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Executive Summary 
 
The Scottish Government has set out its 2020 vision for health and social care in 

Scotland. Consequently, Health and Social Care services in Edinburgh are now working 

towards integration at a citywide and locality level, with a greater focus on prevention, 

anticipatory-care and supported self-management.   

 

However, health and social care professionals in Edinburgh are reportedly becoming 

overwhelmed by the number of local, city-wide and national third sector organisations 

able to provide elements of support to their patients & clients which focus on prevention, 

health improvement and reducing health inequalities. It is impossible for any GP in 

particular, to keep up to date with all that the third sector could provide. Whilst 

straightforward signposting can be readily achieved on a greater scale, a community 

link worker approach is aimed at more vulnerable people who are unlikely to be 

successfully ‘signposted’. 

 

Recently a number of third sector and NHS led community link worker type approaches 

have been developed in Edinburgh to fill this gap in parts of the city.  It has been noted 

that this ‘transition / intermediary layer’ designed to aid GPs in particular, is now 

becoming confusing in itself for GPs.  At a recent GP meeting it was clear that it was 

difficult for GPs to differentiate between the offer from the Health Inequalities Team 

(former Keepwell), Community Connecting, the Headroom pilot work, LOOPs, 

Community Renewal, their local Community Health Initiative and others.  

 

Across the UK there have been an increasing number of Community Link Worker 

initiatives, including a large high profile pilot project in Glasgow - The Links Worker 

Project, which is funded by the Scottish Government.   

 

In December 2015, NHS Lothian commissioned a piece of research on community link 

working in order to map the existing projects in Edinburgh; investigate other projects 

across Scotland; establish what best practice is according to current research; gather 

the views of local Primary Care staff as to what their needs and preferred ways of 

working would be; gather the experiences of patients, both good and bad so that 

practice could be improved and their views taken into account.  The table on page 3 

summarises the model for Edinburgh. 
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Proposed Community Link Worker Model 

 

 

Key elements of the model: 

 A GP cluster based model with a single point of access 

 Skill mix link worker team (employed by 3rd sector) depending on 

cluster needs and priorities 

 Link workers must have the ‘right’ skills, including excellent listening, 

communicating and people skills and the ability to develop trusting 

relationships and have ‘good’ conversations. 

 Initially no specific referral criteria but a focus on ‘vulnerable’ people 

 Person centred approach using common assessment & goal setting 

tools / outcome focussed 

 GP engagement and support established from the outset 

 Focus on prevention and reducing health inequalities  

 Clear referral pathways established to citywide and local third sector 

 Non dependency relationship 

 Identifies gaps in local / citywide service provision to refer people on to 

 Locality and city wide governance structures in place 

 Sustainable funding for third sector service provision 

 Local NHS Programme Lead to oversee and support implementation of 

the model 

 Improvement methodology to be used to evaluate the model 
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Introduction 

 
Why the report was commissioned 
 
NHS Lothian identified that Health and Social Care professionals in Edinburgh are being 
overwhelmed by the number of local, city-wide and national third sector organisations 
able to provide elements of support to their patients and clients with the aims of 
improving health and well-being, supporting self-management and tackling health 
inequalities. 
 
Whilst much of this work is high quality, it is impossible for any GP in particular, to keep 
up to date with all that the third sector and communities can provide. Approaches also 
vary, e.g., although straightforward signposting can be readily achieved on a greater 
scale, evidence suggests social prescribing is aimed at more vulnerable people who are 
less likely to be successfully ‘signposted’. 
 
Recently a number of third sector and NHS led 'social prescribing' type approaches 
have been developed to fill this gap in parts of the city. It has been noted that this 
‘transition layer’ designed to aid GPs in particular, is now becoming confusing in itself 
for GPs. For example, at a recent GP meeting it was clear that it was difficult for GPs to 
differentiate between the offer from the Health Inequalities Team (former Keepwell), 
Community Connecting, the Headroom pilot work, LOOPs, Community Renewal, their 
local Community Health Initiative and others. 
 
NHS Lothian saw the opportunity to investigate the advantages of the development of 
an intermediary or transitions service in Edinburgh which would act as a link between all 
these services and GPs, helping to remove the confusion by being the trusted 
intermediary through which they could channel their vulnerable patients who would not 
be able to navigate their own way, unaided to much needed services. 
 
Desired outcome 

A proposal with clear recommendations for an evidenced based intermediary or 
‘transitions’ service in Edinburgh which: 

 Tackles health inequalities and improves health and well being 

 Provides a person- centred approach 

 Has the support of the third sector, primary care and patients groups 

 
Research methodologies 
 

 Interviews and questionnaires with Primary Care staff across Edinburgh, in 
particular those not already engaging with intermediary or transitions services, in 
order to establish how they see them being of assistance to them and their 
patients. 

 

 Meetings with groups of patients in community settings. Informal one-to-one 
discussions within these meetings about their experiences of transitioning 
between primary care and the community service they are now receiving support 
from. There were also two individual interviews. 

 

 A large group meeting of 28 Third Sector representatives of organisations 
involved or interested in social prescribing met on the 7th March. The meeting 
consisted of a whole group introduction followed by small group discussions. This 
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was then followed up by a series of individual meetings over the following weeks 
with those who were particularly involved in transition / intermediary work. 

 

 Desk-based research, reading a large number of articles and papers on the 
subject from across the UK. 

 

 Visits to projects and attendance at meetings and conferences. 
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Primary Care in Edinburgh – the current situation 
 
The Scottish Government has set out its 2020 vision for health and social care in 
Scotland. Consequently, Health and Social Care services in Edinburgh are now working 
towards integration at a citywide and locality level, with a greater focus on prevention, 
anticipatory-care and supported self-management.  Other community planning partners 
in the city are also re-designing their services, and aligning them to the locality model 
with Locality Leadership Teams and Locality Improvement Plans being developed.   
 
There are 73 GP practices in Edinburgh at present varying in size from single 
practitioner to some with over a dozen (although some of these will be part time). List 
sizes vary from 1,500 to around 12,000. 
 
As with most cities, Edinburgh, varies greatly in its characteristics from area to area. 
Thus the needs of patients in practices can be very different due to their population 
profile. The recent division of the city into four localities and within these, into clusters as 
well as health and social care integration, are introducing new ways of working in 
partnership across health and social care as well as primary care. The eight clusters are 
population-based in size, with GPs grouped together, meaning that over time they will 
come to know and work together, although the issues facing their patients may not be 
the same.  
 
At present there is a shortage of GPs across the city, as there is across Scotland. The 
Royal College of GPs reports 1 in 5 trainee posts are unfilled, putting pressure on 
practices as they struggle to recruit replacement partners as staff retire. 
 
As Primary Care budgets are allocated on a per capita basis, not on the basis of 
deprivation, in areas where people’s health is poorer and people suffer multiple and 
long term conditions, demand for appointments is higher. This leads to more pressure 
on existing staff to see patients, particularly in deprived areas where these health 
inequalities are more likely be manifest. This inverse care law – where the greater the 
need, the more thinly stretched the resources, can be seen in some areas in Edinburgh. 
Here, more patients have more complex needs and present themselves at the surgery 
more often, taking up more of GPs’ time.  
 
“’Quite often as a GP you do realise effectively what you can do is not very much. Life 
and circumstances and events and all sorts of things affect people’s mental health and 
all you can do is give them 10 minutes of your time and probably send them away with a 
prescription’ GP interview”1 
 
Sometimes however, patients have conditions which cannot be solved by medical 
resources alone. It has been recognised for some time that GPs may benefit from 
additional support to help them effectively deal with some of these patients: 
 
“Health professionals’ ability to go further than advise and diagnose and act as 
advocates as a response to social problems is limited (Popay et al, 2007a). They have 
limited knowledge of the gamut of services available in the national and local context, 
GPs often feel they do not know how to respond with practical help to the social 
problems their patients bring with them at consultation, often resorting to counsellors 
and psychological responses rather than practical services as they lack up to date 
information (Popay et al, 2007).”2 

                                                 
1 Evaluation of Dundee Equally Well Sources of Support; Social Prescribing in Maryfield: Friedli p4 
2
Investigation into the feasibility of a social prescribing service in primary care: a pilot project: Brandling & House, 

2007 p3 
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There are at present, a range of services provided by the NHS, Statutory Sector and 
Third Sector which can benefit those patients who are struggling with the worst health. 
Most of these will live in the most deprived areas. However, some will live in other areas 
which do not have the reputation for being the “worst” or having the “highest” level. This 
can mean that these people struggle even more as the services targeted at the most 
deprived areas do not cover their post codes and they find themselves excluded from 
useful services.  
 
In these areas where people are struggling with often multiple long term conditions it 
can be even more important that they are supported to access services which help them 
self-manage their situation. This is where both one-to-one and group work around self-
management on a non-postcode basis has the potential to be a hugely valuable and 
cost-saving measure in the long term. This is well evidenced in the Thistle Foundation’s 
“Impacts and Outcomes report ‘Telling Our Stories’”. Six individuals’ experiences are 
described in detailed case studies: all show long periods of 

“between 5-10 years when people were living without adequate support to manage their 
long term condition. The kind of costs incurred during the years when the individuals 
were suffering because of their long term conditions were:  

 GP appointments, sometimes weekly 

 High doses of medication – normally anti-depressants and/or pain killers 

 Ambulances called out – some resulting in hospital stays 

 Health specialist appointments 

 Visits from community mental health practitioners 

Gradually the use of statutory health services reduce as the person is more able to be in 
control and manage their health meaning that: 

 GP are being seen less often 

 People are taking less medication 

 They are using emergency services less often 

 They are having less health specialist appointments”3 

Prevention has been recognised as being crucial to the way we work for some 
considerable time now. Christie, summarised here, sums it up: 

“The links between prevention and tackling inequalities, citing previous evidence, which 
suggests that 40-45% of public spending in Scotland is focussed on meeting ‘failure 
demand’ i.e. reactive spending to acute problems. The report suggested that “The 
adoption of preventative approaches…will contribute significantly to making the best 
use of money…and critically, take demand out of the system in the longer term.””4 

The Edinburgh Partnership’s prevention strategy sees the way that statutory services 
and the Third sector work together as crucial to the tackling of inequalities and how 
people are supported to self-manage their conditions and difficult situations: 

“Working co-productively with local communities is central to developing effective 
preventative responses and is a key principle of the strategy. A strong third sector 
remains critical to taking forward the prevention agenda, with a particular emphasis on 
helping to build community capacity and resilience, and tackling inequalities.”5  

                                                 
3 Impacts and Outcomes report ‘Telling Our Stories’: Thistle Foundation, 2015 p4 
4 The Edinburgh Partnership Draft Prevention Strategy, p8 
5 The Edinburgh Partnership Draft Prevention Strategy, p3 
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Health Inequalities and the social determinants of health 
 
Health inequalities can be defined as the preventable and unfair differences in health 
status between communities, groups, or individuals. They exist because of unequal 
distributions of social, environmental and economic conditions within societies, which 
determine the risk of people getting ill, their ability to prevent illness, or opportunities to 
gain access to the right treatments.  

These conditions are called the social determinants of health, and the ways in which 
they are linked are the subject of many studies and models, which often demonstrate 
that health care does little to directly influence them. 

Health inequalities are often viewed along a gradient: “a stepwise or linear decrease in 
health that comes with decreasing social position" (Marmot, 2004). The same gradient 
exists in all countries and can be seen when looking at factors such as income, 
education and ethnicity. It means that the better your social position is in your country in 
comparison to your neighbours, the better your chances are of having a long and 
healthy life. 

Health inequalities exist across the whole world, within and between countries. They are 
not there by chance. They are very much influenced by the actions of all of us – of 
governments, organisations such as health boards, communities, and of individuals. 
This means that action to reduce health inequalities must go beyond just health, to the 
social determinants of health and take a holistic approach, bringing together resources 
from different sectors, as well as influencing public policy. 

6 

                                                 
6 Dahlgren and Whitehead, Social determinants of health, 1991 
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The Marmot Review7, which found that 70% of health outcomes are attributable to 
socio-economic factors, and the subsequent work of the Institute for Health Equity has 
provided a comprehensive, robust and widely accepted framework for understanding 
the causes and consequences of health inequality. In short, it identifies a broad range of 
social determinants of health and its findings lead to the conclusion that clinical 
interventions play a lesser role than previously assumed in driving positive health 
outcomes, particularly for people living in deprived communities.  
 
The broad findings of the Marmot Review have been echoed in a number of subsequent 
reports by eminent research bodies including most recently the Scottish Public Health 
Observatory, King’s Fund and the Health Foundation. The Marmot Review also led to a 
number of research-based practical responses in different parts of the UK which tested 
a range of approaches that attempt to address one or more of the social determinants of 
health alongside clinical interventions. The Edinburgh Link Worker Model should build 
on the learning from this research by bringing together primary care, health and social 
care and the third sector to tackle the wider determinants of health. 
 

