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Executive Summary 

BACKGROUND AND OBJECTIVES 
 
South West Glasgow CHCP is part of the second wave of pilot sites to implement the 
Keep Well approach to anticipatory care.  This entails identifying individuals aged 45 – 
64 who live in the most deprived areas, inviting them to a health screening, identifying 
health issues and referring patients to a range of health and wellbeing services.   
 
Two roles support this programme, provided by Community Renewal on behalf of 
South West Glasgow CHCP:  the Health Case Manager (HCM) role and the 
Community Health Outreach Worker (CHOW) role. The role of the Health Case 
Manager is to provide one to one support for those with multiple or complex needs.  
This involves intensive support to encourage patients to take up their referrals to 
health and wellbeing services.  The Community Health Outreach Worker aims to 
encourage patients who have not responded to invitations from the GP practice to 
attend Keep Well screening and support them to attend other services.  Their support 
is more limited, but involves a larger number of people than the HCM. 
 
FMR Research was commissioned in summer 2009 to explore the impact of the HCM 
and CHOW roles on the patient journey through Keep Well.   
 
METHOD 
 
The study consisted of the following: 
 
• analysis of the databases held by the Community Renewal team and 

consideration of their paper based records; 
• 18 semi-structured interviews with a variety of stakeholders, including CHCP 

staff, Keep Well staff, those on the local steering group, the HCM/CHOWs and 
patients; 

• 3 focus groups, with programme providers and primary care staff 
(supplemented by individual interviews); and 

• 110 structured telephone interviews with patients, half who had contact with 
HCM/CHOW roles and half who had not. 

 
KEY FINDINGS 
 
The fieldwork identified a wide range of data and viewpoints to inform the aims and 
objectives of the study.  Some of the key points raised are noted below, grouped by 
whether these were identified via the secondary data analysis, views of patients or 
views of other stakeholders. 
 
Secondary data analysis 
 
General points 
• Community Renewal hold client data in several separate and unlinked 

databases, rather than in one source.  These databases are up to date to 
different degrees.  In addition the team holds paper-based client files.  This 
provided a real challenge in terms of trying to get an accurate picture of the 
number of clients and contact/attempted contact with them.  We took a 
snapshot in time, from the start of the project on 1st March 2008 until 7 August 
2009 when the total number of unique cases we could identify was 1087 (7 
were on all databases), which included: 

- 106 on the HCM client spreadsheet;  
- 813 on the CHOW spreadsheets; and  
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- the Access database recorded 986 clients in total, including 175 who 
were neither HCM nor CHOW clients (7 were on both HCM and 
CHOW spreadsheets and page 11 of the report illustrates the number 
of clients held on each database in a Venn diagram).   

• 23 clients were referred only to the HCM, 83 to both the HCM and CHOWs 
and 981 just to the CHOWs. 

 
The CHOW role 
• Whilst the number of CHOW clients has grown steadily over the course of the 

project, the number of active clients is still high, at around two-thirds, as cases 
have not been resolved, or are not recorded accurately in that way.  According 
to the CHOW spreadsheets, of the 813 referrals to CHOWs: 

- 238 people have had appointments for screening made; 
- and of these 155 people have attended screening; 
- 132 had incorrect contact details;  
- 21 found their appointment to be unsuitable;  
- 158 people wished no further contact; and 
- 264 were still to be engaged. 

• Two-thirds of CHOW cases which are logged as inactive were resolved within 
a week of referral, i.e. it was established that contact details were incorrect, an 
appointment was made or they declined to participate in Keep Well within a 
week of referral. 

• There are very few recent CHOW referrals, with 92% (824 clients) having 
been active for more than 14 weeks.   

• 60% (358) of CHOW clients marked as active had not been contacted for 
more than three months.  55% (535) of CHOW clients had been attempted to 
be contacted only once or twice and a further 26% (258), 3 or 4 times.  Half of 
CHOW clients who made an appointment (51%, 122) required just 1 or 2 
contact attempts in order to do so, so were relatively easy conversions. 

 
The HCM role 
• Similarly, the HCM case load has steadily grown.  However, only three clients 

(3%) had exited the service. 
• The majority of HCM cases had also been active for more than 14 weeks 

(83%, 85 clients). 
• For HCM clients, i.e. those with multiple and complex needs, only 27% (29 

clients) were contacted prior to referral or within a week of referral.  A further 
12% (13 clients) were contacted within two weeks but 39% (41 clients) were 
not contacted for five weeks or more after referral and this data was missing 
for 9 clients.  However, the Service Level Agreement (SLA) with Community 
Renewal identifies a waiting time guarantee for initial assessment, not just 
contact, of two working weeks from first contact.  Only 39% (42) were 
contacted within two weeks, and not all of these would have completed the 
holistic assessment in this timeframe. 

• Over half of HCM clients (53%, 51) had not been contacted for more than 
three months.  Half of HCM clients who had attended appointments (50%, 26) 
had attended one or two only.  Just ten individuals had attended five or more 
appointments. 

• Nearly half (45%, 48 clients) of HCM clients had made little progress, i.e. had 
not completed the holistic assessment, whilst 55% (58) had completed it.  The 
holistic assessment is the initial assessment conducted with clients in order to 
explore the issues they wish to address and to agree the order of priorities for 
action.  Based on assessments made by Community Renewal, just 11 
individuals had made substantive progress against their objectives and had 
reached the final or exit stage. 

• Of those who had completed a holistic assessment, 67% (39) had issues 
around finance/debt/benefits, 36% (21) around exercise and 31% (18) had 
prioritised counselling.  Money Matters was often a ‘quick fix’, a short 
intervention which could make a positive difference to people’s quality of 
life/stress levels and so build trust in the service provided.  Three-quarters of 
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those referred for finance/debt/benefits advice (29 of 39 individuals) had 
progressed this issue and the majority of those who had not had only just 
completed the holistic assessment stage of the service.   

• 33 people were referred to the Bridging Service at the Keep Well screening, 
and 9 additional people were referred to this service following their holistic 
assessment.  No-one who had been referred to the Bridging Service, which 
delivers Money Matters, at screening de-prioritised this at holistic assessment. 

• It was interesting to compare the services referred at screening with those 
agreed as priorities at the holistic assessment.  Whilst nurses referred 27 
clients to Maintaining Mental Wellbeing at screening, ten of these did not 
prioritise this service with the HCM at holistic assessment.  Only one 
additional person was referred to this service by the HCM.  The HCM also 
referred just six additional people to the Stress Centre, which is surprising as 
8 people were referred outwith the NHS, in addition to the HCM providing 
counselling directly to 8 clients.  However, the HCM can fast-track clients to 
access a range of different therapies and counselling from the Stress 
Centre/Pathways.  Three people who had been referred to Addictions by the 
nurse did not agree with this referral with the HCM at holistic assessment, 
although an additional three people did prioritise this service with the HCM 
who had not been referred at screening.   

 
The patient perspective 
 
• Half of patients (48%, 49 respondents) heard of Keep Well when they were at 

their GP surgery for something else, 39% (40) heard via letter from the GP 
and 5% (5) first heard of it via a CHOW. 

• 65% (70) definitely wanted to attend the Keep Well screening whilst 27% (29) 
were unsure.  77% (84) had no concerns about Keep Well before attending 
the screening. 

• The screening was rated highly, with 77% (84) rating it as very good and 22% 
(24) as quite good.  It was considered to be thorough, reassuring and patients 
felt valued from someone taking time to listen to them/show interest in their 
health. 

• Live Active was the service which most patients had accessed (24%, 25 
respondents, had done so and 14%, 12,  hoped to do so), followed by 
Pharmacy and Maintaining Mental Wellbeing.  The database also showed that 
Live Active was popular, with 19 clients referred at screening/including this in 
their holistic assessment priorities and a further 6 adding this priority at holistic 
assessment. 

• Just over half of patients (55%, 61 respondents) reported that the nurse had 
told them of the support available from the Community Renewal team at the 
screening session.  However,  14 participants (34%) did not wish support 
because they considered it to be unnecessary. 

• Many patients were unable to isolate CHOW input from GP practice input and 
so were unable to rate the support provided.  Of those who could, 67% (10 out 
of 15 respondents) stated that they attended the screening because of the 
CHOW input.   

• Of the 13 patients able to rate the support provided from the CHOWs, the 
mean score was 8.77 out of 10.  Twenty people rated the support provided by 
the HCM and the mean score was 8.80 out of 10. 

• Of those who hadn’t accessed CHOW or HCM support, 18% (9 respondents) 
felt CHOW support would have been of benefit and 16% (8 respondents) 
would have benefited from HCM support. 

• When asked what difference Keep Well had made to their lives, the mean 
score was 6.25 out of 10, where 0 was no difference and 10 was a big 
difference.  Whilst this cannot be fully attributable to the HCM and CHOW 
roles, some if it is likely to be due to the role played, particularly for HCM 
clients. 
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Views of other stakeholders (primary care staff, service providers, etc.) 
 
• There was greater awareness and understanding of the CHOW role than of 

the HCM role as fewer stakeholders had any contact with this. 
• Practices varied in the way they referred to the Community Renewal (CR) 

team and other services, with some referring a large number of patients 
quickly whilst others were more reticent.  Live Active was frequently referred 
to, as it is a relatively ‘easy’ service to refer to, as the topic is quite tangible 
and easier to raise than things like addictions/alcohol problems, literacy or 
employability.  Issues of physical fitness/weight problems were more common 
than addictions. Whilst Maintaining Mental Wellbeing clients are supported to 
one degree or another by the CR team, other services rarely used the 
CHOWs, which perhaps suggests that partnership working could be 
strengthened with other services. 

• The reports provided by CR were considered to be vague by some services 
and stakeholders, as the progress made by clients was not quantified.  
Further, the reports did not contain consistent information for example, 
sometimes information was presented to show the cumulative referrals to the 
service whereas on other occasions only referrals since the last report were 
presentedand changing the way in which things were reported on each 
occasion (sometimes cumulative, sometimes since the last report), which 
made it difficult to gauge progress in real terms. 

• Whilst the theory of the Tracking Tool to record contact with clients at each 
step of the Keep Well journey is good, the reality has been quite different and 
it has not worked as well as hoped as there have been access issues and it is 
slow. 

• There are formal meetings between services and practice managers, plus a 
variety of other meetings, but there doesn’t appear to have been much 
discussion between practices generally in terms of how they do things and 
learning from each other. 

• Some stakeholders found it difficult to rate the CHOWs and how effectively 
they have engaged with hard to reach patients, but those who felt able to 
comment rated them highly – an 8 or 9 out of 10.  Few stakeholders felt able 
to comment on the HCM role as they had no direct experience of it. 

