
weekend and she has no other support nearby. 

On arriving at her home, Taresa finds Magdalena 
flopped in her chair, unable to lift her head or speak. She 
gives her water and stays with her for an hour to monitor 
whether she is improving or whether she needs an 
ambulance. 

BEFRIENDING
Case

example



Quality of life and wellbeing
Explaining the need for medication in person’s native language 
helped with compliance

She helps Anika to understand what the medication is 
for and why it has been prescribed. Having this all 
explained in her native language and in an informal 
setting where she can ask questions is really helpful 
for Anika. 

It is not just the fact that Tanvi is able to speak to Anika 
in her native language but also the way she speaks to 
her, using cultural phrases and nomenclature, that help 
build trust. At the end of the visit Anika turns to Tanvi 
and says ‘Can I have my medication now?’. The 
homecare workers who visit Anika say that after that 
she always takes the medication when it is offered.

Persuading Anika to take her medication has important 
benefits for maintaining Anika’s overall health. 

Anika is supported by a local homecare agency 
dedicated to providing support for Gujarati community 
elders. She lives alone and her children live abroad. 
Although she is in her 90’s she is very independent and 
has looked after herself until recently. Tanvi is the 
manager of the homecare agency and she has seen that 
Anika’s carers have noted recently that Anika has not 
been taking some of her medication. Tanvi goes to visit 
Anika and does some research to find out more about 
the medication that Anika needs to take. She speaks to 
the pharmacist to let them know that Anika is not 
regularly taking her medication and they say that it’s 
really important for Anika to keep taking the medication 
regularly. 

Tanvi visits Anika again and, in her own first language, 
tells her what she has found out in a bit more detail.

HOME CARE
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example



Social isolation
Prevention of loss of service and social isolation by applying 
for a Blue Badge

When Ibrahim, a volunteer, arrived at his local 

lunch club one day, he noticed that an 

attendee, Ali, was breathless when he arrived. 

Ali has diabetes and stage 4 kidney failure and 

struggles to walk long distances. Ali said that 

he had not been able to find a nearby parking 

space and the walk to the club had been quite 

taxing. Some of the lunch club attendees 

discussed whether Ali might be entitled to a 

Blue Badge that would allow him to park close 

by. Ibrahim raised this with the service 

manager who offered to go through the online 

application with Ali. The application was 

accepted. 

Having a Blue Badge has enabled him to park 

outside the lunch club venue and he is not tired 

when he arrives. It has also meant he can now drive 

to his dialysis appointments and park nearby which 

saves him the stress of waiting for hospital 

transport.

Having the blue badge saved the NHS money 

because Ali is now using his own car to get to 

dialysis 3 times a week instead of hospital transport. 

It also means that Ali is able to maintain the 

important social contact he enjoys at the lunch club 

without being stressed about finding parking.

LUNCH CLUB
Case

example



Volunteer wellbeing

Impact of not being able to help with a cluttered house on 
volunteer wellbeing 

Annabel has been a befriending volunteer for 

several years. Recently, she went to meet a new 

client, Timothy, at his own home and was shocked 

to see that his house was extremely cluttered with 

unsorted clothes, dirty dishes and open food tins 

left out. She could see that the clutter was causing 

him major inconvenience: he was not able to get 

into some of the rooms because there was so 

much in them and there were now rodents in the 

house. However, he seemed not to want to clear 

up. 

Annabel found the situation very distressing and 

frustrating because she wanted to help him.

Afterwards, Annabel discussed the issues with her 

manager and they decided to inform social services 

about the situation. While she hopes that this will mean 

that Timothy will get help, Annabel feels uncomfortable 

thinking of him living in that condition, guilty because 

she cannot help him more, and frustrated because she 

cannot think of a satisfying solution to the problem. She 

is due to visit him again the following week but is not 

sure how she is going to cope because she can’t see 

how she can help.

She has requested a session with the befriending 

agency’s counsellor to help her to continue her 

befriending working with the client.

BEFRIENDING
Case

example



Disclaimer: 

This study was funded by the National Institute for Health and 

Care Research (NIHR) Applied Research Collaboration South London 

(NIHR ARC South London) at King’s College Hospital NHS Foundation 

Trust. The views expressed are those of the author(s) and not necessarily 

those of the NIHR or the Department of Health and Social Care.



Further information about the PROP study’s findings:

https://www.kcl.ac.uk/research/prop
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