 

 

 

                                                 
7 Fair Society, Healthy Lives (2010) The Marmot Review;  

Health inequalities and Link Workers 
 
Evidence from other Link Worker type initiatives has found that income / 
money and employment are often the main issues that concern people 
referred to them (Evaluation of Dundee Equally Well, Sources of Support: 
2012) . People living with long-term health conditions are more likely to be 
living in poverty, and people living in poverty are more likely to have long 
term health conditions. Within Edinburgh, recent analysis has shown that 
16% of the population were living on incomes below the poverty threshold, 
with poverty rates for families with children notably higher at 21%.  
Individuals experiencing in-work poverty account for some 7% of all 
Edinburgh residents.   
 
Job insecurity, risk of job loss and unemployment also adversely impact 
those with long term health conditions and disabilities. In the UK around 5.5 
million working age individuals have a work-limiting health condition or 
disability; only 44% of those are employed compared to 87% who are not 
work limited. Unemployment and reliance on welfare benefits has a 
detrimental impact on an individual’s socio-economic status and there are 
clear links between unemployment, poor health and social deprivation. 
Those with health conditions often prematurely fall out of employment 
resulting in economic hardship, increasing the likelihood of health 
inequalities.  
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Terminology 

It’s worth starting with a discussion about why we are using this particular lexicon. 
Social prescribing is a term which has been widely used to describe a variety of types 
of work and as such, we have avoided it in this piece of research. Instead as have tried 
to specific in our terms, using transition or intermediary project to describe the work 
needed to support the most vulnerable people in society from primary care to the non-
clinical services or sources of support they need in the community. In order to make that 
transition from their GP or practice nurse to the community, an intermediary is needed 
and in this situation, a link worker role has been identified as the most appropriate for 
this. 

Social prescribing has been avoided as a term because it can include a range of 
approaches, including link working and signposting. It can also carry with it 
connotations of over-medicalisation which might not be desirable. However, social 
prescribing has been unavoidable when it has been used by others to describe an 
activity. Where this has been the case, wherever possible, the actual meaning has been 
highlighted. 

 

There is little doubt that the model of work investigated by NHS Lothian here – to target 
vulnerable patients - broadly fits with the desired outcomes of reducing health 
inequalities. There is consensus in the literature about the core elements that are 
essential in an intermediary style approach. For example: Darbishire & Glenister, 1998, 
Fox, 2000, Grant et al, 2000, Huxley, 1997, Matarasso 1997, Mutrie 2000 all highlight 
the following elements as important: 

“patient-centred; not just about what the NHS can do; it is a conduit for involving 
patients in their community and opening the channels between service sectors. It has 
been quite widely used with a range of positive outcomes including enhanced self-
esteem; reduced low mood; opportunities for social contact; increased self-efficacy; 
transferable skills; greater confidence.”8 

                                                 
8 Investigation into the feasibility of a social prescribing service in primary care: a pilot project: Brandling & House 

2007, P4 
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What good practice tells us about transition / intermediary work from 
elsewhere 
 
“We know our work can make a significant contribution to reducing inequalities – 
especially when linked with rights and resources – where we respond to need and the 
context of people’s lives – for example issues of debt, welfare rights, housing, poverty, 
violence. Social prescribing is one example – there are many others. There’s also a 
crucial role in people feeling treated fairly, with respect, feeling involved, listened to, in 
control. Time and again in the testimonies of people living in poverty, people with mental 
health problems and other excluded groups, we hear the importance of connecting to 
people in ways that recognise and respect the reality of their lives, what people are up 
against.”9 

 

There are a number of projects of varying sizes and with a range of criteria from across 
the UK from which examples of good practice can be taken. We can also learn from 
their experiences of all kinds where their work has been evaluated. 

In particular, the following projects / reports I have found to be of use due to their being 
complete reports which have been well evaluated or which were easily sourced: 

 The Glasgow Links Project 

 Dundee Equally Well Project 

 The Rotherham Social Prescribing Service for People with Long-Term Health 
Conditions 

 Inside Out and Upside Down – Community based approaches to social care 
prevention in a time of austerity (W. Midlands) 

 The Case for Community Referral by Lynne Friedli 

 Improving Links in Primary Care 2014 

 The third sector and the review of primary care out-of-hours services (Scotland 
2015) 

 Report of the Annual Social Prescribing Network Conference 

 Investigation into the feasibility of a social prescribing service in primary care: a 
pilot project (Bristol) 

 Social prescribing and older people – Guide to Developing Project Plans 

 Macmillan’s Improving the Cancer Journey 

 Animate Draft Report: Addressing the difficulties faced by the NHS in supporting 
patients with long term conditions who repeatedly present with issues that are 
more than just medical (Edinburgh) 

 
 

Findings from desk research 

The set-up of a project is all-important. The Glasgow Links Project has a whole Record 
of Learning dedicated to this aspect, which is worth reading due to its comprehensive 
nature. In particular, it picks up on the point that each practice is different as it has its 
own unique workforce with its particular set of needs, as well as patient profile. As came 
out very strongly when speaking to Edinburgh GPs, setting up a dialogue is seen to be 
of the utmost importance: 

                                                 
9 Lynne Friedli: A Sense of Belonging (speech) 4/5/16 
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“In achieving successful communication with general practice an important part of the 
approach adopted by the programme has been to ask practices themselves what works 
best for them in terms of most effectively fitting with their own needs.”10 

Different models were explored in different areas. In “Inside out, upside down” in the 
West Midlands, a range of working approaches were tried, including a social enterprise 
providing people with  

“an initial point of contact…basic screening and signposting and, if further support is 
required, the person is passed to a team of social work assistants who engage in a 
solution –based conversation, which explores the person’s personal assets and other 
community-based support and resources. Supplementing these conversations are 
locally based ‘Let’s Talk Local’ sessions in which people can book to discuss their 
situation and potential options with a range of statutory and third sector agencies. This 
includes support with benefits, health and housing issues.”11(Shropshire project) 

“Social prescribing via GP and communities, signposting to health and lifestyle services, 
information awareness raising, vaccination campaigns, volunteering and good 
neighbour schemes”12 (Six Sandwell services) 

Although the outcomes achieved from these models are still being evaluated, it was 
interesting that these local authorities chose to respond to the challenges of delivering 
preventative services with limited resources in such distinctive ways. 

What became clear from other studies was that link workers were seen to be key to 
engaging with the most vulnerable patients: 

A feasibility study for Greenwich Primary Care Trust concluded that facilitated access to 
information (e.g. via computer terminals/directories) was only suitable for the least 
vulnerable target groups and could therefore potentially increase inequalities (Sanders 
et al, 2002).  More vulnerable or disadvantaged patients may be unlikely or unable to 
access community-based opportunities without additional support.  In areas of high 
deprivation or when working with disadvantaged populations, community referral 
models that build in additional support e.g. link workers (sometimes in combination with 
additional consultation time) may contribute more effectively to reducing inequalities.13 

 “The link worker role is essential if the scheme is to support disadvantaged patients.”14 

The link worker role was consistently found to be critical because otherwise there were 
too many barriers which prevented people from accessing the support they needed. For 
example, patients couldn’t read information they were given; didn’t have the confidence 
to make appointments; didn’t know where to go to meet people; didn’t have the money 
to catch the bus; weren’t able to travel due to physical disabilities or mental health 
problems, and so on. The link worker was needed to help make appointments with 
patients and assist them to attend, something which may take time and patience:  

“High levels of persistence, support and flexibility are needed to engage patients with 
complex needs and enable them to overcome barriers to accessing support: this 
requires highly skilled link workers.”15 

Having a link worker based in the practice was regularly discussed in the literature. 
Several projects have this as their model, including the Glasgow Links Worker and the 

                                                 
10 Links Worker Programme Record of Learning: Working with General Practice, p5 
11 Inside out and upside down: Community based approaches to social care prevention in a time of austerity: Mill & 

Whitehead 2015, p2 
12 Inside out and upside down: Community based approaches to social care prevention in a time of austerity: Mill & 

Whitehead 2015, p2 
13 The Case for Community Referral: Friedli, 2013, p10 
14 Evaluation of Dundee Equally Well Sources of Support; Social Prescribing in Maryfield: Friedli, p7 
15 Evaluation of Dundee Equally Well Sources of Support; Social Prescribing in Maryfield: Friedli, p7 
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Dundee Equally Well project. In both these models the link worker is part of the practice 
team, sharing premises and working alongside staff on a daily basis. (Other local 
projects such as the Wester Hailes Health Agency who are co-located with a medical 
practice, have also found it beneficial to be able to have a GP bring a patient over to 
their reception to introduce them and book them in for a group. This close proximity was 
seen to reduce barriers and having the GP endorse the service helped the patient make 
the transition over to the new service). 

“The benefit of a GP being able to make a direct and in-person introduction to such 
services was mentioned frequently”16 

However, other projects had link workers who were based out in the community and this 
also evaluated positively. Workers acknowledged that it could be better to remove the 
medical connotations from the new relationship by holding meetings in a neutral venue 
like a café or library. Some GPs also pointed out that they already struggled for space in 
their surgeries. 

‘I don’t mind if it’s in a library, it doesn’t have to be in GP surgery – it’s about the 
convenience for patients’17 

It was seen as vital that link workers have an in-depth knowledge of the local 
community. It was widely acknowledged that GPs did not have the time to find out about 
what was going on out there and to keep up with the often rapid changes in projects and 
personnel. Thus the link worker’s role of having that information and being able to 
update their knowledge constantly is central to the success of any project: 

“The level of detailed knowledge that the link workers have about what’s available in 
Dundee and their skill in matching referred patients to appropriate options was seen as 
a key strength of the scheme.”18 

“When GPs were asked what kind of information on mental health would be useful, 
87.3% suggested guides of local resources, including opportunities such as walking 
groups, stress management groups, voluntary sector support services.19 

Having existing resources or tools available was for use was seen as extremely useful 
and saved a great deal of time: 

“IT support tools such as ALISS were seen as having a vital role to play in improving 
links in primary care. Online access to local information was seen as being essential”20 

The link worker’s knowledge of the community in some projects also extended to being 
able to identify gaps in provision, and then work with local providers to draw down 
resources to fill those gaps which: 

“Facilitates the development of new community - based services to fill gaps in provision, 
and funds additional capacity within existing Voluntary and Community Sector to meet 
the increase in demand created by Social Prescribing”.21 

So who benefits from these projects? Most evaluations pointed towards benefits for 
both patients and the practices which hosted the link workers. For example: 

“We see reduced GP contacts for isolated / depressed / housebound”22 

                                                 
16 Animate Draft report January 2015 p7 
17 Animate Draft report January 2015 p10 
18 Evaluation of Dundee Equally Well Sources of Support; Social Prescribing in Maryfield, Lynne Friedli p26 
19 The Third Sector and the Review of Primary Care Out of Hours Services, Hoy, p20 
20 Improving Links in Primary Care Project Report: Mercer, Hoy & Donaghy, p30 
21 The Rotherham Social Prescribing Service for People with Long-Term Health Conditions, p8 
22 Community Compass Stakeholder Feedback 2015 
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“Service users who completed their grant-funded referral activity and continued to 
engage in the Voluntary and Community Sector once this activity had concluded 
exhibited the greatest amount of change”23 

“Overall, 82 per cent of Service users experienced positive change on at least one 
outcome measure”24 

The House of Care model of working which is being developed in NHS Lothian (along 
with other areas of Scotland) sees the linking of Primary Care with the Third Sector as 
crucial if vulnerable patients are to be supported to grow in confidence and self-manage 
their conditions. The Third Sector are viewed as valuable partners and the following 
diagram demonstrates the relationship between them and Primary Care and the level of 
support they view as being needed for patients of increasing levels of vulnerability. 
 

 

 

 

 

 

 

 

 

 

 

 

 

Macmillan’s Improving the Cancer Journey 

Mention needs to be made of Macmillan’s Improving the Cancer Journey, a link worker 
project launched in Glasgow in 2014. This award-winning project works in partnership 
with NHS Greater Glasgow and Clyde, Glasgow City Council, social care providers 
Cordia and Glasgow Life to support people with cancer, and their families as soon after 
their diagnosis as possible.  

 
Background 

 Project started in 2014 as part of a partnership between Glasgow City Council and 
Macmillan. It’s a five year project costing £3.2 million in total. 

 The need for the project was established through some Health Improvement 
Research which pointed to the significant financial and emotional impact that a 
cancer diagnosis created for the patient and their family and the fact that most 
patients did not have support systems in place. 