• The fact that CR is external to the NHS was considered to have advantages, 
such as the experience of outreach work elsewhere and potential speed for 
change, and disadvantages, such as the lack of buy-in from practice staff. 

• The Community Renewal team were positive that they work in partnership 
with both practices and services as part of the ‘Keep Well family’ but Keep 
Well is all that CR staff do and just a small part of the role of practices and 
services, so practices and services consequently felt less strongly aligned to 
the Keep Well programme.  Partnership working has improved over the 
course of the project, as relationships have developed, staff have become 
familiar and the CR team has started to have an impact on attendance rates, 
etc., despite some tension at the start. 

• The CHOW and HCM roles were perceived to add value to Keep Well, 
particularly the CHOWs as more people have attended screening than would 
have without their input, but stakeholders found this difficult to quantify or to 
know whether they provided value for money. 

• Practices all delivered Keep Well in slightly different ways in terms of how they 
selected patients, how they contacted them, when/how many Keep Well 
sessions were run, how they referred to Community Renewal (CR), etc., but 
all were generally satisfied with the number of health checks conducted to 
date.  The selection of participants by post code was considered to be 
arbitrary and unfair on occasion, as this included those they considered 
outwith the real target group and excluded those who they perceived to have 
a greater need for the service. 
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Conclusions and recommendations 
 
The project had a number of objectives and each of these is explored in turn below. 
 
To identify the specific role the health case manager and community health 
outreach workers played in Keep Well 
The CHOWs were very much seen to be ‘out in the field’, contacting patients who had 
not yet engaged, and providing support to clients who needed it. They therefore had a 
low degree of contact with a high number of clients (over 1,000).  However, contact 
was so minimal in some cases that patients who had been in contact with the CHOWs 
had not even realised that they had done so. 
 
In contrast, the HCM had a much lower number of clients (just over 100 referred) but 
the support has been much more intensive for those who have so far been engaged.  
A mean of 2 hours has been spent on each client at the nil stage of progress, but this 
is skewed by one individual who has over ten hours of input as 25 of the 48 clients at 
this stage have had an hour or less of input.  The mean contact time with the 8 clients 
at final stage was 27.25 hours and 29.8 hours for the three at exit stage.  This was 
much lower for those at holistic (5.87 hours), early (8.6 hours) and middle (14.15 
hours) stages. 
 
Whilst many stakeholders and HCM clients were very aware of the specific roles 
played by the CHOWs and the HCM, others were not clear, even amongst the 
referring practices, particularly with the HCM role.  Patients who had experience of the 
HCM were very clear on what he did.  
 
To identify the benefits of these roles for the patient, practice and other service 
providers 
Stakeholders felt that patients will have benefited simply from having taken part in the 
screening and having had the opportunity to access further services, as this will either 
have reassured them about their health or provided an opportunity to address any 
problems.  The CHOWs may have made this more accessible by explaining the 
screening and providing further support if required, and 155 more patients attended as 
a result.  Participants were generally very positive about the HCM and CHOW roles, 
with 67% stating that the CHOW input helped them to attend screening and the 
majority felt they helped them to overcome any barriers they had to accessing 
services, such as travel issues or lacking confidence in attending alone.  Of those who 
felt able to rate the service provided, the mean score was 8.77 out of 10 for CHOWs 
and 8.80 out of 10 for the HCM.  The HCM has made a significant impact on a few 
individuals, with a person-centred approach. 
 
Three distinct benefits were perceived for practices.  Firstly, the Community Health 
Index (CHI) records held have been ‘cleaned’ by CHOWs as they have identified that 
132 patients (16% of those referred and logged on CHOW spreadsheets) no longer 
live at the address the practice holds.  The CHOWs have also encouraged 238 
patients (29%) to attend a Keep Well screening appointment, whereas these patients 
had not responded to the practice invitations to attend (although only 155, 19% of 
those referred or 65% who made an appointment, had attended).  Thirdly, patients are 
encouraged to improve their health, both via initial attendance and via HCM 
intervention. 
 
Other service providers have also benefited from the two roles, via increased 
attendance of the Maintaining Mental Wellbeing checks and patients being ready to 
engage with services such as Live Active following HCM preparation.  However, not all 
services saw the benefit, as some saw duplication and the roles being ‘nothing 
special’.   
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To identify the disadvantages of these roles for the patient, practice and other 
service providers 
There was some confusion amongst patients, practices and other service providers 
around the role of the CHOWs and HCM, which is a clear disadvantage.  Practices 
also reported some patients feeling harassed by the number of contacts by the 
CHOWs.  Some patients were worried that there was something wrong with them 
because of this.  Others just found the home visits too intrusive.  This was a particular 
issue at the start of the project, when the CHOWs had few contacts to pursue, so 
contacted people repeatedly within a short space of time.  We note that discussion 
has been ongoing around the maximum number of contacts, type of contact and 
frequency.  We would suggest that up to ten contacts would seem reasonable given 
that this is a harder to reach target group, but this must consist of different types of 
contact (home visits, with cards left if the patient is not at home, and telephone contact 
attempts rather than letters) and must be done at different times of day and day of the 
week in order to reach those who work.   
 
The only real perceived disadvantage of the HCM role was the possibility of 
dependency given the degree of disclosures made and support provided, apart from 
the low throughput of clients.   
 
Another disadvantage which non-participants flagged up was that some of them felt 
they would have benefited from either the CHOW or HCM support but this was not 
offered to them. 
 
The confusion over the roles may have contributed to the different degree of referral 
by practices and variation in degree of ‘buy in’ to what CR can offer – some practices 
have been high referrers and seen patients attend who would not have otherwise 
following CR input, but others have been reluctant to refer at all, perhaps seeing less 
of a role for CR in their practice.  Another disadvantage of the roles for practices is 
that the patient is building a relationship with a third party rather than the practice 
directly, so the practice is out of the loop. 
 
Some services felt there was overlap between their role and the HCM/CHOW roles, so 
whilst some felt that referrals were more appropriate via this route, other services felt 
that CR could be ‘precious’ about their clients and not pass them on as quickly as they 
should.  Services were often slow to access the services of CHOWs as they preferred 
to make contact directly with their patients. 
 
To identify the added value these roles have given to the Keep Well programme 
The approaches taken by the CHOWs (going to clients) and the HCM (working at the 
client’s pace) were seen to add value to the Keep Well programme, as GP practices 
and services do not have the time and resources to work in this way.  The consensus 
was therefore that clients had accessed the initial screening and wider services 
through the input of the CR team who would not have done so otherwise.  The added 
value of the CHOWs was clearer in terms of numbers accessing screening, but less 
tangible for stakeholders to comment on in terms of the HCM, and the project statistics 
have reinforced the lower number of individuals who have benefited from the service.  
There is no question that the roles are perceived to have added value, but there may 
be more of a question over value for money given the substantial costs of the project. 
 
Did these roles enable more hard to engage people to attend a Keep Well 
appointment and/or address their multiple and complex needs? 
Whilst there is no doubt that the CHOWs have encouraged a number of patients from 
some practices to attend screening who may not have otherwise, plus ‘cleaned’ the 
CHI database in terms of houses/people who are no longer at the address held, a high 
number of referrals are still logged as unresolved (two-thirds of all referred clients).  
Two-thirds of CHOW cases which are now inactive were resolved quickly and without 
a great deal of contact required.   
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This would suggest that the majority of the patients reached by the CHOWs may be 
relatively easy to engage or discount as they have moved.  This may reflect the 80/20 
rule – that 20% of the contacts require 80% of the effort, and these are likely to be the 
truly hard to engage patients.  However, it is recognised that any inroads made into 
engaging with this client group are positive and practices certainly felt that patients 
attended screening who would not have done so otherwise.   
 
We would also note that few home visits are conducted in the evening, particularly in 
the winter, and no weekend work was highlighted so the service does not extend far 
beyond that of traditional 9 – 5, Monday to Friday services and so may not reach 
those in employment and the harder to reach. 
 
Very few clients have exited the HCM service, and there was concern that there is a 
dependency on the HCM to do things for/with clients rather than them feeling 
empowered and confident enough to do them themselves, as the following quote 
illustrates: 
 

“I hope the HCM doesn’t foster dependence, that he improves the 
relationship patients have with their practice.  He needs to foster 
empowerment plus respond to immediate needs.” 
 

This has created a ‘bottleneck’ of referrals, with some clients referred not being 
contacted for some time (38% five weeks or more), which is not ideal given the 
multiple and complex needs identified.  The high proportion of clients at the very early 
stages of contact also reinforce this with just eleven individuals considered to have 
made substantive progress (i.e. at final or exit stage).  The HCM role has been 
described as one which was developed to take a sensitive and empathetic ‘triage’ 
approach to addressing clients’ needs, by referring people to services appropriately 
whilst supporting them to attend.  It was therefore intended to be a route for people to 
access services rather than an end service in itself, which it might be criticised for 
being at present due to the substantial amount of counselling and support provided by 
the HCM.  The HCM is clearly assisting these clients and this is appreciated by them, 
but it is not necessarily the way in which this role was envisaged at the outset.   
 
Did these roles augment the longer term outcomes for participants compared to 
a non-participant group? 
We asked participants how much of a difference Keep Well had made to their lives 
and the mean score was 6.25 out of 10 (where 0 was no difference and 10 was a big 
difference).  The CHOW and HCM roles were partly responsible for this, as earlier 
comments attest, although this is hard to quantify and, again, the number of clients 
affected in this way are low.  Too few participants have exited the project to comment 
fully on this.  It is also perhaps too early to say whether these role can have 
augmented the longer term outcomes for participants, as they may have improved 
outcomes in the shorter term, whilst supported by the HCM, but revert to previous 
health behaviours without ongoing input or when facing life challenges in future. 
 
How successful have the CHOWs and HCM been in tackling the inverse care 
law?  Have they enabled those who need the NHS and the Keep Well support 
services most to make more use of them? 
Those stakeholders who felt able to comment awarded the CR team an 8 or 9 out of 
10.  Some practices felt that people had attended screening who would not have 
otherwise, although the total number of referrals did vary by practice.  MMWB 
screenings were considered to be well attended in part due to the work of the 
CHOWs, although it is recognised that other factors have affected this, such as a 
change of venue and this does only relate to around twelve individuals per month.   
 
Stakeholders generally felt less able to comment on the impact of the HCM as they 
had less contact with this role, but had heard of very positive outcomes for a few 
clients via CR reports or at meetings.  The fact that these case studies reflect 
significant changes for a small number of people reinforces the analysis of the case 
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data which shows a large investment of time, effort and resultant progress in a small 
number of people but a large number of referrals who have received little attention to 
date, for a number of reasons. 
 
Whether this addresses the inverse care law is hard to say, as some clients had 
already been referred and were engaged to different degrees with services, although 
they were not necessarily effectively engaged and fully supported. 
 
