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Introduction 
This module details the most common issues that Community Links Practitioners (CLPs) are 
supporting people to address in their one-to-one work with individuals across the seven Deep 
End practices participating in the first three years of the programme. It highlights the complex 
nature of compound co-occurring issues, shares some insight from the work of CLPs in supporting 
individuals to address the most prevalent of these issues and shares learning around relevant 
considerations regarding such. Some contextual theory is provided and in places a critical analysis 
is applied.

The data in this module is based on the first 1863 referrals received by CLPs between April 
2014 and November 2015, their first 20 months based in practice. As of mid-December 2015 
1249 of these individuals had been ‘Seen’ by a CLP. This means that a piece of ‘links work’ had 
been undertaken by way of at least one meaningful interaction occurring between the CLP and 
individual.

common issues encountered in mitigating social 
determinants of health at the Deep End

CLPs work to no exclusion criteria and 
will support anyone from the practice list 
population who it is felt may benefit from 
their role. The rationale that underpins the 
programme is that the flexible nature of 
what they do should reflect the generalist 
unconditional service provided by general 
practice while bringing an added dimension 
through a new skillset which helps people to 
more effectively address social issues that 
affect their health. There is no pre-determined 
limit to the issues that CLPs are working with 
individuals to address and no limit to the time 
they spend with each individual.

Issues are articulated and recorded at three 
stages in the CLP:individual engagement and 
participation process, see Figure 1. When a 
referral is made Referral Reasons are recorded, 
these are often noted by the referring agent, be 
this a GP, Practice Nurse or otherwise. Once the 
CLP has initial contact with an individual part of 
their early conversations will involve identifying 

the issues that each person themselves 
recognise are affecting them. New issues do also 
sometimes come to the fore further into the 
series of CLP:individual sequence of interactions. 
Often the Identified Issues turn out to be 
different from the Referral Reasons. 

Finally, true to the person centred nature of 
the programme, the CLP will work with each 
person to help them decide on which issues they 
wish to address. In this way people prioritise 
the issues that they feel are most important 
or manageable for them to begin to work 
on, before working with the CLP to identify 
resources to access which they feel will be 
most suitable for doing so. Figure 1 outlines 
the sequence in which issues are recorded in 
case notes by the CLP through the process of 
engagement with an individual. Records are 
stored on the bespoke database, Community 
Health Referrals Information System (CHRIS), 
developed by the programme.

Mechanics of Community Links 
Practitioner’s (CLPs) one-to-one work
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Peeling the Onion
Some GPs working in Deep End environments 
have spoken of the effect of ‘peeling the onion’ 
to describe beginning to address psychological, 
social and emotional issues with individuals. 
This refers to a feature which commonly occurs 
within consultations when deeper inquiry is 
made into issues that individuals initially present 
with. Upon beginning to discuss or address one 
issue a deeper underlying issue or issues often 
come to the fore. The original issue often acts as 
a gateway to further concerns or circumstances 
that are affecting the individual and their 
capacity to maintain their own wellbeing.

It is clear that within GP’s standard consultation 
times, typically around 10 minutes duration, 
their scope for adequately addressing such 
complex issues is limited. Further, as GPs at 
the Deep End reports acknowledge, GPs can 

sometimes lack the specific skillset to address 
some such social issues as well as they would 
like. Evidence exists that there can be a resultant 
impact of increased stress and undermining of 
self-efficacy on the part of the GP themselves, 
and consequent risk of impact on clinical 
practice and patient safety as a result of such 
cases.

It is perhaps unsurprising that with their 
lengthier and more flexible appointment 
durations, and sometimes, different skillsets, 
CLPs experience the ‘peeling the onion’ 
phenomena. It often takes more than one 
appointment before an underlying issue is fully 
uncovered and several instances of first time 
disclosures, for instance of having experienced 
non-recent sexual abuse, have been encountered 
by the programme.
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Each item recorded in the Issues Wish to Address 
fields will usually also appear in the Identified 
Issues section, though not all Identified Issues 
will become an Issue Wish to Address.

This module predominantly concentrates on the 
issues recorded in the Issues Wish to Address 
fields of CLP’s case record notes.

 

Stage of engagement

Point of Referral  Initial engagement/participation           Ongoing participation

----------------------------------------------------------------------------------------------------------------------------------------

Referral Reasons       Identified Issues             Issues Wish to Address

Category of information recorded/name of database field populated

Figure 1  Stages of articulation of issues in CLP engagement



Social determinants of health and 
their interplay with physical and 
mental conditions

3

The social, economic and environmental 
conditions in Scotland’s most deprived 
communities have a profoundly harmful impact 
on the health of individuals. Poverty, debts, job 
insecurity or lack of employment, inadequate 
housing, exposure to violence or crime, 
experiences of prejudice or stigma, pollution 
of green spaces, barriers in access to social 
goods such as cultural and leisure activities, 
inequalities in educational attainment and many 
other harmful social determinants of health can 
occur anywhere, but are concentrated in certain 
neighbourhoods in Scotland so that people 
who live in these communities face enormous 
challenges. 

If the focus of an individual’s attention regularly 

falls upon stressful issues concentrated towards 
the survival stage of our hierarchy of needs, less 
personal resource, including financial resource, is 
able to be devoted to health promoting activity. 
The impact of these on mental health include 
low self-worth, long term anxiety and depression, 
markedly increased rates of suicide and self- 
harm, domestic violence, addictions (including to 
nicotine, prescribed medications, illegal drugs, 
alcohol and gambling), boredom, poverty of 
expectation and hopelessness. 

The impacts on physical health are equally as 
severe. Behavioural adaptations to surviving a 
stressful environment, such as using stimulants 
like nicotine, sugar, fats or alcohol to alleviate 
anxiety or depression, are effective in the short 

common issues encountered in mitigating social 
determinants of health at the Deep End

Social Determinants of Health are the social, economic and environmental conditions 
that influence the health of individuals and populations. They include the conditions of 
daily life and the structural influences upon them, themselves shaped by the distribution 
of money, power and resources at global, national and local levels. They determine the 
extent to which a person has the right physical, social and personal resources to achieve 
their goals, meet needs and deal with changes to their circumstances.

Specific examples include:

• Availability of resources to meet daily needs (e.g., safe housing and local food 
markets).

• Access to educational, economic and job opportunities.

• Access to healthcare services.

• Quality of education and job training.

Reproduced with permission from: understanding and tackling the wider social determinants of health. Local Government Association.
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term but cause long term harm in physical 
health. Restricted financial choices drive people 
to opt for widely available cheaper sources of 
low value calories, leading to obesity. Violence, 
suicide and accidents lead to trauma, injury and 
disability. Stress and hopelessness also have a 
direct impact on physical health. 

The term allostasis describes the body’s 
capacity to attain stability (or homeostasis) in a 
changing environment. The impact of repeated 
exposure to stress factors on the human body 
(labelled allostatic load) can be objectively 
measured through various biological indicators 
such as stress hormone levels, cardiovascular 
indicators (such as blood pressure) and 
changes in the immune system such as chronic 
inflammation. The net consequence of this web 
of interconnected health determinants are 
increased rates of heart disease, respiratory 
disease, almost every type of cancer, liver 
disease, long term pain and many other long 
term physical health conditions.

We often hear of an intergenerational aspect of 
deprivation. It is possible that there is in fact a 
biological element to this. The social patterning 
of risk factors (such as obesity or blood pressure) 
and diseases (such as cancer or heart problems) 
is not incompatible with evidence that these 
have a molecular and genetic basis. A growing 
body of research suggests that such changes 
to gene expression could be heritable across 
generations, representing a kind of biological 
memory of previous family experiences. In studies 
exploring this the most oft quoted examples 
include observed effects on offspring of holocaust 
survivors, indicating that trauma can have 
transgenerational impacts, and contemporary 
evidence in the field of epigenetics increasingly 
invokes the likelihood that that there may be 
physiological levers at work in this, alongside 
more accepted socio-cultural and nurture based 
mechanisms. 

Therefore it may be that environmentally induced 
physiological indicators can affect the resilience 
to physical disease and mental illness of people, 

not only in the here and now, but also across 
generations. While research in this area is rapidly 
expanding, to date links have been identified 
with regard to mental health conditions such as 
schizophrenia and mood disorders and physical 
conditions including cancer.

Pathways such as behavioural adaptations and 
stress responses provide some explanation, 
at a more fundamental level research in fields 
such as epigenetics are beginning to uncover 
the molecular biology that mediates between 
environment and gene expression. Such research 
may in the future help to explain why, for 
example, obesity levels have been rising rapidly 
in the last two decades, and most rapidly in the 
poorer sectors of society, without any change in 
the gene pool during that time period. 

