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Social prescribing link workers interventions have been widely adopted within healthcare systems, particularly in the UK, to support
a range of patients’ needs and to help improve condition management for those living with multiple long-term conditions. However,
there is a lack of consistency in implementation and unclear guidance about how social prescribing link workers might address these
needs, particularly in individuals living with physical andmental health long-term conditions who bear a greater burden of multifaceted
everyday problems and health challenges.Tis review aimed to identify the existing ways in which link workers might support the needs
of this group. Systematic literature search strategies were carried out with a systematicmethodology that identifed 18 eligible articles that
mostly consisted of qualitative studies (N = 10) with the remaining studies employing a range of designs. Following a thorough process
of data extraction and synthesis of fndings, two principal themes and four subthemes were developed that together helped to explain the
process of support and the enablers that determined how successful link workers’ interventions were in supporting adults with physical
and mental health long-term conditions. We found that personalised plan development and goal setting was a central collaborative task
between the link worker and the patient that helped in “linking” people to benefcial and relevant sources of support. However, the
catalyst for a successful change appears to be a combination of a therapeutic relationship with a link worker facilitated by a range of
practical advice and “hands on” solutions that were highly desired elements of support. We have identifed directives for future research
and practical suggestions for enhancing the setup of link workers’ interventions with this group of adults.

1. Introduction

“Long-term conditions” (LTCs), connoting illnesses that have
no cure and instead require management of symptoms with
medication and/or other forms of treatment, can be physical
or mental health-related, such as diabetes, arthritis, cardio-
vascular diseases, and depression [1]. LTCs represent one of
the greatest challenges for health systems worldwide [2].
Globally, 1 in 3 adults lives with multiple LTCs, and the
proportion of these adults is projected to rise considerably [3],

particularly for those living with 4 or more LTCs by 2035 [4].
People living with physical LTCs (PLTCs) are 2-3 times more
likely to experience comorbid mental health problems than
the general population, specifcally depression and anxiety [5].
For example, people living with diabetes are 2-3 times more
likely to have depression than the general population [5]. In
this sense, at least 30% of all adults living with PLTCs also
have mental health problems, which in England alone equates
to approximately 4.6 million people [5, 6]. Long-term mental
illnesses can contribute to the development of common
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physical LTCs such as diabetes, heart diseases, and lung-
related illnesses, showing there is a relationship between
physical and mental health LTCs, thus emphasising the need
for integrated forms of support [6, 7]. Care for those living
with LTCs accounts for a large proportion of NHS costs,
amounting to ∼70% of total health care expenditure in En-
gland [6, 8]. Between 12-18% of all expenses on LTCs are
linked to poor mental health, which is a major determinant of
overall costs and typically associated with a 45–75% increase
in service costs for PLTCs [6].

Living with combined physical andmental health (P+MH)
LTCs has multiple complex implications, not only associated
with the conditions per se but also with the ability to cope with
and manage multifaceted everyday problems relating to psy-
chosocial, environmental, economical, and spiritual needs.
Tese require support from health and social care services
including assistance with mobility, housing, social inclusion,
and fnancial support, all alongside diseasemanagement [9–15].
People with P+MH LTCs are also more likely to experience
care coordination problems due to fragmentation in the de-
livery of services and face a greater treatment burden, slow
referrals, and medication duplication [5, 16].

Evidence shows that people with P+MH LTCs routinely
access primary care services, such as a general practitioner (GP)
or practice nurse, for social rather than health-related problems
[16, 17]. Tis adds disproportionate demand and burden on
primary care, stretches already limited resources, and causes
high healthcare expenditure[16–18]. It also proves un-
productive for patients, as healthcare professionals, particularly
GPs, often struggle to maintain up-to-date knowledge of local
support resources, and thus rarely refer patients to such ini-
tiatives [19, 20]. Tis complexity creates a greater treatment
burden, contributes to poorer wellbeing outcomes, and leads to
an unsustainable and incomplete delivery of care where the
needs of the whole person are not supported [21, 22].

One potential solution for integrating health and social care
to meet the complex psychosocial, physical, economic, and
spiritual needs of people living with P+MH LTCs is through
social prescribing link workers (SPLWs) [23, 24]. Link workers
are responsible for linking and helping people with P+MH
LTCs to support their complex social, emotional, and practical
concerns, thereby supporting the needs of the whole person
[25]. Link workers facilitate the assessment of individual health
and social care needs and set personalised and achievable goals,
then, through motivation and encouragement, further refer,
signpost, or encourage self-referral to suitable community and/
or voluntary support avenues [26–29]. Examples are varied and
correspond to the broad range of patient needs, including but
not limited to, weight management groups, arts-based ac-
tivities, an extensive range of practical and welfare in-
formation, and targeted management groups for people with
specifc LTCs [30–32]. Tis type of support encourages self-
care and empowers patients to take greater control of their
own health [33, 34]. Kimberlee [35] proposed that the levels of
support are also variable and range from as little as merely
“signposting” patients to appropriate groups to address their
needs; light support involving prescriptions for specifc pro-
grammes;medium support focusing on the patient’s self-care;
and holistic support addressing all patients’ needs to improve

their wellbeing. Importantly, the link worker social pre-
scribing model enables health care professionals to create
formal means of referring patients withmultiple LTCs to local
and community-based services for improving health and
wellbeing [36, 37]. Many healthcare professionals have suc-
cessfully endorsed this approach, and encouraging evidence
indicates a reduction in healthcare professionals’ workloads
[38], scope for tackling multimorbidities [39], and success in
delivering an integrated person-centred care [24, 40].

Te dominance of a link worker social prescribing model
is particularly prominent in the UK. Endorsed by the National
Health Service (NHS), it forms a key part in the NHS long
term plan for delivering personalised care to tackle a variety of
complex people’s health and wellbeing-related needs, often as
part of living with multiple long-term conditions [24, 36, 41].
Following the NHS commitment to expand the social pre-
scribing link worker workforce [42], this initiative has been
widely embraced in primary care and community settings
[43, 44].

However, there is a lack of standardisation in approaches
to link worker social prescribing model implementation,
with pathway gaps and unclear guidance for primary care
services about how to integrate this workforce to best meet
the needs of people living with P +MH LTCs [31, 32, 45–48].
Existing social prescribing link worker roles are imple-
mented variably, potentially leading to pathway uncertainty
with no structured protocols on how to address the needs of
people with P +MH LTCs.

Te inconsistencies around the role of link workers may
distort understanding and further complicate their work
[49–52], and also leave some uncertainty for addressing the
needs of adults with P +MH LTCs. Although “social pre-
scribing” is a topical subject, supporting evidence is sporadic
and rooted in local contexts, making it difcult to dem-
onstrate an aggregated corpus of knowledge [47, 53].

Tus, there is a need for synthesising the literature to
identify the remit of how social prescribing link workers
might support the needs of this group of adults and to provide
directives for future research and policy development.

1.1. Aim. Te aim of this integrative review was to identify
how social prescribing link workers support the complex
needs of adults living with P +MH LTCs. Te aim of this
review has also formed the review question of “How do
social prescribing link workers support the complex needs of
adults living with P +MH LTCs?”.

Tis review did not aim to synthesise evidence regarding
the range of needs that these adults may have; instead, our
aim was to identify the available evidence about the type of
social prescribing link worker support ofered to this group
of adults using an integrative review approach.

2. Methods

2.1. Design. An integrative review with a systematic method-
ology was conducted using Whittemore and Knaf’s approach
[54]. An integrative review is a review method that synthesises
and evaluates representative literature on a topic of interest from
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diverse research paradigms and practices to generate a com-
prehensive understanding of the available evidence [54, 55].
Tis approach has the necessary methodological rigour, and
although it shares techniques with other evidence synthesis
practices [55], the integrative review approach succeeds in
a holistic quantitative and qualitative research integration with
methodologically skilled capacity to develop a robust evidence
base that can guide elements in healthcare provision [56], and
infuence policy development [54], and ofer an overview of
complex concepts for clinical decision making [57]. Te
manuscript was prepared following the reporting checklist for
“Preferred Reporting Items for Systematic Reviews and Meta-
Analyses (PRISMA) [58]”.

2.2. Information Sources and Searches. In this review, the
concept of social prescribing has been informed by the Social
Prescribing Network defnition [59] together with refections
from other evidence sources such as the World Health Or-
ganisation (WHO) defnition of social prescribing [60], both of
which share commonalities in defning social prescribing as
a means of connecting people to various non-clinical
community-based services to support people’s health and
wellbeing. Both defnitions explain that a key component in the
social prescribing model is a dedicated link worker, trained to
support people in identifying their needs and codesigning
personalised solutions to improve health- and wellbeing-
related outcomes. However, in light of recent growth in the
provision of social prescribing, experts introduced conceptual
and operational defnitions to foster a shared understanding of
the social prescribing model, including encouraging agreed
terminology for achieving consensus in the feld and generating
a robust evidence base [61]. Whilst the conceptual framework
of the Common Understanding of Social Prescribing (CUSP)
[61] corresponds with the existing corpus of evidence in the
feld, the framework has moved beyond the existing defnitions
of social prescribing, and clarifed who the social prescriber is,
and set out conditions that explain the stages at which social
prescribing occurs. We recognise the importance of this
framework and support the goal of achieving a common
ground for the concept of social prescribing, particularly
around the role of the social prescriber. However, we recognise
that the adoption of the proposed terminology such as that of
the “connector” instead of a “link worker” (as proposed in the
defnitions of the Social Prescribing Network and the WHO),
might extend inconsistency in the feld, particularly given the
dominance of a social prescribing link worker approach within
the context of the UK. Given that the implementation of the
social prescribing model is variable with alternating role titles
for a social prescriber [43, 45, 47, 49], in this review we have
adopted the term of a “social prescribing link worker” or “link
worker” when referring to a dedicated person who works with
patients to deliver social prescribing. Additional terms were
included in the search process to avoid premature exclusion of
studies that may not use the term of a social prescribing link
worker.

Te search strategy was performed frst in the most
relevant electronic databases in the health and social care
feld, including PubMed, Web of Science, Social Care
Online (SCIE), CINAHL, and PsycInfo, peer-reviewed and

grey literature was searched. Searches were performed in
July 2022 and updated in May 2023. Te search limits were
articles published in English language (i.e., due to limited
funding to cover translation services for the inclusion of
other languages), adult population at the age of 18 years
and over, and studies published in the last 5 years
(2017–2022) and later (August 2022–May 2023). Tis is
consistent with the growth of social prescribing schemes
since 2016, following the creation of an international Social
Prescribing Network [59] and the implementation of
a national strategy in United Kingdom NHS healthcare
systems in 2019 [24] that scaled up the number of link
workers across primary care networks, with other countries
implementing the approach in later years. As social pre-
scribing comes to play an integral role in primary care and
community settings in helping patients overcome various
nonmedical needs, up-to-date evidence is needed following
the implementation of the social prescribing link worker
approach.

We recognise that the social prescribing model is rapidly
evolving together with new emerging evidence. We also
acknowledge that the roles of social prescribing link workers
are implemented variably and that there are “pockets” of
missing data; thus, no strict inclusion/exclusion criteria were
set for the social prescribing link worker approach delivered
through primary care referral pathways or community
settings. Instead, the focus was to identify articles where
support for adults with P +MH LTCs was delivered by
a dedicated social prescribing link worker as refected in our
search strategy, in order to provide robust evidence on the
ways that social prescribing link workers support the
complex needs of adults living with P +MH LTCs.

