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BACKGROUND 

Headroom was established to significantly improve outcomes for people in areas with 

concentrated economic disadvantage. The approach recognises the distinct challenges and 

opportunities for more effective intervention by Primary Care through working in partnership. 

This directly informs the three Primary Care `Deliverables` highlighted in the 2020 Vision: 

 Implementation of new GP contract 
 2020 Vision for expanded Primary Care 
 New models of `placed based `Primary Care 

There are currently two cohorts of practices. The East Edinburgh cohort, with 16 practices 

covers an area from Leith across to Craigmillar down to Portobello and back up towards the city 

centre.  The new Headroom practices in the South East create an arc across the periphery of 

South East Edinburgh.  Patient numbers in Headroom East are around 90,000. The South West 

cohort with 6 practices covers Wester Hailes, Sighthill, Broomhouse and Slateford adding a 

further 45,000 patients to the overall headcount.  This population covers c50% of the city’s 

areas of concentrated economic disadvantage and offers Headroom services to all practices in 

the south of the city with greater than 20% deprivation. 

At the heart of Headroom is the relationship between the patient and the health professional 

and the opportunities this creates to deliver patient centred care. The health professional is 

often able to suggest “social prescribing” or “community referral” interventions, signposting 

the patient to local activities provided by City of Edinburgh Council, e.g. Edinburgh Leisure, the 

3rd sector and other community organisations. Links to these community services, groups, etc. 

are strengthened by the work of specific 3rd Sector organisations, the Community Health 

Inequalities Team (previously Keep Well) and EVOC/Headroom’s Community Activity Mentors. 

The Community Activity Mentor (CAM) initiative aims to bridge primary care with community 

assets, to improve their lifestyle and life circumstances. During this scheme, two CAMs were 

introduced in the South West of Edinburgh. The CAMs based themselves within GP surgeries, 

libraries and health centres, and liaise with the Primary Care Practitioner to encourage patients 

to access additional activities, organisations, services (often in the Third Sector). 

The CAMs provided an in-depth link-working service for patients between the NHS and Third 

Sector services in the local community. The role of the CAM was to identify and develop 

relationships with local services providers, and share this information with practice staff and 

other colleagues. Referrals were made predominately by medical practitioners, although the 

scheme was publicised in the health centres, as well as by other organisations and service 

providers, so it was possible for services users to be self-referred, or referred by a linked party.  



The CAMs arranged face-to-face meetings with each service user and identified the areas in 

which they needed information, support or guidance, as well as listening to their concerns and 

aspirations. They aimed to create a relationship of trust with the service user, and to link them 

with organisations or activities suited to the patients and needs. They also provided support to 

encourage patients to attend these meetings, often by acting as a ‘buddy’ and attending they 

activity with them, or by phoning them afterwards to ask them how they found it. In this way, 

they provided support for those who needed extra help to access opportunities which may 

benefit their health and wellbeing. 



PROJECT DELIVERY 

WHO ENGAGED WITH THE COMMUNITY ACTIVITY MENTORS? 

The CAMs scheme was available to anyone over 18 years who either contacted the links 

workers themselves, or was referred to them by an organisation or medical practitioner who 

believed they would benefit from more support, or a longer appointment, to address their 

social, rather than medical, issues. Below is a summary of which sections of the local 

community were referred to, and engaged with, the service. To date, 549 individuals have been 

referred to the CAMs. 

 

Overall, more females than males engaged with the link workers; 50.3% were female, 42.6% 

were male 0.5% preferred not to say. Service user age ranged from 18 to 90 years (M=45.7, 

SD=15.3). The age group with the highest number of service users was ‘40-49 years’ (23.5%), 

followed by ‘50-59 years’ (19.1%). The majority of service users identified their ethnicity as 

‘White’ (88.5%), with only 2.2% identifying themselves as ‘African, Caribbean or Black’, 1.1% as 

being of another ethnic group, and 0.5% as ‘Asian, Asian Scottish or Asian British’. More 

research into the areas surrounding the CAMs bases will be necessary to determine how these 

figures relate to the demographics of the local communities. This will allow us to assess 

whether the lower number of non-white service users are proportional to the local 

demographics, or if they represent a need for increased efforts in outreach to non-white ethnic 

groups. 