 To get the buy-in of health professionals, and to avoid making assumptions about 
what people would want, the model was co-produced by an operational group for 1 
year and informed by a patient and carers reference group. 

 Sustainability was considered from the outset: it was ensured there was clear 
agreement on what success would look like and people signed up that they would 

                                                 
23 The Rotherham Social Prescribing Service for People with Long-Term Health Conditions, p22 
24 The Rotherham Social Prescribing Service for People with Long-Term Health Conditions, p26 
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continue to support the project beyond its funding term if it met those success 
criteria. 

 A five year evaluation is being undertaken by Edinburgh Napier University. The slide 
deck sets out more of how the evaluation is being conducted. 

 
Mechanics 

 Staffing: the project has established a multi-disciplinary team of links workers. This 
approach means team members bring different expertise and contacts helping to 
improve the knowledge and partnerships of the team as a whole. There is 
considerable effort put in to links workers working as a team to share experiences, 
provide peer support and help to develop the service. Interestingly they have a 
100% staff retention rate as a result. 

 Process: the service is offered to everyone in Glasgow who has a cancer diagnosis. 
This was previously done on a data sharing arrangement with links workers notified 
of a diagnosis and then a letter sent but there is now an agreement in place that the 
team who send out the cancer diagnosis letter will notify patients of the service at 
the same time to remove time lag and demonstrate an integrated service. If patients 
take up the services they are assigned a personal links worker. There are two 
standard physical meetings – at diagnosis and after treatment – but people can 
access their links worker throughout for other enquiries. At the meetings the client 
undergoes a holistic needs assessment where they are asked to rate and discuss 
the issues of concern to them. From this a care plan is developed of how the issues 
identified will be addressed. This can range from the client attending an exercise 
class through to a new tenancy in more suitable housing being arranged. [The 
attachments give more info on this]. The patient gets a copy of the care plan and it is 
also uploaded onto the clinical portal so clinicians can see what has been 
discussed/is being done. The links worker then oversees the delivery of the care 
plan, working closely with partners as required to deliver actions, checking client’s 
attended appointments and the outcome of these, keeping the client up to date and 
the reviewing the impact of actions taken. 

 Training: the links workers have been provided with extensive training (it was 6 
weeks before they started seeing patients) which the team have managed to get 
accredited to SVQ level 3 standard. This training covers everything from 
understanding the health issues and systems, engagement with clients and 
understanding about partners and the Glasgow operating environment. 

 IT: the links workers are enabled on the Council’s social care system. A support 
directory of contacts for all partner agencies continues to be used and developed. 

 Reach: the service is universally offered by data shows that 77% of clients taking it 
up are from SIMD 1 and 2 (59% SIMD1). The team’s theory for why this is that the 
service is actually offered and clients don’t need to go and look for it. Those not 
taking up the service indicate it is because they feel they have sufficient support 
structures in place. 
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What Primary Care staff tell us and what they say they’d like 

 
For the purposes of this study I interviewed staff from 6 practices and had 14 
questionnaires returned from 13 practices in the North West locality. In addition I used 
material from the recent Animate report (January 2015) which gathered views from a 
further 13 NHS Lothian GPs. I also interviewed two lead Pharmacists and a lead 
Practice Nurse. In each case I asked the same set of questions which then sparked off 
a discussion. I also had the opportunity to meet Marna Green and Robin Balfour, (NW 
locality lead and NW lead GP, to whom I owe a huge debt of thanks for making the 
whole questionnaire process possible) and other NW GPs, and had a useful discussion 
after the questionnaires had been returned. 

The GPs I spoke to confirmed what NHS Lothian and others suspected – that they look 
into the community and see a confusing picture. A myriad of Third sector organisations 
are out there, providing a range of groups, activities and services which have the 
potential to be of help to their most vulnerable patients. However some primary care 
staff find it difficult to build trusted relationships and links through which they can make 
referrals because of the sometimes transitory effect which short term funding has on the 
Third Sector and their staff. This view was echoed by both the Pharmacists and Practice 
Nurse. 

‘By the time you become aware of a third sector service they’re gone.’25 

Practice issues 

Practice staff generally feel that they would like to spend longer with their patients. Ten 
minutes isn’t long enough. Many GPs both in this research and in other studies have 
said how this model is no longer suitable for today’s patients who are 

“increasingly presenting with a shopping list of issues” … and where “no account was 
seen as being made for time spent contacting social work or other services, which has 
the potential to significantly improve interagency working and patient outcomes”26  

The GPs I interviewed acknowledged the pressures caused by people who are frequent 
attenders at surgeries with non-medical need – i.e. caused by the social determinants of 
health. This is backed up by other studies, for example  

“GPs emphasise the constraints on space, time, and personnel and the need for clear 
boundaries as to what primary care has to offer. Many social and personal problems 
cannot be dealt with effectively by the GP and require community resources.”27 

Overview of the Community 

GPs were universally enthusiastic about having someone to help them to see the bigger 
picture of what’s out there in the community. They felt that this person’s job could 
include being their eyes and ears:  

 To get out there and know and understand what is happening 

 To know the people on the ground 

 To quality assure local groups and services 
(This last point was important as GPs were naturally concerned that whatever their 
patient was referred on to was good quality, and they felt that the link worker could play 
a role in ensuring this was the case). 

  

                                                 
25 Animate Draft report January 2015 p5 
26 Animate Draft report January 2015 p5 
27 Social Prescribing in very deprived areas – GPs at the Deep End 
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Skills of the link worker 

GPs felt that a link worker could benefit patients by helping them access services. But in 
order to do this they would need the right skills. There were varying views as to what 
these should be, but all agreed on the need for excellent listening, communication and 
people skills. This was backed up in other studies including 

“Making special connections requires patience, an ability to listen and judge how and 
when to introduce new ideas.”28 

In addition to these, a number of other skills were flagged up, including: 

 Networking / information sharing in multi-disciplinary team 

 Organisational and prioritisation skills – able to manage a case load 

 Able to work independently 

 Broad based knowledge of many conditions and what is available in the 
community to help 

 Experience of mental health 

 Motivational interviewing and other appropriate psychological interventions, e.g. 
mindfulness  

 Initiative and problem solving / overcoming obstacles 
 

Location of a worker 

Around 70% of the Edinburgh GPs I had contact with would like a link worker based in 
their practice as they feel it would improve the chances of their most vulnerable patients 
engaging with the service and therefore getting the help they need. Some said they 
would be keen to have an appointment system set up as that would be familiar for 
patients and they felt they wouldn’t be as apprehensive as they would be going through 
a known system. 

However most could also see the value in having a worker out in the community as this 
would help to normalise going outside the confines of the surgery and would help 
patients make the move into community services and 20% said they would prefer this. 
One GP was keen to point out that it would “avoid legitimising social issues as health 
issues”. 

Other suggestions were made as to how to best engage with more chaotic patients, 
such as having a regular slot for a link worker in the surgery, perhaps in the waiting 
room where a patient could be directed to and told to wait to meet the worker. One 
practice where I met the entire team, were also keen to involve reception staff and have 
them more knowledgeable and confident about what was available for patients and 
therefore able to participate. 

 

Employment 

When it came to discussions about who should employ a link worker, GPs came up with 
a wide variety of ideas, but with one common theme – that it shouldn’t be them. 
Moreover, it was strongly felt that one practice should not be employing on behalf of a 
cluster, as there could be issues over “ownership” of a worker. 

The next thought was that it should be a stable organisation which is vetted and reliable. 
After that, the discussions covered options of the integrated Joint Board or Health 
Board, Primary Care, NHS Lothian, Social Work and the Third Sector. This last 
provoked concerns around confidentiality protocols, although this could be an issue with 
any partnership arrangement. These issues with the Third Sector were outweighed, 

                                                 
28 Social Prescribing and Older People – Guide to Developing Project Plans: Hoy 2014, P6 
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however, in the experiences of other projects by other advantages such as their 
community knowledge and creativity, as long as they were properly funded: 

‘(You) can’t replace health services with voluntary services without adequately funding 
them long term. (They are) much more flexible, having no specific criteria or diagnosis 
required.’29 

Systems 

All GPs agreed that the systems set up to run a link worker project needed to be 
straightforward and time-efficient in terms of referral and feedback processes, although 
views as to the exact systems to implement how they should look varied from practice 
to practice. About half of practitioners suggested email, two, a phone call, whilst two 
others would want to encourage self-referral – as long as the patient then followed up 
on the recommendation. Five liked the idea of referral via practice staff meetings, but 
others made the point that as many GPs were part-time, this wouldn’t work for them. 

The need for a straight-forward, workable system for everyone to use was backed up by 
the Pharmacists and the Practice Nurse, who also felt that due to time pressures, GPs 
would only do what was easiest for them, so a project would have to be set up so that 
there was only one thing to remember to do in order to make a referral. 

One GP made the point that whilst they could pass on a patient’s details to a link 
worker, it was important for them not to impose their view of the patient’s “problems” on 
the worker. This idea of a “fresh pair of ears” to hear what the patient had to say was a 
valuable one and one which is at the core of good practice in person centred planning. It 
fits with a number of models such as PATH (Planning Alternative Tomorrows with Hope) 
and Personal futures planning. Both of these have a focus very much on what the 
individual says life is like now and what they want to work towards, then making action 
plans to work towards how they’re going to get there, with the support of the worker. 
The difference in this kind of approach is marked and very much appreciated: 

“Thank you so much for all of your help so far. Out of everyone, only you and the nurse 
really listen. We really appreciate that you have respected us and not talked to us as if 
we are stupid. You have taken time and explained things really well.”30 

Feedback from thirteen practices found that ten were cautiously positive about a link 
worker having access to the practice notes recording system as long as patient consent 
had been granted and all confidentiality / Caldicott conditions had been met. Some felt it 
would be beneficial for a worker to be able to provide feedback via a short pro-forma 
straight into the notes, although others said they’d prefer verbal feedback. There was 
one interesting discussion about whether or not the record should be limited to just 
medical information or whether other information should be included.  It remains that 
notes system access has the potential to be a thorny issue for some practices, 
particularly if the worker were not employed by NHS Lothian. The option of a half-way 
house option, such as workers being employed by the Third Sector but also having 
honorary NHS contracts to circumvent data sharing concerns, was only identified later 
on during the research and so was not discussed with GPs at interview, as these had 
taken place earlier. 

Importance of long term commitment 

Most of the GPs I spoke to recognised that funding is an issue for the Third Sector and 
said that this is an issue which needs addressing if they are really going to work in 
partnership. This view was backed up in the Animate report where GPs had some 
understanding of the problems caused by the short-term nature of Third sector funding, 
including the rapid changes in projects and their staff. 

                                                 
29 Animate Draft report January 2015 p5 
30 Carr Gomm Self Directed Support Project report 2015 
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 “One stakeholder participant was extremely disheartened by the short term nature of 
projects providing new services such as social prescribing. ‘I have fairly negative views 
about setting things like this up, because they disappear. In my experience there 
doesn’t seem to be the will to keep that going… I don’t mean the will I mean the 
funding… the money disappears and it takes such a long time to get something like that 
going properly, that we all get used to and we get used to referring to and then it 
disappears.’”31 

Partnership 

GP engagement is critical to the success of this kind of work. This came up in 
conversation several times with different groups of people. The need for a champion in 
each practice was identified to ensure that there would always be someone 
encouraging others to make referrals and make best use of the link worker. Some GPs 
admitted that 

‘It is difficult to get doctors to get into their mind that it is part of their prescribing 
model.’32  

Following on from this, some practitioners acknowledged that as it wasn’t necessarily 
their first thought to refer to this kind of project, they may need to make some changes 
so that they could make use of it. This need to change their style of work was backed up 
in other evaluations: 

“Some examples of changes in GP consultation style to create greater scope for 
addressing social determinants”33 

Finally, it is important to note that I met with GPs from the North West locality. 13 out of 
17 practices filled in my questionnaire and I had longer discussions with some of them, 
as well as Marna Green, the Locality Lead. 

What came out very clearly from this group was the desire for a locally driven and 
designed model which would meet the needs of their practices. This locality has already 
given considerable thought to possible models intermediary work with two practices 
having implemented their own enhanced signposting systems (described later). Some 
practices were very keen to embrace a link worker model and to be involved in its 
development, including having a steering group to look at setting it up. 

As one GP commented: 

“Just bring it on quickly.”34 
 
 
Sanpshot from Practice Managers 
A brief survey was undertaken with all practice managers in Edinburgh to find out what 
arrangements their practices had with Link Worker type initiatives.  The table on the 
next page provides detail on the range of activities and partnerships in place however it 
is not a comprehensive list as not all practice managers were able to provide feedback 
within the given timescale. 
  