Search terms were grouped into two topic blocks: SPLWs
and LTCs (Table 1). Te search strategy was frst guided by
familiarity with existing reviews and previous search
strategies and later redefned based on commonalities in
literature as our familiarisation with the literature increased.
Some search techniques were adjusted/based on the diferent
requirements of the included electronic databases and
knowledge repositories such as MeSH terms, truncations,
and relevant term variations together with the Boolean
operators “AND” and “OR”. Search strategies can be located
in Supplementary Materials.

Inclusion criteria were as follows: (1) studies that focused
on adults with both P +MH LTCs; and (2) studies of any
methodology, including relevant “grey literature” that an-
swered the review question.

Exclusion criteria were as follows: (1) studies that fo-
cused on family caregivers; (2) studies that focused on the
end of life or palliative care; and (3) studies that only focused
on the needs of adults with P +MH LTCs without answering
the review question.

As our aim was to identify how social prescribing link
workers support the needs of adults with P+MHLTCs, articles
that included social prescribing link workers were considered if
they addressed the review question and met the inclusion/
exclusion criteria. In this review, the social prescribing link
worker was a dedicated person who works with patients to
deliver social prescribing. Tis rationale is in line with the
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defnitions of social prescribing model set out by the Social
Prescribing Network [59] and the WHO [60]. In turn, studies
where the “identifer, usually a clinical professional, who
identifes that a person has nonmedical, health-related social
needs <..> refer the person to a connector” [[61], p. 8] were
outside the scope of this review; the focus was on the social
prescribing link workers who supported the complex needs of
adults with P+MH LTCs. A snowballing technique was also
used, reviewing the reference lists of the included studies to
identify potential additional studies of interest and relevance.

Freely available sources of grey literature and most rep-
resentative organisational repositories related to the subject
were searched, including the Social Prescribing Network,
National Academy for Social Prescribing, Oxford Social
Prescribing Research Network, and Google Scholar with the
frst 100 hits in search engines for “social prescribing link
worker.” To ensure a thorough searching process, the
PROSPERO prospective register of systematic reviews was
searched for identifying any relevant planned systematic re-
views and for avoiding duplication, as well as the Cochrane
Library for any completed systematic reviews that may ofer
links to any relevant studies. Tis was completed by SL and
validated by LA. Citations were stored in the EndNote bib-
liographic online service.

2.3. SearchOutcomes. A total of 2,483 articles were retrieved,
of which 136 were duplicates (Figure 1). After screening of
titles and abstracts, a total of 41 articles were selected for
a full text assessment to determine eligibility. Following this
exercise, 13 articles were eligible for inclusion. An additional
186 articles were identifed through a grey literature search,
of which 12 additional articles were included for further full
text screening, resulting in 5 articles which were eligible. A
fnal collection of 18 articles was included in the review. Te
process of title and abstract screening and full text assess-
ment was led by SL and validated by LA. All citations were
stored in the EndNote bibliographic online service. Te
updated search in May 2023 retrieved 175 articles; however,
no additional articles were identifed. An article by Grifth
[62] was identifed in October 2022 during literature
reading, thus it was successfully incorporated in the review
following the completion of data extraction and synthesis, as
per earlier described processes.

2.4. Data Extraction and Analysis. Tis stage of the review
involved organising, extracting, coding, and synthesising
similar data from diverse methodologies into systematic cat-
egories/themes using a stated [54] framework for integrative
reviews. Specifcally, sources of evidence were divided into sub-
categories based on the type of evidence such as examining all
qualitative studies, then observational studies, reviews, and
lastly, experimental designs. Once sources of evidence were
separated into categories based on their study designs, de-
scriptive information was summarised into a spreadsheet to
simplify and organise the data, ultimately reducing each pri-
mary source to manageable tables of information. A com-
prehensive data extraction form was developed to collect
relevant study data and characteristics from each included
study and to aid the synthesis. Data extraction and tabulation
were completed by SL using Microsoft Excel spreadsheet
software. Data extraction was categorised into two parts. First,
data necessary for contextual understanding were extracted
according to the following categories: methodological in-
formation (see supplementary materials), social prescribing
link worker intervention information (see Table 2), and par-
ticipant characteristics (see Table 3), all of which consisted of
subcategories to help organise information systematically. Any
discrepancies and/or uncertainties were discussed by two re-
searchers (SL and LA) until consensus was reached.Te second
part of data extraction focused on extracting relevant raw
fndings about the ways that link workers have supported the
needs of adults with P+MH LTCs and coding data using the
principle of data comparison/categorisation to identify themes
of the ways that this group was supported. Table 2 within the
supplementary materials includes some original quotes and
text segments from the included articles to illustrate the themes
and to increase the rigour and transparency of the analytic
process (full data set is available upon reasonable request).Tis
was a lengthy task, particularly examining qualitative design
studies, where large quantities of data were extracted (i.e.,
relevant text and quotes where applicable) and coded. Similar
codes were clustered together for comparison and to start
identifying meaningful themes. Data coding was completed by
SL by hand and through the use of Microsoft Excel spreadsheet
software. Tis was an iterative process and drafts prepared by
SL were discussed amongst the team. Te synthesised fndings
of the review are presented in two themes and four subthemes
that outline how social prescribing link workers supported the
complex needs of adults with P+MH LTCs (see Figure 2). To
ensure transparent reporting of the review, the PRISMA [58]
checklist was followed and is provided in supplementary
materials.

2.5. Quality Assessment. Design-dependent Critical Ap-
praisal Skills Programme (CASP) appraisal tools were used
to optimise the reliability of the review, assess the meth-
odological quality, and appraise the research process of the
reviewed studies [80]. Te appraisal checklists were not used
to exclude studies but to aid a better understanding of the
available research evidence and provide methodological
foundations for future work. Te assessment of the meth-
odological quality of the included studies (see numerical

Table 1: Search combination of key terms.

(1) Social prescribing link workers (SPLWs)
Social prescribing link worker∗ OR social refer∗ link work∗ OR
social prescrib∗ coordinator∗ OR community liaison OR
community navigator∗ OR community facilitator∗ OR
community prescriber∗ OR community connector∗ OR
community wellbeing ofcer OR social broker∗ OR social coach
OR social connector OR health coach OR community signpost∗

AND
(2) Long-term conditions (LTCs)
Long-term condition∗ OR long-term illness∗ OR chronic illness∗
OR chronic condition∗ OR chronic disease∗ OR chronic disorder∗
OR multimorbidit∗ OR comorbidit∗ OR multiple health
condition∗ OR mental health
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indication) can be found with methodological information
in supplementary materials, and for a detailed quality review
by question, information is available upon reasonable re-
quest. Te quality assessment was completed by SL, and any
discrepancies were resolved through a discussion between
the two authors (SL and LA).

3. Findings

3.1. Methodological Characteristics of Included Studies.
Eighteen articles were eligible for inclusion in the review. Four
types of studies were identifed: qualitative studies (n=10),
observational studies (n=3), literature reviews (n=3), and
experimental studies (n=2). Of the 10 identifed qualitative
studies, 7 studies were completed as part of larger social pre-
scribing interventions with a link worker [62, 64–67, 69, 70],
namely, “Ways to Wellness” (WtW) and “Deep End Links
Worker programme,” while the remaining three studies con-
sisted of diverse social prescribing interventions with a link
worker [63, 68, 71]. Two of these articles reported ethnography
studies [62, 64], while the remaining articles consisted of in-
terviews and/or focus group-based studies (for full description,
please refer to supplementary materials). Of the three identifed
observational studies, two utilised mixed methods (i.e., in-
terviews, focus groups with a range of questionnaires) [73, 74],
and a study [72] used questionnaires for before and after
evaluation of the service. All three studies reported prepost
outcomes, with follow-up measures completed at 3months
[73], 12months [72], and 18months [74]. Of the two experi-
mental studies, one [76] carried out a quasi-experimental
cluster-randomized controlled trial, while the other [75] per-
formed an uncontrolled pilot trial collecting mixed-methods
data. A study by [76] was a trial of “theGlasgowDeep End Links

Worker Programme (LWP)” carried out with patients across 7
practices, while a pilot trial by [75] was built on the principles of
Glasgow’s LWP intervention carried out in a single practice in
Ireland. Of the three literature reviews, all [77–79] included
a variety of methodologies ranging from qualitative studies,
scoping reviews, and diferent types of trials tomap literature on
social prescribing and SPLWs.

Te majority of articles, primary data, and reviews were
published in 2019 (n= 8), and nearly all reported studies that
were carried out in the UK (n= 17), except for one that was
carried out in Ireland [75]. Most of the social prescribing
interventions were designed for adults aged between
40–74 years, with some that supported adults aged around
50 years or older. Participants had a range of multiple
physical LTCs and details around mental health varied (see
Table 3). Some participants reported severe or extreme
anxiety and/or depression, while others reported variable
information, including variable details around social needs.

Collective observations using the CASP quality assessment
tool showed that there were methodological gaps, such as
limited details regarding follow-up stages, limited information
about confounding factors, inconsistent use of standardised
measuring tools, and inconsistent sample sizes with no clear
power calculations. We also observed that most qualitative
studies did not provide adequate information about how re-
searchers’ unique experiences shape the interpretation of re-
search.Tere were also discrepancies between terminology and
defnitions around SP activities and link workers, and largely
missing sociodemographic and background information about
social prescribing link workers. Where possible, we have pulled
out information about social prescribing link workers; how-
ever, due to largely unreported details from the original articles,
we are unable to present rigorous evidence on this matter.

Records identified from:
Databases (n = 2483)

Records removed before
screening: 

Duplicate records removed 
(n = 136)

Records screened
(n = 2347)

Records excluded after title and 
abstract screening 
(n = 2074)

Reports sought for retrieval
(n = 273)

Reports not retrieved: (n = 233)
Physical only n=60
Mental health only n=37
Not Social Prescribing n=54
Children n=1
Not focused on patients with P+MH
LTCs n=62
Family carers n=8
Cannot locate n=10
No outcomes n=1
Additionally added n=1

Reports assessed for eligibility
(n = 41)

Reports excluded: (n = 28)

Not Social Prescribing n=11
End of Life pathway n=2
Did not specify P+MH LTCs n=15

Records identified from:
(n=186)

PROSPERO Register (n = 2)
Cochrane Reviews (n= 14)
Google ‘100 first hits’ (n= 100)
Social Prescribing Network (n = 70)

Reports assessed for eligibility
(n = 12) Reports excluded:

(n = 7)

Did not specify P+MH LTCs

Studies included in review
(n = 18)

Identification of studies via databases and registers Identification of studies via other methods
Id
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Sc
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en
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cl
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ed

Reports sought for retrieval
(n = 48)

Reports not retrieved
(n = 36)

Not focused on patients with
P+MH LTCs/Did not specify
P+MH LTCs

Figure 1: Search process.

Health & Social Care in the Community 5



Ta
bl

e
2:

So
ci
al

pr
es
cr
ib
in
g
lin

k
w
or
ke
r
in
te
rv
en
tio

n
in
fo
rm

at
io
n
in

in
cl
ud

ed
st
ud

ie
s.