Figure 1: Pie chart showing the proportions of the 

services users that identified themselves with each 

gender group. 

Figure 2: Pie chart showing the proportions of the 

services users that identified themselves with each 

ethnic group. 
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Figure 1: Pie chart showing the proportions of the 

services users that identified themselves with each 

gender group. 

Figure 2: Pie chart showing the proportions of the 

services users that identified themselves with each 

ethnic group. 



 

Figure 5: Chart showing the types of health or disability issues 

reported by services uses, and the number of those reporting each 

issue type, as a percentage of the number of service users who 

reported at least one health or disability issue (n=456).  

Figure 4: Pie chart showing the 

proportions of services users 

affected by disability or major 

health issues.   
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Figure 3: Graph showing the percentage of service users in each age group. 
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 75.4% of service users reported having at least one major health issue or disability, such as 

mental health problems, a physical or mobility impairment, visual or hearing impairment, 

learning disability, memory loss, chronic pain, a long-standing illness, or other long-term health 

problems. Overwhelmingly, 75.5% of those with at least one health or disability issue, reported 

having a mental health issue.  This is unsurprising given that social isolation and mental health 

issues were top mentioned aspects which patients wished to address. 33.9% of all patients 

reported having more than one major health or disability issue and amongst those with mental 

health problems, over half (54.4%) also reported a second issue. In these cases, it is clearly 

important to take a holistic approach to the patient’s wellbeing, by identifying services which 

can help in a variety of different ways. Equally, it is important to locate service providers or 

opportunities with organisations that have the training and expertise to support those with 

complex health issues.  
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Figure 6: Venn diagram showing the number of service users with one or more Health or Disability 

issues (n=456) of: 1) mental health problems, 2) physical/mobility, visual or hearing impairment, 3) 

chronic pain or a long-standing illness, 4) any other health or disability problems (including memory 

loss and learning disabilities). 



Data about the levels of literacy and numeracy amongst service users revealed a further area in 

which support may be needed; whilst most who responded said they were comfortable with 

reading a newspaper or a letter (33.3%), and adding up or estimating a shopping bill (41.0%), 

they were only somewhat confident with filling in forms (18.6%; 15.8% were confident). 

 

  

Figure 11: Chart showing the literacy and numeracy levels of the service users.  
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Figure 11: Chart showing the literacy and numeracy levels of the service users.  



 

Almost half of the service users listed themselves as unemployed; 42.6% said they were ‘not 

seeking employment’, and the other 12% said they were ‘not fit to work’. 14.2% were 

employed, with half of these in full-time positions, and half working part-time. A further 13.1% 

were retired. This high unemployment rate amongst the service users is likely related to both 

the high levels of disability and major health issues, as well as to the 15.8% who listed 

Employment Status of Service Users

Unemployed- Not seeking employment
Retired
Employed- Full Time
Employed- Part Time
Unemployed- Not fit to work
Other
NA

Service Users with Caring 
Responsibilities

Is a carer No caring responsibilities NA

Figure 8: Pie chart showing the proportions of service 

users with caring responsibilities.  

Figure 7: Pie chart showing employment status of 

the service users.   
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Figure 10: Pie chart showing the proportions of 

service users who were receiving benefits during 

their engagement with the CAMs service.  

Figure 9: Chart showing the housing and 

accommodation situation of the service users during 

their engagement with the CAMs service.   



themselves as being responsible for the care of another person, and the 48.6% living in council 

accommodation. Similarly, these figures are also likely to be related to the 65.6% of service 

users who were receiving benefits at the time of their engagement with the CAMs initiative.  