                                                 
31 Investigation into the feasibility of a social prescribing service in primary care: a pilot project: Brandling & 

House, p13 
32 Animate Draft report January 2015, p8 
33 Evaluation of Dundee Equally Well Sources of Support; Social Prescribing in Maryfield: Friedli, p6 
34 GP questionnaire 
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Practices 
with more 
than 20% 
deprivation 

Link Worker Hours 
available 

Requirements 

Southfield Nil  Unknown but envisage 5-6 referrals per week. 

Niddrie CHIT & Community 
Compass Link Wkr 

 tbc 

Craigmillar Snr Prac. Health & 
Wellbeing (Thistle) / 
Compass Link Wkr 

one day per 
week 

Adequate  

Muirhouse Nil N/K N/K 

Sighthill Red Nil N/K N/K 

Sighthill 
Green 

CHIT/CAM/Health in 
Mind 

12+?+?  

Sighthill 
Yellow 

CAM 12 Dr Rhein uses Calum Barry (CAM) as you know, 
unsure how many hours we have access to.  We were 
allocated a link worker (Sharon Oxley) but I do not 
think we have had any contact with her. 

Wester 
Hailes 

CAM 24+  Could use more CAM hours. 

 Suggested using volunteers 

 Work closely with Health All Round, WH 
Health Agency and Thistle – but no other link 
workers 

Ferniehill None    

Whinpark CAM 12 Practice works with the following: 

 CAM (Calum Barry) 

 Health All Round in particular Alan Gray with 
Active Steps,  

 Anna Rogus (Central, Eastern European & 
Roma Link Worker)  

 Counselling Team 

 Jackie Hall at the Broomhouse Health Strategy 
Group  

 Team from CHAI who come in once a week to 
offer counselling for debt/financial advice.  

We could certainly do with more to ensure easy access 
and no lengthy waiting times to be seen but not sure 
we can quantify that. 

Liberton None   

Restalrig None   

Davidsons 
Mains 

Nil N/K N/K 

15-20% 
deprivation 

   

St Triduanas Wellbeing Project 
 
Community 
Navigation via 
Edinburgh Council’s 
Neighbourhood 
Support  

Approx 7 
hrs/week 
 
 
Half day per 
week 

Overall I think this amount of time is about right for a 
practice of our size. Not everyone who would benefit 
from social prescribing needs to see a navigator/health 
coach much of this advice/signposting can be achieved 
by GP’s or other practice team members. This means 
the valuable navigator resource can be reserved for 
the patients with more complex needs.  

Inchpark   Community 
Development Worker 
(Emma) 

3 hours drop 
in clinic and 
GP referrals 

N/K 

Baronscourt CHIT   

Leith Links None   

Victoria Nil N/K N/K 

Summerside  None   

Other     

Oxgangs Not at present N/K N/K 

St Leonards  Nil N/K Would like this resource! 

Slateford 
 

CAM 1.5 
days/week 

adequate 
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What patients tell us 
 
The patients I spoke to in five separate meetings, had a wide range of stories to tell. 
Their experiences ranged from the positive to poor, but most, at some point had found 
that someone had taken the time to point them in the right direction and this had made 
all the difference. 

One meeting I had focussed on signposting, which the participants had strong feelings 
about, the prevailing view being that it had a place, but that there are problems with it. 
For example, those participants who had tried an advice phone line, they felt they hadn’t 
had a very positive experience in that all their questions could not be answered. There 
was also a feeling that leaflets don’t work. There may be lots of them in surgeries, but 
they questioned how many of them get read (something which was backed up by some 
GPs and Practice staff). They also raised concerns about people who may not have 
English as a first language or who may have literacy problems. Some people had 
managed to get to services on their own, but they felt that they had been fortunate that 
they were confident enough to do this without support as they had not found it 
straightforward to get the right information and the right places for them. They’d 
managed to make the all-important phone call or get through the door and ask for help, 
but they were concerned that not everyone could do that. 

Why the connections aren’t being made at the moment 
The people I interviewed identified the barriers which made it difficult for them to get to 
the services they needed and which they felt, stopped other people getting help. 

 Some people don’t have the confidence to go and join a group. 

 They feel they can’t open a conversation with strangers, even if they might be 
friendly.  

 Some can’t even get out of their own house without support due to their poor mental 
health or, for example, agoraphobia. 

 Others just don’t know what’s out there or where to go. 

This is backed up by other studies: 

“A social prescribing facilitator was seen as a link between themselves and the 
unknown, someone who could make that leap a little less daunting.”35 

All this points to the need to have someone who can help act as a link and a support to 
the most vulnerable people to enable them to access the services they need. 

Case examples – the right information 

One ex-patient, who is now a volunteer at the Thistle Foundation was very clear that 
she constantly heard from the people the group she facilitates that they had only found 
out about Thistle by chance. She backed this up from her own experience of struggling 
with several conditions for a number of years, attending clinics but making no progress 
until one day a new member of staff happened to mention The Thistle Foundation and 
its Self-Management groups. She had the confidence to attend and found the group 
changed her ability to cope with her illness. “But I don’t know what would have 
happened if this different member of staff hadn’t have been on duty that day and hadn’t 
mentioned it to me” she said. “It was just chance.” 

A Volunteer for Pilmeny Development Project had a more positive experience which 
showed that the right information is out there if you know where to go to look for it, and 
the confidence to follow up information on your own. She went to the Edinburgh 
Volunteer Centre who told her about local groups she could get involved in. From there, 
she met Mary at the PDP who encouraged her to get come along to some of their 

                                                 
35 Investigation into the feasibility of a social prescribing service in primary care: a pilot project: Brandling & 

House, 2014. P13 
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activities and see what they were like and what she felt comfortable with. She found 
them welcoming and quickly felt that she had a place there. She felt strongly, however, 
that there needed to be more such places for people to go both to find out about 
volunteering, and for patients to go to get support, especially in the evenings. 

Case example - confidence 

Others told a different story about their confidence. Since Jessie’s husband died 18 
months ago, Jessie has gone down to the lounge in her supported housing every month 
for a social evening as she felt isolated. She knew everyone beforehand but as she’s on 
her own, she feels lonely and awkward joining other people’s social groups. She doesn’t 
like to intrude on their conversations, even though they are friendly towards her. She 
goes because she knows it’s good for her and also feels that people should support the 
activities which are put on for them. But she knows how hard it is for people to ask for 
help. “I struggle and I’m chatty and can still talk and have a laugh. So how are people 
going to do it who are depressed or who can’t speak?” she asks. 

Case examples - benefits of new activities 

Patients all appreciated the help they’d had in getting to the groups they attended. 
Some had been referred by a GP or nurse, or social worker. Some were told about it by 
a Third Sector care worker. All were then given information and encouraged to come 
along. Some, after this, were able to come. Others needed more help and had visits 
from a member of staff. Some then needed buddying along. All recognised the 
difference the groups were making to their lives. Some said they wouldn’t be here now if 
it wasn’t for the groups. 

“I was spending too much time on my own. The neighbours were causing me problems 
and I needed to get out, but I didn’t know what to do. I had a visit from Dan (from 
Pilmeny Development Project) and he told me about these groups and how it would get 
me away from all this – and it has.” Andy 

“My husband died suddenly and I was very low. The nurse told me about the worker 
from (the service) and put her in contact with me. She got me coming out to this group, 
and then to a walking group, as I have a heart problem. I wouldn’t be here now if it 
wasn’t for this. I was feeling so bad. I couldn’t have kept going.” Suzie 

Jane had a very different experience of LOOPs: “I had a stroke and although I can think 
fine, my speech isn’t good, which I find really frustrating. I had a visit from the LOOPs 
worker (Mary from Pilmeny Development Project) and was able to talk to her about what 
I wanted to do which was really helpful as I want to learn more about IT” 

“My GP referred me to the link worker. I had all kinds of stuff going on. I’m so glad he 
did. I’d tell anyone to do it, I really would. It’s made such a difference. I’ve got involved 
in all kinds of things. It’s got me out and it’s kept me off the drink.” Jamie 

Case example - Confidence 

Jodie’s story was a bit different. “I was homeless and pregnant. My Rowan Alba worker 
told me about Bumpstart and started taking me along to the groups. She took me for a 
couple of months until I was ok to go on my own. I didn’t have any confidence and 
wasn’t sure about meeting people. My boyfriend had been really bad to me which is why 
I’d moved out. But now I’ve made new friends and I don’t feel alone. When you’re here 
with other people it puts things in perspective and I’ve learnt to do other things like 
cookery and baby massage”. 

Summary of case examples feedback from interviews 

What is common to all these people is that they didn’t have the information about the 
groups and activities they are now involved in before they were given it by a trusted 
person – usually a GP or nurse. But crucially, they then needed encouragement and 
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support from a Third sector worker to attend. Without this they wouldn’t have made it on 
their own. Whether it was a home visit to build a relationship in advance with the worker 
who would be running the group or meetings to get to know the link worker and do 
some person-centred planning and work out what they needed to do to improve their 
situation, these approaches supported and encouraged the vulnerable individual to 
attend the much-needed activity. 

Not all of it was link working, some was a referral to a community development 
organisation, but all showed person-centred practice in engaging with vulnerable 
people. 
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What’s already out there in the Third sector 

 

 

 

 

 

 

Over the last three months I visited a variety of Third Sector projects across Edinburgh 
and was struck by the range and diversity of what I experienced. The sector has grown 
to reflect local needs, taking funding to meet identified gaps in their community, working 
with local people so that they can be as sustainable as possible. This means that there 
is no ‘easy read guide’ for each locality: each area doesn’t have its own version of the 
same project. Each one is unique, just as each community and individual is unique. This 
is part of the strength of the sector, but also part of the problem for practice staff as it 
adds to the difficulty of being understood by those outside looking in. 

There is already a great deal of good practice being demonstrated in the Third Sector in 
Edinburgh, with projects are working closely with primary care to support their most 
vulnerable patients and ensure they can access the services they need.  

This is being done in a number of ways in order to ensure that patients can access 
support in the way which is most appropriate to their needs and that utilises community 
resources, not duplicating activity. 

 
Examples of referral to a link worker 
 

Project Agency Length of engagement Area covered 

Active Steps Health All 
Round 

a few sessions to link 
patient into the right 
activity 

Wester Hailes/ Gorgie/ 
Slateford 

Community 
Activity 
Mentors 

Headroom approx. 6 sessions Wester Hailes /Slateford 
/Sighthill / 
Broomhouse 

Community 
Compass 

Carr Gomm approx. 8 sessions on 
average over 5 months 
with group work on 
ongoing basis but no 
absolute limit 

Craigmillar / Niddrie 
/Bingham / Magdalene 
 

Community 
Connecting 

 2 to 4 sessions with staff 
member, depending on 
area. Then volunteer 
support for up to 4 
months (mainly social 
care referrals not 
primary care) 

City-wide, but the exact 
model depends on the 
locality and the provider 

Health Case 
Manager 

Community 
Renewal 

longer term work Craigmillar / Niddrie 
/Bingham / Magdalene 

Post- 
Diagnostic 
Support Link 
Workers 

Alzheimer 
Scotland 

Work with people who 
are in their first year, 
post-diagnosis to help 
them plan for the future.  

City-wide service – 6 FTE 
link workers 

In Edinburgh there is a well-established and wide range of third sector organisations 
whose main focus is tackling health inequalities and promoting health and well-
being, in particular community health initiatives.  Many of these have developed 
both informal and formal partnership working arrangements with GP practices and 
primary care services. This report is not able to summarise or record the full range 
of activities that have been developed by the third sector, but for illustrative 
purposes provides a number of examples. 
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Local Area 
Co-ordinators 

 focus on people with 
learning disabilities 
(mainly social care 
referrals not primary 
care) 

City-wide service 

 
Examples of other forms of social prescribing: 
 
Bibliotherapy – adults scheme through the City of Edinburgh Libraries 
Physical activity health referral programmes e.g. Health Active Minds and Steady Steps 
through Edinburgh Leisure 
 
Community health initiatives – across Edinburgh there are both thematic and 
geographically based community health initiatives who work closely with primary care, 
taking referrals and working to integrate patients into their services. 
 
Link working and supported self-management – the Thistle Foundation working in 
partnership with NHS Lothian House of Care Collaboration has developed ‘well-being’ 
teams which use link working as a part of a process of health coaching and supported 
self-management work. This can be either, person-centred 1 to 1 work, usually over 3 – 
6 sessions, or group work such as Lifestyle management courses or a mixture of both.  
The work has been developed with GP practices, mainly in NE Edinburgh with a high 
number of patients living with one or more long-term health condition. 
 