Re
fe
re
nc
e

in
fo
rm

at
io
n:

au
th
or
,

ye
ar
,a
nd

co
un

tr
y

Le
ng

th
of

in
te
rv
en
tio

n/
pr
og
ra
m
m
e

Fo
llo

w
-u
p

N
um

be
r
of

m
ee
tin

gs
/s
es
sio

ns
M
ea
ns

of
de
liv
er
y

Q
ua

lit
at
iv
e
st
ud

ie
s

(1
)
Fr
os
tic
k
an
d

Be
rt
ot
ti,

20
21
,U

K
[6
3]

N
ot

sp
ec
if
ed

N
ot

sp
ec
if
ed

N
ot

sp
ec
if
ed

N
ot

sp
ec
if
ed

(2
)G

ib
so
n
et

al
.,
20
22
,

U
K

[6
4]

So
m
e
cl
ie
nt
s
re
m
ai
ni
ng

w
ith

th
e

in
te
rv
en
tio

n
fo
r
up

to
4
ye
ar
s

N
ot

sp
ec
if
ed

N
ot

sp
ec
if
ed

Sy
nc
hr
on

ise
d
w
ith

pe
op

le
’s
ne
ed
s

(3
)G

ri
f
th

et
al
.,
20
23
,

U
K

[6
2]

T
e
ov
er
al
le

ng
ag
em

en
tw

ith
w
ay
s
to

w
el
ln
es
s
ca
n
be

up
to

tw
o
ye
ar
s

6
m
on

th
ly

up
to

24
m
on

th
s

A
ll
co
nt
ac
ts

va
ry

in
du

ra
tio

n
an
d

fr
eq
ue
nc
y
in

ac
co
rd
an
ce

w
ith

in
di
vi
du

al
cl
ie
nt

ne
ed

T
e
w
ay
s
to

w
el
ln
es
s
in
te
rv
en
tio

n
is

hi
gh

ly
pe
rs
on

al
ise

d
in
vo
lv
in
g

fa
ce
-t
o-
fa
ce

co
nt
ac
ts

in
co
m
m
un

ity
se
tti
ng

s
an
d,

w
he
re

ne
ce
ss
ar
y,

do
m
ic
ili
ar
y
vi
sit
s

(4
)H

an
lo
n
et
al
.,
20
21
,

U
K

[6
5]

N
ot

sp
ec
if
ed

N
ot

sp
ec
if
ed

T
e
nu

m
be
r
of

m
ee
tin

gs
w
ith

th
e

co
m
m
un

ity
lin

ks
pr
ac
tit
io
ne
rs

(C
LP

)
w
as

no
tp

re
sp
ec
if
ed

an
d
w
as

ta
ilo

re
d

to
in
di
vi
du

al
pa
tie
nt
.S

om
e
pa
tie
nt
s

ha
d
a
sin

gl
e
m
ee
tin

g
lin

ki
ng

th
em

to
w
id
er

re
so
ur
ce
s,
w
hi
le
ot
he
rs
m
et
w
ith

th
e
C
LP

on
nu

m
er
ou

s
oc
ca
sio

ns
ov
er

a
pe
ri
od

of
se
ve
ra
lm

on
th
s

N
ot

sp
ec
if
ed

(5
)M

of
at
te

ta
l.,
20
17
,

U
K

[6
6]

Pa
tie
nt

en
ga
ge
m
en
tv

ar
ie
d
in

te
rm

s
of

in
te
ns
ity

an
d
du

ra
tio

n
fr
om

4
m
on

th
s

to
14

m
on

th
s

Ev
er
y
six

m
on

th
s

Fr
eq
ue
nc
y
of

co
nt
ac
t
w
ith

th
e
lin

k
w
or
ke
r
is
m
ut
ua
lly

ag
re
ed
,v

ar
ie
s

be
tw
ee
n
an
d
w
ith

in
pa
tie
nt
s

de
pe
nd

in
g
on

cu
rr
en
t
ne
ed

an
d

ci
rc
um

st
an
ce
s

C
an

be
fa
ce

to
fa
ce
,v

ia
te
le
ph

on
e,

e-
m
ai
l,
an
d/
or

te
xt

m
es
sa
ge

(6
)
M
or
ri
s
et

al
.,
20
22
,

U
K

[6
7]

C
lie
nt

pa
rt
ic
ip
an
ts

w
er
e
th
os
e
ta
ki
ng

pa
rt

in
an

18
m
on

th
et
hn

og
ra
ph

ic
st
ud

y
bu

t
co
ul
d
en
ga
ge

fo
r
up

to
ap
pr
ox
im

at
el
y
3.
5
ye
ar
s

N
ot

sp
ec
if
ed

N
ot

sp
ec
if
ed

Li
nk

w
or
ke
rs

co
m
m
un

ic
at
ed

w
ith

cl
ie
nt
s
by

te
le
ph

on
e
ap
po

in
tm

en
ts

w
hi
lst

w
or
ki
ng

fr
om

ho
m
e

(7
)
Rh

od
es

an
d
Be

ll,
20
21
,U

K
[6
8]

In
te
rv
en
tio

ns
w
er
e
lim

ite
d
to

6
w
ee
ks
,

6–
8
w
ee
ks
,o

r
12

w
ee
ks

N
ot

sp
ec
if
ed

So
m
es
pe
ci
fe
d
th
at
ap
po

in
tm

en
ts
w
ith

a
so
ci
al

pr
es
cr
ib
er

w
er
e
w
ee
kl
y,

w
hi
le

ot
he
rs

di
d
no

t
sp
ec
ify

D
el
iv
er
ed

in
pa
tie
nt
s
ho

m
e,
G
P

pr
ac
tic
e,
or

or
ga
ni
za
tio

n’
s
of

ce

(8
)
W
ild

m
an

et
al
.,

20
19
,U

K
[6
9]

Se
rv
ic
e
us
er
s
re
m
ai
n
w
ith

th
e

in
te
rv
en
tio

n
fo
r
up

to
tw
o
ye
ar
s
or
,

w
ith

lin
k
w
or
ke
r
di
sc
re
tio

n,
lo
ng

er
if

re
qu

ir
ed

Ev
er
y
six

m
on

th
s

M
ee
tin

g
du

ra
tio

n
fr
eq
ue
nc
y
in
cr
ea
se
s

or
de
cr
ea
se
s
ac
co
rd
in
g
to

ne
ed

O
ve
r
th
e
co
ur
se

of
a
pa
tie
nt
’s

en
ga
ge
m
en
tw

ith
W
ay
s
to

W
el
ln
es
s

(W
tW

),
fa
ce
-t
o-
fa
ce

co
nt
ac
t
is
al
so

su
pp

le
m
en
te
d
by

te
le
ph

on
e,
e-
m
ai
lo

r
te
xt

co
nt
ac
t

(9
).
W
ild

m
an

et
al
.,

20
19
,U

K
[7
0]

C
lie
nt
s
re
m
ai
n
w
ith

th
e
se
rv
ic
e
fo
r
up

to
2
ye
ar
s
or
,w

ith
lin

k
w
or
ke
r

di
sc
re
tio

n,
lo
ng

er
if
ne
ed
ed

Pr
og
re
ss

an
d
go
al
s
re
vi
ew

ed
ev
er
y

6
m
on

th
st
he
re
af
te
rf
or

th
e
du

ra
tio

n
of

a
cl
ie
nt
’s
en
ga
ge
m
en
tw

ith
th
e
se
rv
ic
e

M
ee
tin

g
du

ra
tio

n
fr
eq
ue
nc
y

de
cr
ea
sin

g
or

in
cr
ea
sin

g
de
pe
nd

in
g
on

th
e
ne
ed

O
ve
r
th
e
co
ur
se

of
cl
ie
nt
s’
en
ga
ge
m
en
t

w
ith

W
tW

,f
ac
e-
to
-f
ac
e
co
nt
ac
ti
s
al
so

su
pp

le
m
en
te
d
by

te
le
ph

on
e,
e-
m
ai
lo

r
te
xt

6 Health & Social Care in the Community



Ta
bl

e
2:

C
on

tin
ue
d.

Re
fe
re
nc
e

in
fo
rm

at
io
n:

au
th
or
,

ye
ar
,a
nd

co
un

tr
y

Le
ng

th
of

in
te
rv
en
tio

n/
pr
og
ra
m
m
e

Fo
llo

w
-u
p

N
um

be
r
of

m
ee
tin

gs
/s
es
sio

ns
M
ea
ns

of
de
liv
er
y

(1
0)

W
oo

d
et

al
.,
20
21
,

U
K

[7
1]

C
lie
nt
s
ca
n
ac
ce
ss

di
fe
re
nt

se
rv
ic
es

at
di
fe
re
nt

tim
es
in

w
ha
te
ve
ro

rd
er
m
ee
ts

th
ei
r
ne
ed
s

U
nc
le
ar

T
e
se
rv
ic
e
ha
s
no

tim
e
lim

it
D
ep
en
di
ng

on
cl
ie
nt
’s
ne
ed
s,
ho

m
e

vi
sit
s
ca
n
be

of
er
ed

O
bs
er
va
tio

na
ls
tu
di
es

(1
1)

El
st
on

et
al
.,
20
19
,

U
K

[7
2]

12
w
ee
k
in
te
rv
en
tio

n
12

m
on

th
s
ev
al
ua
tio

n
Se
ve
ra
lm

ee
tin

gs
M
os
tly

cl
ie
nt
s
ho

m
es

(1
2)

Po
lle
y
et

al
.,
20
19
,

U
K

[7
3]

N
ot

sp
ec
if
ed

3
m
on

th
s
fo
llo

w
-u
p

N
ot

sp
ec
if
ed

N
ot

sp
ec
if
ed

(1
3)

W
oo

da
le

ta
l.,

20
18
,U

K
[7
4]

M
os
t
cl
ie
nt
s
re
ce
iv
in
g
ap
po

in
tm

en
ts

ex
it
th
e
se
rv
ic
e
w
ith

in
16

w
ee
ks
,w

ith
th
em

ea
n
le
ng

th
of

tim
eb

ei
ng

10
w
ee
ks

Pr
ep
os
tq

ue
st
io
nn

ai
re
s
at

th
e
ex
it

(u
su
al
ly

af
te
r
6
se
ss
io
ns
)

To
av
oi
d
de
pe
nd

en
cy

on
th
e
so
ci
al

pr
es
cr
ib
in
g
se
rv
ic
e,
in
di
vi
du

al
s
ar
e

en
co
ur
ag
ed

to
“e
xi
t”
th
e
se
rv
ic
e
or

ar
e

re
fe
rr
ed

to
ot
he
rh

ea
lth

an
d
so
ci
al
ca
re

pr
ov
id
er
s
af
te
r
6
se
ss
io
ns

N
ot

sp
ec
if
ed

Ex
pe
rim

en
ta
ls
tu
di
es

(1
4)

K
ie
ly

et
al
.,
20
21
,

Ir
el
an
d
[7
5]

6
w
ee
ks

A
fte

r
6
w
ee
ks

pa
rt
ic
ip
at
io
n

Si
x
pa
tie
nt
s
ha
d
th
re
e
or

m
or
e

fo
llo

w
-u
p
co
nt
ac
ts

w
ith

th
e
lin

k
w
or
ke
r

T
ei
nt
en
sit
y
of

th
es

up
po

rt
of

er
ed

w
as

ta
ilo

re
d
to

th
e
in
di
vi
du

al
ne
ed
s
of

th
e

pa
tie
nt
,a
nd

th
is
va
ri
ed

fr
om

a
sim

pl
e

fo
llo

w
-u
p
ph

on
e
ca
ll
to

ac
co
m
pa
ny

in
g

th
e
pe
rs
on

to
co
m
m
un

ity
ac
tiv

iti
es

(1
5)

M
er
ce
re
ta
l.,
20
19
,

U
K

[7
6]