Despite the evidence of a need for support indicated by the above statistics, only 12% of service 

users were receiving support from a social worker, a support worker, a carer, a CPN, an 

organisation or another professional, prior to contact with the link worker. This demonstrates 

the important role that the CAMs initiative can play in identifying persons in need of extra 

support and guidance, who have previously passed unidentified. 

 

Finally, the CAMs identified one further trend in the circumstances amongst their patients 

which is not reflected in the available data; many of those using the service were going through 

periods of transition in their lives, such as school leavers, and those coming out of employment 

after many years of work, either due to job loss or retirement.  
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Figure 11: Pie charts showing the proportion of service users receiving support prior to engaging with 

the CAMs programme.  

Number of Service Users Receiving Additional Support 



WHAT ASPECTS OF THEIR LIVES DID SERVICE USERS HOPE TO ADDRESS WITH THE 

HELP OF THE COMMUNITY ACTIVITY MENTORS? 

During their first meeting with the link worker, each service user was asked what aspects of 

their life they hoped to address through their engagement with the CAMs service. An analysis 

of the terms used by the CAMs to summarize these explanations is illustrated in the wordcloud 

below. This provides an overview of the most common reasons services users gave for engaging 

with the service. The top five most frequently used terms were: mental health (24.5%), social 

isolation (14.2%), physical fitness and exercise (12.3%), housing (7.7%), and weekly structure 

(7.1%).  

 

 

 

 

 

Figure 12: Wordcloud created from the answers given by the service users to the questions “What 

aspects of your life would you like to address during these sessions?”. Size of the word represents the 

frequency with which it appeared in the collective narratives. 



WHICH ORGANISATIONS/ACTIVITIES/SERVICES WERE PATIENTS MOST FREQUENTLY 

LINKED TO? 
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Figure 13: Graph showing list of organisations/services/activities to which service users were linked, 

and the frequency with which they were prescribed. 
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NHS stress control classes

Mindfulness Based Relaxation Course
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HOW EFFECTIVE HAS THE COMMUNITY ACTIVITY MENTORS SCHEME BEEN? 

REACH 

The total number of referrals to date is 549. Of these, 68.9% have been engaged with in-person 

at least once. 52.7% of these cases are now closed, although reengagements do occur on 

occasion.  Reengagements can be brief (a few text messages) or more long term (the client 

wants to return to regular meetings). 

It has been estimated that 5.7% of those referrals are still on the waiting list, and have not been 

contacted to date. A further 14.8% are also on the list to be met for the first time, but in these 

cases, the CAM has attempted and will continue to attempt to make contact, before eventually 

marking them as ‘not engaging’. It should be noted that it can sometimes be very difficult to 

make contact with patients. For example, in the case of domestic abuse, it can be dangerous to 

leave a message. Often, patients change their phones frequently, and thus may not recognise 

the CAM’s phone number and thus may be unwilling to answer. 

During drop-in hours, the CAM leaves their door open, so that service users can drop-in as they 

please, and GPs are able to escort or direct a new client to the CAM directly.  Since the 

establishment of drop-in session, there is a reduced waiting list, as fewer referrals are made.  

However, this has also resulted in less time available for accompanying service users to other 

activities, so average face-to-face time with each client has reduced. 

The CAMs report an average of 8 patients booked into their sessions per week, and currently 

receive an average of 4 new email referrals per week each, although this has fluctuated 

substantially throughout the year. 

Roughly between 35 and 55 patients per CAM can be engaged in any one time, but the extent 

of contact can vary greatly. For example, some may be engaging at a text message only level, 

whilst others will be communicating weekly over the phone, and others will be attending 

meetings once every 4-8 weeks. One CAM remarked that, on reflection, this feels like too many 

cases to have open at any one time. However, it reflects the demand for the service, and the 

need for long-term volunteers or ‘buddies’. 