Put simply, our health potential is a product 
of our genes but that potential can only be 
realised within a non-toxic environment, and 
the expression of our underlying genetic code, 
can itself be impacted by the experience of our 
forebears. All of this highlights the compound 
nature of the challenges inherent in the Deep 
End environments into which Community 
Links Practitioners are placed, and in related 
endeavours to attain greater health equity across 
the population.

A recent study funded by the Chief Scientist’s 
Office illustrates the profound inequalities 
that arise from the impact on health of social 
inequalities. GP practices in the most deprived 
decile have on average, 38% more patients 
with two or more long term health conditions, 
124% more patients with combined mental and 
physical health problems and 93% more patients 
with five or more long term health conditions 
than those working in the most affluent 
decile. The consequence of this is reduced life 
expectancy. All-cause mortality in patients aged 
<75 years increases 2.4-fold from the least to 
most deprived population deciles.  (Br J Gen Pract  
2015 Dec; 65 (641): e799 -e805). 
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A wide range of issues are encountered through 
the one-to-work of the programme. Nevertheless 
there are some issues that occur relatively 
frequently across all seven practices. 

Usually individuals have more than one 
issue affecting them. Less than 25% of those 
worked with have a single issue recorded as an 
Identified Issue. More often a complex mix of 
issues are present in an individual’s situation 
at the point at which they engage with a CLP. 
A caveat must be applied at the outset of this 
section in highlighting the difficulty that exists 
in categorising complex combinations of co-
occurring issues, as characterise the work of 

CLPs. Very often, compound issues cut across 
those that can be described as social, physical 
and mental in nature. In some instances it 
can also take some time and a number of 
appointments for issues to be unpicked and 
underlying issues to come to the fore. 

As the volume of data contained in the 
programme’s Community Health Referrals 
Information System (CHRIS) – in use since May 
2015 – increases over time, future opportunities 
to explore phenomena such as these and the 
interplay between articulation, co-occurrence 
and addressing of many of these issues, will be 
presented.

Issues commonly encountered in 
Community Links Practitioner’s 
one-to-one work in Deep End practices

Figure 2  Wordcloud depicts relative prevalence of issues individuals seek to address based on 
occurrence of each in Issues Wish to Address Field of CLPs case records 
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Social isolation/loneliness

Other than the very widely interpreted term 
‘Mental Health’, ‘Social Isolation’ is the most 
commonly mentioned term as a Referral 
Reason and other than ‘Benefits’ and ‘Anxiety’ 
is the most commonly mentioned Issue Wish to 
Address in CLP case notes. In terms of the issues 
these people wish to address social isolation 
rarely occurs as a sole issue. Financial issues are 
often another priority, as is housing. Increasing 
physical activity is also often related to getting 
out and about more. Bereavement features 
strongly, as do related mental health conditions 
including anxiety and depression and challenges 
particularly facing carers.

In practices with a generally slightly older 

practice population, which is reflected in the 
average age of CLP referrals, Social Isolation 
related issues occur slightly more frequently. 
Across all participating practices however the 
average age of people for whom Social Isolation 
is an issue is only 4.9 years older than the 
average age of all programme participants.

In working with individuals to address Social 
Isolation, a wide range of resources are being 
identified and accessed by people with CLP 
support (Figure 3). This is perhaps indicative of 
the person centred nature of the programme’s 
approach in that each individual may choose to 
address their situation in their own unique way.

Figure 3  Relative prevalence of Resource Types (as recorded in CLP case notes) for those who have 
social isolation/loneliness recorded as a reason for referral

Social Isolation as a 
Referral Reason

Social Isolation as an Issue 
Wish to Address

Boredom as a Referral 
Reason

13.8

12.8

3.8

0% 10.0% 20.0% 30.0%
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CLP interventions have ranged from teaching an 
elderly person how to use Skype so they could 
chat to family in Australia to, via several home 
visits, developing a relationship with the family 
of an individual who had not left their house in 
five years. The CLP advised and supported the 
family to improve their financial situation so that 
the individual concerned could begin to rekindle 
some previous interests such as painting. 

At the same time as identifying an adequate 
resource that could offer appropriate support 
for overcoming mental health issues related to 
historical sexual abuse, in itself a time consuming 
pursuit, and supporting the person to access 
this resource, the CLP is also working with a view 
to ultimately supporting the person to attend 
community education classes which fit with their 
interest in art.

CLPs are often the first bridge to developing 
networks of much needed social support, which 
for many of the individuals that CLPs are working 
with, can take time. 

On the other hand some individuals, whose 
situation may not be laden with crisis or of 
as such an intense nature, can be reticent to 
describe themselves as lonely and this is perhaps 

where the terming of an issue as ‘boredom’ 
arises. Often the CLP intervention consists of 
working with people to identify their particular 
interests and then matching these to group 
activities that are available locally. The social 
aspects of group activities, such as the walking 
groups many links practices are now offering 
is often the main attraction of these groups, 
although this may not be the ostensible reason 
some people take part.

An example of the benefits brought from the 
role being placed within the practice team is the 
collaboration between GP and CLP in attempting 
to work with some of those patients likely to be 
labelled as ‘hard to reach’. In the case of one 
individual who suffers from agoraphobia, severe 
anxiety, and depression and for whom the GP 
had long found it difficult to identify solutions, 
the GP was able to accompany the CLP on an 
initial introductory home visit. By introducing 
the CLP to the individual in this way, utilising the 
flexibility of the programme, passing over the 
‘baton of trust’ from GP to CLP and being able 
to invest the necessary level of resource, it is 
possible that even those individuals in the most 
complex of circumstances, those at the ‘deep end 
of the deep end’, can be reached successfully,
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Bereavement

Often related to, sometimes as a precursor of, 
Social Isolation this is an issue which has also 
commonly arisen in individual’s interactions with 
CLPs. Bereavement can however be linked with 
a whole host of issues. Given that life expectancy 
tends to be shorter in Deep End neighbourhoods 
it is perhaps no surprise that many people are 
affected by this issue.

From elderly individuals who have recently 
lost their spouse to young parents having lost 
children and young children having lost both 

their parents, people affected by suicide, people 
who have been affected by a recent bereavement 
to those experiencing ‘delayed reactions’ to the 
death of someone close in the past, there exists 
a vast range of situations within this category.

The following excerpt from a CLP’s field diary* 
exemplifies one case of bereavement that is 
tied up with many interlinked complex issues, 
as well as how CLPs themselves can be exposed 
emotionally to this issue in the course of their 
work.

common issues encountered in mitigating social 
determinants of health at the Deep End

* Field diaries are an action learning data collection tool in use over the first two years of programme 
delivery. They are completed by CLPs in the style of a reflective journal to record aspects of importance 
to them, and around which valuable programme learning and understanding can be gained, 
for example with regard to emerging programme processes. They are not intended to provide a 
comprehensive record of daily activity.

I have one lady in who lost her daughter from a heroin overdose. I had previously worked with her 
daughter around her alcohol addiction as she had previously almost died when she choked on her own 
vomit and she also had a heavy physical dependence. She came back after a couple of initial contacts and 
was ready to engage. 
Both myself and the doctor worked to get her fast tracked into a residential rehab. She died the night 
before she was due to go into the rehab. Her mum was devastated as expected and it was even harder for 
her as she didn’t know her daughter had been using heroin.
She also had a son who is a heroin addict but had been clean and stable on methadone for eight months 
however after the death of his sister he started using again and got himself into trouble so he is now 
back in prison. The mum cried for whole appointment and didn’t know where to turn. 
She said she’s had a difficult life (was in a very abusive relationship that her and her kids had to flee 
from) but she’s always managed to cope but this has had such a massive impact on her she’s not leaving 
the house, not eating and looking after herself. 
She had a stroke three months after the death of her daughter and has also now been diagnosed with 
COPD. Her health is deteriorating very quickly and she is not looking after herself. She realised she 
needed support. 
The initial contact was just a case of listening to her telling her story and booking another appointment 
for her to come back to discuss. I have a feeling this might be a lengthy one and will take time until she 
feels capable to access a service, we’ll see.

Bereavement as a 
Referral Reason

Bereavement as an Issue 
Wish to Address

0% 10.0% 20.0% 30.0%

7.0

5.9
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It is apparent that there can often be a ripple 
effect caused by a bereavement. This can 
cascade across many different people over 
varying periods of time and touch on many 
issues, including those categorised herein. Mary 

and Lizzie’s story in Appendix 1 shares a CLP 
case story that explores a CLP intervention for 
an elderly lady who has lost her son and led to 
the CLP also working with the lady’s grandchild 
who has lost both her parents.