How has the service offered explored issues around the Fair for All strands, i.e. 
age, gender, ethnicity, sexuality, religion, poverty, disability, in relation to the 
solutions and support offered by these workers? 
The service provided by both the HCM and CHOWs is described as person centred by 
the Community Renewal team, and so responsive to the issues around the Fair for All 
strands.  However, this data was not recorded explicitly to allow analysis and so the 
evaluation relies on anecdotal evidence only.  When this issue was probed with 
CHOWs and service users, in particular, there did not appear to have been many 
variations on the solutions and support offered by these roles in terms of such things 
as age, gender, ethnicity, etc.  Keep Well has a focussed target age group and access 
to interpreters has not been required, although practices with high BME numbers have 
staff with the appropriate language skills, so these patients may already be linked in 
well to their practices and not have been referred to the CHOWs.   
 
Services reported that they had not received any BME referrals and men were also 
slow to be referred at the start of the programme, although this has picked up more 
now.  Community Renewal staff could not recall any disability issues requiring 
extraordinary action, but those who were housebound or had special needs should not 
have been referred to the CHOWs in the first place (although one or two have been) 
as they should be in contact with the practice anyway (Keep Well aims to reach those 
who are not in contact with their General Practice) and practices could exclude 
anyone they considered to be inappropriate.   
 
Key points to note which have not been covered by the above objectives are as 
follows: 
 
• It has been extremely difficult to get a firm grip on the client data held by 

Community Renewal as they have a number of different ways to record client 
contact/progress, but do not do so in a clear, co-ordinated, consistent and 
current manner.  The language used by the team around contact and 
engagement is also misleading, implying that it has been achieved rather than 
attempted when the latter is often the case. 

• IT was an issue for many of the stakeholders interviewed, with complaints 
being made about the effectiveness of the Keep Well Tracking Tool in 
particular.   

• Patients were very positive about the Keep Well heath check. 
• There appeared to be a lack of communication between participating practices 

and little shared learning seemed to have taken place between the South 
West and other Keep Well pilot areas such as the North and East.   

• There would appear to be scope to extend the Keep Well model to other 
areas of primary care, as the CHOWs have made appointments with 238 
patients (29% of those referred and logged on CHOW spreadsheets) whom 
practices could not (and 155 of these have attended). 

• Generally, stakeholders felt the CHOW role should continue, although there 
were different views on who should provide this role and most would like to 
see the role developed and improved further.  Stakeholders found it much 
harder to comment on the HCM role as they were less familiar with the 
impacts of the role, other than the few examples they had heard of. 

 
The Keep Well pilot in the South West of Glasgow and the investment in the Health 
Case Management and Community Outreach Worker services provided by 
Community Renewal are not yet complete.  It is not therefore appropriate to make final 
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recommendations on the future as we only have access to some of the information 
required to make such decisions, but we offer the following recommendations for 
consideration: 
 
Community Renewal  
• Client management systems need to be streamlined, co-ordinated and 

comprehensively kept up to date in order to ensure the key management 
information is tracked and informs the service provided (as per the service 
level agreement).  Access databases can easily be tailored to suit required 
recording and reporting and the team would benefit from being networked and 
therefore easily able to access one data source rather than replicating this in 
slightly different forms.  The language used should also be tightened and 
defined more appropriately. 

• The tracking tool needs to be updated and used appropriately by all players.  
If a lot of detail is input, it is key that appropriate tracking data is able to be 
generated to then inform practice.  This is not happening for CR at the 
moment but it is unclear whether this reflects a training and/or access issue. 

 
The CHOW role 
• The CHOW role is to target harder to reach patients who have not responded 

to initial approaches by GP practices to attend a Keep Well screening and 
they do this primarily via home visit and telephone contact.  As engagement 
has not been achieved with a large number of patients, and engagement was 
relatively easy/quick with the majority who did engage, we would suggest that 
more evening and weekend contact attempts need to take place in order to 
resolve a higher proportion of cases.  The SLA does stipulate that an evening 
and weekend service will be provided by both CHOW and HCM roles to 
ensure the needs of those in employment are met. 

• When it proves impossible to successfully contact a client, because the 
address is incorrect/no longer there/they have not been reached following the 
agreed number and type of attempts then they should be logged as no longer 
active on the database.   

 
The HCM role 
• A key issue to resolve is whether the HCM role should focus on assisting a 

small number of people to a large extent or a larger number of people in a 
less extensive way.  Once this has been agreed, this needs to be monitored.  

• Whilst clients have reported improvements in quality of life, the fact remains 
that Keep Well is not a counselling service per se, it is meant to be about 
people accessing a range of support services and the Community Renewal 
team are perceived by service providers to be slow to refer clients on to other 
services.  The CR team can refer clients directly to the stress centre and 
Pathways, for example, for a range of services which appear to have been 
accessed outwith the NHS, such as reiki and EFT tapping.  Greater clarity 
around this may be required, particularly as Keep Well clients can bypass the 
MMWB screening if the HCM attends a case conference with mainstream 
mental health services.  They would therefore effectively be ‘fast tracked’, but 
this is not understood to have happened to date.  This should perhaps be 
stated more clearly in the SLA, in which CR has signed up to ensure rapid 
referral to existing support services and which clearly states that the service 
provided by CR does not replace the role of existing health services when 
appropriate (although ‘when appropriate’ may need to be more clearly 
defined).  This is key in terms of sustainability of service. 

• Very few clients have exited the project and, regardless of the way forward, an 
exit strategy needs to be agreed so that clients are managed in an appropriate 
way and not ‘dropped’ suddenly as funding ceases, particularly as this is a 
more vulnerable client group.  This should address managing the expectations 
of those already engaged in the service and agreeing a cut-off date for any 
further referrals to the service, for example.   
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Practices and services 
• Whilst there appear to be a number of Keep Well meetings, there also 

appears to be a need to improve communications and learning between 
practices and services, linking services wherever possible to assist in the 
sustainability of the approach.  This is included in the Service Level 
Agreement with practice nurses but participation is low when opportunities to 
network are provided, despite this.  Other methods to network, learn from 
each other and build stronger links between services should therefore be 
considered, such as a virtual learning network.   

 
 
Addendum 
 
As with many projects, changes have been made as the project has progressed.  
Since the fieldwork was undertaken, three key points of progress should be noted, as 
follows: 
 
• Additional HCM capacity has been established so this should help to address 

waiting lists.   
• Tracking tool access has now been resolved for both CHOWs and HCM and 

reports can be requested from the Co-ordinator as required. 
• A definition of ‘uncontactable’ has been developed to resolve concerns over 

the high number of contacts with some patients.  It has been agreed that five 
attempts are made to contact a client and then no further contact is pursued.  

• As at 18 February 2010, Community Renewal report that the number of clients 
referred to CHOWs was 1,089; 298 of these were found to have incorrect 
details and 302 appointments have been made. 
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Glossary 

This section includes a definition of some of the terms used in the report, to clarify 
what is meant. 
 
 
Term 

 
Definition 
 

Bridging Service This is a one stop shop for employability 
assessment, guidance and advice, including 
Occupational Therapy and Financial Inclusion 
services. 

Community Outreach Worker 
(CHOW) 

The Community Outreach Workers attempt to 
make contact with patients who have not 
responded to the invitation to attend Keep Well 
screening, encourage them to attend and support 
people to attend other services, as required. 

Community Renewal (CR) Community Renewal is the organisation with the 
contract to deliver the Health Case Management 
and Community Outreach Worker support on 
behalf of South West CHCP 

Eat Up This is a new healthy eating programme which 
offers interactive group based healthy eating 
information and behaviour change support to 
promote better food choices. 

Health Case Manager (HCM) The Health Case Manager provides one to one 
support for patients who have attended a Keep 
Well screening and have multiple and complex 
needs.  The HCM supports the individual to 
prioritise the issues they wish to address via the 
holistic assessment and to access services, 

Holistic Assessment The HCM or CHOWs help the person reflect upon 
their day to day activities, sense of purpose and 
motivation, well-being and future life goals in order 
to set priorities for action. 

Keep Well A pilot Scottish Government primary care based 
approach to enhancing anticipatory care for those 
aged 45 – 64 in GP practices with more than half 
of patients in 0-15% SIMD areas (areas of 
greatest deprivation).  Patients are invited to 
attend a health with their practice nurse and they 
are referred to other services if appropriate.  As a 
Keep Well referral these patients are fast-tracked 
to receive support more quickly than other 
referrals.  

Literacy The project provides patients with support in 
accessing free local adult literacy and numeracy 
tuition for English speakers and those who are 
learning English as an additional language. 

Live Active The Live Active Referral Scheme aims to increase 
levels of physical activity amongst sedentary 
individuals who are specifically referred by their 
health professional (e.g. GP, Practice Nurse, 
cardiac healthcare staff, etc), supported by 
exercise counsellors. 
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Term 

 
Definition 
 

Maintaining Mental Wellbeing 
screening 

This is an innovative joint screening held at Pollok 
Civic Realm one morning per month, with 
appointment slots for 12 clients.  It is staffed by 
therapists from Pathways and the Stress Centre 
who assess further support required. 

Money Matters A service offered by the Bridging Service aimed at 
clients who would not normally seek help from 
mainstream debt or money advice services. 

Pathways This is the primary care mental health team, which 
provides a range of services to people with mental 
health problems. 

Pharmacy Community pharmacies supporting patients to 
improve adherence to long term medicines via 
improved contact, support and onward referral to 
GP and other services as appropriate. 

Service Level Agreement (SLA) The contract between SWCHCP and Community 
Renewal which specifies the service to be 
provided, the quality standards and targets to be 
met plus various other contractual issues. 

Smoking Cessation Assistance in stopping smoking via Pharmacy 
support sessions or group sessions in the 
community. 

South West Community Health 
Care Partnership (SWCHCP) 

The joint Primary Health Care and Social Work 
service for the South West of Glasgow. 

Stress Centre This centre provides counselling and a range of 
therapies. 

Tracking Tool The electronic database which records each 
contact, referral and progress for patients for 
every GP practice and service provider supporting 
the Keep Well programme. 
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1 Introduction 

1.1 Background 
 
South West Glasgow CHCP is part of the second wave of pilot sites to implement the 
Keep Well approach to anticipatory care.  The aim of Keep Well is to overcome the 
inverse care law (whereby those with most health needs are least able to benefit from 
the NHS) by inviting eligible patients to attend their GP practice for a free health 
assessment with the nurse which lasted around forty five minutes.  The Scottish Index 
of Multiple Deprivation was used to identify practices with 50% or more of total patient 
lists living in the 0-15% most deprived data zones.  Patients registered with the 
participating practice who were aged 45-64 years in the 0-15% SIMD data zones were 
targeted.  Any health issues identified during the assessment were addressed 
clinically.  Patients were referred or signposted to services within the practice but also 
to a range of community based services (healthy eating, weight management, 
employability, literacy, pharmacy, mental health, smoking cessation and addictions).  
Seven practices have implemented Keep Well in the South West CHCP.  To support 
this programme, South West CHCP adopted two roles:  the Community Health 
Outreach Worker (CHOW) and the Health Case Manager (HCM) who are employed 
by Community Renewal and had experience of outreach work, including for Keep Well 
in Lanarkshire. 
 