The total amount of engagement time per person range from 15 minutes to 21 hours, with a 

mean of 10 hours and 11 minutes. On average, half of this is spent face-to-face, and half is 

spent communicating by email, text message, or phone call. The way this time is divided varies 

strongly from client to client. The engagement period typically lasts from 1-2 months, but 

patients will quite often get in touch later on, after their course has finished. There are also 



some service users who have been engaged for almost the entire time the CAMs initiative has 

been running. The number of engagement sessions per client can be between 1-26 sessions 

(M=4.06, SD=3.79). 

 

Engagement sessions are typically well attended, with a 70.4% attendance rate. There have 

only been 5 patients who told the CAM that they were not interested and do not wish to 

engage, and a further few who chose not to engage as they were in hospital. Other patients 

may be choosing not to engage through not responding to contact, but it is also possible that 

their contact details are out of date. This high attendance rate demonstrates a positive 

response to the sessions. 

The CAMs report that once a patient has attended an initial appointment they do usually 

continue to engage, but when it is most suitable for them. They may not attend many 

scheduled appointments but often engage when they are in crisis. However, 11.5% of those 

who were referred only engaged once (to date, it is possible that they will engage in the 

future). The CAMs stressed that during their work they have learned that it is important to 

understand that: 

1) Not everyone is ready to be supported 

2) Even a simple conversation can help someone 
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Figure 14: Pie chart showing the proportion of 

arranged engagements that were attended, 
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Figure 15: Chart showing the frequency of each engagement 

type as a percentage of all engagements. 



3) Even if the client engages for only one session, they have been made aware that there is 

support available should they need it in the future, and that there are many 

opportunities available to them. It also opens their minds to the idea of social 

prescribing, and the possibility that lifestyle/social/activities other than medical help can 

improve their situation. 

For these reasons, it is believed that everyone who engaged with the system even briefly, 

benefitted in some minor way. 

LOCATION 

 

The high percentage of engagements for which a location was not recorded reflects the number 

of engagements which took place via email, text message, or phone call. When excluding the 

data for which a location was not recorded, 44.3% of engagements took place at a medical 

practice or health centre. The CAMs were initially based at medical centres and GPs practices to 

aid primary health care teams as they tested new models of care, and help them cope with an 

increased workload. Their work was intended to provide patients with longer meetings where 

they could feel listened to, and to get to the heart of any social, health or wellbeing concerns 

which it would not be possible to address in a 10-minute GP appointment. However, when 

broken down into individual practices, 31.8% of engagements took place at Wester Hailes 

Healthy Living Centre (WHHLC), compared to around 10% at the busiest practices (Slateford 

Medical Practice 10.9%; Wester Hailes Medical Practice 10.0%; Whinpark Medical Practice 

9.6%).  
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Substantially more engagements took place at WHHLC for two main reasons. Firstly, it is often 

easier to get a room space at WHHLC than in other locations. Secondly, Wester Hailes Health 

Agency and Wester Hailes Medical Practice are both run from within the WHHLC building, as 

are numerous other organisations. This means that it is very easy to link patients with the other 

services and groups within Wester Hailes Healthy Agency. This is helpful for everyone; the CAM, 

the client, the Practice Staff and the Third Sector organisations. For the patient, the Practice is 

often one of the only places many patients will access regularly, and therefore when other 

services that may be of benefit to them are situated within this same setting then there is often 

one less barrier in place. Patients are put at ease in a familiar environment, and it is easy for 

both the GPs to escort them to the CAM directly following an appointment, and for the CAM to 

accompany them to meet someone from a linked organisation, which helps keep them relaxed 

and comfortable. It can therefore be easier for them to engage with these services in the longer 

term. For the CAMs and the Practice Staff, this also means that less time is taken up by 

scheduling appointments, and avoids no-shows or cancellations. For the Third Sector 

organisation, as they are receiving more referrals, who are more relaxed, it is easier for patients 

to engage and to be supported to engage. 