9
m
on

th
s

9
m
on

th
s
fo
llo

w
-u
p

C
LP

sa
nd

pa
tie
nt
sc

ou
ld

m
ee
ta
sm

an
y

tim
es
,a

nd
w
he
n,

th
ey

th
ou

gh
t

ne
ce
ss
ar
y

A
ll
co
nt
ac
ts

w
er
e
on

e-
to
-o
ne

an
d

us
ua
lly

fa
ce
-t
o-
fa
ce
,a

lth
ou

gh
so
m
e

te
le
ph

on
e
co
nt
ac
ts

co
ul
d
oc
cu
r.
C
LP

co
nt
ac
ts

w
ith

pa
tie
nt
s
w
er
e
us
ua
lly

in
th
e
pr
ac
tic
e,
al
th
ou

gh
so
m
eh

om
e
vi
sit
s

co
ul
d
oc
cu
r,
an
d
th
e
C
LP

s
co
ul
d

ac
co
m
pa
ny

pa
tie
nt
s
to

su
pp

or
tt
he
ir

co
nt
ac
tw

ith
a
co
m
m
un

ity
or
ga
ni
za
tio

n
Li
te
ra
tu
re

re
vi
ew

s

(1
6)

Be
rt
ot
ti
et
al
.,
20
19

[7
7]

N
ot

sp
ec
if
ed

N
ot

sp
ec
if
ed

M
os
ts

es
sio

ns
of

su
pp

or
tp

ro
vi
de
d

“i
n-
de
pt
h”

su
pp

or
t(
42
%
)
(4

se
ss
io
ns

or
ov
er
),
38
%

pr
ov
id
ed

m
id
-le

ve
l

su
pp

or
t(
2-
3
se
ss
io
ns
),
an
d
21
%

lig
ht
-t
ou

ch
sig

np
os
tin

g
(1

se
ss
io
n

on
ly
)

Fa
ce
-t
o-
fa
ce

an
d
va
ri
ou

s
le
ve
ls
of

su
pp

or
tw

er
e
of

er
ed

de
pe
nd

in
g
on

th
e

ne
ed

of
th
e
se
rv
ic
e
us
er
s

(1
7)

Pe
sc
he
ny

et
al
.,

20
19

[7
8]

N
ot

sp
ec
if
ed

N
ot

sp
ec
if
ed

N
ot

sp
ec
if
ed

V
ar
ia
bl
e
bu

t
no

cl
ea
r
de
ta
ils

(1
8)

Pu
bl
ic

H
ea
lth

En
gl
an
d,

20
19

[7
9]

V
ar
ia
bl
e

V
ar
ie
d
co
ns
id
er
ab
ly

ac
ro
ss

st
ud

ie
s;

ra
ng

in
g
fr
om

be
tw
ee
n
3
an
d
6
m
on

th
s,

8
m
on

th
s,
9
m
on

th
s,
or

as
lo
ng

12
m
on

th
s

V
ar
ia
bl
e
bu

tn
o
cl
ea
r
de
ta
ils

V
ar
ia
bl
e
bu

t
no

cl
ea
r
de
ta
ils

Health & Social Care in the Community 7



Ta
bl

e
3:

Pa
rt
ic
ip
an
t
ch
ar
ac
te
ri
st
ic
s
in

in
cl
ud

ed
st
ud

ie
s.

Re
fe
re
nc
e

in
fo
rm

at
io
n:

au
th
or
,

ye
ar
,a
nd

co
un

tr
y

In
fo
rm

at
io
n
on

so
ci
al

pr
es
cr
ib
in
g
lin

k
w
or
ke
rs

In
fo
rm

at
io
n
ab
ou

tp
eo
pl
e
liv
in
g
w
ith

P
+
M
H

LT
C
s

Sa
m
pl
e
siz

e
C
ha
ra
ct
er
ist
ic
s

(i.
e.
,a

ge
an
d
ge
nd

er
)

Pe
ri
od

in
po

sit
io
n

Ti
tle

of
th
e
ro
le

Pu
rp
os
e
of

th
e
ro
le

Sa
m
pl
e
siz

e
C
ha
ra
ct
er
ist
ic
s

(i.
e.
,a

ge
an
d
ge
nd

er
)

C
on

di
tio

ns
(P

+
M
H

LT
C
s)

Q
ua

lit
at
iv
e
st
ud

ie
s

(1
)
Fr
os
tic
k
an
d

Be
rt
ot
ti,
20
21
,U

K
[6
3]

N
�
13

N
ot

sp
ec
if
ed

Li
nk

w
or
ke
rs

w
ho

w
er
e
cu
rr
en
tly

w
or
ki
ng

on
a
so
ci
al

pr
es
cr
ib
in
g
sc
he
m
e

an
d
ha
d
be
en

th
er
ef
or

six
m
on

th
s
or

m
or
e

Li
nk

w
or
ke
rs

N
ot

sp
ec
if
ed

N
/A

D
iv
er
sit
y
of

se
rv
ic
eu

se
rs

lo
ca
te
d
in

ar
ea
s
w
ith

ve
ry

di
ve
rs
e

co
m
m
un

iti
es

re
pr
es
en
tin

g
a
w
id
e

ra
ng

e
of

ag
e,
et
hn

ic
ity

an
d
re
fe
rr
al

cr
ite
ri
a

Se
rv
ic
e
us
er
s
ha
d
a
w
id
e
ra
ng

e
of

iss
ue
s,
bo

th
pr
ac
tic
al

an
d

he
al
th

re
la
te
d
(i.
e.
,p

hy
sic

al
an
d/
or

m
en
ta
lh

ea
lth

co
nc
er
ns

w
er
e
m
en
tio

ne
d
in

qu
al
ita

tiv
e

da
ta

w
he
n
re
fe
rr
in
g
to

se
rv
ic
e

us
er
s)

(2
)G

ib
so
n
et
al
.,
20
22
,

[6
4]

U
K

N
ot

sp
ec
if
ed

N
ot

sp
ec
if
ed

N
ot

sp
ec
if
ed

Li
nk

w
or
ke
rs

N
ot

sp
ec
if
ed

N
�
19

A
ge
d
be
tw
ee
n
40

an
d
74

N
o
in
fo
rm

at
io
n
on

ge
nd

er

H
ad

at
le
as
to

ne
of

ei
gh

tL
TC

s
(d
ia
be
te
s
ty
pe

1
an
d
2,

ch
ro
ni
c

ob
st
ru
ct
iv
e
pu

lm
on

ar
y
di
se
as
e,

as
th
m
a,
co
ro
na
ry

he
ar
td

ise
as
e,

he
ar
tf
ai
lu
re
,e
pi
le
ps
y
an
d

os
te
op

or
os
is
w
ith

or
w
ith

ou
t

an
xi
et
y
an
d/
or

de
pr
es
sio

n)

(3
)G

ri
f
th

et
al
.,
20
23
,

U
K

[6
2]

N
�
20

16
fe
m
al
es

an
d
4
m
al
es

N
ot

sp
ec
if
ed

Li
nk

w
or
ke
rs

Li
nk

-w
or
ke
rs

us
e
be
ha
vi
ou

r
ch
an
ge

te
ch
ni
qu

es
in
cl
ud

in
g

m
ot
iv
at
io
na
li
nt
er
vi
ew

in
g,

go
al
-s
et
tin

g
an
d
fe
ed
ba
ck

to
pr
om

ot
e
th
e
ai
m
s
of

w
ay
s
to

w
el
ln
es
s

N
/A

Se
rv
ic
e
us
er
sa

ge
d
40
–7
4

Se
rv
ic
e
us
er
s
ha
d
C
O
PD

or
as
th
m
a;
di
ab
et
es

(t
yp
e
1
or

ty
pe

2)
;h

ea
rt

di
se
as
e;
ep
ile
ps
y;

os
te
op

or
os
is;

an
y
of

th
es
e
w
ith

de
pr
es
sio

n
an
d/
or

an
xi
et
y

(4
)H

an
lo
n
et
al
.,
20
21
,

U
K

[6
5]

N
ot

sp
ec
if
ed

N
ot

sp
ec
if
ed

N
ot

sp
ec
if
ed

C
om

m
un

ity
lin

ks
pr
ac
tit
io
ne
r
(C

LP
)

C
LP

w
or
ke
d
on

e-
to
-o
ne

w
ith

pa
tie
nt
s
to

sig
np

os
t,

re
co
m
m
en
d,

re
fe
r,
an
d

su
pp

or
tt
he

us
e
of

co
m
m
un

ity
-b
as
ed

se
rv
ic
es

N
�
12

A
ge

ra
ng

ed
fr
om

26
to

64
ye
ar
s
M

�
46
.5
ye
ar
s.

G
en
de
r:
6
fe
m
al
es

an
d
6

m
al
es

4
pa
tie
nt
sr
ef
er
re
d
w
ith

ph
ys
ic
al

an
d
ps
yc
ho

lo
gi
ca
lp

ro
bl
em

s,
th
e
re
m
ai
ni
ng

pa
tie
nt
s
ha
d

ps
yc
ho

lo
gi
ca
la

nd
so
ci
al

pr
ob

le
m
s

(5
)M

of
at
te
ta
l.,
20
17
,

U
K

[6
6]

N
ot

sp
ec
if
ed

N
ot

sp
ec
if
ed

N
ot

sp
ec
if
ed

Li
nk

w
or
ke
rs

N
ot

sp
ec
if
ed

N
�
30

A
ge
d
40
–7
4
ye
ar
s

M
�
62

ye
ar
s.
G
en
de
r:
14

fe
m
al
es

an
d
16

m
al
es

Ba
se
d
on

se
lf-
re
po

rt
ed

he
al
th

co
nd

iti
on

s,
on

ly
on

e
pa
rt
ic
ip
an
t
ha
d
a
sin

gl
e

lo
ng

-t
er
m

co
nd

iti
on

.M
os
t

pa
rt
ic
ip
an
ts
ha
d
m
or
e
th
an

on
e

“r
ef
er
ra
l”
lo
ng

-t
er
m

co
nd

iti
on

,
ha
d
ot
he
r
he
al
th

pr
ob

le
m
s
an
d

as
so
ci
at
ed

m
en
ta
lh

ea
lth

iss
ue
s,

lo
w

co
nf

de
nc
e
an
d
so
ci
al

iso
la
tio

n.
W
ith

th
e
ex
ce
pt
io
n
of

th
e
di
ag
no

se
d
lo
ng

-t
er
m

co
nd

iti
on

s
th
at

tr
ig
ge
re
d

a
re
fe
rr
al

to
w
ay
s
to

w
el
ln
es
s

(i.
e.
,d

ia
be
te
s
(t
yp
es

1
an
d
2)
,

ch
ro
ni
c
ob

st
ru
ct
iv
e
pu

lm
on

ar
y

di
se
as
e,
as
th
m
a,
co
ro
na
ry

he
ar
t

di
se
as
e,
he
ar
tf
ai
lu
re
,e
pi
le
ps
y,

os
te
op

or
os
is)

ot
he
r
ph

ys
ic
al

an
d
m
en
ta
lh

ea
lth

pr
ob

le
m
s

w
er
e
se
lf-
re
po

rt
ed

at
in
te
rv
ie
w

8 Health & Social Care in the Community



Ta
bl

e
3:

C
on

tin
ue
d.