There was one HCM (although this role is not full time and the HCM is also 
coordinator so has a staff management role as well) and three CHOWs at the time of 
the study.  These roles are supported by an administrative worker who works part-
time.  Since the inception of the evaluation, further HCM capacity has been resourced. 
 
The aim of the CHOWs was to encourage the hardest to reach people in the practice 
to attend a health screening.  Each practice allocated a proportion of hard to reach 
patients to the CHOWs (either from the outset or following failed contact attempts by 
the practice) who used a range of techniques to encourage the patient to attend, 
including telephone calls and face-to-face home visits.   The CHOWs also provide 
support to patients who had been referred to other services and agencies, where 
required.  For example, patients referred to the maintaining mental wellbeing service 
were also referred to the CHOWs who offered support and encouragement to attend 
the first session.  CHOWs work in pairs when out in the community.  There has been 
some turnover in staff in this role, but there are currently three CHOWs. 
 
The HCM supports patients referred from Keep Well with multiple and complex needs.  
The HCM aimed to assist patients in tackling their issues in ways that suited their 
personal needs and priorities.  The HCM would then link in with services and agencies 
when appropriate and support and encourage clients to attend other services.  This 
role was initially performed by one of the Community Renewal directors but the current 
post-holder was appointed in August 2008 and has since taken on the role of co-
ordinator of the project, with line-management responsibilities for the CHOWs and 
administrative team.   
 
The objectives set for the Health Case Manager and Community Health Outreach 
Worker roles were as follows: 
 
• provide an outreach engagement service to GP Practices to contact patients 

who have either not turned up for a Keep Well screening or patients whom the 
practice is finding it difficult to contact and support them to attend a screening; 

• provide an outreach engagement service to health improvement partners 
where a patient has been referred to their service but has not attended; and 

• provide health case management support to patients who have been referred 
to two or more health improvement services or who the practice nurse feels 
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may require additional support to make the health improvement identifies at 
the screening. 

 
In the original proposal and Service Level Agreement (SLA) with Community Renewal 
there were several numerical targets as follows, although it was noted that targets 
may change pending an increase in focus of activity on the HCM role: 
 
• 1000 patients engaged by the project 
• 700 patients supported to attend screening 
• 200 holistic assessments completed 
• 150 personal health plans developed 
• 100 patients making a successful link with health improvement agency 
 
The total funding awarded to Community Renewal to provide HCM and CHOW 
services from 1st March 2008 to end November 2009 was £213,027.  This was 
extended to end March 2010 and £215,026 has been paid to date. 
 
1.2 Objectives 
 
The overall aim of the study was to explore the impact of the HCM and the CHOW 
roles on the patient journey through Keep Well.   
 
Specific objectives of the study were as follows: 
 
• To identify the specific role the health case manager and community health 

outreach workers played in Keep Well. 
• To identify the benefits of these roles for the patient, practice and other 

service providers. 
• To identify the disadvantages of these roles for the patient, practice and other 

service providers. 
• To identify the added value these roles have given to the Keep Well 

programme. 
• Did these roles enable more hard to engage people to attend a Keep Well 

appointment and/or address their multiple and complex needs? 
• Did these roles augment the longer term outcomes for participants compared 

to a non-participant group? 
• How successful have the CHOWs and HCM been in tackling the inverse care 

law?  Have they enabled those who need the NHS and the Keep Well support 
services most to make more use of them? 

• How has the service offered explored issues around the Fair for All strands, 
i.e. age, gender, ethnicity, sexuality, religion, poverty, disability, in relation to 
the solutions and support offered by these workers? 
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2 Method 

2.1 Introduction 
 
This section outlines the methodology designed to meet the research aim and 
objectives.  We undertook primary research with a full range of stakeholders:  the 
health case manager and community health outreach workers; programme providers; 
primary care staff; plus patients who had participated and those who had not, as well 
as conducting secondary research on data gathered by the Community Renewal 
team. 
 
2.2 Database analysis  
 
There was a limited budget to conduct analysis of electronic and paper based data 
held by the Community Renewal team but a considerable time commitment was made 
to pull together, analyse and make sense of the data held in reality.  The outputs of 
this, and the detail of the different sources, are provided in the key findings section 
which follows.  We took a ‘snapshot in time’ of the data held, recognising that it was 
incomplete in places, in order to help build the picture of the activities of the two roles 
as far as possible.  The Community Renewal team also provided a one page summary 
of each HCM client, rather than FMR having direct access to client files given 
confidentiality agreements with patients.  The patient agreement administered at the 
start of engagement did seek permission to include their data in the evaluation, 
however, this element of the agreement was not always completed fully. 
 
2.3 Semi-structured interviews 
 
We conducted eighteen semi-structured interviews, which lasted between one and 
three hours, with key stakeholders:  
 
• the Community Renewal team (the CHOWs were interviewed as a group and 

separate to the HCM); 
• 5 HCM clients; 
• 5 patients who had not been in contact with the HCM or CHOWs; 
• the Senior Health Improvement Officer for Keep Well; 
• Head of Planning and Health Improvement; 
• Clinical Director of South West CHCP; 
• Operations Manager, Employability; 
• Principal Health Promotion Officer - Acute; and the 
• Mental Health administrator. 
 
All interviews were conducted face to face, with the exception of the patients who had 
not been in contact with the Community Renewal team.   
 
Topic guides were developed to provide some structure to the interview and ensure all 
required information was captured.  These were tailored to suit the research 
participants. 
 
2.4 Focus groups 
 
Three focus groups were conducted.  One was undertaken with programme providers, 
which was attended by representatives from Smoking Cessation, Live Active, Bridging 
Service, Literacy, Mental Health and Eat Up.  We also spoke to someone from the 
Pharmacy service who was unable to attend the group.  The other two focus groups 
were held with primary care staff:  one group with practice managers and another with 
nurses and receptionists.  It was impossible to find a time to suit all practice staff, so 
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additional interviews were undertaken face to face (three individuals) or by telephone 
(two individuals) to ensure that each practice was represented. 
 
Specific topic guides were developed for each of these groups, although there were 
common elements in order to meet the aims and objectives of the study. 
 
2.5 Structured telephone survey 
 
110 structured telephone interviews were conducted with patients who had been in 
contact with either an HCM or CHOW and patients who had received the Keep Well 
health screening but had no contact with anyone from Community Renewal (there was 
an even split of 55 in each group).  For the purposes of reporting we will refer to the 
former as participants and the latter as non-participants.  Participant contacts were 
provided by the Community Renewal team and non-participant contacts came from 
the Bridging Service, Smoking Cessation, Literacy, GCA, Live Active, Pharmacy and 
Eat Up. 
 
Respondent profiles are detailed in the table below.  It shows that there were more 
female interviewees than males and also that there were slightly more participants 
aged between 45 and 54 whereas the opposite was true of the non-participants.  
Overall, the practice where the highest number of interviewees were registered was Dr 
Treadgold (28%, 31 respondents) and the lowest number was Dr Paterson (5%, 6 
respondents). 
 
Figure 1 Respondent profiles 

 Participants 
(55 people) 

Non-participants 
(55 people) 

Gender   
Male 40% 42% 
Female 60% 58% 
   
Age   
45-54 56% 44% 
55-64 44% 56% 
   
Practice   
Dr Blackwood (GHC) 16% 13% 
Dr Treadgold (PHC) 27% 29% 
Dr Thomson (GHC) 25% 13% 
The Mair Practice 0% 20% 
Dr Chita (IMC) 13% 11% 
Dr Duthie (GHC) 9% 13% 
Dr Paterson (GHC) 9% 2% 
GHC = Govan Health Centre 
PHC = Pollok Health Centre 
IMC = Ibrox Medical Centre 
 
2.6 Analysis 
 
The study involved seeking the views of a range of different stakeholders via different 
qualitative and quantitative means.  We used the industry-standard SPSS to data-
enter and analyse quantitative data from the structured telephone interviews plus the 
electronic and paper based records from Community Renewal.  In terms of qualitative 
data analysis, we used MAXqda to manage the data gathered from the semi-
structured interviews and focus groups by developing a coding structure which 
allowed us to sort the data into themes which then facilitated more descriptive analysis 
to be undertaken.  The report was then drafted. 
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3 Key findings 

3.1 Introduction 
 
This section outlines the key findings from each tranche of the research.  The 
research sought the views of a variety of different stakeholders in different ways so 
these are presented below in as integrated a way as possible rather than detailing 
each group of stakeholders’ views separately.  This aims to avoid unnecessary 
duplication, an overlong report and potential confusion where differences of opinion 
exist.  We have used three main sections to outline the findings of the study, as 
follows: 
 
• analysis of the electronic and paper based project files; 
• the views of participants and non-participants; and 
• the views of other stakeholders. 
 
The first section to follow, 3.2, which analyses the secondary data available on the 
pilot HCM/CHOW approach, is a good starting point as it provides the context for the 
perceptions expressed in the following sections.  This analysis outlines the number 
and type of people who have been referred to the CHOWs and HCM, to give the 
reader a feel for the scope of the project, and tries to illustrate the inputs from the 
CHOWs/HCM and outcomes for those referred to the project. 
 
The Keep Well project and the support provided to patients by HCM and CHOWs in 
particular, aims to make a positive difference to the health of people aged 45 – 64.  
We have therefore pulled out the participant and non-participant views in the second 
section which follows, 3.3, to ensure they don’t get lost amongst the views of 
professional stakeholders. 
 
The final section, 3.4, pulls together the views of the different professional 
stakeholders interviewed within the study.  This includes the HCM and CHOWs who 
deliver the service, primary care staff (practice manager, practice nurses and 
reception staff), other service providers within the Keep Well project and strategic 
stakeholders. 
 
3.2 Secondary data analysis 
 
3.2.1 Analysis from electronic data held 
 
Community Renewal hold data in different formats, as the Tracking Tool was not 
accessible from the start of the project and other systems have been added as the 
project has progressed.  Both HCM and CHOWs have access to the Tracking Tool 
now, but the back-log of CHOW cases had not yet been added to the Tool at the time 
of the evaluation.  It should be noted that the Tool does not appear to run reports 
according to the log-in privileges of the Community Renewal team so an overview of 
data on this is harder to capture.  The formats are as follows. 
 