“There must be such a nuanced impact on so many people within a community that comes from 
many CLP interventions. For example with the prevention of a suicide. This aspect of a CLPs work 
may be impossible to measure but it is undoubtedly of immense value” – Links Worker Programme 
participating GP
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Tommy was first brought to my attention on the morning before he was due in for an appointment with 
the GP. The GP mentioned that Tommy had not visited the practice in a number of years. The GP phoned 
Tommy to offer condolences after the bereavement of his father. His father was a well-known and 
respected man in the community. During the telephone conversation the GP asked Tommy if he would like to 
come in to the practice for an appointment in light of recent events.

The GP introduced me to Tommy after the consultation.  His father’s funeral was only the previous day 
but he was happy for the two of us to sit down and have a conversation. He appeared slightly anxious so I 
offered him a cup of tea and explained my role within the practice. 

He opened up and described the challenges he has encountered with his mental health. He has endured 
anxiety with depression for most of his life, and as result starting self-medicating with alcohol. In the 
past he was referred to the Primary Care Mental Health Team but he mentioned that he didn’t find this 
helpful at that time. He also mentioned he has had previous suicidal thoughts in the past but not at the 
moment. 

He has a dog which gives him a sense of purpose and gives him a reason to get out the house every 
day. Furthermore he mentioned that he struggles in group settings and has a social phobia. From our 
conversation he revealed that he didn’t want to waste anyone’s time and he didn’t want to be a ‘nuisance’.  

After further enquiry he stated that he had been declined benefits seven years ago and as a result has 
been living from carer’s allowance he received from looking after his father. He went on to mention that 
when getting assessed seven years ago someone at ATOS declared him a ‘nuisance’ to his GP surgery. It 
became apparent that was the reason he has not engaged with the GP practice for seven years. 

I assured him that no one in the practice would have branded him a ‘nuisance’ and if it was fine with him 
I would mention it at our next practice meeting which he agreed to. 

I conveyed this information back to the GPs at the practice. Subsequently the GP wrote a letter to 
Tommy to make him aware he was not a ‘nuisance’ and apologised for the way he was treated.

Consequently, Tommy has now built up a strong rapport with the practice and has started engaging more 
regularly.

The following case story provided by a CLP 
indicates how contact with a CLP and the 
practice can sometimes simply be enough to 
help someone through a time of bereavement 
and can lead to wider benefits.

CLPs and individuals they support engage 
a wide range of services in order to obtain 
support with bereavement related issues. These 
include specialist organisations such as People 
Experiencing Trauma and Loss (PETAL) who can 
work with individuals affected specifically by 

suicide, city wide organisations such as Lifelink, 
with their suite of programmes and locally 
based organisations as well as certain statutory 
services. 

This is an area of the programme where 
gaps have been identified in provision across 
localities and the programme has had some 
success in working with organisations to provide 
feedback on their services and to help develop 
new responses to unmet need.
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Case notes often highlight an interplay between 
these psychological issues and past traumatic 
events and/or currently challenging financial 
situations. Witnessing or being party to 
violent events, sexual abuse and bereavement 
sometimes play a part. Henceforth the approach 
of CLPs in working together with individuals 
remains entirely person-focused and will follow 
an individual path. . 

An analysis of a subsample of 646 programme 
referrals over an eight month period shows 
that at least one mental health related issue is 
recorded as an Issue Wish to Address for 52% of 
individuals. 

As depicted in the graph opposite, 63% of 
those individuals who seek to address one or 
more mental health issue also wish to work 
with the CLP in addressing other non-mental 
health issues. These are often physical issues 
such as pain management or social issues such 
as relationships, for example with family or 
neighbours, financial issues also occur relatively 
often. Only 16% of mental health presentations 
concern one single mental health issue.

This common co-occurrence of mental health 
issues alongside other issues can arise in 
different ways for different individuals. For 
example a single mental health condition 

can be a precursor to other issues, including 
social or physical issues, arising. Conversely 
experiencing challenges with social issues, for 
example housing or finance, or indeed physical 
issues such as living with a long term condition, 
can lead to development of a mental health 
condition, whether or not there may be some 
degree of predisposition to such.

The person centred nature and flexible approach 
to appointments allows for CLPs to hold ‘good 
conversations’ with each individual. Such ‘good 
conversations’ are influenced by the Talking 
Points Approach to Personal Outcomes training 
as devised by the Coalition of Care and Support 
Providers Scotland, and various other aspects of 
their skillset, including motivational interviewing 
and Applied Suicide Intervention Skills Training. 
CLPs do not though follow any strict structure 
in their interactions and discussions with 
individuals, rather they can draw on various 
such tools and skills as appropriate to each 
given situation and individual. The conversations 
held benefit from a level of trust conferred by 
being part of the general practice team, and 
through them a CLP works with an individual 
to help identify their preferred course of action 
in beginning to address whichever issue(s) the 
individual feels most benefit will accrue from. 
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Depression, stress and anxiety
Mental Health as a 

Referral Reason

Mental Health as an Issue 
Wish to Address

Anxiety as a 
Referral Reason

Anxiety as an Issue 
Wish to Address

Depression as a 
Referral Reason

Depression as an Issue Wish 
to Address

Stress as a 
Referral Reason

Stress as an Issue 
Wish to Address
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Evidently, varying degrees of therapeutic 
benefit often comes from these conversations 
themselves and the relationship that develops 
between an individual and CLP. The remit of the 
CLP is to work to connect the individual with the 
most appropriate third party support that the 
individual feels they will benefit form, moving 
from working ‘face-to-face’ to working ‘shoulder-
to-shoulder’. The CLP draws on the vast amount 
of information gained by their community 
asset mapping work and the relationships they 
have developed between the practice and the 
hundreds of community resources identified 
at each practice, to support each individual to 
enhance their personal relationships and engage 
with an appropriate resource through which they 
feel they will be able to build capacity for taking 
greater control over their own wellbeing.

With mental health related services in particular, 
sometimes navigating inclusion/exclusion criteria 
and engaging with referral procedures can prove 
challenging for individuals. For CLPs this has 

implications for the already complex and often 
delicate nature of supporting an individual to 
engage with a third party regarding a deeply 
personal circumstance. CLPs need to manage 
their own relationship with individuals and guard 
against a level of dependency being conferred 
on themselves which could ultimately become 
unsustainable, whilst still ‘going above and 
beyond’ in their efforts to ensure each individual 
is connected with a beneficial resource. CLPs and 
the wider LWP management team also work with 
colleagues in other services to provide feedback 
and share our action learning approach and 
insight from working with individuals to support 
the future development of services.

The following abridged excerpt from a CLP’s field 
diary captures their experience of supporting 
individuals affected by mental health conditions 
to access and engage with relevant support 
and the overwhelming pressures that currently 
affect the architecture of mental health support 
agencies.
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Below is a CLP Field Diary entry highlighting their experience supporting an individual to gain 
appropriate support for a complex mental health issue. This exert relays a CLPs own personal 
frustration at the nature of the systems currently in place meaning an individual can find it extremely 
difficult to access the necessary support.

I was to accompany a lady to a personal development course. I was very pleased to do so otherwise she 
won’t attend. She has severe and enduring mental health issues and is seen by a Community Psychiatric 
Nurse (CPN) once every 3 months to check on her medication and if it’s effective for her. She’s found 
that she doesn’t have emotional support so accessed a mental health support charity who work with people 
suffering poor mental health to help them regain purpose in the community which she found helped, however 
an incident happened there which means she won’t attend anymore. 

She is very vulnerable and had no idea where to turn for support so always attended the doctor and the 
doctor had to effectively take on the role of supporting her as Primary Care Mental Health Team are 
unable to work with her as she’s working with Community Mental Health Team, it’s so frustrating how she 
has no emotional support when she so desperately needs it!

One weekend she felt very suicidal and walked into a police station stating this as she couldn’t think of 
where else to go. A care assessment was done for her by the social worker and they deemed that she 
didn’t need additional support through the personalisation service because she sees a CPN once every 3 
months. 

Also because she finds it quite embarrassing to admit certain things like she can’t open her mail or clean 
her house or herself some days etc. so didn’t mention these which would have affected the assessment. 
It just doesn’t make sense in my head, the woman was crying out for support and the police helped a lot 
in that moment and she was spoken to by the psychiatrist but then let on her way once someone who she 
knew picked her up with no other support put in place for her except another 30min appointment with her 
CPN the next week. 

So I’ve been working with her and we are getting another care assessment which I will accompany her to 
but while that is happening we decided to look at other options, one of which was this course for woman 
with confidence/self-esteem issues as she has extremely low confidence. So the course helps promote 
self-awareness and empowerment with coping strategies for difficult times. I got a text at the end of 
the day saying thanks she found it great and is looking forward to going back next week. 

Once the course is finished we’re also going to look into meditation as she’s previously done this and 
liked it and felt it helped her cope; but one step at a time. So I won’t be working with her until she comes 
back after the course and we’ll do another supported visit to the meditation and then she says she’ll feel 
comfortable accessing that herself once she’s been there once.