Re
fe
re
nc
e

in
fo
rm

at
io
n:

au
th
or
,

ye
ar
,a
nd

co
un

tr
y

In
fo
rm

at
io
n
on

so
ci
al

pr
es
cr
ib
in
g
lin

k
w
or
ke
rs

In
fo
rm

at
io
n
ab
ou

tp
eo
pl
e
liv
in
g
w
ith

P
+
M
H

LT
C
s

Sa
m
pl
e
siz

e
C
ha
ra
ct
er
ist
ic
s

(i.
e.
,a

ge
an
d
ge
nd

er
)

Pe
ri
od

in
po

sit
io
n

Ti
tle

of
th
e
ro
le

Pu
rp
os
e
of

th
e
ro
le

Sa
m
pl
e
siz

e
C
ha
ra
ct
er
ist
ic
s

(i.
e.
,a

ge
an
d
ge
nd

er
)

C
on

di
tio

ns
(P

+
M
H

LT
C
s)

(6
)M

or
ri
se

ta
l.,
20
22
,

U
K

[6
7]

N
�
5
SP

LW
s

N
�
8

m
an
ag
er
ia
l

st
af

D
em

og
ra
ph

ic
da
ta

w
er
e

no
tc

ol
le
ct
ed

fo
r
se
rv
ic
e

pr
ov
id
er
s
be
ca
us
e
of

th
e

ri
sk

of
id
en
tif
yi
ng

in
di
vi
du

al
s

N
ot

sp
ec
if
ed

Li
nk

w
or
ke
rs

N
ot

sp
ec
if
ed

N
�
44

A
ge
:4

0–
49

n
�
6

50
–5
9
n

�
11

60
–6
9
n

�
17

70
+
n

�
10

G
en
de
r:
25

fe
m
al
es

an
d

19
m
al
es

N
in
e
cl
ie
nt
s
re
po

rt
ed

ha
vi
ng

a
sin

gl
e
LT

C
.T

e
re
m
ai
ni
ng

35
ha
d
m
ul
tip

le
co
nd

iti
on

s,
w
hi
ch

m
os
tc

om
m
on

ly
co
m
pr
ise

d
T2

D
M
,h

yp
er
te
ns
io
n,

as
th
m
a,

ch
ro
ni
c
ob

st
ru
ct
iv
e
pu

lm
on

ar
y

di
so
rd
er
(C

O
PD

),
fb

ro
m
ya
lg
ia
,

de
pr
es
sio

n,
an
d
an
xi
et
y

So
m
e
ha
d
a
m
or
e
co
m
pl
ex

m
ix

of
LT

C
s
in
cl
ud

in
g
m
ul
tip

le
sc
le
ro
sis

,v
as
cu
la
rd

ise
as
e,
he
ar
t

fa
ilu

re
,e
pi
le
ps
y,

an
d
ca
nc
er
s

(7
)
Rh

od
es

an
d
Be

ll,
20
21
,U

K
[6
8]

N
�
9

A
ge
:N

ot
sp
ec
if
ed
.

G
en
de
r:
7
fe
m
al
es

an
d
2

m
al
es

Ti
m
e
in

ro
le
:

10
m
on

th
s-
1

pa
rt
ic
ip
an
t

1.
5
ye
ar
s–
2
2
ye
ar
s–
5

2.
5
ye
ar
s
-1

So
ci
al

pr
es
cr
ib
er
,s
oc
ia
l

pr
es
cr
ib
in
g
lin

k
w
or
ke
r,

lo
ca
lit
y
na
vi
ga
to
r,

co
m
m
un

ity
na
vi
ga
to
r
an
d

st
ro
ke

ca
re

ad
vi
so
r

N
ot

sp
ec
if
ed

N
/A

N
/A

SP
s
su
pp

or
te
d
cl
ie
nt
s
w
ith

va
ri
ou

s
ph

ys
ic
al

an
d/
or

m
en
ta
l

LT
C
s.
Sp
ec
if
ca
lly
,t
hr
ee

SP
s

w
or
ke
d
w
ith

cl
ie
nt
s
ag
ed

65
+

w
ith

co
m
pl
ex

ph
ys
ic
al

ne
ed
s,

th
e
re
m
ai
ni
ng

six
SP

s
w
or
ke
d

w
ith

cl
ie
nt
s
of

al
la

ge
s
an
d

ne
ed
s
in

m
ix
ed

le
ve
ls
of

de
pr
iv
at
io
n
ar
ea
s

(8
)
W
ild

m
an

et
al
.,

20
19
,U

K
[6
9]

N
ot

sp
ec
if
ed

N
ot

sp
ec
if
ed

N
ot

sp
ec
if
ed

N
ot

sp
ec
if
ed

Se
rv
ic
eu

se
rs
ar
es
up

po
rt
ed

by
th
ei
r
lin

k
w
or
ke
r
to

ac
ce
ss

ap
pr
op

ri
at
e
se
rv
ic
es

an
d

co
m
m
un

ity
gr
ou

ps
(e
.g
.

w
ei
gh

t-
m
an
ag
em

en
t
gr
ou

ps
,

w
el
fa
re

ri
gh

ts
ad
vi
ce

an
d

ar
ts
-b
as
ed

ac
tiv

iti
es
),
an
d
to

re
tu
rn

to
w
or
k
or

en
ga
ge

in
vo
lu
nt
ee
ri
ng

op
po

rt
un

iti
es

(a
s
ap
pr
op

ri
at
e)

N
�
24

A
ge
:R

an
ge
d
fr
om

40
to

74
ye
ar
s

G
en
de
r:
11

fe
m
al
es

an
d

13
m
al
es

16
pa
rt
ic
ip
an
ts

re
po

rt
ed

ye
s
to

m
en
ta
lh

ea
lth

ca
te
go
ry

th
at

in
cl
ud

ed
lo
w

m
oo

d,
an
xi
et
y,

de
pr
es
sio

n,
lo
ne
lin

es
s,
an
d

so
ci
al

iso
la
tio

n
ba
se
d
on

se
lf-
re
po

rt
at

in
te
rv
ie
w

w
he
re

pa
rt
ic
ip
an
ts

de
sc
ri
be
d
or

re
po

rt
ed

th
es
e
co
nd

iti
on

s
or

fe
el
in
gs

Le
ve
ls
of

m
ul
tim

or
bi
di
ty

w
er
e

hi
gh

,w
ith

al
l-b

ut
-o
ne

pa
rt
ic
ip
an
t
re
po

rt
ed

m
ul
tip

le
LT

C
s:
1
LT

C
–6

pa
rt
ic
ip
an
ts

2
LT

C
s–
14

pa
rt
ic
ip
an
ts
3
LT

C
s–
4

pa
rt
ic
ip
an
ts

(9
)
W
ild

m
an

et
al
.,

20
19
,U

K
[7
0]

N
�
15

Ph
as
e
1:
12

fe
m
al
es

an
d

3
m
al
es
.A

ge
s

20
–5
9
ye
ar
s,
w
ith

m
os
t

in
30
–3
9
ca
te
go
ry

Ph
as
e
2:
13

fe
m
al
es

an
d

2
m
al
es
.A

ge
s

20
–5
9
ye
ar
s,
w
ith

m
os
t

in
20
–2
9
ca
te
go
ry

Li
nk

w
or
ke
rs

ha
d

be
en

in
-p
os
t
fo
r

be
tw
ee
n
2
an
d

4
m
on

th
s
w
he
n
da
ta

w
as

co
lle
ct
ed

(p
ha
se

1)
By

ph
as
e
2,

ra
ng

ed
be
tw
ee
n
1
an
d

16
m
on

th
s

Li
nk

w
or
ke
rs

A
rr
an
ge

an
in
iti
al

ap
po

in
tm

en
t,
co
m
pl
et
e

a
“w

el
lb
ei
ng

st
ar
”
to
ol

an
d

id
en
tif
y
ta
rg
et

ar
ea
s
fo
r

im
pr
ov
em

en
ta

cr
os
s
ei
gh

t
do

m
ai
ns

N
/A

A
du

lts
ag
ed

40
–7
4

A
du

lt
pa
rt
ic
ip
an
ts

ha
d
C
O
PD

or
as
th
m
a;
di
ab
et
es

(t
yp
e
1
or

ty
pe

2)
;h

ea
rt

di
se
as
e;
ep
ile
ps
y;

os
te
op

or
os
is;

an
y
of

th
es
e
w
ith

de
pr
es
sio

n
an
d/
or

an
xi
et
y

Health & Social Care in the Community 9



Ta
bl

e
3:

C
on

tin
ue
d.

Re
fe
re
nc
e

in
fo
rm

at
io
n:

au
th
or
,

ye
ar
,a
nd

co
un

tr
y

In
fo
rm

at
io
n
on

so
ci
al

pr
es
cr
ib
in
g
lin

k
w
or
ke
rs

In
fo
rm

at
io
n
ab
ou

tp
eo
pl
e
liv
in
g
w
ith

P
+
M
H

LT
C
s

Sa
m
pl
e
siz

e
C
ha
ra
ct
er
ist
ic
s

(i.
e.
,a

ge
an
d
ge
nd

er
)

Pe
ri
od

in
po

sit
io
n

Ti
tle

of
th
e
ro
le

Pu
rp
os
e
of

th
e
ro
le

Sa
m
pl
e
siz

e
C
ha
ra
ct
er
ist
ic
s

(i.
e.
,a

ge
an
d
ge
nd

er
)

C
on

di
tio

ns
(P

+
M
H

LT
C
s)

(1
0)

W
oo

d
et
al
.,
20
21
,

U
K

[7
1]

St
af

(n
�
13
)

an
d
re
fe
rr
er
s

(n
�
7)

in
vo
lv
ed

in
SP

N
ot

sp
ec
if
ed

N
ot

sp
ec
if
ed

Pa
id

he
al
th

tr
ai
ne
rs
,h

ea
lth

ac
tiv

ity
w
or
ke
rs

an
d

ad
vo
ca
cy

w
or
ke
rs

(p
ri
m
ar
ily

gi
vi
ng

be
ne
ft
s

an
d
ho

us
in
g
ad
vi
ce
)
an
d

un
pa
id

vo
lu
nt
ee
rs

A
ny

of
th
ep

ai
d
w
or
ke
rs
co
ul
d

be
a
lin

k
w
or
ke
r,
th
is
w
ou

ld
be

de
ci
de
d
ba
se
d
on

cl
ie
nt

go
al
s.
C
lie
nt
s
w
ith

pr
ed
om

in
an
tly

he
al
th
y
go
al
s

w
ou

ld
ha
ve

a
he
al
th

tr
ai
ne
ra

s
a
lin

k
w
or
ke
r.
O
nc
e
th
es
e

go
al
sw

er
em

et
,t
he

cl
ie
nt

m
ay

be
re
fe
rr
ed

to
ot
he
rc
ol
le
ag
ue
s

if
ne
ed
ed
,f
or

ex
am

pl
e
fo
r

be
ne
ft
s
ad
vi
ce
.T

e
pe
rs
on

ac
tin

g
as

lin
k
w
or
ke
r
w
ou

ld
ch
an
ge

N
�
15

A
ge
:A

du
lts

ov
er

18
+

ye
ar
s.
G
en
de
r:
5
m
al
es
,9

fe
m
al
es
,1

pr
ef
er
re
d
no

t
to

sa
y

Pa
rt
ic
ip
an
ts

ha
d
bo

th
ph

ys
ic
al

an
d
m
en
ta
lh

ea
lth

iss
ue
s
(i.
e.
,

de
pr
es
sio

n
an
d/
or

an
xi
et
y,

m
ul
tim

or
bi
d
ch
ro
ni
c
ph

ys
ic
al

he
al
th

co
nd

iti
on

s,
co
m
pl
ex

so
ci
al

iss
ue
s,
an
d
iso

la
tio

n)

O
bs
er
va
tio

na
ls
tu
di
es

(1
1)

El
st
on

et
al
.,
20
19
,

U
K

[7
2]

N
ot

sp
ec
if
ed

N
ot

sp
ec
if
ed

N
ot

sp
ec
if
ed

W
el
l-b

ei
ng

co
or
di
na
to
rs

an
d/
or

“h
ol
ist
ic
”

lin
k-
w
or
ke
rs

N
ot

sp
ec
if
ed

A
ll
re
fe
rr
al
s
n

�
10
46
.