1. Keep Well Tracking Tool, which has 90 of the 106 HCM clients on it, but 

none/few of the CHOW clients as the CHOW log-ins have only just been 
received.  Some of the HCM clients are not on it as a contact sheet has to be 
completed first, and they are a little behind on this, plus they are reliant on the 
practice entering patients onto the system/not taking them off when they are 
still ‘live’.  The Tracking Tool does not log detailed or sensitive information, 
more the number and type of contact with each client plus whether they have 
made/attended appointments with services referred to. 
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2. The Community Renewal Access database is adapted from a similar project 
on employability in Lanarkshire.  This has more detailed information in terms 
of contact (or attempted contact) with clients, but includes some contact with 
services clients have been referred to in addition to contact (or attempted 
contact) with the HCM/CHOWs.  This has 986 clients, so does not have all of 
the HCM/CHOW cases but appears to be more comprehensively updated 
than the Tracking Tool. 

 
3. The CHOWs have Excel spreadsheets for each practice, to log contact and so 

provide counts for the quarterly reports.  This shows 813 clients, so is 
substantially smaller than the Access database - 251 clients on Access are not 
on the CHOW spreadsheets (76 of these are on HCM spreadsheet but 175 
are not on either Excel spreadsheet), 78 are on CHOW Excel but not on 
Access and 735 are on both Access and Excel.  Community Renewal have 
since clarified that the 175 who are not on either Excel spreadsheet is a 
combination of Maintaining Mental Wellbeing clients (CHOWs make contact 
with clients to remind them of their appointment/establish if they need 
assistance in attending) and clients who were telephoned on behalf of the 
Westfield practice when the CHOWs had capacity early in the life of the 
programme (although this is not a full list of those telephoned, as this was 
estimated to be in the region of 250 calls). 

 
4. The HCM has a spreadsheet for his own clients, which details referral source, 

a review of services referred to/at what point in the process and contact 
information, but there is no outcome information as this is all on the paper 
files.  There were 105 clients on the HCM spreadsheet at the time of data 
capture – another new client has been added to the tracking tool, but not to 
the HCM spreadsheet. 

 
5. The CHOWs also maintain a spreadsheet for contact with Maintaining Mental 

Wellbeing clients. 
 
FMR has taken the view that we must analyse the data at a particular point in time and 
accept that the data will only be current as of that snapshot in time.  In addition, there 
will be inaccuracies as the different data sources are up to date to different degrees.  
We have analysed the data held up to 7 August 2009.  It must be noted that each 
client is also at a different stage in the process, i.e. very few clients have completed 
their contact with the HCM, and this will have a bearing on the insight which can be 
extracted from the data provided. 
 
We have attempted to merge the data held on the different Access and Excel 
systems, in addition to the contact data held on the Tracking Tool for HCM cases, in 
order to gain some insight into the scale and scope of activity.  This has illustrated that 
there is mismatch between the different data sources (as each client has a unique ID, 
or we have allocated one to them where this has been missing from the CHOW 
spreadsheets or Tracking Tool as this goes by CHI number).  The total number of 
unique cases that we are aware of at this time is 1087.  Because of the 
inconsistencies in data it is therefore difficult to be definitive in terms of what has been 
achieved, how it has been achieved and whether or not the Community Renewal team 
have met the targets set of them.  It does, however, highlight a clear recommendation 
around data management systems to aid monitoring and evaluation. 
 



 

Breakdown of clients by database (1087 in total) 
 

0

23

Access (986) 

CHOW Excel (813) 

76

7

78

728

175

HCM Excel (106) 

 
 
Data that we have attempted to extract from this merged database is as follows: 
 
• total number of HCM clients, total number of CHOW clients and total number 

who have been referred to both roles; 
• number of new referrals and ongoing clients for each month the project has 

been live; 
• time between referral and first contact and time since last contact; 
• number of clients who have exited the project; 
• referral sources for CHOW cases and HCM cases; 
• total number of contacts for each CHOW and HCM client and number of 

contacts by type of contact (letter, phone call, visit to home, appointment at 
office); 

• outcome of appointments made with the HCM; and 
• CHOW assistance with client attendance at Maintaining Mental Wellbeing 

sessions. 
 
Each of these is explored in the sections which follow. 
 
1. Total number of HCM clients, total number of CHOW clients and 

total number who have been referred to both roles (assuming the 
250 on the Access database but not on the CHOW spreadsheets are CHOW 
clients) 

 
Twenty-three clients were referred only to the HCM, 83 to both HCM and CHOW and 
981 just to CHOW. 
 
Table 1 Total number of HCM and CHOW clients 

 No. 

HCM 23

CHOW 981

Both 83

Referred to .... 

Total 1087

 
2. Number of new referrals and ongoing clients for each month the 

project has been live 
 
New referrals (taken from Registration Date on Access database or HCM referral 
date if absent)  Note: HCM referral date is often different from registration date on 
Access.  Also, those clients on the CHOW spreadsheets (and not on the Access 
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database) have no indication of referral/registration date so are marked as missing.  
Registration Date on Access is almost invariably the date of the first visit. 
 
The table below shows the spread of referrals since the project started.  This 
illustrates the relatively slow referral rate at the start of the project for CHOWs in 
particular and when ‘peak’ periods have occurred, for example in November, January 
and March.  Autumn 2008 was a particularly busy period for referrals for the HCM 
(when he started) and April 2009 was also a busy month for referrals.  Given that 
CHOWs may have supported their own and HCM clients, the columns below show 
clients as being HCM clients or not HCM clients. 
 
Table 2 Number of new referrals per month 

HCM/CHOW 

Total HCM 
Not 

HCM  
No. No. No. 

Apr08 2 2 0

May08 44 3 41

Jun08 50 9 41

Jul08 22 8 14

Aug08 14 11 3

Sep08 37 11 26

Oct08 87 8 79

Nov08 113 3 110

Dec08 30 1 29

Jan09 214 8 206

Feb09 54 5 49

Mar09 141 4 137

Apr09 101 13 88

May09 26 6 20

Jun09 33 7 26

Jul09 33 4 29

Outwith range 5 2 3

Missing 81 1 80

Registration/ 
referral date 

Total 1087 106 981

 
Ongoing cases 
 
Note:  29 clients were marked as no longer active, but no date was given (inactive 

date was taken as date of last contact) 
 4 clients were marked as still active but had a date entered when they 

became inactive (assumed inactive and date used) 
 12 clients were marked as still active, but were recorded NO FURTHER 

CONTACT at last contact (assumed inactive and date of last contact used) 
 10 clients marked as still active, but were recorded NO FURTHER CONTACT, 

but contact noted after this date – assumed still active 
 25 HCM clients not on Access were marked as still active, in the absence of 

anything to indicate otherwise (many had been lettered on 7/8/09) 
 14 of 78 CHOW Excel only clients coded as inactive but no date could be 

determined – others assumed still active  
 84 clients unable to determine either start date or end date so can’t determine 

ongoing case history for these. 
Community Renewal’s definition of those logged as inactive on the Access 
database includes those who have attended screening and require no further 
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contact, wrong addresses and houses which are no longer there.  Active 
clients are those with whom the HCM or CHOWs are still working or 
attempting to work. 

 
The table below shows the ongoing caseload for the HCM and CHOWs.  Whilst the 
number of CHOW clients has grown steadily over the course of the project and a 
number of clients have attended screening or have been established to have moved 
away, etc., the number of active clients is still high, at around two-thirds.   This would 
suggest that there are still a large proportion of cases which have not been resolved 
as yet.  Similarly, the HCM case load has steadily grown and very few clients have 
exited the service, just 3%.    
 
Table 3 Number of ongoing HCM and CHOW clients per month 

 All clients
HCM 

clients 
CHOW 
clients 

May08 47 5 42

Jun08 69 14 55

Jul08 78 22 56

Aug08 84 33 51

Sep08 117 44 73

Oct08 198 52 146

Nov08 293 54 239

Dec08 302 55 247

Jan09 508 62 446

Feb09 495 67 428

Mar09 612 71 541

Apr09 690 84 606

May09 685 90 595

Jun09 702 98 604

Ongoing clients 
per month 

Jul09 719 103 616

 
Table 4 Clients still active at time of data capture 

HCM/CHOW
Total HCM Not HCM 

No. % No. % No. % 

Still active 772 71% 103 97% 669 68%
No longer active 315 29% 3 3% 312 32%
Total 1087 100% 106 100% 981 100%

 
3. Time between referral and first contact and time since last contact 
 
Time between referral/registration and becoming inactive 
Note:   Where HCM referral date and Access registration date are both present these 

are sometimes different (range = HCM referral date 96 days after registration 
date and Access registration date 161 days after HCM referral date).  For 
consistency, the Access registration date was used in this calculation. 

 
The table below shows that two-thirds of CHOW clients which are now inactive were 
resolved within a week of referral.  The three HCM clients who are now inactive were 
active for 14 – 38 weeks. 
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Table 5 Inactive clients only (where data exist) 
HCM/CHOW 

Total HCM Not HCM  
No. % No. % No. % 

Less than 1 week 191 64% 0 0% 191 65% 

1 or 2 weeks 16 5% 0 0% 16 5% 

3 or 4 weeks 14 5% 0 0% 14 5% 

5-8 weeks 22 7% 0 0% 22 7% 

9-13 weeks 21 7% 0 0% 21 7% 

14-25 weeks 23 8% 2 67% 21 7% 

26-38 weeks 8 3% 1 33% 7 2% 

39-51 weeks 1 0% 0 0% 1 0% 

52 weeks or more 1 0% 0 0% 1 0% 

No of weeks client is active for 
those who've become inactive 
(using Access) 

Total 297 100% 3 100% 294 100% 

 
The table below shows that for active CHOW clients, there are relatively few recent 
referrals, with the majority (92%) having been active for more than 14 weeks at the 
time data was provided to FMR (7 August 2009).  The majority of current HCM clients 
have also been active for more than 14 weeks (82%). 
 
Table 6 Still active clients only (where data exist) – time between registration and 

7/8/09 
HCM/CHOW 

Total HCM Not HCM  
No. % No. % No. % 

Less than 1 week 0 0% 0 0% 0 0% 

1 or 2 weeks 17 2% 0 0% 17 2% 

3 or 4 weeks 15 1% 3 3% 12 1% 

5-8 weeks 20 2% 8 8% 12 1% 

9-13 weeks 40 4% 7 7% 33 4% 

14-25 weeks 293 29% 23 22% 270 30% 

26-38 weeks 341 34% 12 12% 329 37% 

39-51 weeks 159 16% 31 30% 128 14% 

52 weeks or more 116 12% 19 18% 97 11% 

No of weeks client is active for 
those who are still active (using 
Access) 

Total 1001 100% 103 100% 898 100% 

 
HCM contact 
Using data from tracking tool (and Access where missing) 
 
For HCM clients, the table below shows the number of weeks between referral and 
first attempt to contact the client (which was not necessarily a successful 
engagement).  Just over a quarter (27%) were contacted prior to referral or within a 
week, another quarter (25%) between one and four weeks and the remainder (38%) 
over five weeks.  This data is missing for 8% of clients. 
 