Examples of referral from primary care to community service who then refer on: 

 Pilmeny Development Project – At Home Inreach (part of LOOPs) 
The individual is referred and receives up to 6 home visits from the worker, who gets 
to know them and finds out what can alleviate their situation, which usually involves 
social isolation. 

 Ripple Project – Listening Places 
Two thirds of this project's referrals are from local GPs who trust their trained 
listeners to offer excellent, non-judgemental, therapeutic listening. People are also 
able to join other groups at the Ripple project as part of a holistic package of support 
available. 

 Wester Hailes Health Agency 
GPs refer directly to Wester Haven (cancer support group) and the Agency’s Herbal 
clinic, sometimes bringing patients over to the Agency’s reception themselves to 
help them access the services for the first time. 

 Upward Mobility 
A wide range of therapeutic services which support young people with disabilities. 

 Arts in Healthcare 
Work with Baronscourt surgery running arts project for people referred by GPs. This 
project was instigated by the practice and worked well, once one of the AiH team 
acted as a link worker to bridge the gap between the practice and the project. 

 Bumpstart 
Midwives refer to the Bumpstart group, which allows young people who are both 
expecting and who are new parents to meet together and offer peer support. In 
addition they receive support from regular staff including a midwife and CLD worker 
and additional input from visiting workers on topics such as infant feeding or arts and 
crafts. Housing and benefits support is available and workers often accompany 
parents to other groups or appointments. 

 Health in Mind – LOOPs Community Navigator 
The Community Navigator holds a limited number of information stations in GP 
surgeries, meeting people over 65 referred by the GPs, however this is peripheral to 
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the project’s main work out in the community. They spend time chatting to them, 
finding out what they would like to know and then help them access the information 
they need, if necessary supporting them to make phone calls or referring them on. 
They also run short term wellbeing groups. 

 
Link Up 

Has a range of projects for vulnerable women addressing mental health issues. Staff 
build trusted relationships with people who will then in turn approach staff with other 
issues. Staff provide additional support such as help in writing letters and advocacy 
or support to attend PIP reassessments. 

 
Guided self-referral 

Some projects have been set up to allow patients to self-refer, with some support or 
guidance from their referring worker. The Mental Health Information Station at 
Walpole Hall which runs each Thursday from 11am – 3pm. Staffed by workers and 
volunteers from a wide range of mental health agencies, the drop-in allows people to 
find right support for them from amongst the range of options available. Help to navigate 
round the room from stall to stall is given and many people attend with a support worker 
to facilitate this process for the first time – as walking into a strange space can be 
intimidating. 

 Muirhouse, and then South Queensferry Medical Practices. Both practices 
have invested Reception or IT staff time and effort into finding out local 
information about relevant community-based services which could be of help to 
their patients. These are categorised and the information uploaded into their 
Vision software system so that it can be accessed by GPs from a patients’ notes 
via a “Social Prescribing” tab. Relevant pages of information can be opened, 
discussed with the patient and printed out to be taken away. An entry can then 
be made in their notes to say that the “prescription” was made. 

 LOOPs phone line – providing information about services and activities for over-
65’s. Staffed by trained volunteers, this resource is available on a daily basis and 
can be called by patients, their families / carers or by practitioners. Now that the 
system has had time to bed in, feedback has been positive from people who 
have accessed the phone line, for example, they have reported that volunteers 
have spent time talking to them getting to know them or the person for whom the 
information is being sought. The quality of the conversation has been good – it’s 
been referred to as holistic.  It is also appreciated that the volunteers have then 
gone away and spent considerable time and effort researching options for the 
person, getting back to them with personalised services or activities which have 
suited them well. This could be described as enhanced signposting due to the 
time spent discussing the person’s needs and possible solutions. Also, if a family 
member or carer is involved, the person will have support to attend the activity. 

 
Welfare Rights Advice in GP practices 

Since 2003, welfare rights advisors (WRA) from the third sector have been co-located in 
a number of GP practices in Edinburgh and the Lothian’s.  Recent research by the 
Joseph Rowntree Foundation has found that co-location is the best model to ensure any 
barriers to access are overcome.  They also found that sign-posting to services is a very 
poor/inefficient model, and whilst referral is better it still does not yield good uptake 
levels.  The role of the WRA is to provide individualised advice, case management and 
representation at tribunals on income maximisation; welfare rights and benefits; debt 
management; fuel poverty, and housing issues.  This model is particularly effective 
because, it supports the most vulnerable within settings which they trust and where their 
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specific health needs are understood; people are more likely to use WRAs if 
recommended by a GP or health and social care professional; WRAs are more 
accessible to people because they are provided in local and familiar surroundings; the 
service enables GPs and health professionals to focus on clinical care and treatment for 
patients whilst the advisor can meet the patient’s social and economic needs; and, 
welfare advisors, GPs and health  professionals can work in partnership to ensure 
accurate medical information and reports are produced to support benefit applications, 
therefore reducing the number of mandatory reconsiderations or appeals. 

Employability Advice in GP practices 

Work retention or returning to work following an illness can have a positive impact on 
health and well-being.  Across the UK there have been a number of projects where 
employment advisors have been located in GP practices to support people with health 
conditions to overcome health related barriers to work. The success of these initiatives 
requires close working relationships with GP’s, NHS vocational rehabilitation services, 
trade unions and employers.   

 

ALISS / EVOC’s Red Book 
On-line resources are available for those with the skills, motivation and equipment to 
use them and who are confident enough to follow up on the information they find in 
them. Alternatively, these resources can be used by a support worker or other 
professional and passed on to the patient to be followed up. On-line resources were 
mentioned in a handful of interviews with primary care workers. The pharmacists were 
in the process of finding out more about ALISS so that they had access to it from their 
buildings and xxx GPs knew about it. One practice said they would find an on-line 
resource invaluable so I directed them to both EVOC’s Red Book and ALISS. 
 

Terminology and the spectrum of need in primary care and community settings 

What is evident from the discussions and research is that there are a range of terms 
used to describe ‘link’ work to support people from primary care to non-clinical services 
or sources of support in the community provided by the third sector, for example 
signposting, guided self-referral, community navigation and social prescribing (see page 
11).   

The diagram on page 14 illustrates where different approaches might be used, ranging 
from ‘signposting’ for people who need less support to manage their health and 
healthcare and who experience less health inequalities, to ‘more intense and longer 
term 1 to 1 work and/or group work, helping people to start to identify personal 
outcomes’ for those people who need more support to manage their health and 
healthcare, and who experience greater health inequalities. 

 

 

 

 

 

 

 

 

 

Issues for the Third Sector 

Discussions with 28 representatives from the Third Sector at the EVOC seminar, 
plus meetings with another 7 representatives in separate meetings brought up a 
range of issues which are summarised below: 

 One model shouldn’t be imposed for the whole of Edinburgh. This wouldn’t be 
appropriate as different communities require such different responses, e.g., 
different services exist which means different options for activity are available 

 Ensuring GP engagement 

 The difficulties in adequately evaluating signposting services when there is no 
mechanism for feedback. This could lead to unsubstantiated claims as to its 
effectiveness 
 

 

…continued on next page… 
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 Finding additional capacity if there is an increase in referrals - some projects felt 
that they did not have this capacity without additional funding. Others felt that if 
they were to take referrals on a regular basis, they would need some kind of 
additional support in order to stabilise their work, either in terms of funding, 
resources in kind or even admin support. This issue was picked out in other 
projects including that in Rotherham and was raised as an issue in “Social 
Prescribing and Older People”: 

“Consider the capacity of voluntary and 3rd sector groups to cope with an increase in 
signposting to their resource”1 

However, the evaluation of the Dundee project found that: 

“Referrals covered a very wide range of activities, information and support…the wide 
variety meant that no individual agency was overloaded”1 

This was backed up by the experiences of local projects in Craigmillar, Edinburgh who 
were involved with Carr Gomm’s Community Compass project, who in their two years 
referred people on to over 50 different destinations. 

A group of four projects from the Muirhouse area identified the following issue in 
particular: 

 If practices were going to refer to them on a regular basis and effectively set up a 
partnership, then they felt that this partnership needed to be formalised and 
recognised. 

 They felt they would want local people to be trained up as link workers so that the 
community would have a sense of ownership over the project and would be more 
likely to engage with it. They felt that relationships were at the core of good 
practice and that this needed to be reflected throughout the whole project. 

 They mentioned the need for crèche provision. If vulnerable people are being 
supported to attend groups and services then crèche facilities will be needed for 
some of them and there are funding implications for this. 

 Need to make changes with the people who live in the community and who are 
experts in their own lives. Not just another service that the sector delivers. 
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Evaluation and Outcomes 
 
Good practice suggests that any project will need to have a clear evaluation strategy in 
place from the outset. Other credible projects such as the Dundee Equally Well Sources 
of Support project; the Glasgow Link Worker project; the Rotherham Social Prescribing 
Service for People with Long-Term Health Conditions were all established with 
evaluations already in place, and in the latter two, working in partnership with academic 
institutions. 

Specifically, the Link Worker Model will use Improvement Methodology to provide a 
framework for developing, testing and implementing changes that lead to improvements 
in achieving the over-arching outcomes of the model.  
 
The framework is supported by a process for testing change ideas using Plan, Do, 
Study, Act (PDSA) cycles.   
 

 PLAN: agree the change to be tested or implemented.  

 DO: carry out the test or change and measure the impact.  

 STUDY: study data before and after the change and reflect on what was learnt.  

 ACT: plan the next change cycle (amending the original idea if it was not 
successful) or plan implementation of successful ideas. 
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The model offers the following benefits: 

 It is a simple approach that anyone can apply 

 It is consistent with a number of approaches, including House of Care, and can 
be supported by the House of Care collaboration 

 It reduces risk by starting small 

 Changes can be focused at the operational level around teams needs 

 It supports rapid cycles of improvement 

 It is highly effective, changes are quick and immediately evident 

 It is a powerful tool for learning. As much is learned from ideas that don't work as 
from those that do 

 Where people have been involved in testing and developing ideas there is often 
less resistance on implementation 

 It can also be used to support the implementation of large scale strategic plans 

Regular reports outlining the approaches and lessons learned will be produced and 
disseminated to inform learning in terms of the models effectiveness in achieving its aim 
and outcomes. 

 

Tools to measure outcomes for individual patients, such as increased confidence or 
positive life-style changes also need to be agreed and set in advance. Workers need to 
use these tools with the patient to assist them self-measure their wellbeing at start of 
their journey, plus the end and possibly in the middle as well. This will allow the worker 
to track perceived changes in their ability to cope in a number of agreed areas e.g. 
Short WEMWBS / EUROQOL5D. It is important to fill this form in together so that it is 
the patient’s opinion of their health and wellbeing that is captured and not the worker’s. 

Typical outcomes for individuals may be 

 Improved socio-economic situation, e.g. housing, benefits & practical support: 

food bank, clothing store 

 Positive life style change  

 Increased resilience through support and networks 

 Increased knowledge of groups and services available 

 Improved access to community facilities 

 Positive travel on employability pathway, e.g., having accessed educational and / 

or training opportunities 

 Improved general health and a self-management strategy 

 Improved confidence and self esteem 

 Reduced anxiety and depression 

 

Through monitoring and evaluation, it may be possible to establish as has been done 
elsewhere, that: 

“Social prescribing (link working) can also contribute to reduced frequent attendance at 
primary care, which is often a result of people’s wider social, emotional and practical 
needs not being met, as well as reductions in unplanned admissions and use of other 
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secondary care services. The evidence suggests that the role of social prescribing in 
improving access to sources of social support, especially for people who are most likely 
to be isolated or excluded, may be of particular importance (Holt-Lunstadt et al 2010; 
Knapp et al 2011b).”36

                                                 
36 Evaluation of Dundee Equally Well Sources of Support; Social Prescribing in Maryfield: Friedli, p14 
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Conclusions and recommendations 

Based on the findings of the research, the Steering Group is recommending a 
Community Link Worker model for Edinburgh which is outlined below. 
 
The model aims to deliver better health and wellbeing outcomes for those whose health 
is at risk due to health inequalities and those with long term health conditions (including 
mental health).  It will work alongside primary care and health and social care services 
in localities to provide a single point of contact for people who are unlikely to be 
successfully ‘signposted’ to appropriate support services, in their community and 
beyond.   
 