O
ut
co
m
es

da
ta

n
�
82

A
ge
:5

0–
59

(5
)
60
–6
9

(1
0)

70
–7
9
(2
3)

80
–8
9

(3
8)

90
+
(9
).
G
en
de
r:
63

fe
m
al
es

an
d
23

m
al
es

2
or

m
or
e
m
ul
tip

le
lo
ng

-t
er
m

co
nd

iti
on

s

(1
2)

Po
lle
y
an
d
et

al
.,

20
19
,U

K
[7
3]

N
�
15

of
15

st
af

m
em

be
rs
,

2
lin

k
w
or
ke
rs

A
ge
:n

ot
sp
ec
if
ed
.

G
en
de
r:
2
fe
m
al
es

N
ot

sp
ec
if
ed

Li
nk

w
or
ke
rs

N
ot

sp
ec
if
ed

Q
ua
lit
at
iv
e
n

�
10
.

Q
ua
nt
ita

tiv
e
n

�
10
5

(a
tf
ol
lo
w
-u
p)

In
te
rv
ie
w
s.
A
ge

no
t

sp
ec
if
ed
.G

en
de
r:
6

fe
m
al
es

an
d
4
m
al
es

A
tf
ol
lo
w
-u
p:

ag
e

M
�
62

ye
ar
s.
G
en
de
r:
48

m
al
es

an
d
57

fe
m
al
es

In
di
vi
du

al
sw

ho
m
et

an
y
of

th
e

so
ci
al

pr
es
cr
ib
in
g
se
rv
ic
e

el
ig
ib
ili
ty

cr
ite
ri
a
(lo

ne
lin

es
s,

m
en
ta
lh

ea
lth

iss
ue
s,
an
d

lo
ng

-t
er
m

co
nd

iti
on

s)
as
w
el
la
s

ad
ul
ts

on
a
C
V
D

Q
ri
sk
2
sc
or
e

of
10
%

or
m
or
e,
or

pr
ed
ia
be
te
s

ri
sk

(1
3)

W
oo

da
le

t
al
.,

20
18
,U

K
[7
4]

N
�
15

N
ot

sp
ec
if
ed

N
ot

sp
ec
if
ed

W
el
lb
ei
ng

co
or
di
na
to
rs

T
e
se
rv
ic
e
op

er
at
es

th
ro
ug
h

“w
el
lb
ei
ng

co
or
di
na
to
rs
”w

ho
of

er
su
pp

or
tt
o
in
di
vi
du

al
s

an
d
to

pr
ov
id
ea

dv
ic
eo

n
lo
ca
l

gr
ou

ps
an
d
se
rv
ic
es

in
th
ei
r

lo
ca
lc

om
m
un

ity
–t
he

ac
tiv

iti
es

in
di
vi
du

al
s
ca
n
be

re
fe
rr
ed

in
to

ra
ng

e
fr
om

m
en
ta
lh
ea
lth

an
d
co
un

se
lli
ng

ad
vi
ce
;p

hy
sic

al
ft
ne
ss

cl
as
se
s;
su
pp

or
tf
or

ph
ys
ic
al

or
em

ot
io
na
ld

if
cu
lti
es
;

fn
an
ce

an
d
de
bt

ad
vi
ce
;a
nd

cr
ea
tiv

e
gr
ou

ps

n
�
26

in
te
rv
ie
w
s

n
�
34
2
qu

es
tio

nn
ai
re

Q
ue
st
io
nn

ai
re
.a

ge
M

�
53

ye
ar
s.
G
en
de
r:

63
.9
%

of
pa
rt
ic
ip
an
ts

w
er
e
fe
m
al
es

an
d
36
.1
%

m
al
es

In
te
rv
ie
w
s.
ag
e

M
�
53

ye
ar
s.
G
en
de
r:
14

m
al
es

an
d
12

fe
m
al
es

A
tb

as
el
in
e,
40
%
re
po

rt
ed

be
in
g

ei
th
er

“s
ev
er
el
y”

(2
3.
4%

)
or

“e
xt
re
m
el
y”

an
xi
ou

s
or

de
pr
es
se
d
(1
6.
6%

)
Pa

rt
ic
ip
an
ts

ra
te
d
th
ei
r
he
al
th

on
a
sc
al
e
of

0
to

10
0,

w
he
re

0
w
as

th
e
“w

or
st
he
al
th

yo
u
ca
n

im
ag
e”
;t
he

av
er
ag
e
he
al
th

ra
tin

g
at

ba
se
lin

e
w
as

43
.2
7

co
m
pa
re
d
to

52
.8
3
at

th
e

po
st
st
ag
e

Ex
pe
rim

en
ta
ls
tu
di
es

(1
4)

K
ie
ly

et
al
.,
20
21
,

Ir
el
an
d
[7
5]

N
ot

sp
ec
if
ed

N
ot

sp
ec
if
ed

N
ot

sp
ec
if
ed

Li
nk

w
or
ke
rs

N
ot

sp
ec
if
ed

N
�
12

A
ge
:M

�
63

ye
ar
s

G
en
de
r:
70
%

fe
m
al
es

N
um

be
r
of

se
lf-
re
po

rt
ed

he
al
th

co
nd

iti
on

s:
2.
6

T
e
m
os
tc

om
m
on

se
lf-
re
po

rt
ed

he
al
th

iss
ue
s
to

th
e
lin

k
w
or
ke
r
w
er
e
ei
th
er

m
en
ta
lh

ea
lth

(5
0%

)
or

m
us
cu
lo
sk
el
et
al

pr
ob

le
m
s

(6
3%

),
hi
gh

bl
oo

d
pr
es
su
re

(2
8%

),
di
ab
et
es

(1
8%

),
an
d

ki
dn

ey
di
se
as
e
(1
8%

)

10 Health & Social Care in the Community



Ta
bl

e
3:

C
on

tin
ue
d.

Re
fe
re
nc
e

in
fo
rm

at
io
n:

au
th
or
,

ye
ar
,a
nd

co
un

tr
y

In
fo
rm

at
io
n
on

so
ci
al

pr
es
cr
ib
in
g
lin

k
w
or
ke
rs

In
fo
rm

at
io
n
ab
ou

tp
eo
pl
e
liv
in
g
w
ith

P
+
M
H

LT
C
s

Sa
m
pl
e
siz

e
C
ha
ra
ct
er
ist
ic
s

(i.
e.
,a

ge
an
d
ge
nd

er
)

Pe
ri
od

in
po

sit
io
n

Ti
tle

of
th
e
ro
le

Pu
rp
os
e
of

th
e
ro
le

Sa
m
pl
e
siz

e
C
ha
ra
ct
er
ist
ic
s

(i.
e.
,a

ge
an
d
ge
nd

er
)

C
on

di
tio

ns
(P

+
M
H

LT
C
s)

(1
5)

M
er
ce
r
et

al
.,

20
19
,U

K
[7
6]

N
ot

sp
ec
if
ed

N
ot

sp
ec
if
ed

N
ot

sp
ec
if
ed

C
om

m
un

ity
-li
nk

s
pr
ac
tit
io
ne
r

C
LP

s
es
ta
bl
ish

ed
lin

ks
be
tw
ee
n
th
ep

ra
ct
ic
ea

nd
lo
ca
l

co
m
m
un

ity
or
ga
ni
za
tio

ns
,

he
lp
ed

by
th
e
pr
ac
tic
e

de
ve
lo
pm

en
t
fu
nd

us
ed

to
“b
uy

ou
t”

pr
ac
tic
e
st
af

tim
e

to
sp
en
d
im

pr
ov
in
g
sy
st
em

s
an
d
bu

ild
in
g
re
la
tio

ns
hi
ps
.

Se
en

pa
tie
nt
s
w
ho

w
er
e

th
ou

gh
tt
o
be
ne
ft

fr
om

th
is

ty
pe

of
su
pp

or
t

D
at
a
w
er
e
co
lle
ct
ed

on
28
8
an
d
21
4
(7
4.
3%

)
pa
tie
nt
s
in

th
e

in
te
rv
en
tio

n
pr
ac
tic
es

at
ba
se
lin

e
an
d

fo
llo

w
-u
p,

re
sp
ec
tiv

el
y,

an
d
on

61
2
an
d
56
1
(9
2%

)
pa
tie
nt
s
in

th
e

co
m
pa
ri
so
n
pr
ac
tic
es

7
in
te
rv
en
tio

n
pr
ac
tic
es

an
d
8

co
m
pa
ri
so
n
pr
ac
tic
es

A
ge
:

In
te
rv
en
tio

n
49

ye
ar
s

C
om

pa
ri
so
n
56

ye
ar
s

G
en
de
r:

In
te
rv
en
tio

n
59
.2
%

fe
m
al
es

C
om

pa
ri
so
n
61
.1
%

fe
m
al
es

T
e
co
un

to
fs

el
f-
re
po

rt
ed

ch
ro
ni
c
co
nd

iti
on

s
(M

ul
tim

or
bi
di
ty
):

In
te
rv
en
tio

n
3.
1

C
om

pa
ri
so
n
2.
3

Li
te
ra
tu
re

re
vi
ew

s

(1
6)

Be
rt
ot
ti
et

al
.,

20
19

[7
7]

N
ot

sp
ec
if
ed

N
ot

sp
ec
if
ed

V
ar
ia
bl
e
bu

tn
o
cl
ea
r

de
ta
ils

Id
en
tif

ed
at

le
as
t1

1
di
fe
re
nt

ty
pe
s
of

na
vi
ga
to
r

ro
le
s

A
ll
ty
pe
so

fn
av
ig
at
or
so

fe
re
d

su
pp

or
tt
o
lo
ng

-t
er
m

co
nd

iti
on

s
(L
TC

s)
,p

hy
sic

al
an
d
m
en
ta
lh

ea
lth

.S
oc
ia
l

pr
es
cr
ib
in
g
lin

k
w
or
ke
rs

co
ve
re
d
th
e
w
id
es
tm

ix
of

he
al
th

(L
TC

s,
ph

ys
ic
al

an
d

m
en
ta
lh

ea
lth

)
an
d
so
ci
al

iss
ue
s
(s
oc
ia
li
so
la
tio

n,
w
el
fa
re

ad
vi
ce
,e
m
pl
oy
m
en
t,

an
d
ho

us
in
g)
,a
lth

ou
gh

he
al
th

co
ac
he
s
an
d
he
al
th

tr
ai
ne
rs

al
so

of
er
ed

a
m
ix

of
he
al
th

an
d
so
ci
al

su
pp

or
t
to

us
er
s

ot
he
r
ty
pe
s
of

na
vi
ga
to
rs

(c
om

m
un

ity
m
at
ro
ns
,

oc
cu
pa
tio

na
lt
he
ra
pi
st
s,
an
d

pr
ac
tic
e
nu

rs
es
)
w
er
e

pr
im

ar
ily

fo
cu
se
d
on

su
pp

or
tin

g
he
al
th

co
nd

iti
on

s

N
ot

sp
ec
if
ed

N
ot

sp
ec
if
ed

T
e
ty
pe
so

fc
hr
on

ic
co
nd

iti
on

s
ta
rg
et
ed

in
cl
ud

ed
hy
pe
rt
en
sio

n,
di
ab
et
es
,B

M
Io

ve
r3

0,
sm

ok
er
s,

ca
nc
er
,a
st
hm

a,
ch
ro
ni
c
pa
in
,

os
te
oa
rt
hr
iti
s,
ch
ro
ni
c

ob
st
ru
ct
iv
e
pu

lm
on

ar
y
di
se
as
e

(C
O
PD

),
st
ro
ke

su
rv
iv
or
s,

fr
ai
lty

,a
nd

de
m
en
tia

.T
e
le
ve
l

of
m
en
ta
lh

ea
lth

pr
ob

le
m
s

ta
rg
et
ed

w
as

pr
im

ar
ily

m
ild

to
m
od

er
at
ew

ith
on

ly
on

es
ch
em

e
in
cl
ud

in
g
se
ve
re

m
en
ta
lh

ea
lth

pr
ob

le
m
s

(1
7)