15

common issues encountered in mitigating social 
determinants of health at the Deep End

Conversely, the following excerpt from a case story relays the experience of a CLP supporting an 
individual experiencing complex and severe mental health problems but for whom the CLP was able 
to undertake a relatively straightforward intervention. In essence this was due to the existence and 
availability of a suitable community resource in this case, whilst conveying the somewhat atypical 
nature of this instance compared with many of the case journeys CLPs embark on. 

If only every case was as opened and closed

Don’t get me wrong it’s great when you meet someone at the right time, ready for change and with insight 
into their contemplation of it, who will then grasp the opportunities they find in their community. It 
happened last week with a guy who had been referred to me following a fairly serious suicide attempt.

He was on my list to call when a call was received by our receptionist to say he was on his way to hospital 
following another, this time horrific, suicide attempt. It was not looking good for him but amazingly he 
survived and was transferred to the appropriate hospital to recover.

I spoke to him whilst he was in hospital because his suicidal ideation was related to massive debts 
following his first ever experience of unemployment and I was aware of a service doing outreach in his 
ward and wanted to check if he’d linked in. He had, and in a sense it shows that some elements of this 
links role aren’t that new.

So fast forward, the chap is home and back at his GP. After one appointment with me I know he’s a 
long time skilled grafter – certain interesting aspects of his working history come to light during this 
conversation that practice staff were not previously aware of – and that he’s unaware of services other 
than his GP.

BUT… he’s ready for change. We have an initial discussion and he heads off with some project ideas to 
have a think. He’s already signed himself up for some local adult learning classes so is well up for some 
‘homework’. Two weeks later he’s back to see his GP then myself immediately afterwards. He kindly 
agrees to a student nurse shadowing me and he’s all set for going along to a local project I have shared 
information with him on.

This project is a favourite of mine that I wish I could refer to more often. We give them a call and they 
have a six month course starting next week! Although there might not be spaces they say ‘please do drop 
in’. He’s so keen on the thought of being able to start next week after reading all about them that we agree 
to attend the next morning.

It’s a great supported visit, with me stepping back by the end of it to let him get on and build his own 
rapport with folk, and it ends with him having a place and us leaving to the sound of much mutual vocal 
celebration!  Highlight of the working week!

It’s great when that happens and you can simply enable someone to navigate the systems and get back to 
living well day to day. If only every referral was as open and closed like this, but then that wouldn’t be 
true to the nature, oft steeped in crisis as it is, of the environment in which we work… the Deep End as 
it were… ”
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The wordcloud below captures the diverse range of third party resources being identified through the 
one-to-one work to link individuals with in seeking to address mental health issues.
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Alcohol and addiction issues can be influenced by 
many factors and often co-occur with many of the 
mental health issues outlined above. In cases wherein 
these issues are present sometimes the addiction 
is the ostensible reason for referral yet other social 
or mental issues influence and interplay with this in 
a variety of ways. In some cases the addiction and 
physical conditions that have resulted from this lead 
to an individual experiencing what can be described 
as a crisis situation at the point of referral. Sometimes 
the addiction itself and related physical issues are 
the most pressing issue that need to be urgently 
addressed.

Often there is an interplay with the relationships 
in an individual’s life. Again this can manifest in 
several ways. Relationship issues the individual is 
experiencing, be they with a spouse, parent, offspring, 
employers or others can often bring a pressure 
leading to reliance on a substance. This flow of cause 
and effect can also manifest in the opposite direction 
when substance misuse affecting an individual can 
negatively impact on their relationships leading to 
something of a compounding cycle of hardship. 

CLPs must be able to work with individuals to 
address both an immediate issue, such as physical 
dependence on a vast daily intake of alcohol, as well 
as to help navigate often a myriad psychological 
and social issues, such as broken down familial 
relationships, past trauma and financial issues. 
Again the person centred and flexible nature of the 
programme as well as the setting within general 
practice is beneficial to supporting individuals to 
ask for the help they need and to, at their own 
pace, be open about the issues that they feel most 
fundamentally affect them and about how they 
feel they could begin to address such issues with 
appropriate support.

CLPs have built a city wide knowledge of addiction 
specific and related services across the city of 
Glasgow. In one practice where the CLP had 
experienced a relatively high proportion of referrals 

with addiction issues an initiative has been developed 
whereby an alcohol counselling service, employed 
by Glasgow Council on Alcohol Misuse (GCA), is now 
based in a room within the health centre in which the 
practice is based, providing a direct link to this service 
and facilitating information sharing and joined up 
working. 

This initiative developed from a session that the CLP 
had organised to bring in GCA to explain their service, 
particularly the family service that is offered, to 
practice staff. Initial discussions at this session relayed 
the local need that existed. GCA then undertook to 
identify funding and the CLP liaised with health centre 
management to arrange for a room to be provided 
for the service to operate from. This is a model 
which is now being considered by other participating 
practices.

Methadone clinics which are attached to links 
practices often work with individuals with mental 
health and social issues. Individuals attending these 
clinics often first hear of the availability of a CLP and 
subsequently seek out support, usually via their GP. 

Many individuals, whilst working with the Community 
Addictions Team (CAT) simultaneously work with the 
CLP to gain support to address other issues which 
affect them. CLPs have been successful in liaising 
with CAT staff on behalf of individuals. One striking 
example of this was in the case of an individual who 
had been receiving long term CAT support with their 
methadone dosage having remained constant. The 
individual had dealt with a number of different CAT 
workers. The CLP was able to share information with 
the CAT team which helped instigate a proactive 
approach to the individual’s treatment plan.

Appendix A shares part of a case story of an individual 
which conveys how a CLP being able to remain 
available to an individual, and responsive through 
the various challenges that they face, can be effective 
in providing support where alcohol is an issue that 
interplays with several other critical issues that are 
affecting the individual’s life and wellbeing.

Alcohol and other addictions
Alcohol or Addiction as a 

Referral Reason

Alcohol or Addiction as an 
Issue Wish to Address

0% 10.0% 20.0% 30.0%

8.6

6.1
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Here we see a reversed trend occur in 
comparison to those issues previously outlined. 
The doubling in prevalence of the recording of 
this issue as an Issue Wish to Address, compared 
with as a Referral Reason, seems to be indicative 
of housing pressures being present for many 
individuals who are experiencing other more 
pressing social, mental or physical issues 
that impact upon their resilience. Although 
representing a fundamental human need and 
right, housing concerns appear to be relatively 
less apparent at the point of engaging with a 
GP practice compared with their true prevalence 
as an issue that affects people in Deep End 
environments.

CLPs have proven to be a useful resource in 
liaising with housing officials, be it advocating 
on an individual’s behalf, for example this can 
involve addressing access issues or seeking a 
transfer to more suitable housing, such as when 
the threat of violence is present or a need for 
sheltered accommodation has arisen.

CLPs can also undertake home visits to many 
individuals. During these visits it is possible 
that housing concerns become apparent. This 
perhaps at least partly explains the doubling 
of prevalence between stages of engagement. 
Several individuals have been supported to 
address sub-standard living conditions through 
a variety of means. This can be challenging and 
involves identifying an approach that fits with 
the particular circumstances of each individual, 
which can be as diverse as each individual 
themselves. 

One particular example which highlights 
the effectiveness of the CLP role involves an 
individual who suffers from severe mental health 

issues. After experiencing a previous period of 
homelessness this individual reports that they 
had spent 12 years with no functioning heating 
in their home whilst other aspects of the house 
would have been deemed less than habitable. 
One year prior to CLP involvement the individual 
had attempted to address this with their Socially 
Responsible Landlord (SRL) which led to many 
communications and promises to have adequate 
arrangements put in place. 

Lengthy ongoing interactions and fragmented 
communications aimed at finding a solution, led 
to the individual ‘giving up’ and the situation 
continuing. Upon the CLP engaging with the SRL 
on the individual’s behalf an operational heating 
system was installed and other work, including 
installation of new kitchen, was undertaken 
within a week.

Supporting individuals to gain and maintain a 
tenancy can involve accessing relevant statutory 
services as well as third sector organisations 
that provide household goods starter packs 
or assistance with household duties such as 
appliance installation or DIY work. 

Keeping abreast of what can for many 
individuals be a complex public facing interface 
for obtaining homelessness referrals from the 
local authority is an important aspect of the CLP 
role. Individuals at risk of homelessness often 
misunderstand where they are placed within the 
process of making a declaration of homelessness 
and having a case opened in order that they will 
become eligible to have the local authority’s 
statutory duty to provide a home for everyone 
applied to them. 