This early intervention model proposes a Health and Social Care cluster based Link 
Worker Team (LWT) comprising of Link Workers, Welfare Rights Advisors and 
Employability Advisors.  The LWT will use a person-centred approach to support people 
to identify their personal outcomes and priorities and agree a plan of action.  In addition 
the LWT will be working alongside community planning partners (particularly the third 
sector), both locally and across the city, to establish clear pathways to enable people to 
access the support and information they require.  To reflect the diverse nature of the 
city, it is expected that each locality and cluster would review and refine the model 
according to the needs of the local community and local demography 
 
Tackling Health Inequalities 
The model will have a particular focus on tackling health inequalities.  The Marmot 
Review, which found that 70% of health outcomes are attributable to socio-economic 
factors, and the subsequent work of the Institute for Health Equity has provided a 
comprehensive, robust and widely accepted framework for understanding the causes 
and consequences of health inequality. In short, it identifies a broad range of social 
determinants of health and its findings lead to the conclusion that clinical interventions 
play a lesser role than previously assumed in driving positive health outcomes, 
particularly for people living in deprived communities.  
 
The broad findings of the Marmot Review have been echoed in a number of subsequent 
reports by eminent research bodies including most recently the Scottish Public Health 
Observatory, King’s Fund and the Health Foundation. The Marmot Review also led to a 
number of research-based practical responses in different parts of the UK which tested 
a range of approaches that attempt to address one or more of the social determinants of 
health alongside clinical interventions. The Edinburgh Link Worker Model builds on the 
learning from this research by bringing together primary care, health and social care 
and the third sector to tackle the wider determinants of health. 
 
Link Worker Teams 
Link Worker Teams will include Link Workers and two specialists, initially – a Welfare 
Rights Advisor and an Employability Advisor; other specialist roles might be identified 
according to the needs of the cluster and local demography.  It is proposed that the Link 
Workers are employed by local third sector organisations where appropriate.  
The team will enable people to identify goals and priorities and support them to access 
what they need in the community via the third sector or from statutory services. 
Underpinning how the team work, are the principles of person-centeredness and early 
intervention; these principles are important in order to prevent crisis and promote and 
maximise health and wellbeing and achieve sustainable outcomes.  This approach 
empowers people to take more control of their own situation and to be fully invested in 
achieving their personal outcomes. Crucially, the LWT should not build dependency 
amongst those they support. Appropriate onward referral through clearly established 
pathways, particularly to the third sector, is a key component of this model. 
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Whilst no individual Link Worker can be expected to possess the skills and expertise in 
all issues, it is expected that the team will include members who have knowledge about 
a range of issues, including mental health, employability, poverty, gender based 
violence, fuel poverty and homelessness.37  The team will also need to keep up to date 
with community resources and identify gaps in local resources or statutory services, 
ensuring that Locality Leadership Teams are aware of these gaps and the need to fill 
them.  While some of the roles in the team require specialist skills, expertise or 
qualifications, all team members will be expected / required to undertake initial meetings 
with referrals across the cluster. 
Link Workers need to have the skill to use ‘good conversations’ to work with people to 
enable them to identify their personal outcomes. This conversation, whilst person-
centred, should cover a number of categories, including; physical concerns; practical 
concerns; family relationship concerns; emotional concerns; spiritual or religious 
concerns; and lifestyle or information needs.38 This is likely to require more than one 
appointment, although some people may only require a relatively brief time with the 
LWT before they are referred on to other services. It is important to recognise that the 
service must address social determinants of health as part of the process of helping 
people to manage their own health needs. 
Existing work focused on health inequalities and supporting people to manage their own 
health conditions recognises that the greater an individuals’ needs the more support 
they will require from a Link Worker. This increase in need and the proportionate 
response from Link Workers is captured in Figure 2.   
The team, whilst sharing core measures for improvement, could work as a ‘virtual’ team 
coming together at least once a week to allocate tasks and caseload according to the 
needs of the referrals.  Support and supervision should be provided by the employing 
organisation as part of adhering to their policies, and procedure and value base, with a 
city-wide Link Worker Programme Lead providing an oversight role to ensure 
consistency of standards and to arrange any additional specialist support as required 
e.g. psychology. 
 
Link Worker Role 
The role of the Link Worker is to work with people referred to them, usually by Primary 
Care, providing as much support as is necessary to enable people to identify the issues 
they would like to address which will enable them to improve their health and wellbeing. 
Once these issues have been identified, the Link Worker helps them to set goals 
through a process of person-centred planning, and works with them to meet these goals 
and to overcome any barriers standing in their way. Techniques used may include 
holding ‘good conversations’ or by supporting them by other means, including by taking 
the time to build trusting relationships and buddying people to services, to enable them 
to access relevant resources in the community.   
Link Worker Team Specialists 
Evidence from other Link Worker type initiatives has found that income / money and 
employment are often the main issues that concern people referred to them39. People 
living with long-term health conditions are more likely to be living in poverty, and people 
living in poverty are more likely to have long term health conditions. Within Edinburgh, 
recent analysis has shown that 16% of the population were living on incomes below the 
poverty threshold, with poverty rates for families with children notably higher at 21%.  
Individuals experiencing in-work poverty account for some 7% of all Edinburgh 
residents.   
Job insecurity, risk of job loss and unemployment also adversely impact those with long 
term health conditions and disabilities. In the UK around 5.5 million working age 

                                                 
37 Training programme to be developed 
38 ICP HNA, Macmillan 
39 Macmillan etc 
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individuals have a work-limiting health condition or disability; only 44% of those are 
employed compared to 87% who are not work limited. Unemployment and reliance on 
welfare benefits has a detrimental impact on an individual’s socio-economic status and 
there are clear links between unemployment, poor health and social deprivation. Those 
with health conditions often prematurely fall out of employment resulting in economic 
hardship, increasing the likelihood of health inequalities.  
In response to these issues, it is proposed that the team will initially include two 
specialists a Welfare Rights Advisor and an Employability Advisor (via All in Edinburgh).  
Integrating these specialist roles into the LWT is an important element of this model; job 
insecurity, redundancy, debt, housing and financial problems can all have a negative 
impact on both physical and mental health conditions.  Evidence has shown that 
addressing these socio-economic issues is often essential before people are able to 
successfully engage with other forms of support. 
 

 Welfare Rights Advisor (WRA) 

The role of the WRA in the team is to provide individualised advice, case management 
and representation at tribunals on income maximisation; welfare rights and benefits; 
debt management; fuel poverty, and housing issues.  Based on a model of co-locating 
welfare rights advisors in GP practices in Edinburgh since 2004, this model is 
particularly effective because, it supports the most vulnerable within settings which they 
trust and where their specific health needs are understood; people are more likely to 
use WRAs if recommended by a GP or health and social care professional; WRAs are 
more accessible to people because they are provided in local and familiar surroundings; 
the service enables GPs and health professionals to focus on clinical care and 
treatment for patients whilst the advisor can meet the patient’s social and economic 
needs; and, welfare advisors, GPs and health  professionals can work in partnership to 
ensure accurate medical information and reports are produced to support benefit 
applications, therefore reducing the number of mandatory reconsiderations or appeals. 
 

 All in Edinburgh, Employability Advisor (EA) 

The role of the EA in the team is to support people to identify and overcome barriers to 
retaining or returning to employment.  Using an evidenced based bio psychosocial 
model with a strong vocational rehabilitation focus the EA will provide case 
management and referral to NHS therapeutic and third sector employability support 
services for those with work related health conditions, including physiotherapy, 
occupational therapy and psychological therapies/counselling via the NHS Lothian 
Works Support Service, All in Edinburgh and Support at Work.  
 
Other specialist roles 
Other specialist roles might be identified according to the needs of the cluster and local 
demography, for example, the northwest Edinburgh locality has higher numbers of older 
people which might mean that the Link Worker team includes specialist team members 
with expertise in older people’s needs (e.g. loneliness, isolation, falls etc).   
 
Referral to Link Worker Team 
A single point of referral will be established in each GP practice, as initially the LWT will 
take referrals from GPs and primary care staff only, in order to test the model in their 
cluster area. Appointments for people to be seen by the LWT will be made by the 
practice receptionist with the first meeting, if appropriate and where possible, between 
the patient and Link Worker taking place in the practice to overcome any barriers to 
accessing the service.  Referral will be noted in patients’ notes. Any member of the LWT 
should be able to have the first conversation with a referral. This means that regular 
slots can be made at practices where sufficient need is identified. A regular presence in 
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the practice (and involvement in team meetings if requested or desired) is also 
recommended.   
 
 

 
 
 
 
Records and Data – needs more work 
Communication with primary care teams 
Access to primary care records – may differ depending on role of staff 
Patient consent sought for Link worker Team to access patients’ notes if required.  
Caldicott – may/will depend on who employs Link workers 
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Management  
An NHS Link Worker Programme Lead40 for the city will be identified to lead the 
development and implementation of the model across the city. The Link Worker Team 
members will be employed by a number of third sector organisations in accordance with 
a service specification, and it is hoped that the local authority and NHS will shift existing 
resources to support the model.  The cluster teams can be based ‘virtually’ depending 
on availability of accommodation available in the local area. Each team will work with 
the Programme Lead to agree core measures for improvement, some of which will be 
similar across the city while others will reflect the needs of the population in that cluster 
(see Figure1).  It is imperative that the Link Worker Team is outcome focussed and 
designed around the needs of cluster populations rather than existing services or 
agencies.   
The core measures for improvement will take into account that although there are 
concentrations of deprivation across the city; up to 50% of people experiencing health 
inequalities live in areas that are not included in the 20% most deprived data zones. So 
Link Workers operating across clusters allows for a service that can respond to need in 
a proportionate fashion. More Link Worker time might be dedicated to working in the GP 
practices in the most deprived communities but there will be sufficient capacity and 
flexibility for staff to work across the whole cluster area and spend time with people in all 
practices.  
The knowledge of the local community, third sector organisations, GPs and health and 
social care staff will be vital in determining the needs in each cluster area.  There also 
needs to be ongoing communication with Locality Leadership Teams so that needs are 
constantly updated, learning and good practice are shared, and problems or barriers 
identified and addressed quickly. 
 
Governance 
To ensure consistency in the delivery of the service across the city the Link Worker 
Programme Lead will support the LWT to monitor their core measures for improvement 
and service specification.  They will attend Locality Leadership Team meetings to report 
on progress and to raise any issues in terms of gaps in service provision.  Regular 
feedback will also be presented to the Health and Social Care Strategic Planning Group 
and the Edinburgh Partnership’s new structure to tackling poverty and inequality, and 
advancing equality and rights. 
 
Funding 
This model should build on existing ‘Link Work’ already being undertaken in the city.  
Any new funding to support the model should be distributed to the third sector via a 
commissioning process which takes into account the skills, experience, knowledge and 
connections that locally based third sector organisations have developed.  To enable 
the model to become established a three to five year funding package should be 
agreed, with long term sustainability seen as a priority.  
Resources should also be available to support third sector organisations (not 
necessarily those employing the Link Workers) to fill gaps in local service provision, 
when these gaps have been identified by the LWT – these resources could be agreed 
and administered by the Locality Leadership Teams.   
 
Community development 

The link workers will be supporting people to identify personal outcomes and key issues 

in their lives; this is an important part of the community development process.  Issues 

affecting individuals in geographical communities or communities of interest are 

frequently experienced by groups of people in those communities.  Community health 

                                                 
40 Not a new post, incorporated into an existing remit 
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initiatives are founded on community development principles and can support people to 

come together and take action on common issues.   

According to the Scottish Community Development Centre, community development 

seeks the empowerment of communities organising around specific themes or policy 

initiatives. It strengthens the capacity of people as active citizens through their 

community groups, organisations and networks; and the capacity of institutions and 

agencies (public, private and non-governmental) to work in dialogue with citizens to 

shape and determine change in their communities. It plays a crucial role in supporting 

active democratic life by promoting the autonomous voice of disadvantaged and 

vulnerable communities. It has a set of core values/social principles covering human 

rights, social inclusion, equality and respect for diversity; and a specific skills and 

knowledge base. Good community development is action that helps people to recognise 

and develop their ability and potential and organise themselves to respond to problems 

and needs which they share.  It supports the establishment of strong communities that 

control and use assets to promote social justice and help improve the quality of 

community life.  It also enables community and public agencies to work together to 

improve the quality of government. 
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Evaluation 
Specifically, the Link Worker Model will use Improvement Methodology to provide a 
framework for developing, testing and implementing changes that lead to improvements 
in achieving the over-arching outcomes of the model. The framework is supported by a 
process for testing change ideas using Plan, Do, Study, Act (PDSA) cycles.   
 
 

Next steps 
The development of community link workers in Edinburgh requires support from all 
community planning partners (CPP).  Whilst ‘social prescribing’ is included in the 
Edinburgh strategic plan for Health and Social Care, the Link Worker approach 
proposed in this report requires support and resources from across the CPP. 
 
Crucial to the success of the model will be support and ‘buy-in’ from GP’s and also 
the third sector. Locality leads must take responsibility for discussions with GP’s and 
primary care whilst EVOC will host a discussion with the third sector in late summer 
2016. 
 