The Service Level Agreement with Community Renewal identifies a waiting time 
guarantee for initial assessment, not just contact, of two working weeks from first 
contact.  Only 39% were contacted within two weeks, and not all of these would have 
completed the holistic assessment in this timeframe. 
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Table 7 Time between referral and first contact attempt 

 No. % 

1st contact before 
referral/registration 

14 13% 

Less than 1 week 15 14% 

1 or 2 weeks 13 12% 

3 or 4 weeks 14 13% 

5-8 weeks 25 23% 

9-13 weeks 7 7% 

14-25 weeks 9 8% 

26-38 weeks 0 0% 

39-51 weeks 0 0% 

52 weeks or more 0 0% 

Missing 9 8% 

No of weeks between referral 
and first contact attempt 

Total 106 100% 

 
Missing: 
• Not logged yet (not on Access either)    
• Not on tracking tool - can't find on Access  (3)    
• Not on tracking tool - on Access but no data on contact 
• Not on tracking tool - this is a family member  (2)   
• On tracking tool but not on any other database  (1) 

 
CHOW contact 
Date of first contact is almost always the same as the date of registration on the 
Access database. 
 
Around a third of HCM clients (35%) have been contacted within the last month, but 
over half (53%) have not been contacted for over three months.  15% of CHOW 
clients have been contacted within the last month (90 individuals) but 60% have not 
been contacted for over three months.  
 
Table 8 Time since last contact (for those marked as still active at 7/8/09 with data 

available) 
HCM/CHOW 

Total HCM Not HCM  
No. % No. % No. % 

Less than 1 week 18 3% 18 19% 0 0% 

1 or 2 weeks 68 10% 6 6% 62 10% 

3 or 4 weeks 38 5% 10 10% 28 5% 

5-8 weeks 81 12% 5 5% 76 13% 

9-13 weeks 86 12% 7 7% 79 13% 

14-25 weeks 207 30% 21 22% 186 31% 

26-38 weeks 122 17% 22 23% 100 17% 

39-51 weeks 53 8% 7 7% 46 8% 

52 weeks or more 27 4% 1 1% 26 4% 

Time since last contact  

Total 700 100% 97 100% 603 100% 
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4. Number of clients who have exited the project 
 
Only 3 HCM clients have exited the programme (1 deceased, 2 no further contact 
desired). 
 
CHOW data (taken from CHOW Excel) crossed by those marked as still active or no 
longer active on Access. 
Whilst nearly half of CHOW clients who are active have still to be engaged, 42% have 
made an appointment.  This might suggest that they should no longer be listed as 
active, along with the 5% who wish no further contact.  The CHOW spreadsheets are 
the documents the CHOWs work with most commonly, and these record that 238 
people have made an appointment for screening.  However, not all of these have 
attended – 155 clients in total have attended, whilst 47 did not attend, 19 cancelled, 6 
had an unknown outcome and 11 may be in the future/were also unknown.  In other 
words, 29% of all referrals made by practices and recorded on the Excel 
spreadsheets, at the time of analysis, resulted in an appointment being made and 
19% (or 65% of those who made appointments following CHOW intervention) actually 
attended. 
 
Table 9 Active/inactive clients 

No longer active (Access) 

Total Still active No longer active 
No. % No. % No. % 

Still to be engaged 264 32% 261 48% 3 1%
Appt made 238 29% 230 42% 8 3%
Appt unsuitable 21 3% 19 3% 2 1%
Incorrect contact details 132 16% 11 2% 121 46%
No further contact 158 19% 27 5% 131 49%
Total 813 100% 548 100% 265 100%

 
5. Referral sources for CHOW cases and HCM cases 
 
CHOW cases  
The table below illustrates the different referral rates to CHOWs from each of the GP 
practices in the pilot.  Govan Blue and Orange practices have been particularly good 
referrers, in addition to the Pollok Health Centre.  The Mair practice has only referred 
one client to the HCM. 
 
Table 10 CHOW referral sources 

HCM/CHOW 

Total HCM Not HCM 

No. % No. % No. % 

Govan HC - Blue 400 37% 18 17% 382 39%
Govan HC - Orange 264 24% 6 6% 258 26%
Pollok Health Centre 194 18% 43 41% 151 15%
Govan, not specified  56 5% 20 19% 36 4%
Govan HC - Yellow 52 5% 0 0% 52 5%
Govan HC - Green 50 5% 2 2% 48 5%
Ibroxholm 41 4% 12 11% 29 3%
Westfield 22 2% 0 0% 22 2%
Mair Practice 1 0% 1 1% 0 0%
Other 2 0% 2 2% 0 0%
Missing 5 0% 2 2% 3 0%
Total 1087 100% 106 100% 981 100%
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HCM cases 
Four out of five clients referred to the HCM have been referred by the practice nurse, 
presumably at the screening appointment, as would be expected.  However, other 
referrals have been made, as can be seen in the table below. 
 
Table 11 HCM referral sources 

 No. % 
Practice Nurse 85 80%
Bridging service 6 6%
Family member 5 5%
Margie Hughes 4 4%
Outreach 4 4%
Missing 2 2%
Total 106 100%

 
6. Total number of contacts for each CHOW and HCM client and 

number of contacts by type of contact (letter, phone call, visit to 
home, appointment at office) 

  
HCM contact attempts (taken from tracking tool or Access where absent) 
 
The tables below show the number of contacts for each HCM client, ranging from 0 to 
37.  Half of all clients have had 2 or less contacts.  The contact type has varied:  59% 
of clients have received a telephone call, 74% have received a letter, 22% a visit from 
CHOWs and 4% have been opportunistically contacted, e.g. bumped into in the street.  
Of those who have received a high number of contacts, the majority had not been 
contacted for over two months and some a substantially longer time. 
 

Table 12 HCM clients – number of contact attempts 

 No. % 

0 3 3%

1 31 34%

2 10 11%

3 8 9%

4 6 7%

5 5 6%

6 4 4%

7 6 7%

8 3 3%

10 2 2%

11 2 2%

12 2 2%

13 1 1%

14 1 1%

17 1 1%

20 1 1%

24 1 1%

26 1 1%

35 1 1%

37 1 1%

No of invites 

Total 90 100%
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For those with over 10 contacts, the number of days since the last contact attempt is 
as follows: 
 
Table 13 Number of days since last contact attempt, for those with over 10 contacts 

No. of contacts No. of days since last 
attempt 

10 108
11 282
12 239
12 24
13 56
14 56
17 23
20 39
24 24
26 192
35 4
37 21

 
Clients were contacted in different ways; by telephone, letter, or face to face by the 
outreach workers and the breakdown of this is shown in the table below.  This shows 
that the majority of contact was by telephone, and some clients had received a 
substantial number of telephone calls, for example three people had received more 
than twenty telephone calls. 
 
 

Table 14 Breakdown of invitation type 
 No. % 

0 35 39%

1 12 13%

2 11 12%

3 7 8%

4 3 3%

5 6 7%

6 2 2%

7 2 2%

8 1 1%

9 1 1%

10 2 2%

12 2 2%

14 1 1%

17 1 1%

22 1 1%

30 1 1%

31 1 1%

Telephone calls 

Total 89 100%
0 22 25%
1 41 46%
2 20 22%
3 4 4%
4 2 2%

Letters 

Total 89 100%
0 69 78%
1 11 12%
2 3 3%

Outreach 

3 3 3%
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4 1 1%
5 1 1%
20 1 1%
Total 89 100%
0 85 96%
1 1 1%
2 1 1%
3 1 1%
6 1 1%

Opportunistic 

Total 89 100%

 
CHOW clients only  
 
The number of contacts with CHOW only clients has been calculated from CHOW 
excel spreadsheets and the remainder have been taken from Access database (client 
contact only). 
 
Over half of CHOW clients had been attempted to be contacted only once or twice 
(55%) and a further 26% 3 or 4 times.  The maximum number of contact attempts was 
18.   
 
Table 15 Number of CHOW client contact attempts 

 No. % 

0 31 3%

1 323 33%

2 212 22%

3 140 14%

4 118 12%

5 61 6%

6 28 3%

7 26 3%

8 8 1%

9 13 1%

10 2 0%

11 5 1%

12 6 1%

13 2 0%

14 2 0%

15 3 0%

18 1 0%

No. of contact attempts 

Total 981 100%

  
The profile of contact attempts is shown below, with 60% receiving a successful home 
visit, 27% receiving a successful phone call, 55% an unsuccessful home visit, 12% an 
unsuccessful phone call and letters were sent to 17%.   
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Table 16 Outcome of contact attempts 

 No. % 

0 308 40%

1 404 53%

2 43 6%

3 5 1%

4 2 0%

Successful 
home visits 

Total 762 100%
0 553 73%
1 125 16%
2 55 7%
3 22 3%
4 3 0%
5 3 0%
6 1 0%

Successful 
phone calls 

Total 762 100%
0 343 45%
1 245 32%
2 100 13%
3 39 5%
4 25 3%
5 7 1%
6 2 0%
7 1 0%

Unsuccessful 
home visits 

Total 762 100%
0 667 88%
1 44 6%
2 27 4%
3 13 2%
4 5 1%
5 3 0%
6 3 0%

Unsuccessful 
phone calls 

Total 762 100%
0 630 83%
1 119 16%
2 12 2%

Letters sent 

Total 761 100%

 
Half of clients only required 1 or 2 contact attempts prior to an appointment being 
made and a further 30% 3 or 4 contacts. 
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Table 17 Number of CHOW contact attempts for appointment to be made 

 No. % 

1 53 22%

2 69 29%

3 41 17%

4 32 13%

5 12 5%

6 10 4%

7 5 2%

8 5 2%

9 2 1%

10 2 1%

11 2 1%

12 3 1%

14 1 0%

15 1 0%

Number of 
contact 
attempts for 
appointment to 
be made 

Total 238 100%

 
7. Outcome of appointments made with the HCM 
 
Two in five invitations to appointments resulted in no appointment being made.  This 
figure is based on 92 of the cases on the tracking tool – five had not been contacted 
and one had no data available. 
 
