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About Time to Shine

Introduction
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• Age UK Leeds (city-wide provider)
• OPAL (in partnership with MAECare)
• Bramley Elderly Action
• Health For All
• Crossgates & District Good Neighbours

Hillary
Highlight
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The difference SWIFt has made 

• The service has worked with 983 clients
• 92 Volunteers have given 2973 hours of their time to support the projects
• 3,332 home visits have been undertaken.
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Evaluation results 

• The 'typical' person supported by SWIFt lives in an area with high deprivation, has 
more multiple long-term conditions and a greater level of frailty than average for the 
city.

• There is a lower mortality rate for people supported by the SWIFt service that the 
match cohort.

• Broadly stable A&E attendances for the intervention and matched cohort. However 
some evidence of a greater proportion of attendances resulting in a hospital admission 
for the SWIFt cohort in comparison with the control group, which could suggest more 
appropriate A&E attendances.

• Large proportions of the population supported by SWIFt neither attended A&E or 
admitted to hospital, with only a third admitted to hospital.

• Those who were admitted saw increased lengths of stay at hospital for older people 
supported by SWIFt service.

• Early signs of increases in some planned health care activity such as attendances from 
community health for the SWIFt group, but reductions in other types of planned activity 
such as outpatient and community based adult social care packages of care.

• Some early indications have shown a potential increase in health care costs to the 
commissioners for the intervention group in comparison to the match cohort.

• More evaluation is needed to examine the longer-term impact of the project. The 
evaluation relied on the collection of NHS number from the client. Many projects 
experienced difficulties in obtaining the number, so an easier method for collecting 
NHS numbers will increase the number of cases reported.

,
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Case study
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Key learning
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