Pe
sc
he
ny

et
al
.,

20
19

[7
8]

N
ot

sp
ec
if
ed

N
ot

sp
ec
if
ed

V
ar
ia
bl
e
bu

tn
o
cl
ea
r

de
ta
ils

So
ci
al

pr
es
cr
ib
er
/s
oc
ia
l

na
vi
ga
to
r

Ex
am

pl
es

in
cl
ud

e
va
ri
ab
le

su
pp

or
tb

ut
no

cl
ea
r
de
ta
ils

N
ot

sp
ec
if
ed

N
ot

sp
ec
if
ed

Se
rv
ic
e
us
er
s
w
ith

va
ri
ab
le

ph
ys
ic
al

an
d
m
en
ta
lh

ea
lth

co
nd

iti
on

s

(1
8)

Pu
bl
ic

H
ea
lth

En
gl
an
d,

20
19

[7
9]

N
ot

sp
ec
if
ed

N
ot

sp
ec
if
ed

N
ot

sp
ec
if
ed

A
ll
st
ud

ie
s
in
cl
ud

ed
in

th
is

sy
nt
he
sis

in
vo
lv
ed

re
fe
rr
al

to
a
lin

k
w
or
ke
r
an
d
th
is

ro
le
co
ul
d
ta
ke

a
va
ri
et
y
of

di
fe
re
nt

na
m
es
:

“c
om

m
un

ity
co
nn

ec
to
r”
,

“s
oc
ia
lp

re
sc
ri
bi
ng

C
oo

rd
in
at
or
,”
“c
om

m
un

ity
lin

ks
pr
ac
tit
io
ne
r,”

“h
ub

co
or
di
na
to
r”

or
“s
er
vi
ce

ad
vi
so
r”

V
ar
ia
bl
e
ex
am

pl
es

of
su
pp

or
t

w
er
e
pr
ov
id
ed

as
pa
rt

of
th
e

lin
k
w
or
ke
rs
’r
ol
e

V
ar
ia
bl
e,
w
he
re

po
ss
ib
le

ba
se
lin

e
an
d

fo
llo

w
-u
p
in
fo
rm

at
io
n

w
as

pr
ov
id
ed

N
ot

sp
ec
if
ed

Se
rv
ic
e
us
er
s
w
ith

va
ri
ab
le

ph
ys
ic
al

an
d
m
en
ta
lh

ea
lth

co
nd

iti
on

s
an
d
so
ci
al

iss
ue
s

Health & Social Care in the Community 11



3.2. Supporting the Complex Needs of Adults Living with
P +MHLTCs. Following the analytical process described in
Section Data Extraction and Analysis, two themes and four
subthemes were identifed that succinctly summarise evi-
dence from included studies and explain what aspects
constitute how link workers might support the complex
needs of adults living with P +MH LTCs (see Figure 2). Te
overarching title above houses two themes, namely, “Te
process of support” and “Additional enablers.” During the
data analysis and synthesis of fndings, it was evident that
there were inherent elements that constituted successful
processes of supporting this group of adults and additional
elements that made the entire experience more positive.
Tese are presented in the below-listed themes.

3.2.1. Te Process of Support. In this theme, the process of
support was understood as a procedure that consisted of
several main forms of support, namely, “Discovering what
matters most to patients” and “Arranging benefcial sources of
support.”

Te sub-theme of “Discovering what matters most to
patients” is about the initial form of support, which consisted
of identifying and developing a plan based on patients’
priorities and needs. It was central to helping patients feel
that their concerns were taken seriously and that goals were
set around it. Te subtheme of “Arranging benefcial sources
of support” is about organising a range of support avenues to
help patients implement changes in their health, wellbeing,
and living circumstances.

(1) Discovering What Matters Most to Patients. Tirteen
articles identifed that the initial priority for supporting the
complex needs of adults with P+MH LTCs was to help pa-
tients recognise their own needs and preferences, ultimately
assist in identifying what mattered most to the patient, and

coproduce a plan of action with achievable goals that patients
can have control over [62–66, 69–74, 78, 79]. From the sole
perspective of patients, they emphasised that it was important
that link workers had taken thorough notice of patients’
circumstances and their wishes and focused on creating re-
alistic andmeaningful goals that patients could achieve [64–66,
69, 72] ‘“mini-goals” that represented “achievable somethings”
[69, p.7]–and felt able to continue making progress. Studies
with link workers emphasised that patients had autonomy
rather than being dictated and highlighted that plan devel-
opment, often during initial meetings, was a coproductive
process [62, 63, 66, 70, 71, 73, 74, 78], discussing “what they
wanted and what was going to work for them” [73, p.32]. Te
priority was to empower patients to voice their main concerns
and encourage them to take control of their lives and their
health needs [65, 71, 74].

(2) Arranging Benefcial Sources of Support. Sixteen articles
identifed that another element essential to supporting adults
with P +MH LTCs, ultimately helping patients tomaterialise
their goals, was arranging onward support or “linking” and
putting resources in place to address their needs. “Linking”
predominantly focused on referrals to a range of community
group activities and services to implement positive behav-
iour and attitude changes in long-term condition man-
agement, physical activity and healthy eating, confdence
building and self-worth, improving sense of belonging in
community and tackling loneliness, learning and reviving
skills but also ofering services for addressing welfare rights,
employment and education support, housing and fnancial
worries [62–71, 73–75, 77–79] as well as managing addiction
[65, 75]. Pursuing link worker prescribed support, partic-
ularly for physical and mental health benefts was “trans-
formative” [69, p.8] and improved self-care strategies
[66, 74, 78] and lowered risk factors associated with several

The process
of support

Arranging
beneficial
sources of
support

Discovering
what matters

most to
patients

Social Prescribing Link Workers supporting the needs of adults
with physical and mental health long term conditions

Additional
enablers

Desirable
therapeutic
relationship

Practical
arrangements

It is about recognising
what matters to the
patient and setting

achievable plans around
it

It is about arranging
sources of support and

‘linking’ patients to
community and

voluntary services to
tackle a range of needs

It is about the importance of
building an empathy based

relationship with a Link
Worker that help patients to

stay motivated and
supported

It is about practical
solutions such as frequent

contact and an ‘open-
door’ policy combined

with 'hands-on’
approaches and

involvement

Figure 2: Temes and subthemes with key messages identifed.
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long-term conditions [73]. However, there were setbacks
that delayed engagement with support services such as
employment and family/caring commitments [64], referrals
on hold due to limited availability in the services [62, 67, 70],
complex physical ill-health[65], fuctuating symptoms and
multimorbidity complications from P+MH LTCs [69] and
severe emotional episodes [64]. It is also important to note
that the success of “linking” to sources of support was
heavily dependent on a set of enablers, as described in later
sections.

3.2.2. Additional Enablers. In this theme, additional en-
ablers were understood as added elements that were fun-
damental in supporting adults’ needs with P +MH LTCs. In
this context, additional enablers consisted of “Desirable
therapeutic relationship” and “Practical arrangements,” both
of which were instrumental to the success of supporting
patients with their needs.

Te subtheme of “Desirable therapeutic relationship” is
about an empathy-based rapport with a link worker that was
a catalyst in helping to achieve positive changes in patients’
lives. Link workers’ personality and skills were instrumental
in this interaction. Te subtheme of ”Practical arrange-
ments” is about a range of practical and “hands-on” solutions
that facilitated patients’ engagement and were important
elements of support.

(1) Desirable Terapeutic Relationship. Tirteen articles
identifed that a therapeutic-style relationship between the
patient and the link worker had most value to the success of
the intervention [62–67, 69–71, 73–75, 78]. Tis relationship
was built on desirable link worker interpersonal charac-
teristics and skills, such as an empathic and nonjudgemental
attitude to patients, an openness that helped patients feel at
ease, and approachable and honest communication that
altogether helped patients feel valued and listened to
[63, 65, 66, 69, 70, 74]. Link workers were described as
“friend-like” points of contact that showed interest and care,
were encouraging, and used appropriate motivational and
coaching approaches that instilled resilience to continue
[62, 64, 71, 73, 75, 78]. Patients were attracted to this type of
person-tailored and empathic rapport that was central to the
success of supporting patients with their needs [65–67].

(2) Practical Arrangements. Fifteen articles identifed that
practical solutions such as fexible “open door” [66, p.6]
contact, frequent follow-up meetings with sufcient time
allocation, one-to-one approach, appointment reminders and
regular check-in phone calls were instrumental in successful
engagement with the intervention [62–64, 66–71, 73–78].Te
consistent nature of contact with a link worker translated to
improved self-esteem[69], accountability [73], and better
uptake of referred activities [76]. Particularly, patients valued
direct “hands-on” engagement with a link worker and their
support such as accompanying patients to appointments
[64, 77], making initial contact with referred services [75],
assisting with washing patients’ dog [62], “aiding in house

clearance for a hoarder” [71, p.7], assisting with welfare and
housing advice and applications rather than making a referral
or due to lengthy waiting [66, 70], providing home visits
[62, 71], and also ofering therapeutic support related to
bereavement and long-term condition management [67].
However, factors such as personnel changes [67, 69], remote
interactions due to pandemic lockdowns [67], costly travel to
referred activities [75], and referral delays [71] resulted in
a loss of engagement.

Duration of the intervention was sometimes prob-
lematic; patients wanted to stay engaged with their link
worker long-term [66, 69] or have a greater number of
sessions [74] to accommodate the fuctuating and chronic
nature of their multiple LTCs and social demands resulting
from multimorbidities.

Collectively, articles in this review have reported studies
that consisted of diferent social prescribing link worker-led
interventions. Specifcally, the “Ways to Wellness” (WtW)
interventions [64, 66, 69] were designed to support adults aged
40–74 years with physical LTCs with coexisting depression
and/or anxiety to improve patient’s health and wellbeing
through a personalised service delivered by link workers, and
the “Deep End Link Workers” interventions [65, 76] were
designed to support the needs of people on average 50 years or
older with multiple LTCs and social problems living in de-
prived areas. Further articles reported studies with link workers
who delivered “WtW” intervention [62, 70], and the remaining
articles reported fndings from individual social prescribing
link worker-led intervention studies carried out in diferent
parts of the UK [63, 67, 68, 71–74, 77–79], of which a study by
[75] was completed in Ireland and a study by [67] was
completed in the COVID-19 context. Details about social
prescribing link worker intervention arrangements varied, but
normally interventions lasted from 6–8weeks and up to 2 years
or longer (with link worker discretion), were carried out face-
to-face in community, GP practices, and domiciliary settings,
and were supported by telephone, e-mail, or text contact as
frequently as required depending on patients’ needs, and often
on a weekly basis, although not confrmed across all studies.