As the model is adapted and rolled out in Edinburgh learning must be shared and 
risks, challenges and opportunities identified in order to share best practice across 
the city and throughout Scotland.  This learning can inform the development of 
Scotland’s national community link worker programme. 



 

Risk factors for people to move up through this triangle of need may include: multi-morbidity, unemployment, poverty, low educational attainment, poor access to services, homelessness, 

fuel poverty, experience of crime, loss of hope (i.e. determinants of health and wellbeing).  

Figure 1: Health Inequalities in Edinburgh – discussing needs and interventions 

Simple depiction of broad population health and care needs in Edinburgh (sections not to scale) 
Broad starting points were:  focus on inequalities; population need not demand; universal community/primary care as key point of contact; adults 
(18+); emphasis on wider needs of population (i.e. not just care needs or current service delivery).   
 
Description:   The triangle represents the total population of Lothian.  At any given point in time a person within the population could be said to fit 
into one of three broad hypothetical categories of health and social care need (A, B or C).  People transition between these categories as their 
resilience and needs fluctuate, e.g. with age, socioeconomic position. 
 
There are people in each category who need something different or more flexible than existing universal services can offer. These ‘people who need something different’ are 

represented within the darker shaded areas on the far right. In many instances, health and social care needs of this group might need to be supplemented by other statutory 
and voluntary 
 sector resources. Community planning and health and social care resources should work in partnership for this population. 

 

Broad health category Broad service use 

People who need something 
different 

(darker shaded areas on far 
right) 

Examples of interventions for people  
who need something different 

 Broadly well 
Most of the population have 
reasonable levels of wellbeing for 
much of their life.  They will have 
various health and care needs, some 
of which may be cumulative or longer 
term. 

Universal care services/pathways are 
usually sufficient to meet these needs.  
Most of this is delivered in community 
based care with, perhaps, occasional use 
of specialist services or voluntary sector 
support.      
 

Broadly well but need something 
more 
Improvements in universal 
community care may be required.  
 

Quality improvement initiatives within 
primary care: NHS Headroom GP tests of 
change; 17C practices’ inequalities work; 
care and support planning consultations.   
Importantly the ‘something more’ may often 
be provided by Third Sector. 

 More complex needs 
Some people will have more complex 
and/or severe health and care needs 
(multiple morbidity) which may mean 
that they need more than universal 
care services offer. 

More complex needs but universal care 
services will tend to meet needs (perhaps 
through a combination of community and 
specialist services). 

More complex needs and need 
more than universal care 
services 
May need: more time, good 
conversations, more than medicine, 
care and support planning.   
 

In primary care: House of Care approaches 
e.g.  Wellbeing Team (NHS and Thistle). 
Community Activity Mentors (NHS 
Headroom).  
 
In community specialist services: NHS 
Community Health Inequalities Team 
(CHIT) ‘other vulnerable groups’ work.  

 High need  
Smaller numbers of people have very 
high complexity and/or needs. 

Usually engaged with one or more 
specialist services.  Often complex patient 
journeys and complex service pathways 
to navigate but many people (e.g. kidney 
dialysis, frail elderly) are cared for well by 
mainstream services. 

High intensity/complex needs 
and need something different  
Perhaps requiring case finding, 
outreach or tailored/intensive case 
management/review.  

People identified by Inclusive Edinburgh 
(CEC/Partners) or NHS Patient experience 
and Anticipatory Care Team (PACT). 



 

 

Figure 2: The spectrum of need in primary care and community settings 

Signposting 

1 to 1 work, 
identifying 
personal 
outcomes  

Ongoing 1 to 1 
work and/or 
group work, 
building 
confidence and 
coping, helping 
people to start to 
identify personal 
outcomes

People who need more support to 
manage their health and health care, 
and who experience greater health 

inequalities

People who need less support to 
manage their health and health care, 

and who experience less health 
inequalities
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Appendix 1 
 
Who was interviewed / attended events 
 
Primary Care Interviews: 
Whole staff team from Southfield Medical Practice 
3 GPs and 1 trainee from Baronscourt Medical Practice 
Dr Patricia Donald (Cramond Medical Practice) 
Mr Roderick Wylie (Practice Manager, Muirhouse Medical Practice) 
Fiona Smith (IT Manager, South Queensferry Medical Practice) 
David Trundall (Practice Manager) and Dr Katherine Robertson (Colinton 
Surgery) 
Dawn Owen (Lead Pharmacist) 
Liz Young (Lead Practice Nurse) 
Jacqui Bain (Bumpstart) 
 
Primary Care Questionnaires returned from: 
Bangholm Medical Centre 
Blackhall Medical Centre 
Cramond Medical Practice 
Davidsons Mains Medical Centre 
Eyre Medical Practice 
Ladywell Medical Centre East 
Ladywell Medical Centre West 
Long House Surgery (2) 
Muirhouse Medical Practice 
Murrayfield Medical Practice 
South Queensferry 
Stockbridge Health Centre 
The Long House Surgery 
 
Third Sector Interviews: 
Anne Munro (Pilmeny Development Project) 
Wendy Bates (Health in Mind) 
Linda Arthur (Wester Hailes Health Living Agency) 
Deborah and Calum (Community Activity Mentors) 
Christine Farquhar (Upward Mobility) 
Josh Barton (Upward Mobility) 
Margaret O’Connor (Art in Healthcare) 
Amelia Calvert (Art in Healthcare) 
Liz Ferguson (Ripple Project) 
Nick Woodhead (Edinburgh Volunteer Centre – at the Mental Health Drop-in, 
Walpole Hall) 
Julie Woods (North Edinburgh Time Bank 
Kate Wimpress (North Edinburgh Arts) 
Anita Aggarwal (Pilton Community Health Project) 
Danny McShane (Pilmeny Development Project) 
Mary Keegan (LOOPs worker – Pilmeny Development Project) 
Alan Gray (Active Steps Link Worker – Health All Round) 
Cathrin Griffiths (Wellbeing Team Leader, Thistle Foundation) 
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Patients: 
Wendy and Patricia 
Deborah 
3 young mums and a dad at Bumpstart 
10 people at Pilmeny event at a Leith Café 
5 people at event in a Craigmillar Café 
 
(total 22 people)
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Appendix 2 
 
Steering group 
 

 Anne Crandles: Edinburgh H&SC Partnership Headroom Manager 

 David White: Edinburgh H&SC Partnership  

 David Williams: Edinburgh H&SC Partnership, Alcohol and Drugs 
Partnership 

 Eileen Maguire: NHS Lothian Primary Care Service Manager 

 Graham Mollon: Edinburgh H&SC Partnership, Reablement and 
Recovery Manager 

 Ian Brooke (Chair): EVOC 

 Kate Burton: Edinburgh H&SC Partnership Public Health Practitioner 

 Lesley Blackmore: Lothian Community Health Initiatives Forum 

 Marion Findley: Volunteer Centre Edinburgh 

 Martin Higgins: NHS Lothian, House of Care 

 Sheena Lowrie: NHS Lothian, Senior Health Promotion Specialist 

 Suzanne Lowden: Edinburgh H&SC Partnership 
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Appendix 3 
 
Assessment materials from existing successful projects 
 
Carr Gomm’s Community Compass project: 

Person Centred Planning Form 
EuroQol 5D 

 
Dundee Equally Well: 
 SWEMWBS 
 
Headroom’s Community Activity Mentors: 
 Questionnaire 

Community Activity Mentor Case Recording Guide 
 
The Rotherham Social Prescribing Project for People with Long-Term 
Health Conditions 

Rotherham devised their own Wellbeing Outcomes tool which they 
used to measure the improvements in wellbeing of project participants. 
Although this has not been externally verified, it has similarities with the 
other tools. 

 
Glasgow Link Worker Project 

The Community Links Practitioners do not fill in any assessment forms 
with patients, concentrating on taking notes and using other action 
learning data collection tools. Notes are then recorded on the patient’s 
file and which can be used as “case stories”. Two of these have been 
included below*. However, CLP’s nominate patients to participate in the 
project’s evaluation programme. If the patient accepts, evaluation staff 
fill in a range of questionnaires with the patient including EuroQol and 
WEMWEBS. 
  

*A much larger selection of case stories and feedback from CLP’s and 
patients can be found in the Links Worker Programme Series 2 Record of 
Learning Volume 3.  
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Plan 

 

For 

 
………………………………………………… 

 

 
 
Date Service Started: 

 
Date of First Support Agreement: 

 
Start Date of Current Support Agreement: 

 
Date of Next Review: 

 
 
 
 
 
 
 
 
Key Worker Name: 
Contact Telephone Number: 
 
Service Manager Name: 
Contact Telephone Number: 
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Personal Information: 

Name  
Address  
Postcode  
Tel No  Mobile No  
Email  D.O.B.  
 

NI No.  Do you wish to 
receive post? 

 

 

 

 

 

 

Who else provides you with support or services? (e.g. Housing Associations, Advocate) 

 

Name & contact details of other relatives, 

agencies, advocates, workers, landlord, 
etc. 

What support do they provide? 

How often? 

  

  

  

Emergency or Preferred Contact 

Name  
Address  

 
Postcode  
Tel No  
Mobile No  
Relation  
Email  

Care Manager or Social Worker 

Name  
Job Title  
Address & 

Postcode 
 

 
Tel No  
Email  

Key Personal Contact details 
This is the person you have asked us to contact to 

be involved in your support. This person will receive 
mail, invites etc. Not everyone will have this contact 

Name  
Relationship  
Address & 

Postcode 
 

 
Tel No  
Email  

General Practitioner 

Name  
Address  

 
Postcode  
Tel No  
Email  

 

We agree the length of time for support will be: ……… 
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About You: 

What areas of your life do you want to work on with us? 
 

 

 

What would be a positive outcome of this work for you? What are the dreams or 
ambitions you would like to achieve? 
 

 

 

Are there things that are important for you, or any difficulties, that we should take 
into account when working together?   For example your likes, dislikes or any issue 

we need to work out so it is not a barrier to you trying out new things  
 

 

 

How can we help to achieve your outcomes (including tackling any barriers you see)? 
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Details of Service: 
 

Support Agreement: This document is an Agreement between you and Carr Gomm. It includes 

details of the support you will receive from Carr Gomm to assist you in leading your life, achieving 
your goals and managing risks. Carr Gomm commits itself to provide that support. 

Carr Gomm is providing this service following an assessment by the Council (or its agent) and, 

consequently, the Council has commissioned Carr Gomm to provide that service. The Support 
Agreement covers Carr Gomm’s part of your support as detailed in the Care Plan drawn up by the 
Council’s Care Manager with you. So, this Support Agreement is part of a three-way relationship. 

Carr Gomm has an Open Access Policy so that you can see notes, reports, support guidelines, review 
records, and correspondence written by Carr Gomm staff. 

Support: Carr Gomm will provide the support in line with its philosophy, its values (respect, openness 

& honesty, choice, interdependence, control and involvement) and its person-centred approach to 
support work. You are requested to treat Carr Gomm workers with respect and openness & honesty. 

All Carr Gomm workers have an Enhanced Disclosure Scotland, which is a formal background check. 

Staff receive regular and relevant training and we endeavour to protect your safety at all times. 

Carr Gomm will work with any advocate or relative that you want to act on your behalf. 

Confidentiality: Carr Gomm will respect your confidentiality in line with its policy – which allows for 
the exchange of information within Carr Gomm, with your Care Manager and other professionals 
involved in your support, and if there is a real risk of harm to people. 

Reviews and Updates: Your support can change as your requirements change. The Support 
Agreement will be reviewed every 6 months or more often if requested. Extra Reviews can take place 
if anyone involved asks for that. 

Keyworker: You will have a key worker. You can ask for your key worker (or other support worker) 
to be changed and Carr Gomm will make every effort to do that. 

Finances: Information on any financial contribution you may be required to make will be explained 

to you by your Care Manager. Carr Gomm staff can support you to understand this information, and 
to make payments. There are special arrangements if you pay Carr Gomm directly for your support. 

Making a suggestion or making a complaint: Should you wish to make a suggestion or if you want 

to make a complaint, Carr Gomm has a Suggestions & Compliments Policy and a Complaints Policy 
with rights of appeal, this information is included in your welcome pack. Your key worker can also 
explain how you go about making a suggestion or what to do if you want to make a complaint. You 

can also speak to your care manager or the Care Commission should you want to make a complaint. 

You can ask your Care Manager to have your support ended or get another organisation to provide it 
instead of Carr Gomm.  It is the Care Manager and the Council that will consider this and decide, with 

you, what to do. This is because it was the Council that carried out the assessment with you, 
commissioned the service and has a Duty of Care. If Carr Gomm no longer supports you that does not 
in any way affect your right to live in your home. Your right to live in your home is not linked to being 

supported by Carr Gomm or any other organisation. 