CLPs, as a professional from the individual’s 
GP practice are often successful in conveying 

Housing and homelessness
Housing or homelessness 

as a Referral Reason

Housing or homelessness 
as an Issue Wish to Address

0% 10.0% 20.0% 30.0%

7.2

14.5
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As with housing, indeed to a more marked 
degree, considering the almost threefold 
increase in the prevalence of Benefits being 
recorded as an Issue Wish to Address compared 
with as a Referral Reason, it is clear that 
financial issues are an underlying issue for many 
individuals who have other health and social 
concerns which they wish to address. 

Identifying where the relative weight of cause 
and effect lies in the relationship between 
financial issues and other issues is a question 
of immense complexity, yet in simple enough 
terms it can be safely stated that an abiding 
gravitational pull exists in each direction. Over 
1 in 5 individuals working with a CLP have 
identified that they seek support with financial 
matters.

Often a CLP can begin to work with an individual 
on benefits related issues whilst simultaneously 
engaging with the individual to unpick and begin 
to identify suitable approaches for addressing 

other issues that are present. Ensuring the 
individual has appropriately navigated the 
changing welfare system and accessed all 
support to which they may be entitled, often 
represents a ‘quick win’ which facilitates 
ongoing deeper engagement conducive to 
establishing a holistic approach to helping an 
individual become empowered in improving their 
own situation and wellbeing.

CLPs may themselves support individuals to 
attend what can be for them stressful and 
fraught tribunals, ATOS assessments and 
other necessary interactions demanded by the 
current welfare system. In other cases suitable 
organisations and services who can take on 
this role may be identified. Often individuals 
need support to complete complex forms and 
application processes.

Employment is mentioned in two contexts. 
Many individuals seek CLP support to enhance 
their employability and CLPs have worked to 

Housing and homelessness

Finance, benefits and employment

the true nature of an individual’s situation to 
professionals within the homelessness casework 
team. For example this can include explaining 
the impact of violence or anti-social behaviour 
or the impact that addiction issues may have 
on an individual. CLPs also explain and clarify 
certain information for individuals to help 

them understand the mechanics of the system 
and where they are placed within this as well 
as supporting directly with applications to be 
considered for a tenancy by a SRL.

The experience here is that it can be vital to have 
CLP support in order to successfully adopt a 
preventative approach to homelessness. 

Employment as a 
Referral Reason

Employment as an Issue 
Wish to Address

Benefits as a 
Referral Reason

Benefits as an Issue 
Wish to Address

Financial Support or Debt 
as a Referral Reason

Financial Support or Debt 
as an Issue Wish to Address
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Individuals referred to a Community Links 
Practitioner (CLP) often seek assistance with 
behavioural change around increasing their 
physical activity levels or managing their weight 
from a dietary perspective. Within this area there 
are, both in terms of severity and type, again a 
wide range of manifestations. From supporting 
individuals to identify appropriate support for 
anorexia or body dysmorphic disorder, often 
entangled with deep rooted psychological issues 
and co-occurring with anxiety, to working to 
enable individuals to engage in new forms of 
exercise or improve self-care, there are a wide 
range of examples of how individuals have been 
supported on this front, and these can vary 
widely in level of intensity.

Often a new diagnosis or ongoing long term 
condition influences an individual’s evolving 
exercise needs and CLPs tailor their support 
to such instances. The approach of a CLP can 
involve supporting individuals to overcome 
financial barriers to taking part in exercise as 

well exposing individuals to, or at least informing 
of activities which may be new to them.

Whilst also often supporting individuals to 
access and engage with existing resources such 
as community based yoga and sports clubs 
and facilities this area is the one in which the 
programme has been able to be most proactive 
in directly implementing new responses to 
unmet need in the communities in which it is 
currently active. CLPs have been successful in 
attracting additional complementary funding 
streams to facilitate development of a variety of 
initiatives.

Most participating practices now offer weekly 
health walks which are open to those referred 
to a CLP and others. In one locality a tennis club 
has been set up through working with local 
partners. Individuals who come into contact with 
the CLP or other practice staff are supported to 
attend. Yet another practice has, again along 
with local partners, and with financial support 
from the local health improvement team, 

Physical activity and weight 
management

liaise with colleges in supporting applications as 
well as drawing on the wealth of knowledge of 
community education activity that each practice 
now holds, in order to link individuals with 
the most fitting option for their own skills and 
ambitions.

The other context employment is mentioned 
in is in CLPs supporting individuals to address 

issues with current employment, recognised 
as a massive cause of stress in the general 
population and as a reason for many GP 
presentations. Appendix B shares, via a 
programme participants own words, an example 
of the holistic approach of a CLP intervention, 
which included working with an individual to 
overcome barriers to continuing employment 
whilst managing arising challenges in their life.

Exercise as a Referral 
Reason

Exercise as an Issue Wish to 
Address

Weight Management or Diet 
as an Issue Wish to Address
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Most cases which involve this issue relate to 
previous or historic experiences of sexual abuse.

There have occurred a handful of cases where 
the CLP is supporting an individual who has 
been the perpetrator of such, and poses a 
risk of doing so again. Such cases present a 
particular risk of psychological burden which 
the CLP must manage, and can draw on the 
programme provided support mechanisms that 
are in place in order to do so.

Many cases where this issue arises involve a 
first time disclosure related to sexual abuse and 
while often this has occurred in the past, it is 
usually the first time an individual has sought 
support in addressing it. Often other issues 
are present which are affecting the individual 
more immediately and the individual through 
discussion with the CLP will for the first time 
begin to unpick how past traumatic experience 
is affecting them presently.

CLPs often have to work to navigate access 
criteria of statutory services in supporting 
individuals to access support for this issue. 
Fortunately there exists very experienced and 
committed third sector organisations that can 
be accessed and offer well rounded support for 
individuals who are affected by this issue. 

A high level of CLP time and emotional resource 
is typically committed to individuals for whom 
this issue is present. It is important to ensure 
that the correct support is accessed and the 
trust bestowed on the CLP, by way of having 
made the initial disclosure, is honoured 
through providing the level of personal support 
that is necessary. The CLP will of course also 
work with individuals to continue to address 
any other relevant issues with which they need 
support, be these related to sexual abuse or 
otherwise.

In comparison to most of the other issues covered in this module sexual abuse is not quite as 
prevalent by sheer volume. Mentioned in around 3% of cases however, it is an area that is worth 
covering.

Sexual abuse

implemented a cycling initiative teaching cycling 
proficiency to local adult participants. This has 
been enthusiastically received and very quickly 
reached capacity. GPs in this practice have also 
taken inspiration and now use a bicycle to travel 
to home visits.

It is clear that there exists barriers on many 
levels to increasing physical activity among 
community members in the localities in which 
the programme is active and these are such that 
the LWP and participating practices are perhaps 
uniquely positioned to develop approaches for 
overcoming. 

Many of the local community resources 
with which CLPs have helped develop new 
practice:resource relationships have also served 
the wider practice teams in delivering activities 
aimed at increasing physical activity as part of 
working towards the Team Wellbeing capacity 
contained within the ‘links approach’ to practice 
development. The Team Wellbeing capacity and 
others that comprise the links approach, as well 
as activities that support development of these, 
are covered in depth in other Record of Learning 
modules.

common issues encountered in mitigating social 
determinants of health at the Deep End
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In considering the relevance of Relationships as an 
issue recorded for Community Links Practitioner’s 
interaction with individuals we come somewhat 
full circle from the initial issue detailed above, that 
of Social Isolation. As social beings it is perhaps 
unsurprising that so many challenges are presented 
around these issues, especially when other trying 
issues require to be addressed.

Once again, underlying the raw number of mentions 
of this issue are myriad situations and ways in which 
it resonates through dynamics relevant to our 
interactions with each other.

Many individuals seek support with the impact on 
themselves brought about by health challenges, 
including long term conditions, that affect loved 
ones, as well as through the loss of loved ones. 

Negative family relationships, which have sometimes 
been in effect across generations, parenting 
challenges and marital difficulties all have a 
profound capacity to impact on the wellbeing of 
individuals.

In reports produced by GPs at the Deep End they 
recognise implications around Attachment, our 
capacity to form meaningful trusting as well as 
intimate relationships, so vital to our wellbeing. 
Attachment in this sense is influenced heavily by 
the early years nurture and care we experience. It is 
posited that compromised capacity for attachment 
is relevant to the ability of many of the people 
they work with to form constructive relationships 
with caregivers. In the context of the issues being 
discussed in this module perhaps it is also worthy of 
consideration with regard to the prevalence of issues 
around relationships, in their many forms, that 
present challenges and opportunities for identifying 
and accessing appropriate support, through working 
with a CLP.

Many of the familial relationships that CLPs are party 
to can be highly complex in nature. For example, in 

endeavouring to support a daughter manage caring 
for a parent whilst wishing to embark on a course 
in further education, many issues on the part of the 
parent can arise.  However if the parent refuses to 
or is unwilling to seek support in addressing such 
issues then a barrier to supporting the daughter 
which is difficult to surmount can be present. CLPs 
working with more than one family member is not 
uncommon. Appendix C shares a story of a CLP 
engaging with more than one member of a family 
supporting each to manage familial relationships in 
light of many complex challenges.