The original plans involved timetabling appointments at local libraries and Gate 55.  However, 

the CAMs struggled to engage with people at this location, particularly for initial meetings. 

Attendance was better for follow-up appointments at the library, but was still poor. Thus, 

despite a drive to provide people with Library Cards, or to wave their library fines if this was the 

reason for not attending, only 4.3% of engagements took place at a library. However, when 

asked, only 2.7% said they were not interested in owning a library card, compared to 20.2% 

who did own one. From patient feedback it seems that there may be a fear amongst patients 

that they will be overheard or spotted at the library, and that it doesn’t provoke the same 

atmosphere of trust as a GP Practice. To encourage library attendance, the card is still offered 

as part of the first engagement with the service, but perhaps the library would be a better place 

for activities, than for meetings with the CAMs themselves.  

Many of the engagements listed under ‘Other’ took place at some of the organisations 

recommended by the CAM. Where patients were anxious, nervous, or unwilling to attend an 

activity by themselves, the CAM provided a ‘buddying’ service, which helped smooth the 

transition between link worker and the prescribed organisation. The CAMs noted that this was 

particularly effective, but was very time consuming, and difficult to find the time to do this for 

all patients. In the future, they would recommend having ‘buddying’ volunteers, or being linked 

to a more long-term befriending service. This would allow a higher level of patient support, 

whilst not taking the CAMs away from the limited referral time, thereby improving and 

increasing the flow of patients through the system, and reaching more people. 



HAVE THE PROPOSED OUTCOMES BEEN MET? 

 

OUTCOMES EVALUATION METHOD 

SERVICE USERS 

Awareness of local services and integration in 
community network improved 

Chart showing advice given 
during engagement sessions and 
services linked to 

Service user feedback during 
engagement sessions 

Self-identified goals achieved, e.g.:  

Service user feedback during 
engagement sessions 

 

Qualitative feedback from CAMs 

 

Social isolation and loneliness reduced  

Confidence and self-esteem increased 

Resilience and crisis management improved 

Health and wellbeing increased 

Positive impact on household life (finances, family 
activities, housing situation) 

PRACTICES 

Working relationship between GPs and CAMs 
established and improved 

Qualitative feedback from CAMs 

Awareness of local opportunities increased Qualitative feedback from CAMs 

Cross-sectional relationships between statutory and 
Third sector improved 

Qualitative feedback from CAMs 

Chart showing linked 
organisations 

CAMS 

Training and support provided Qualitative feedback from CAMs 

Innovative learning and creativity encouraged Qualitative feedback from CAMs 

High job satisfaction sustained Qualitative feedback from CAMs 

 

  



 

OUTCOMES FOR THE SERVICE USER 

Awareness of local services and integration in community network improved: 

Each client was asked to prepare a list of aspects of their life which they wished to address with 

the CAM. They were provided with information about organisations specific to their needs, and 

linked to those they found most interesting. Being referred by a health practitioner was crucial 

to the system; often patients have faith in the project as they trust the GP/nurse who referred 

them and are thus more likely to engage. Additionally, leaflets were displayed in the waiting 

areas of the Practices, to reach more people than the referrals alone. 

OUTCOMES FOR MEDICAL PRACTICES 

Awareness of local opportunities increased: 

The CAMs reported that they spoke frequently with the practice staff and provided them with 

information, insights and publicity for many local organisations, and encouraged their interest. 

Being based in the practice allowed for informal conversation with staff, which can be more 

useful for generating interest than formal routes. Feedback was provided to the Primary Care 

Practitioner after the client had attended an activity/organisation, which reinforced and 

reminded them of the availability and effectiveness of the service. 

Cross-sectional relationships between statutory and Third sector improved: 

Organisations were very enthusiastic and open to creating strong links from the start. They 

were happy to receive referrals, and engaging in working together, making suggestions, and 

feeding back to CAMs on attendance. 