However, four studies noted that these intense levels of
engagement and support come at a cost to link workers who
reported increasing tension and burnout from having to meet
referral targets, arrange and deliver support and help patients
at the “crisis point” [62, 63, 68, 70]. Link workers agreed that
their roles consisted of unrealistic expectations, and it was
becoming challenging to set boundaries with patients who
wanted intense and frequent support and also meet organ-
isational priorities that focused on referral rates. Particularly,
concerns were raised that although link workers ofered
person-centred support to all, link workers believed that some
complex cases needed more specialist support that they felt
was beyond the remit of their role [63, 68]. Link workers
recognised that a “handholding” approach was not encour-
aged by their organizations [62]; however, “signposting” was
often seen as an inefective form of support for patients
[63, 68], particularly those with complex circumstances and
socioeconomic deprivation, and as such link workers were
adopting the approach of being “a friend but not a friend” [70].

Health & Social Care in the Community 13



4. Discussion

Tis integrative review examined the evidence to identify how
social prescribing link workers support the complex needs of
adults living with P+MH LTCs and contributed new ideas to
a better understanding of the role of link workers.

Collectively, the evidence in the feld of the link worker
social prescribing model showed that support is implemented
variably, ranging from light signposting and linking of pa-
tients to a variety of local assets to holistic and personalised
support.

We identifed 18 articles in this review which agreed that
“signposting” adults with P +MH LTCs to community-
based nonmedical resources were insufcient on its own.
Te existing description of social prescribing link workers
connecting people to community-based support diminishes
the additional forms of support that link workers are pro-
viding. Te seemingly unlimited remits of support that link
workers ofered to this group of individuals ranged from
empowering and encouraging adults to make positive life-
style changes through detailed person-centred goal setting,
progress monitoring, securing access to support groups and
behaviour change activities to providing intense “hands-on”
levels of engagement and involvement, such as assisting
clients with domestic tasks, accompanying them to ap-
pointments, assisting with welfare benefts applications, and
ofering therapeutic types of emotional support. While
ensuring that support was person-centred and delivered in
a holistic approach, as referred to by Kimberlee [35], the
frequency of support was also tailored to the person’s needs.
Tis is consistent with one of the identifed studies in our
review [77] confrming that most link workers ofered in-
tense support, i.e., accompanying patients to appointments.
In return, patients (i.e., adults with P +MH LTCs) were
highly appreciative of this support, recognising that the
rapport with a link worker was central to their stories of
improvement [65], portraying link workers as “friend-like”
contacts who helped these adults to feel that they matter
[64], and through appropriate support were able to turn
their lives around, including but not limited to health [69].
Aligned with the reported [77] fndings, we found consistent
evidence that an empathy-based link workers skillset and
a “coaching” style approach were instrumental to successful
patients’ engagement.

Nevertheless, our review noted that link workers were
placed in a controversial position. Link workers recognised
complex needs of adults living with P +MH LTCs and
demonstrated willingness to help where necessary, while
knowing that “handholding” approach was not encouraged
[62] and experiencing competence concerns in supporting
complex clients who needed specialist support [63]. Tus,
boundary setting was complicated as some clients were in
critical circumstances, mostly adults in deprived commu-
nities who needed intense mental health and social support,
efectively leaving link workers with continually growing
expectations, bigger caseloads, and feeling overworked.
Equally, referral and assessment rates were increasingly
prioritised, thus complicating time resources for engage-
ment with patients [62]. Tis fnding is consistent with

evidence suggesting that the link workers role is becoming
unrealistic, ranging from supporting diverse groups of pa-
tients through person-centred approaches, tackling service
funding concerns, and operating interventions tightly linked
to fnancial targets [46, 49, 51].

Our fndings accord with current suggestions that social
prescribing interventions require a skilled workforce [19, 29, 49]
that is equipped and supported to deal with the complexity of
caring for an increasingly ageing population with multiple
conditions [33]. Recent evidence proposed that the role of a link
worker needs a clearer scope and possibly standardised referral
criteria that could improve caseload management systems
[26, 81].Te latter suggestion is, however, conficting, proposing
to categorise patients according to medical conditions or
sociodemographic characteristics; this may dismiss the com-
plexity of adults with P+MH LTCs who face multiple inter-
twined challenges and health inequalities, as noted in this
review, and may in fact result in disproportionate use of re-
sources. Notwithstanding, as illustrated in some cases of the
reviewed evidence, patients want a long-term ongoing support
to accommodate the fuctuating and chronic nature of their
multiple LTCs and social demands, thus altogether current
types of social prescribing link worker support may be in-
sufcient for longer-term management and alternatives may be
required.

We have demonstrated in this review that adults with
P +MH LTCs receive diverse and mostly intense types of
social prescribing link worker support. Notwithstanding,
this fnding warrants further research work and inferences
should consider the heterogenous nature of these studies.
Te majority of other research in this feld focused on
mechanisms around the set up and delivery of social pre-
scribing link worker interventions [82], uptake processes
and patients’ adherence [83], types of social prescribing
interventions [31], taxonomy of interventions for better
comparison [81], or social prescribing outcome evaluations/
efectiveness research [29, 45]. While these research studies
have expanded the evidence base, a focus is needed on
achieving a better understanding of the patient groups and
their needs [47, 53] and potentially tailoring link worker
support based on types of patients that would beneft the
most [72].

4.1. Overview of Study Quality. Tis review is consistent with
previous systematic reviews [e.g., 31, 45, 47, 48] that identifed
information shortcomings in social prescribing-related stud-
ies. Tis creates challenge for making inferences about social
prescribing link worker interventions and types of groups
supported. For example, we noted that some studies failed to
specify illness-related information and instead provided
generalised information (e.g., adults with physical and mental
health chronic conditions or patients with multiple LTCs) or
the average number of medical conditions. Demographic
information such as participants ages and genders were also
not conclusive. However, it was noted that most participants
ranged between 40 and 60 years of age andweremostly female.
Furthermore, there was limited consistency in reporting
contextual information about the process of social prescribing
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link worker interventions such as the length of support, the
means of delivery, or the frequency of support as well as the
order of supporting components. As evidenced in this review,
practical arrangements of support such as one-to-one setup or
duration of sessions and the number of arranged phone
contacts or appointment reminders played an integral part in
supporting adults with P+MH LTCs, however, this crucial
information was not systematically recorded but was often
inconsistently presented as part of fndings illustrations or
sporadically discussed amid contextual information about the
intervention. Tese information shortcomings and method-
ological gaps, as observed by the CASP quality assessment tool,
provide foundations for improving future work in the feld.

4.2. StrengthsandLimitations. A key strength of this review is
the integrative nature of disparate methodologies to form an
understanding of the phenomena under investigation [54] as
well as strength in evidence evaluation, the formation of
further research questions, and information application for
decision-making in healthcare [55–57].Tis is also a potential
limitation due to the risk of combining evidence of multiple
studies. However, tominimise error and bias in reporting, this
review followed systematic methodology strategies to enhance
rigour throughout the review stages (e.g., quality assessment,
thorough data extraction and synthesis, discussions amongst
reviewers, and iterative nature of the write up). Te appraisal
of the methodological quality of studies for inclusion in the
review guided researchers in understanding the methodo-
logical choices of included studies and identifed missing
components that are informative for other research teams.
Another strength of this review is the breadth of evidence
searched combined with the peer review process. We were
systematic in searching peer-review and grey literature that
ofered a wider scope for potential evidence, however, gaps
were observed such as limited inclusion of grey literature
search databases (e.g., OpenGrey, GreyNet) that may have
ofered a more thorough search for evidence. Tus, it is
important to note that time and resource constraints meant
that some, particularly local, unpublished evaluation studies
were not identifed in searches. Any uncertainties regarding
the inclusion and/or exclusion of studies were discussed
amongst the review team members, and a consensus was
reached.

Te categorisation of synthesised fndings helped us identify
the ways that link workers supported the needs of adults with
P+MH LTCs that can now function as a systemised source of
information for practitioners working in the feld and for re-
searchers to observe areas that warrant further research work.
Although, we tried to remain vigilant and consistent when
completing diferent stages of this review, it is important to note
that evidence across some of these studies was inconsistently
reported and often lacked details, as raised earlier. Tus, whilst
these fndings represent a synthesis of knowledge, drawing out
generalisations should be treated with caution. Also, most of the
studies were completed in the UK and were limited to the
English language.While all eforts weremade to identify diverse
evidence from other countries, and there were no limitations
placed on countries when carrying out literature searches,

published evidence is mostly limited to one country; thus,
fndings are particularly relevant to the social prescribing
context within the UK. Tis may also warrant future collab-
orative work with other countries and may encourage cross-
sector collaboration [26].

4.3. Implications. Social prescribing interventions with
a link worker are diverse and ofer widespread support to
diferent groups. However, the scope of this review included
adults with P +MH LTCs, and its sole focus was on iden-
tifying how social prescribing link workers support the
complex needs of this group. Tis review noted several
suggestions that may warrant further research work and
practical implementations.

First, evidence was consistent in suggesting that this group
of adults mostly needed an intense level of support, what
Kimberlee [35] termed as “holistic,” often with no boundaries
on time and frequency parameters. Adults with P+MH LTCs
dealt with multiple challenges, often resulting from the cu-
mulative impact of LTCs, socio-economic deprivation, and
mental health problems, making it difcult for patients to
break unhelpful practices, behaviours and thoughts. Link
workers were central in helping these adults; however, often
this was accomplished at the expense of over-stretched roles
and not clearly coordinated support. Te general impression
was that link workers decision-making about supporting
adults with P+MH LTCs was mostly led by patients’ needs
and aspirations, the urgency of problems, and what seemed
reasonable and appropriate for supporting the patient to help
improve their wellbeing. Tus, this review suggests pursuing
further primary work (1) to understand the needs of this
patient group and learn how they can beneft from social
prescribing link worker support in a sustainable way; and (2)
to learn how the role of a link worker is implemented to
support people living with P+MH LTCs.

Second, our review noted that there was no established
protocol for the reporting of contextual information such as
the number, duration, and nature of visits or the nature of
support provided. Te sporadic reporting of information
may imply inadequate record-keeping or selective reporting
of data. Tese are potentially missed opportunities for swift
reporting of social prescribing interventions on delivery
methods and types of support accessed. It also prolongs the
process for achieving any regional or national joining up of
approaches or health data centralisation [26]. We propose
that standardising the implementation of link worker in-
terventions for adults living with P +MH LTCs may help in
reducing pathway uncertainty, discord, or duplication of
efort as well as contribute to reducing the gap in health
inequalities. However, the process of achieving this warrants
further research work.

Lastly, in addition to broadening the knowledge about the
scope of social prescribing link workers’ role, this review ofers
insights for improving existing role descriptions, particularly
in areas where the role is loosely described as a “facilitator” or
“connector” for linking people to a range of community and
voluntary services. Patients heavily relied on link workers for
a range of support and advice, and as evidenced, “linking” or
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“signposting” without the added enablers was insufcient.
Tus, when considering improvements related to the social
prescribing link worker role, it is important to consider the
additional work and engagement that link workers undertake,
thus adding a greater impact.

5. Conclusions

Tis review has gathered evidence about how social pre-
scribing link workers might support adults with P +MH
LTCs and provides a better understanding of some of the
complexities about the way that this group of adults is
supported. Te evidence highlighted that link workers play
a pivotal role in the success of these interventions. However,
the implementation of this role and its sustainability were
uncertain.

Te next step is to carry out further research employing
in-depth qualitative work with this patient group to better
understand their needs and learn how they can beneft from
link workers’ support in a sustainable way as well as learn
how the role is implemented to support people living with
P +MH LTCs. We anticipate that our further qualitative
work could foster the development of a specialised pro-
gramme for supporting this group of adults and propose
a chain of work packages to scale-up this research.
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