It can be challenging for CLPs to identify resources 
that are able to deal with such complex dynamics 
although there is one city wide relationship 
counselling focussed organisation that can offer 
support with wide ranging situations including 
neighbourly disputes, employment related 
disputes, family breakdown and traditional marital 
counselling.

Given that GPs are colloquially known as family 
doctors, the prevalence of relationship issues within 
the work of CLPs is perhaps not just reflective of our 
fundamental nature as social beings, but also of this 
long standing feature of General Practice. 

The importance of this theme, emerging somewhat 
as an overarching one amongst the issues being 
identified in the early years of the Links Worker 
Programme is certainly worth continuing to pay 
attention to as the programme develops. A headline 
finding from the decades long Harvard Study of 
Adult Development is “warmth of relationships 
throughout life have the greatest positive impact on 
‘life satisfaction’”. If in mitigating negative impacts 
of social determinants of health the programme 
can identify factors that commonly compromise 
capacity for nourishing relationships, and contribute 
to development of holistic ameliorative strategies, 
this may become a key feature of the programme’s 
legacy.

Relationships
Family Relationships or Relationships 

as a Referral Reason

Family Relationships or Relationships 
as an Issue Wish to Address

0% 10.0% 20.0% 30.0%
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Given that in the vast majority of CLP 
interactions a complex mix of issues are 
identified and discussed, the person centred 
nature of the approach is vital in ensuring 
that an individual being worked with is able 
to take the time to articulate and convey a 
comprehensive understanding of their situation 
and what is important to them within this.

The ability of a CLP to initially empathise 
and engender a rapport of trust underpins 
all subsequent interaction. Holding good 
conversations that help individuals to share 
often emotive, personal issues that affect their 
wellbeing whilst doing so at a pace with which 

they are comfortable is a skill which is vital to 
the CLP. This enables a holistic understanding 
to be reached and is the basis for developing 
approaches which may begin to address issues 
of relevance to an individual, thus leading to 
an enhanced capacity for each individual to 
access the most relevant available support and 
take greater control over their own health and 
wellbeing.

Many interactions are highly emotional in 
nature and the CLP must retain a level of 
resilience whilst being adept at utilising the 
support structures in place to support their own 
wellbeing.

The new role of Community Links Practitioner 
has added a new dimension to General Practice 
teams, enhancing capacity for addressing social 
issues which impact on health and therefore 
mitigation, and prevention, of negative impacts 
of social determinants of health in Deep End 
areas. This is achieved both through building 
capacity among the wider practice teams for 
appropriate signposting to take place and the 
availability of the CLP to undertake one-to-one 
work with individuals who require more tailored 
and in depth support.

A wide range of issues are arising in the one-
to-one work between CLPs and individuals, 
yet there are some issues, as detailed herein, 
that arise relatively frequently. Relatively few 
individuals come with a single issue, usually 
several co-occurring issues are present, reflecting 
perhaps, the clustered, compound nature of 
deprivation in many areas in Scotland. Many 
CLP interactions are characterised by arising, 
heavily emotional subject matter and the person 
centred approach allows individuals time to 

articulate and identify the issues they feel they 
would be better served by beginning to address, 
and how each of the issues affecting them may 
interplay with one another.

The personal qualities, past experience and skills 
of CLPs, supplemented and reinforced by the 
training undertaken, are crucial in optimising the 
benefits that can be brought by being the bridge 
between general practice and other resources in 
order that individuals are most likely to gain the 
fullest possible benefits from this new approach. 
Other Record of Learning modules that more 
fully explore the CLP role are available. These are 
Induction, Training and Evolution of the Links 
Worker Role & Links Worker Roles.

The range and mix of issues that might be 
expected to be encountered in Deep End 
environments and developing approaches to 
addressing these through the work of the CLP 
together with practice colleagues is likely to 
provide rich, transferable learning long into the 
future.

Some common characteristics of CLP 
one-to-one interactions

Conclusion

common issues encountered in mitigating social 
determinants of health at the Deep End
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(From Jaggy Nettles to Soft Green Grass)

When I met Matthew he clearly had a few rough 
days trying to refrain from alcohol as his recent 
attempt on his life had been a wake-up call for 
him. The thought of his children being further 
disappointed in him was enough for him to seek 
medical attention.  His referral from the GP was 
to assess further risks and link him into services 
that might reduce his social isolation.

I called to discuss the referral and to arrange 
an appointment. Firstly I offered a home visit 
knowing Matthew was probably keeping his 
head down and leaving his place of safety might 
mean passing an Off Licence or supermarket 
where the temptation to purchase alcohol would 
be increased; the home visit was accepted.

His place of safety was his brothers flat; a wee 
one-bedroom four-in-a-block, which was already 
overcrowded. However Matthew was pleased to 

have a roof over his head and his brother was 
willing to take the risk of being in breach of his 
tenancy agreement.  

Initially the engagement was a little strained 
as both men were a bit wary as to my role and 
were cagey with the information or details they 
were willing to share.  However after further 
discussing my role and me being independent of 
all statutory services, we could begin to build our 
relationship.

This visit wasn’t very long as Matthew had 
already decided he didn’t want a lot of services 
supporting him as a number had already 
been either offered or identified by his GP, he 
was already feeling overwhelmed and had an 
uncontrolled urge to reach for another bottle. 

Offering reassurance in the form of listening 
to what he had to say, taking on board all 
his concerns, he had decided on his local CAT 

Appendix A – Abridged Excerpt from 
Matthew’s Story
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(Community Addictions Team), thus this link 
would be made. Further conversation discovered 
Matthew would need no support to attend, he 
knew where the office was and also on the direct 
bus route.

For the next year I monitored Matthew’s 
progress and he continually engaged with 
his CAT worker; however I was saddened to 
hear that with every success came a few set-
backs.  Matthew managed a number of periods 
of sobriety, during which he would engage 
with health services to manage his long term 
conditions, these that were totally neglected 
when alcohol would be his only priority. These 
periods would last 2-3 months at any one time; 
this is when he would describe his life as “good”.

This pattern of behaviour continued until I 
received a notice through Docman records, 
Matthew had tried to take his life once again. So 
before arranging a home visit, which he seemed 
glad to have received my call, I went through 
his notes thoroughly, for any signs as to why he 
could refrain from consuming alcohol to excess 
for months then find life was too hard to carry 
on.

When I arrived Matthew was still under the 
influence, but fully responsive and pleased to 
see me.  His son who was visiting made himself 
scarce so Matthew and I could talk. Initially it 
was small talk, just catching up on the missed 
months, before getting to the recent events 
that led me to his house today. Throughout 
the conversation Matthew made several strong 
statements “I love my life when I’m sober”, 
“I don’t want to be a disappointment to my 
children anymore”, “my wife took everything 
from me”, “sometimes it all gets too much”.

I knew from Matthew’s behaviour and 
conversation there was an underlying reason 
why Matthew drunk alcohol to excess, so I asked 
him. He lifted his head and stared at me a while 
before replying “No one’s ever asked me that 
before”. The following hour was very emotional 
for both of us as Matthew disclosed his reason, 
in his own words. 

His disclosure was about historical sexual abuse, 
carried out by a trusted family member. Matthew 
cried for the next hour and went through all the 
different emotions in connection to this; self-
hate, self-loath, fear, guilt, being ashamed and 
blaming other family members for the abuse 
happening and for not being there afterwards. 
Then he thought about his CAT worker and all 
the emotions and fear came again.

When the time came for Matthew to meet his 
CAT worker again, he asked for support to go. 
He was fearful but wanted to be honest with 
John as he had never told him the reason 
behind his drinking and also imagined John 
would judge him, this never happened. John was 
fully understanding and grateful for Matthew’s 
honestly. This disclosure also meant further 
new territory for Matthew; he no longer would 
receive input from CAT as his support would 
come from a different service, although scared 
by this Matthew knew their input was not what 
he needed.

We discussed support available, what the 
services could do to help and what would be 
required of Matthew; so while still with him 
I called the Moira Anderson Foundation and 
agreed the first appointment with Matthew 
and the staff member who would meet with 
Matthew. Before I left we discussed Matthew’s 
presentation for his first appointment and 
advised he would get the most out of it if he 
were sober. To my surprise Matthew told me 
he would come off the drink and keep his head 
down till I came back the following week; and 
true to his word he was sober when I arrived.

That’s been several weeks now and Matthew met 
with staff to discuss his support needs and has 
been seeing his counsellor.