In one practice, the CAM has begun joint sessions with other organisations during the drop-in 

mornings. On these days, a representative from a Third Sector organisation will sit in on the 

session, alongside the CAM, and the session is advertised to target groups (e.g. Dad’s Rock- 

single fathers/young parent families). This is useful in four main ways. Firstly, publicity can be 

made more specific, to attract the target individuals, who may not have thought of themselves 

as needing support. Tailored advertising helps the patient feel as if they have been sent to the 

right person, and that they are suited to experience. It also helps remind Practice Staff of who 

might benefit from working with the CAMs, as they will see the leaflets etc., so no one is 

overlooked.  

Secondly, it helps agoraphobic patients to get to know someone from the organisation before 

they attend. Thirdly, it improves patient flow through the system by reducing the amount of 



time spent making appointments with two people, and reduces the need for the ‘buddying’ 

service from the CAMs. 

Finally, it is good for the GPs to know the faces of people in the organisations. It promotes 

understanding of where their referrals lead and the benefits of social prescribing. Direct 

conversations can help to encourage future referrals and raise awareness of the services. Lastly, 

seeing someone new in the building serves as a further reminder to GPs that they are able to 

make referrals and new extra resources are available to them. 

Working relationship between Practice Staff and CAMs established and improved: 

This outcome remains a work in progress. It represents one of the more difficult challenges 

which needed to be overcome in the scheme. Most obstacles to a strong working relationship 

stemmed from the fact that link working and social prescribing were very new idea for many 

members of the primary care team, and they were simply not in the habit of referring patients 

to a link worker. It was found to be helpful to have had formal introductions to the whole 

practice team at the outset. This is very important for the patient, as the success of the first 

meeting can often dictate whether or not they choose to engage further. Where patients have 

been unsure of why they are attending an appointment, and thus unprepared for the first 

session, much of this is spent explaining the role of the CAM. Conversely, where the idea has 

been explained positively, the first session is more successful, and the CAMs reported better 

engagement.  

Based on feedback from the CAMs, there was initially a very mixed response from referrers, 

with some sending many patients, and others needing to reminders. However, over time the 

CAMs relationship with both the reception staff, other members of the Primary Care Team and 

GPs have become established. Following a reception staff training course, there has been 

increased understanding and interest in the role of the CAMs at the front desk. Handing out 

leaflets/business cards for the referrers themselves to hand out has been a successful addition, 

as patients have a lot of trust in their health practitioner, and their positive recommendation 

transfers some of that trust to the patient’s relationship with the CAM. It further serves as a 

visual reminder to the GP that the link workers are available.  In general, communications can 

always be worked-on and improved and this will always be a challenge as primary care is busy. 

Both CAMs agree that all early challenges have been resolved, with the CAMs more embedded 

in the practices.  Continued referrals and familiarising patients and Primary Care Teams and GPs 

with the concept using publicity and the presence of Third sector representatives, will spread 

the change, new ways of working, and embed the concept in the community. 

  



OUTCOMES FOR THE COMMUNITY ACTIVITY MENTORS 

Training and support provided: 

CAMs were very positive about the level of support they received, and the training courses 

were considered essential by the CAMs, particularly the Suicide Awareness Course. Having both 

an NHS line manager and a Third Sector line manager has been very important to the CAMs 

personally. It allows them to take different approaches to the same problem, and to 

understand where issues stem from, from both viewpoints. Both were also supportive of the 

option to attend counselling sessions, as the position can be very emotionally taxing, if patients 

choose to disclose too much information. One suggestion for the future in terms of support was 

that the CAMs can easily become isolated in their role. If there were to be more link workers, 

they would suggest having one afternoon a week where they all spent time at an office 

together. If not, perhaps a forum with other link workers (from other organisations) would 

provide a platform for sharing experience and working through difficult cases. 