Table 18 Number of resulting appointments from invites (some invites result in more 

than one appointment) 

 No. % 

0 34 40%

1 15 17%

2 12 14%

3 9 10%

4 2 2%

5 5 6%

7 1 1%

9 1 1%

10 1 1%

14 1 1%

20 2 2%

21 1 1%

23 1 1%

34 1 1%

No. of 
appointments made 

Total 86 100%

 
One in five clients had not attended any appointments.  Just under a third of clients 
had attended one appointment only and half (50%) had attended one or two only.  
Just ten individuals had attended five or more appointments. 
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Table 19 Number of appointments attended 

 No. % 

0 11 21%

1 16 31%

2 10 19%

3 3 6%

4 2 4%

5 1 2%

7 3 6%

9 1 2%

11 1 2%

13 1 2%

16 1 2%

20 1 2%

34 1 2%

Number of attended 
appointments 

Total 52 100%

 
CHOW assistance with client attendance at Maintaining Mental Wellbeing 
sessions 
 
Part of the CHOW role was to make contact with patients referred to Maintaining 
Mental Wellbeing (MMWB) sessions to remind patients of the appointment, establish if 
they intended to attend and whether they needed any assistance to do so, e.g. a 
CHOW could accompany them if preferred.  There are 12 MMWB appointments 
available in each clinic, held one morning a month.  The Stress Centre administrator 
provides a list of patients with appointments to CHOWs and they then contact them 
via telephone or visit.  If a patient is unable/unwilling to attend, then the CHOWs will 
attempt to fill this slot with another patient who perhaps could not make the original 
appointment they were given or did not attend for whatever reason.   
 
The increased attendance at these sessions is something the Community Renewal 
team consider to be a great success.  The figures below illustrate the clear 
improvement in attendance rates.  However it should be noted that a number of other 
factors were also at play which may have impacted positively on attendance.  These 
are as follows: 
 
• The sessions were originally held in Govan and this was later moved to the 

Pollok civic realm venue. 
• Sessions were originally designed so that patients attended a screening 

session with either the Stress Centre or Pathways and then attended a 
workshop.  The workshops were not well attended as people didn’t want to 
“hang about” for them.  This may also have put some people off from 
attending in the first place, as some do not like to engage in group activities. 

• There were some inappropriate referrals from nurses in the early months, as a 
few patients with severe and enduring mental health problems were referred.  
Nurses were given mental health first aid training to address this. 

 
The figure below shows the number of names provided by the Stress Centre to the 
CHOWs, for them to confirm/support, the number of appointments achieved and the 
number of clients who attended each MMWB session from June 2008 until October 
2009.  Please note that there was no January session and there were two sessions in 
March 2009 as they run on a four week cycle.  The data show that attendance has 
improved on the first few sessions run and that the CHOWs have obviously made 
contributions to that, as a higher number of appointments have been achieved than 



 

names provided by the Stress Centre, as they have been able to augment this with 
other clients who had been referred at an earlier date. 
 
Figure 2 Profile of name provision, appointments made and attendance at MMWB 

sessions 
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3.2.2 HCM Case History Analysis 
 
Introduction 
 
Given the sensitive nature of some of the client issues, the HCM provided a one page 
summary of each HCM client rather than FMR gaining direct access.  This outlined the 
following: 
 
• what stage in the support process each client was at; 
• the time invested by the Community Renewal team to support them; 
• the objectives set and progress made towards these; 
• which services they had been referred to at screening; 
• services which they had subsequently agreed the need to access at the 

holistic assessment;  
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Stage in the process 
 
Community Renewal was asked to attribute a stage in the process to each client, to 
gain some sense of the rate of progression.  Please note that those at the early, 
middle, final or exit stages would also have completed a holistic assessment.  These 
were mutually exclusive stages, as follows: 
 
Nil No/little contact since referral 
Holistic Holistic assessment completed 
Early Now starting to address priorities but in early stages of doing so 
Middle In the middle of addressing priorities, so some progress made but still  
 some way to go 
Final Getting close to addressing all priorities set at holistic assessment 
Exit Intermittent support or finished contact with HCM 

 
Nearly half (45%, 48 clients) of the HCM clients were at the Nil input stage of the 
process, 17% had completed their holistic assessment but little or no further progress 
had been made and 12% were in the early stages of addressing the issues identified 
during the assessment.  Only 15% were in the middle stages of addressing these, 8% 
were in the final stages and 3% had exited the programme.  This means that just 11 
individuals had made substantive progress and 16 were in the middle of addressing 
their priorities, as can be seen from the table below. 
 
It should be noted that the Nil stage includes clients who have had different degrees of 
contact and attempted contact, for example some time can be spent with clients 
building rapport prior to an holistic assessment being undertaken and some can be 
difficult to make contact with at all or may not attend appointments which have been 
made. 
 
Table 20 Stage in the process 

 No. % 

Nil 48 45%
Holistic 18 17%
Early 13 12%
Middle 16 15%
Final 8 8%
Exit 3 3%
Total 106 100%

 
The charts on the following page illustrate the amount of contact time spent with 
clients at each stage of the process.  This illustrates what might be anticipated – that 
those in the early stages have had very little time with the HCM and those in later 
stages have had more time invested by staff.  A mean of 2 hours has been spent on 
each client at the nil stage of progress, but this is skewed by one individual who has 
over ten hours of input as 25 of the 48 clients at this stage have had an hour or less of 
input.  The mean contact time with the 8 clients at final stage was 27.25 hours and 
29.8 hours for the three at exit stage, but this was much lower for those at holistic 
(5.87 hours), early (8.6 hours) and middle (14.15 hours) stages. 
 
 



 

Figure 3 Contact time 
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Priorities set at Holistic Assessment 
 
At the holistic assessment stage each individual client agrees priorities to address.  Of 
those who had completed a holistic assessment, two-thirds of clients had issues 
around finance/debt/benefits (67%, 39 clients) and over a third around exercise (36%, 
21 clients).  Counselling was also common, with 31% setting counselling as a priority.  
Smoking, getting out more and addressing stress/confidence building (all 29%, 17 
clients) were also common issues to be addressed.  The full list of priorities set is 
detailed in the table below. 
 
Table 21 Priorities set at holistic assessment 

 No. % 

Financial issues/debt advice/benefits issues 39 67%
Exercise/Live Active 21 36%
Counselling 18 31%
Smoking  17 29%
Get out more/improve social life 17 29%
Stress/worry/positive outlook/confidence building 17 29%
Weight management 12 21%
Employment 12 21%
Alcohol addiction 11 19%
Occupational therapy/aids for home/help in home 9 16%
Literacy 7 12%
Start course or college 7 12%
Volunteering 6 10%
Housing issues 6 10%
Depression/mental health 5 9%
Health/medication issues 5 9%
Healthy eating  4 7%
Improved/maintained wellbeing 4 7%
Bus pass/blue badge 4 7%
Address issues in past 3 5%
Relationships with others 3 5%
Other 10 17%
Priorities not set, not able to participate 3 5%
Total 58 100%

 
Progress towards priorities 
 
The progress made towards achieving these priorities was also recorded on client 
record forms, in terms of % progress.  The vast majority of priorities were attributed 
either 0 or 100% progress, which was perhaps surprising, but the other stages 
recorded are shown in the table below.  Progress with debt/benefits/finance issues 
has been the biggest element of progress to date, in terms of numbers of people (28 
people have met their priorities in this regard 100%).  This can be a relatively ‘quick 
fix’ via referral to Money Matters. 
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Table 22 Percentage progress made against priorities 

Stage 

Total Holistic Early Middle Final Exit  

No. % No. % No. % No. % No. % No. % 

0 2 18% 0 0% 0 0% 2 40% 0 0% 0 0% 

25 1 9% 0 0% 1 33% 0 0% 0 0% 0 0% 

60 1 9% 0 0% 0 0% 1 20% 0 0% 0 0% 

100 7 64% 2 100% 2 67% 2 40% 0 0% 1 100% 

Alcohol addiction 

Total 11 100% 2 100% 3 100% 5 100% 0 0% 1 100% 

0 15 88% 4 80% 4 100% 6 86% 1 100% 0 0% 

25 1 6% 1 20% 0 0% 0 0% 0 0% 0 0% 

100 1 6% 0 0% 0 0% 1 14% 0 0% 0 0% 

Smoking  

Total 17 100% 5 100% 4 100% 7 100% 1 100% 0 0% 

0 10 26% 7 54% 2 29% 1 8% 0 0% 0 0% 

50 1 3% 0 0% 0 0% 1 8% 0 0% 0 0% 

100 28 72% 6 46% 5 71% 10 83% 6 100% 1 100% 

Financial issues/debt 
advice/benefits issues 

Total 39 100% 13 100% 7 100% 12 100% 6 100% 1 100% 

0 3 75% 0 0% 0 0% 3 100% 0 0% 0 0% 

100 1 25% 1 100% 0 0% 0 0% 0 0% 0 0% 

Healthy eating  

Total 4 100% 1 100% 0 0% 3 100% 0 0% 0 0% 

0 8 67% 3 75% 2 67% 3 60% 0 0% 0 0% 

50 2 17% 0 0% 1 33% 1 20% 0 0% 0 0% 

100 2 17% 1 25% 0 0% 1 20% 0 0% 0 0% 

Weight management 

Total 12 100% 4 100% 3 100% 5 100% 0 0% 0 0% 

0 13 62% 3 38% 6 100% 4 67% 0 0% 0 0% 

50 1 5% 0 0% 0 0% 1 17% 0 0% 0 0% 

60 1 5% 0 0% 0 0% 0 0% 1 100% 0 0% 

100 6 29% 5 63% 0 0% 1 17% 0 0% 0 0% 

Exercise/Live Active 

Total 21 100% 8 100% 6 100% 6 100% 1 100% 0 0% 

0 10 59% 2 67% 4 100% 2 50% 2 40% 0 0% 

100 7 41% 1 33% 0 0% 2 50% 3 60% 1 100% 

Get out more/improve 
social life 

Total 17 100% 3 100% 4 100% 4 100% 5 100% 1 100% 

0 6 33% 2 50% 4 50% 0 0% 0 0% 0 0% 

25 1 6% 1 25% 0 0% 0 0% 0 0% 0 0% 

95 1 6% 0 0% 0 0% 0 0% 1 100% 0 0% 

100 10 56% 1 25% 4 50% 5 100% 0 0% 0 0% 

Counselling 

Total 18 100% 4 100% 8 100% 5 100% 1 100% 0 0% 

0 8 67% 3 50% 3 100% 2 67% 0 0% 0 0% 

50 1 8% 0 0% 0 0% 1 33% 0 0% 0 0% 

100 3 25% 3 50% 0 0% 0 0% 0 0% 0 0% 

Employment 

Total 12 100% 6 100% 3 100% 3 100% 0 0% 0 0% 

0 2 29% 1 25% 1 100% 0 0% 0 0% 0 0% 

50 1 14% 1 25% 0 0% 0 0% 0 0% 0 0% 

100 4 57% 2 50% 0 0% 2 100% 0 0% 0 0% 

Literacy 

Total 7 100% 4 100% 1 100% 2 100% 0 0% 0 0% 

0 4 67% 1 50% 1 50% 2 100% 0 0% 0 0% 

50 2 33% 1 50% 1 50% 0 0% 0 0% 0 0% 

Volunteering 

Total 6 100% 2 100% 2 100% 2 100% 0 0% 0 0% 

0 2 22% 1 33% 1 100% 0 0% 0 0% 0 0% 

100 7 78% 2 67% 0 0% 2 100% 2 100% 1 100% 

Occupational Therapy/aids 
for home/help in home 

Total 9 100% 3 100% 1 100% 2 100% 2 100% 1 100% 

0 4 57% 0 0% 2 100% 2 100% 0 0% 0 0% 

50 1 14% 1 100% 0 0% 0 0% 0 0% 0 0% 

100 2 29% 0 0% 0 0% 0 0% 1 100% 1 100% 

Start course/college 

Total 7 100% 1 100% 2 100% 2 100% 1 100% 1 100% 

Depression/mental health 0 2 40% 2 67% 0 0% 0 0% 0 0% 0 0% 
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Stage 