“Life’s good at the moment, it’s hard and 
everything is a mess up here (placing his 
hands on his head), but I need to do this, I 
need to run through the jaggy nettles till I get 
to the soft grass.  I can’t carry on the way I was 
going, I want to be here for my son and make 
amends with my daughter.”
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However, life has a habit of putting spanners 
in the works, and a new pathway isn’t always 
smooth.

Matthew had done himself proud and managed 
to refrain from drinking until a family argument 
had “broke” him and led him down the self-
destruct path again, only this time Matthew 
phoned me. The next hour was intense and my 
response needed to be quick; but with other 
appointments booked I had little time to piece 
together appropriate crisis intervention and 
make sure Matthew got to these services.  With 
the help of our senior GP, I managed to secure 
an emergency appointment with the duty 
psychiatrist at the local Primary Care Mental 
Health Team as Matthew’s intent was suicide. 
Instead of phone back with this information I 
headed straight to Matthew’s, knowing he would 
need support to go; but there was to be another 
sudden change of plan.

Matthew was so disorientated when I arrived, 
clearly in crisis.  He had taken most of his weekly 
supply of prescription drugs from his dosset 
box; emergency services were called.  I stayed 
with him while he waited; the ambulance staff 
were brilliant, patient as well as understanding. 
Satisfied he was in safe hands I could carry on 
with the rest of my day, but he wasn’t far from 
my thoughts.

The next day Matthew texted, this made me 
smile and chuckle.

Sorry about yesterday, ah made a pigs ear o 
it.

Wit ah dae noo?

Happy to respond, Matthew agreed to a home 
visit; he still had a smile for me when I arrived. 
We discussed what happened, what led him back 
to alcohol? What was so bad he wanted to take 
his life? It was a family argument that left him so 
badly hurt, not angry, really hurt by the names 
his son called him. Supporting him to saddle 
up again, Matthew “promised” he would be 
sober again for Friday, his next visit to the Moira 
Anderson Foundation.

And here he was, shaken but not down; 
determined to carry on. We discussed the 
changes he wanted to make and why he had 
decided these changes were the best things for 
him to do. From then I have watched this man go 
from strength to strength, making life changing 
decisions and knowing what to do when danger 
presents itself. Matthew even said he was really 
proud of himself for having the strength to make 
these changes.

Matthew has come a long way down his new 
path; falling over branches, falling into potholes, 
but at the same time climbing higher than ever 
before or discovering new ways of getting out 
of the potholes life has dug for him. The jaggy 
nettles are still there hiding in the overgrowth of 
soft green grass, but they don’t sting as much as 
before; this is because his learning has become 
the docken leaves that sooth the stings his 
childhood experiences left him with.

Record of Learning
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I went to my GP back in July 2014 as I felt an 
overwhelming feeling of sadness and anxiety. I 
was having a lot of problems with my employers 
at the time and really couldn’t cope with work, 
pressures at home and not being able to make 
sense of why I felt so bad. I needed some time 
out! 

I spoke to my doctor about issues that were 
affecting me at that particular time. My mum is 
paralysed from the neck down and heavily relies 
on me to provide every aspect of her care. Her 
health had declined over recent years and she 
was diagnosed with cancer in May 2014. As I was 
mums carer and working full time, I asked my 
employer if I could change my contract to work 
alternative nights when I had carers in place to 
be with mum. 

From the first time I asked about this it was clear 
that I was going to have a fight on my hands. 
They were being very obstructive coming up 
with many reasons as to why I couldn’t get a 
shift change. Over the next few weeks my doctor 
continued to sign me off work as I was becoming 
worse with anxiety, stress and pressure being 
placed on me from work which resulted in me 
suffering frequent panic attacks. 

On a visit to my GP she advised that I go and 
speak with the Community Links Practitioner 
(CLP) who was based within my practice. The CLP 
made contact within a few days and organised a 
meeting to discuss the issues I was having with 
my work. During my first meeting we discussed 
my carer’s role, my responsibilities to my job and 
the reasons I was having countless problems 
with my contracted hours. 

The CLP began to act on my behalf immediately, 
phoning my employer, asking questions and 
explaining my situation without being to explicit 
and she referred me an Employment Retention 
Support Service. I instantly felt a sense of relief 
knowing someone else was on my side, listening 
to me and supporting me with what seemed like 

a massive weight on my shoulders. 

After another couple of meetings with the 
CLP I done something that I couldn’t believe! I 
started to reveal events that had taken place 
throughout my life. I spoke to the CLP about 
historical childhood sexual abuse, my battle with 
self-harming, a family member being convicted 
with sexual offences, a crime I committed which 
has still to this day left me deeply ashamed, my 
family life and strained relationships within my 
family. These were all issues I rarely spoke about, 
not even with my GP and here I was revealing all 
of these intimate details of my life to someone 
I had only met 2 or 3 times. Some things were 
easier to say in text or email and she placed no 
restriction on me. It was simply explained I could 
communicate by whatever method I found easier 
and less confronting. 

I find it terribly difficult to trust but the CLP who 
was supporting me made it very easy for me to 
open up and begin to understand the root of the 
problems I was having now. She made me feel at 
ease, comfortable and secure in the knowledge 
that our conversations were confidential.  She 
listened to me and gave me lengthy one to one 
sessions in familiar environments. To my utter 
disbelief I found myself talking about things I 
never felt I would have the strength or courage 
to do. I revealed for the first time ever what 
I experienced as a child when I was sexually 
abused! 

I found this to be one of the hardest, emotionally 
draining and embarrassing things to do but, 
amazingly once I had told the CLP it felt like I 
had given away the biggest secret I was ever 
forced to carry. Following this conversation we 
discussed many other issues that were coming 
to the surface. The CLP helped me understand 
and make sense of things I find difficult now. 
Things like relationship problems, trust issues, 
feelings of resentment and anger, my need to 
self-harm, issues with body image and my fear of 

Appendix B – Jane’s story
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letting anyone close to me. Even supporting me 
with issues to do with my physical health that I 
was too embarrassed and scared to go to my GP 
with. The CLP discussed it with my doctor for me 
to make my next visit easier. 

Counselling sessions were organised with teams 
who specialise in historical sexual abuse, and 
the CLP supported me to each of the sessions 
I attended. Just having her there gave me 
confidence to begin to talk about things I find 
so difficult. At the same time my CLP was still 
working with me, my employers and my GP 
to try and come to some resolution regarding 
my contracted hours. Throughout all of this 
I honestly wouldn’t have coped without the 
support, guidance and advice offered from 
the CLP. My employers really did have me 
jump through a lot of hoops however, with her 
support a successful outcome was achieved and 
I returned to work in December 2014 with a new 
contract which alleviates a lot of pressure I was 
under at home with my responsibility and role 
as carer to my mum. I’m doubtful I would have 
achieved the same outcome if it hadn’t been for 
the CLP’s input.

I’ve always had it in my head that I was asking 
or expecting too much from the CLP. On a few 
occasions I have withdrawn from support and 

started to feel lost, confused, lonely and isolated. 
Above all of this though I felt vulnerable that I let 
so much of myself go. The CLP on every occasion 
this happened didn’t give up on me! She always 
reassures me. 

I’m still in regular contact with the CLP who 
continues to offer me invaluable support. Not 
every meeting is heavy and draining. We have 
had sessions where it’s been light hearted and 
sometimes fun. The CLP offers a great balance 
and this in my opinion is very necessary. 

I feel very fortunate to have been given the 
opportunity to have my CLP support me. Since 
I was abused as a child I have never had any 
intervention that has been as beneficial as the 
CLP. She has always gone above and beyond the 
call of duty and personally I don’t want her to go 
anywhere. 

I honestly feel I have gained more from the 
support offered in the 6 months of being with 
my CLP than I have from 27 years of medical 
interventions trying to manage my minefield of 
issues.

I know I still have a long way to go before I can 
move on but I honestly whole heartedly feel I can 
achieve this with the continued support from my 
Community Links Practitioner.

I received a phone call from the District Nurse 
(DN) asking me if I would be able to come and 
speak with her and a colleague about a family 
her colleague had visited.

The colleague was attached to another Practice 
and had been out to visit a 50-year-old man, 
John, who had experienced an unexpected bout 
of ill health which had left him with severe, 
ongoing health problems.

The DN was extremely concerned about the 
man’s partner, Janet, who was a patient on the 
practice list at the surgery where I was based.  

The DN explained that Janet had own health 
problems and had had a heart attack 
approximately a year before and the DN was 
concerned that the pressure of caring for John 
and looking after their four children during the 
summer holiday period could have a detrimental 
impact on Janet’s health.

The DN said that she had phoned the Children 
& Families Team at the Social Work Department 
and had been advised that they could not offer 
any support but had suggested a referral to the 
money advice service to see if they could access 
any benefits or funds to help the family.