Innovative learning and creativity encouraged: 

The freedom given to develop the role has been essential and rewarding. All suggestions made 

by the CAMs were taken on board, and this has allowed them to change and improve the role 

flexibly and appropriately. 

High job satisfaction sustained: 

Both CAMs reported that the role is extremely rewarding, but that it takes a lot of work to 

achieve the reward. 

 

LIMITS/OBSTACLES/CHALLENGES MET DURING THE 15 MONTHS AND HOW THEY 

WERE OVERCOME 

 

 Due to workload pressures, only some practices have been able to implement joint 

sessions 

 Contacting patients is very difficult and organising appointments can be very time 

consuming, since patients change their numbers often, and can be mistrustful of the 

mobile phone numbers used by the CAMs. Leaving a message can also endanger the 

patient in some circumstances. 

o Texting works well. 

o Drop-ins are extremely useful. 

o Change in approach; it is often better to say “call me”, not “I’ll call you”. 

  



 Equally, when patients have access to the CAM’s mobile number, they may call them for 

everything. 

o Important to inform patients at the start of their working hours, and turn off phone 

at end of the day and at weekends, or it is too draining. 

 Leaflets: 

o Agreement between CAMs and Practice Staff is needed re who is responsible for 

collecting leaflets about other organisations and displaying in the surgery 

WHAT IMPROVEMENTS HAVE BEEN IMPLEMENTED OVER THE 15 MONTHS? 

Drop in session have been implemented and are working very well. Having an open door for a 

few mornings a week, or even just 4 appointments in a morning to which GPs can send people 

to on the day is very time-effective, guards against no-shows, and allows for patient flexibility. 

It also allows GPs to escort the patient to the CAM, which creates a better impression for the 

patient. 

Joint sessions with other organisation have also been started, in an attempt to bring the Third 

sector organisations closer to the NHS. This smoothes the transition between the services.  We 

are also now looking into the possibility of long-term volunteers for “buddying” service, to 

further help enhance this process and give the CAMs more time to meet new referrals. 

The CAMs have improved their knowledge of what works well in each Practice, which has 

allowed them to tailor their referral pathways accordingly (e.g. NUKA Pilot, SWEMS clinic, 

Morning drop-in sessions). 

Various gaps in services were identified and filled as a result of the CAMs programme (e.g. 

cooking class in Slateford, anger management sessions, fishing, cycling groups, etc.). Also, due 

to the early success, an additional practice has joined Headroom. 

Additionally, the CAMs have improved their own approaches to the role is several ways. They 

have learned to keep on top of data recording, and to be aware of the limits of their role- and 

to make their patients aware of these limits, including what hours they will be available to 

answer their CAM mobile phone. For example, buddying takes a lot of time so now they first 

suggest that patients aim to attend independently, and only offer to accompany them if really 

necessary. They have learned to be clear from the start about what they can and can’t do to 

help a patient. This is particularly important because in the past, many patients had the 

impression that the CAMs were councillors, and disclosed a lot more information that the CAMs 

can help them with, or that the CAMs can deal with. They have also changed the way they ask 

questions, and now avoid phrases such as “I’ll do whatever I can to help you”. Instead they 

make it clear that they don’t need to know everything, and can’t understand everything the 

patient has been through, but let them know that they want to help anyway. 

The CAMs have also modified their approach to the Practice staff, by being more confident 

about their role, and more assertive when needed. As mentioned above, they have also 



provided referrers with information leaflets about the CAMs programme, as achieving 

something in the first meeting as the patient may not attend again, and this was also identified 

as a key factor in the successful engagement of a patient. 

Due to the success of the set-up at WHHLC, the CAMs are linking with other organisations to 

hold sessions at Medical Practices. For example, Active Steps will soon be running Healthy 

Living sessions and Seated Exercise Classes within another of the local practices. They will also 

be running Cooking classes very nearby, which the hope will enable many more patients to 

engage with such services.  