 

SIGNED BY: 

Service user / Representative ……………………………………………………………… Date…………………………………………… 

 

Key Worker …………………………………………………………………………………………… Date…………………………………………… 

 

Service Manager …………………………………………………………………………………… Date…………………………………………… 

 

Support agreement for …………………………..………….     Keyworker Initials: 
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Community Compass also uses the internationally recognised EuroQol 5D 
self-evaluation tool, which helps the person being supported to measure five 
areas of their life. The person is asked to fill in the questionnaire based on 
how they feel today. They are then asked the same questions at their review 
and then again at the end of their support. The five areas are: 

 
Mobility 
Self-care 
Usual activities (e.g. work, study, housework, family or leisure activities)  
Pain / Discomfort 
Anxiety / depression 
 
The questionnaire also asks the person to give a score on a scale from 0 – 
100 where  
• 100 means the best health you can imagine. 0 means the worst health you 
can imagine.  

• Mark an X on the scale to indicate how your health is TODAY 

The benefit of using this tool is that a person can see, by looking back at the 
scores they gave themselves or the boxes they ticked, how they have 
improved over a period of time. For example, if in the anxiety and depression 
section below, they initially gave themselves a low score as they were feeling 
anxious, then at their review they were able to give themselves a medium 
score, this could be fed back to them. They may not remember what score 
they gave, or see much of an improvement in themselves, but to have their 
earlier, lower, scores shown to them could be a big encouragement. 
 

5 I am not anxious or depressed   

4 I am slightly anxious or depressed   

3 I am moderately anxious or depressed  

2 I am severely anxious or depressed  

1 I am extremely anxious or depressed   
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The Short Warwick-Edinburgh 
Mental Well-being Scale 
(SWEMWBS) 
Below are some statements about feelings and thoughts. 
Please tick the box that best describes your experience of 
each over the last 2 weeks 
 

STATEMENTS 
 

None 
of the 
time 

Rarely Some 
of the 
time 

Often 
 

All of 
the 
time 

I’ve been feeling 
optimistic about the 
future 

 
1 

 
2 

 
3 

 
4 

 
5 
 

 
I’ve been feeling useful 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
I’ve been feeling 
relaxed 

 
1 

 
2 

 
3 

 
4 

 
5 

I’ve been dealing with 
problems well 
 

 
1 

 
2 

 
3 

 
4 

 
5 

I’ve been thinking 
clearly 
 

 
1 

 
2 

 
3 

 
4 

 
5 

I’ve been feeling close 
to other people 
 

 
1 

 
2 

 
3 

 
4 

 
5 

I’ve been able to make 
up my own 
mind about things 

 
1 

 
2 

 
3 

 
4 

 
5 

 
 

“Short Warwick Edinburgh Mental Well-being Scale (SWEMWBS) 
© NHS Health Scotland, University of Warwick and University of Edinburgh, 

2007, all rights reserved.”  
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Community Activity Mentor Questionnaire 

 
For each question, please circle one of the choices to let us know if you how you feel 
about each statement. 
 
Name: ……………………………………………..    Date: ………………………………………………… 
 

 None of 
the time 

Rarely 
Some of 
the time 

Often 
All of the 

time 

1. I’ve been feeling good about myself 
1 2 3 4 5 

2. I’ve been feeling confident 
1 2 3 4 5 

3. I see myself as a healthy person 
1 2 3 4 5 

4. I feel that I have a support network. 
1 2 3 4 5 

5. I feel included in my community. 
1 2 3 4 5 

6. I feel able to cope with the things 

life throws at me. 1 2 3 4 5 

7. I have things to look forward to. 
1 2 3 4 5 

8.  I feel that my days are structured 
1 2 3 4 5 

9. I can take part in social 

activities that I want (meeting 

friends, family events) 
1 2 3 4 5 

10. I can take part in the leisure 

activities that I want (e.g. sports, 

hobbies) 
1 2 3 4 5 

11. I can find and use the community 

services I need (e.g. local groups and 

activities, library) 
1 2 3 4 5 

12.  I am able to do things on my own 

(doing new things, meeting new 

people, making phone calls). 1 2 3 4 5 
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Community Activity Mentor Case Recording Guide 
 

1 Appointment / Drop in / Home visit / Group work / Telephone / Referral / Email/ Group work / Case work / 
Accompanied visit 
2 these might be that advice was limited because client had to leave early/suddenly, client was upset, equipment 
(e.g. internet) was not working 

Client Enquiry – detail here what client requested help with  

Background information on who the 
client is 
 
 

Ethnic origin  

Disability  

Health issues  

Employment Status  

Housing Situation  

Living alone  

Benefits  

Carer  

Diet/Exercise  

Literacy/Numeracy  

English skills  

Library Membership  

Other info  

Risk assessment notes  
 

Referral information  

 

Dates of 
Engagement 

      

Duration of 
engagement 

      

Location/type 
of engagement1 

      

Mitigating 
Circumstances2 

      

Clients Details 

Name  Preferred Name  

Age/D.O.B.  Gender  

Contact Land  Mob  

Email  

Address  Postcode  

Preferred method of contact  

  

CAM  

Referral from  Date of referral   

Contact details  Medical Practice  

Emergency 
Contact 

 Relation to client  

Contact number    
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Summary of discussions  
 

Other services involved Details of social worker or support worker 
 

What the client wants/expects 
Aspects the person wishes to address 
(if identified) 

If the client raises more than one issue, these should be recorded 
clearly and separately – perhaps using numbered points. 
 

Specific goals identified  

Paperwork please make sure you have scanned any relevant paperwork 
  

 
 

Advice given – detail here advice given to client Again, if the client raises more than one issue, please use numbered points again in the advice 

given. 
Options Description of resources identified should be discussed 

with the client  – planning tool 
 

Decisions Individual chose to access/supported to access the 
following services: 
 
If they didn’t decide upon any course of action, this is also 
relevant. 
 

Actions detail who did what and who is going to do what 
 

Deadlines any relevant time limits should be mentioned to client and 
noted (i.e. group start dates etc)  

Other assistance Please also note what other assistance you have offered 
and whether or not the client wishes to pursue it.  

 

Additional notes/CAM Reflection 

 
 

Information sources (examples below) 
 Phone numbers and name of agency/person spoken to 

 Name and role of any specialist consulted 

 Scan documents and attach within enquiry (e.g. referrals) 

 

 

Outcomes 
1 month after referral Still engaged? Looking to engage with other groups/activities, client’s 

personal reflection on their own health and wellbeing. Reduced GP Visits? 

 
2 month after referral 

 

 

6 month after referral 
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Rotherham Wellbeing Outcomes Tool 
 

 Feeling positive: hope, learning to cope and feeling calm 

 Lifestyle: sleeping habits, smoking, diet and exercise 

 Looking after yourself: shopping, going out, transport and personal care 

 Managing symptoms: energy levels, pain, information and medication 

 Work, volunteering and other activities: new roles, volunteering and 
social groups 

 Money: debt advice, benefits and managing money 

 Where you live: heating, local facilities, stairs and fire safety 

 Family and friends: isolation, carer support 
 
For each measure a five point scale was used:  
1 = Not thinking about it/not doing anything 
2 = Finding out/thinking about 
3 = Making changes/doing something 
4 = Getting there/could do more 
5 = As good as it can be 
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Glasgow Links Worker Programme 

Marie’s story (I no longer feel ashamed and I’m much stronger) 
When I went to see my doctor and told them that I would be unable to attend a 
hospital appointment I had coming up as it was a hospital that was far away 
and I was uncomfortable and wouldn’t be able to go on my own, she told me 
about the links practitioner and introduced me. So the CLP I met arranged for 
one of her colleagues to go with me to the hospital. 

That’s how it started, then I told the new CLP who started in the practice about 
some things that happened a long time ago and I wanted to address. He told 
me about an organisation that could help and came along to a weekly drop-in 
there with me the first time. Then I arranged to get counselling with this 
organisation. I thought it would be better for me to have a female come along 
with me for that, so he then arranged for another of his CLP colleagues to 
help me get going with this service. I now attend it on my own getting on a 
train for the first time ever! 

With this support and things like the walking group that runs from the practice, 
I now feel much better and there are less times when I’m feeling seriously 
depressed. I’m no longer a victim, I’m a survivor and I’ve met other people 
who similar things have happened to. I don’t feel ashamed any longer and I’m 
much stronger. I don’t have to see the doctor as much. 

 

Marianne’s story (overcoming doubt and finding creative solutions) 
When I first met Marianne, she was sceptical about my role and what I could 
do for her. She told me that she’d only kept the appointment with me because 
she didn’t want to let anyone down. I reassured her that it was fine if she didn’t 
need or want my help as it is very much a person centred approach and she 
didn’t have to sign up for anything that she didn’t want to. 

Marianne settled down and revealed that she had worried a lot about her 
sibling’s and her own health. I discussed various support services with her 
and Marianne agreed to a referral for the Community Chaplain Listening 
Service. 

When I discovered that Marianne had cancelled her appointment with the 
Chaplain, I phoned her and she explained that on reflection, she’d decided 
that it wasn’t what she wanted after all. We had a further discussion about 
support and Marianne said that she just wanted to get involved in an activity 
that would take her mind off things. She would love to learn how to use a 
computer so I made a referral to a local computing class for older people. 

Marianne has now completed the first block of classes and has enjoyed it so 
much she’s signed up for the next block. Marianne’s new found computing 
skills is keeping her mind occupied and she’s thrilled to be able to email and 
Skype her daughter who works overseas. 
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Appendix 4 
 
THIRD SECTOR FEEDBACK – ISSUES TO CONSIDER   
 
Two workshops were convened during the writing of this report, on Monday 7 March and 
Monday 5 September 2016 to gather the views of Third Sector organisations interested in 
social prescribing in its widest sense.  Forty-seven organisations attended across the two 
workshops to feed-in with their expertise: 

 
LINK WORKER ESSENTIAL ATTRIBUTES 
Community Development Approach 
Capacity of whole link worker service 
Collective & Intelligence 
What is in the best interests of this community, rather than specific to this individual 
Flexible-Have different experiences eg Stat and 3rd sector. 
Core skills-listening, speaking, empathy. 
Resilience 
Experience/qualified 
Lone worker skills/support 
Inclusive, good understanding of locality (locally grown employees?) 
Emerging need for workers to have access to accurate info re immigration issues 
 

RISKS 
Takes time to develop detailed local knowledge 
Fear of referring onto services with heavy waiting lists 
Gaps will be identified – BUT will anything be done 
Potential loss of specialist services (particularly re welfare advisors) 
Issues re people with no recourse to public funds (eg new migrants/illegal migrants/people 
awaiting decision re immigration status) could they access link worker service? 
How will the service be evaluated for clients/services/GPs 
What if GPs not on board, don’t have properly evaluated info etc 
What will be the impact on 3rd sector organisations? 
How will informed decisions on services be made/by whom, could lead to competition, 
favouritism, poor quality reporting. 
Funding/Budgets. 
 

EVALUATION 
Difficult! 
Ideally engage GPs 
Evaluation of individuals – experience essential 
Who is doing the evaluation? 
Where and to whom does reporting go? 
How do you measure outcomes-of GPs, workers/3rd sector. 
How do you measure the impact on 3rd sector/GPs/ Hospital waiting lists? 
 

WHAT WE LIKE 
Focus on keeping people independent 
Focus on prevention being wider than preventing hospital admission 
Positive alternative to quick fix prescription of medication (opportunity to educate GPs re 
other therapeutic approaches) 



 

17 

 

Easy to understand 
Joined up working 
Gives access to local services. 
Person centred approach/Offers 1-1 support. 
Offers opportunities. 
 

WHAT REQUIRES MORE CLARITY 
How will link workers information be kept up to date? 
Real concerns re referral out of locality 
Who will pay? 
For how long? 
Postcode lottery? 
City wide services? 
Where do they fit? 
Overlap with LOOPS com navigator? 
How this work will fit alongside similar services 
Duplication/overlap of services/personnel 
Increased competition for funding/tendering. 
Information sharing and resources for that 

 
CONCERNS 
Don’t just get people from socially deprived areas 
Recognising when someone isn’t going to engage 
 

VOLUNTEERS 
To do more of the buddying along  
Going to be very stretched 
More parity of opportunity across Edinburgh 
Opportunity – funding through GPs.  Can others do this? 
Transition from service-led to community.  Where do they become a member of the 
community? 
Feedback to see how it’s going  
 

HAVE WE MISSED ANYTHING?   
GP’s role 
Practice staff role 
Training for GPs 
Training for Link workers 
 

 