Appendix C – Janet and John’s story
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The DN said that she had spent a considerable 
amount of time in the family home and felt 
that they needed some level of support but was 
unsure where to access this.

I agreed to contact the family and telephoned 
Janet.  I arranged to visit the next day and at 
the visit, Janet spoke about the circumstances 
around John’s ill health and how he had taken 
unwell entirely unexpectedly. She described the 
severity of his condition and how they expected 
his recuperation period to be lengthy.

Janet’s main concern, at this point, was 
balancing her ability to care for John and look 
after her children. She was also concerned 
about trying to make the situation as “normal” 
as possible for them and not to let their dad’s 
health impact too negatively on their wellbeing.

Janet had a good supportive family network 
but the family all had their own commitments 
– work and family – and could only offer limited 
support.

My initial thoughts were that perhaps a 
priority referral to the Carers’ Service might 
be appropriate as they would be able to access 
immediate respite either to sit with John to 
allow Janet to spend time with the children or 
to accompany the children to the activities they 
would normally go to.

I discussed this with Janet and John and checked 
that John would be willing to have someone else 
look after him if it allowed Janet to spend time 
with the children. 

This was difficult for John as it illustrated how 
different his life was at that particular time and 
acknowledged that he would need someone 
to look after him however he said that he was 
happy to do what was required for the benefit of 
his family.

During the visit, we also had a conversation 
about planning ahead and what legal steps were 
in place should something happen to John and/
or Janet’s health.  

The family had thought about Power of Attorney 
and making wills but hadn’t gotten around to 

doing this so I offered to send information about 
POA and the list of solicitors who are part of the 
Start the Conversation Campaign.

We also spoke about a community alarm as it 
may be a reassurance if John is left unattended 
for any time.

Janet was happy enough to follow up on POA 
and the community alarm herself once she had 
the information but requested that I make the 
referral to the Carers’ Service.

I telephoned the Duty Worker at the Carers’ 
Team for guidance about whether the referral 
was appropriate and was advised that they 
should be able to offer a service quickly due to 
the circumstances.

I telephoned Janet to let her know that someone 
from the Carers’ Team would be in touch 
and to contact me should she require further 
assistance.

I later received a call from the Manager at the 
Carers’ Team to let me know that they were 
providing 30 hours respite over the summer 
holiday period and that they had arranged an 
appointment for Janet with the solicitor who 
runs a surgery in the local Carers’ Centre to 
discuss POA.

A few weeks later, once the children were back 
at school, I phoned Janet to find out how things 
had gone.  Janet said that the respite service 
looked after John to allow her to spend time with 
the children which had gone well and, at this 
point, she did not need any further support.

However Janet mentioned that she had also 
had a carers’ health assessment by the Carers’ 
Nurse and they had advised her to follow up 
on a couple of health matters.  Therefore, while 
she was on the phone, I was able to make an 
appointment for Janet with the Practice Nurse.

A few months after the respite had ended, I 
received an update from the manager at the 
Carers’ Team to advise that they had phoned 
Janet to review and evaluate their support and 
found out that John had now returned to work.

common issues encountered in mitigating social 
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The ALLIANCE vision is for a Scotland where 
people of all ages who are disabled or living with 
long term conditions, and unpaid carers, have a 
strong voice and enjoy their right to live well, as 
equal and active citizens, free from discrimination, 
with support and services that put them at the 
centre.

The Health and Social Care Alliance Scotland 
(the ALLIANCE) is the national third sector 
intermediary for a range of health and social 
care organisations.  It brings together over 1500 
members, including a large network of national 
and local third sector organisations, associates in 
the statutory and private sectors and individuals.

The ALLIANCE has three core aims; we seek to: 

• Ensure people are at the centre, that their 
voices, expertise and rights drive policy and sit at 
the heart of design, delivery and improvement of 
support and services.

• Support transformational change, towards 
approaches that work with individual and 
community assets, helping people to stay well, 
supporting human rights, self management, co-
production and independent living.

• Champion and support the third sector as a vital 
strategic and delivery partner and foster better 
cross-sector understanding and partnership.

About the ALLIANCE
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About GP’s at the Deep End
"General Practitioners at the Deep End" 
work in the 100 general practices serving 
the most socio-economically deprived 
populations in Scotland. The activities of the 
group are supported by: the Royal College of 
General Practitioners (Scotland); the Scottish 
Government Health Department; and General 
Practice and Primary Care at the University of 
Glasgow.  
 
The definition of the general practices serving 
the 100 most deprived populations in Scotland 
is based on the proportion of patients on the 
practice list with postcodes in the most deprived 
15% of Scottish datazones. This ranking is based 
on the Scottish Index of Multiple Deprivation 
(SIMD).

Deep End practices are at the front line of the 
NHS in addressing the health and healthcare 
problems of severely deprived communities. 
Although they have substantial knowledge, 
experience and authority, they have largely 
been neglected in discussions, reports and 
policies about inequalities in health. GPs at the 
Deep End argue that by increasing the volume, 
quality and consistency of care provided for 
individual patients, and harnessing the intrinsic 
strengths of general practice – including 
coverage, continuity, coordination, flexibility, 
long-term relationships and trust – general 
practices in very deprived areas can improve 
population health and narrow inequalities.

Since 2009 General Practitioners at the Deep 
End practices have sought to challenge two 
important barriers. The first is the inverse 
care law, best understood as the result of 
NHS policies that restrict access to care based 
on need, and which is manifest every day as 
the shortage of time within consultations to 
address patients’ needs. Second, there are 
dysfunctional links with the wide range of other 

professions and services, whose contributions 
and partnership are needed to deliver needs-
based care. 

The Deep End GPs have argued for a sustained 
and integrated package of measures to address 
these barriers, combining at least six key 
elements: 
1. Deep End practices need more time and 
capacity to address unmet need. 
2. Best use needs to be made of serial 
encounters over long periods. 
3. Practices need to be better connected with 
other professions and services as hubs of local 
health systems. 
4. There need to be better connections between 
practices across the front line, following the 
example of the Deep End Project. 
5. The front line needs to be better informed 
and supported by NHS organisations. 
6. Leadership needs to be developed and 
supported at practice and area level for all of 
these activities 
  
Full details of the research, advocacy and 
lobbying work of General Practitioners at the 
Deep End can be found at http://www.gla.
ac.uk/researchinstitutes/healthwellbeing/
research/generalpractice/deepend/
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There are many programmes and people 
interested in this way of working. It’s 
nothing new but it is becoming increasingly 
popular. Ironically, we’re often so busy linking 
people to opportunities that we don’t find the 
time to stop, look around and link in with each 
other. As a membership organisation with over 
1500 members, the ALLIANCE is well placed to 
connect people and programmes and, working 
with the Academy, share learning across these 
programmes.

The Links Worker Programme has aimed to 
capture all learning since its conception. We are 
sharing this learning by producing a series of 
Record of Learning (RoL) modules that present the 
narrative of the development of the programme. 
Each module focusses on a distinct aspect of the 
programme, relaying the approach adopted and 

lessons learned in a readable and usable format.

The series is likely to prove useful for various 
professionals working across healthcare/primary 
care and throughout the third sector. It should 
prove especially relevant to organisations seeking 
to further active integrated working between 
primary care and other diverse organisations, 
including any that seek to develop a new role and 
contribute to supporting organisational culture 
change and develop new working relationships 
between sectors.

As well as being a practical usable guide that 
openly shares the learning gained from our 
programme, it is hoped that activities around its 
dissemination will contribute to the furthering 
of a more open culture of collaboration through 
sharing learning within the third sector.

Sharing Learning
The Links Worker Programme aims to facilitate shared learning across people and organisations that 
are interested in community connected primary care and links approaches. We call this LINKS…

Learn. Inspire. Network. Know. Share.

Modules produced to date are: 

Series 1 – April 2015 Series 2 – May 2016

Recruiting for the Links Worker Programme Defining the Links Approach

Context and Creation of the Programme Implementing the Links Approach  

Developing Governance and Programme 
Management

Social Determinants in Primary Care

Working with General Practice ‘Links Worker’ Roles

Evolution of the links worker role In Our Words: stories from the Links Worker 
Programme

A Learning programme Team Wellbeing in General Practice
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The Links Worker Programme aims to share learning across similar programmes and those 
interested in the wider field of community-orientated primary care.

To help us measure our success against this aim it would be really helpful if you could provide some 
information below.

Many thanks,

The Links Worker Programme team

Name of your programme/
project/organisation 

What did the Links Worker 
Programme share with you?

e.g. a policy,  protocol, document, advice?

How useful was the above to 
you?

How has the learning impacted 
on your plans/practice?

(Please include any specific 
examples of activities both in 
your work or programme that 
have resulted from this shared 
learning). 

Please complete and return to the postal/email address overleaf.
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