RECOMMENDATIONS FOR THE FUTURE OF THE CAMS INITIATIVE, BASED ON WHAT 

WAS LEARNT AS THE ROLE DEVELOPED 

 

 Provide new CAMs with appropriate skills training as early as possible, particularly 

ASSIST Suicide Awareness, Motivational Interviewing, Equality training, etc. 

 Training and introduction to the Practice staff should also take place as early as possible. 

o Reception staff are mostly very open, and really see the importance of the CAM 

role after their recent meeting. 

o It is better for them to know what is available early, so they can also direct 

people to services/to the CAMs. 

 Access to NHS data for contact details, and use of phones with an official number 

 Advice for future CAMs: 

o Know your area, organisations, services, groups, etc. and know them well. Arrange 

visits to meet staff, service users, attend groups, view buildings etc. 

o Get to know practice staff as well as you can- especially reception staff. Attend all 

meetings, coffee mornings etc. 

o Be flexible to the workings of different practices. 

o Reminders are an on-going job- ensure everyone remembers you are there, what 

you do and to make referrals. 

o Be aware of your own stereotypes and overcome them: e.g. don’t forget to invite 

both men and women to cooking classes. 

o Meet with direct colleagues (fellow CAMs) regularly. 

o Ensure patients do not become over reliant. 

o Be prepared to take criticism and be thick-skinned e.g. patients commenting about 

age or experience ‘You’re too young to tell me this!’. 

 In general, on-going communication and awareness raising are essential: 

o Young and trainee medics shadow CAMs for half a day, which is working really 

well. This should be shaping approaches from an early stage in careers, which will 

help the role in the future.  Some established GPs may also find this to be of 

interest and useful. 



o With the need for frequent reminders until the model becomes the norm, it is 

very important for CAMs to be based in the Practices, because having the door 

open, or seeing the CAM in the hallway provides visual reinforcement. 

 

CONCLUSIONS 

We have identified certain trends among of those who engaged with the community activity 

mentors. Service users showed high levels of unemployment and disability and/or major health 

issues, and the majority were receiving benefits or living in council provided housing at the time 

of engagement. Despite this, only 12% were receiving support prior to the intervention from 

the CAMs, and 15.8% were managing caring responsibilities themselves. This clearly 

demonstrates the need for interventions, as provided by the CAMs link workers, as many social 

issues, which contribute to the patient’s health and wellbeing, are not being identified or 

supported elsewhere.  

The major concerns of the patients used the CAMs service included the management of mental 

health issues, social isolation, physical fitness, and a need for more structure in their lives. 

Many community-based organisations and activities which could help with these concerns are 

already established, and the CAMs successfully provided information about, or linked patients 

with, over 70 of these service providers. The further identified gaps in available activities, and 

aided in the setting up of groups where there was demand for it, including cooking classes and 

fishing groups. In all areas possible, attempts were made to increase the long-term 

participation of patients in the suggested activities; the transition between health practitioner, 

link worker and organisation was made smooth, flexible and accessible, and extra support was 

provided where needed. 

To date, the CAMs have reached 549 patients, who have generally given positive feedback 

about their experiences. Engagement and attendance was generally high, and even where 

patients engaged for only one session, the CAMs believe the individuals benefitted from 

increased awareness of the support and opportunities that are available to them. 

The scheme was well received by all relevant parties, although work needs to be done to 

continue embedding the CAMs within the practices. The CAMs themselves reported high levels 

of job satisfaction, and were happy with the level of support they received from their line 

managers in the NHS and the Third Sector. Most positively, basing the CAMs in the medical 

practices seems to be the best and most effective approach. Overall, it is clear that the 

community activity mentors are addressing a previously unattended demand for a support and 

linking service based within medical practices, and managing it successfully. The workload is 

extremely large for only two CAMs, however, and we recommend the introduction long-term 

volunteers, as well as more CAMs to address similar needs in other areas of Edinburgh. 