Total Holistic Early Middle Final Exit  

No. % No. % No. % No. % No. % No. % 

100 3 60% 1 33% 0 0% 2 100% 0 0% 0 0% 

Total 5 100% 3 100% 0 0% 2 100% 0 0% 0 0% 

0 10 59% 3 75% 6 100% 1 25% 0 0% 0 0% 

60 1 6% 0 0% 0 0% 0 0% 1 50% 0 0% 

100 6 35% 1 25% 0 0% 3 75% 1 50% 1 100% 

Stress/worry/positive 
outlook/confidence building 

Total 17 100% 4 100% 6 100% 4 100% 2 100% 1 100% 

0 2 50% 1 50% 1 100% 0 0% 0 0% 0 0% 

100 2 50% 1 50% 0 0% 0 0% 1 100% 0 0% 

Improved/maintained 
wellbeing 

Total 4 100% 2 100% 1 100% 0 0% 1 100% 0 0% 

0 1 25% 1 100% 0 0% 0 0% 0 0% 0 0% 

40 1 25% 0 0% 1 100% 0 0% 0 0% 0 0% 

100 2 50% 0 0% 0 0% 1 100% 0 0% 1 100% 

Bus pass/blue badge 

Total 4 100% 1 100% 1 100% 1 100% 0 0% 1 100% 

0 1 33% 0 0% 1 100% 0 0% 0 0% 0 0% 

50 1 33% 0 0% 0 0% 0 0% 1 100% 0 0% 

100 1 33% 0 0% 0 0% 1 100% 0 0% 0 0% 

Relationships with others 

Total 3 100% 0 0% 1 100% 1 100% 1 100% 0 0% 

0 1 20% 1 100% 0 0% 0 0% 0 0% 0 0% 

100 4 80% 0 0% 1 100% 0 0% 2 100% 1 100% 

Health/medication issues 

Total 5 100% 1 100% 1 100% 0 0% 2 100% 1 100% 

60 1 33% 0 0% 0 0% 1 33% 0 0% 0 0% 

100 2 67% 0 0% 0 0% 2 67% 0 0% 0 0% 

Address issues in past 

Total 3 100% 0 0% 0 0% 3 100% 0 0% 0 0% 

0 4 67% 2 100% 0 0% 1 100% 0 0% 1 100% 

25 1 17% 0 0% 0 0% 0 0% 1 50% 0 0% 

100 1 17% 0 0% 0 0% 0 0% 1 50% 0 0% 

Housing issues 

Total 6 100% 2 100% 0 0% 1 100% 2 100% 1 100% 

Please note that the person who is at the exit stage who recorded 100% on alcohol addiction, was seeking 
assistance to help a family member with their addiction. 
 
Referred at screening 
 
The following table shows the profile of referrals to each service at screening, broken 
down by client stage in the HCM support process.  This highlights that the Bridging 
Service and Maintaining Mental Wellbeing are the top two services referred by this 
client group, followed by Live Active and Smoking Cessation. 
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Table 23 Profile of referrals to each service at screening, by client stage 

Total Nil Holistic Early Middle Final Exit  
No. % No. % No. % No. % No. % No. % No. % 

Bridging Service 59 56% 25 52% 10 56% 5 38% 11 69% 6 75% 2 67%
Mental Wellbeing 53 50% 25 52% 8 44% 7 54% 11 69% 1 13% 1 33%
Live Active 40 38% 21 44% 5 28% 3 23% 10 63% 0 0% 1 33%
Smoking 
Cessation 

36 34% 19 40% 4 22% 3 23% 8 50% 2 25% 0 0%

Eatup 30 28% 13 27% 5 28% 4 31% 7 44% 0 0% 1 33%
Addiction 14 13% 6 13% 1 6% 2 15% 5 31% 0 0% 0 0%
Literacy 12 11% 5 10% 2 11% 2 15% 2 13% 1 13% 0 0%
Pharmacy 3 3% 2 4% 0 0% 0 0% 0 0% 0 0% 1 33%
Stress Centre 2 2% 0 0% 1 6% 1 8% 0 0% 0 0% 0 0%
Other 1 1% 0 0% 0 0% 0 0% 0 0% 0 0% 1 33%
GP Surgery 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0%
Other therapies 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0%
None 15 14% 7 15% 4 22% 2 15% 0 0% 2 25% 0 0%
Total 106 100% 48 100% 18 100% 13 100% 16 100% 8 100% 3 100%

 
Correlation between screening referral and HCM referral  
(excluding those who had not had a holistic assessment) 
 
The table below show those who were referred to services at screening and whether 
this was agreed as a priority at the holistic assessment.  Support from the Bridging 
Service was always sustained as a priority and another 9 cases were referred at the 
holistic assessment.  Eat Up, Addictions, Maintaining Mental Wellbeing, Smoking 
Cessation and Literacy referrals were de-prioritised, to different degrees, at holistic 
assessment stage.  In addition, the holistic assessment resulted in a number of other 
people being referred to private therapists, their GP, Live Active, Smoking Cessation, 
Eat Up, Addictions, and the Stress Centre. 
 
The HCM referred just six additional people to the Stress Centre and one to 
Maintaining Mental Wellbeing, which is surprising as 28 people were referred to other 
therapists (8 of which were outwith the NHS) but a range of different therapies and 
counselling are provided by the Stress Centre/Pathways and Keep Well clients are 
fast-tracked to receive these services. 
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Table 24 Agreed referrals at holistic assessment by screening referrals 

Smoking 
Cessation 

Bridging 
Service Pharmacy Literacy Eatup Addiction

Live 
Active

Stress 
Centre 

GP 
Surgery 

Mental 
Wellbeing

Other 
therapies OT 

Screening 
 

HCM Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes No

Yes 10 4       Smoking 
Cessation No 5 0       

Yes   33 9      Bridging 
Service No   0 0      

Yes    1 0      Pharmacy
No    0 0      
Yes    5 0      Literacy 
No    2 0      
Yes    7 2      Eatup 
No    6 0      
Yes    4 3      Addiction 
No     3 0      
Yes    19 6      Live 

Active No    0 0      
Yes    1 6    Stress 

Centre No    0 0    
Yes      0 4  GP 

Surgery No      0 0  
Yes        17 1Mental 

Wellbeing No        10 0
Yes         0 28Other 

therapies No         0 0
Yes         1 0OT 
No         0 0

 
Correlation between HCM referral/agreed referral and engagement 
 
The table below shows whether clients have engaged with the services they have 
been referred to or not (yet).  There is a high proportion of missing data for this 
category, marked as don’t know.  The Bridging Service (presumably Money Matters) 
has a very high proportion of engagement, as has private therapy.  The latter is 
perhaps surprising as many therapies provided privately can be accessed via the 
NHS, for example via the Stress Centre. 
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Table 25 Referrals and engagement by service 

 
Smoking 
Cessatio

n 

Bridgin
g 

Service
Pharmac

y 
Literac

y 
Eatu

p 
Addictio

n 

Live 
Activ

e 

Stress 
Centr

e 

GP 
Surger

y 

Mental 
Wellbein

g 

Other 
therapie

s 
Othe

r 

Yes 3   

No 5   

Smoking 
Cessation 

D/K 8   

Yes  27   

No  4   

Bridging 
Service 

D/K  14   

Yes  1   

No  0   

Pharmacy 

D/K  0   

Yes  4   

No  0   

Literacy 

D/K  1   

Yes  3   

No  2   

Eatup 

D/K  4   

Yes  4   

No  0   

Addiction 

D/K  3   

Yes  8   

No  8   

Live Active 

D/K  6   

Yes  2   

No  1   

Stress 
Centre 

D/K  4   

Yes  3  

No  0  

GP Surgery 

D/K  1  

Yes   6 

No   9 

Mental 
Wellbeing 

D/K   4 

Yes    21

No    2

Other 
therapies 

D/K    5

Yes    1

No    0

OT 

D/K    0

 
The Community Renewal team has also provided six case studies of clients, to help 
illustrate the issues faced and how these have been addressed.  These are appended 
for information. 
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3.3 Views of participants and non-participants 
 
3.3.1 Introduction 
 
This section outlines the findings from the initial depth interviews undertaken with 
participants and non-participants to explore their views, in addition to the wider 
telephone survey undertaken with these target groups.  Overall figures are reported, 
which combines results from the survey of both participants and non-participants, 
unless a question is exclusive to one group.  Any significant differences between the 
two are reported.  We also looked at the data by gender, age, practice and how 
people rated the difference Keep Well had made to their lives (scores of 1-3 are 
described as low, 4-7 medium and 8-10 as high), however there were very few 
differences in the data by these criteria.   
 
Where the full sample is not reported in a chart or table, for example where something 
was not applicable to a client or where they felt they could not answer, the base is 
specified under the chart/table and attention should be paid to this when interpreting 
results. 
 
3.3.2 Hearing about the Keep Well project 
 
We asked patients how they first heard about Keep Well and they were most likely to 
have heard about the project directly from their practice.  The survey showed that 
nearly half (48%, 49 respondents) heard about Keep Well from the nurse, receptionist 
or GP when they were at the surgery for something else, 39% (40 respondents) first 
heard of the project via a letter from the GP practice (just one person said they 
received a phone call from the practice) and 5% (5 respondents) said they first heard 
about it from a CHOW1.  The remaining 15 interviewees either heard about the project 
in some other way or could not recall how they had heard about it.  We would like to 
emphasise that this question asked respondents how they first heard about Keep Well 
and although this may have been by a letter from the practice, the CHOWs followed 
up many patients who did not respond and it was often their input that led to a person 
attending a health check.  This was confirmed by some of the patient interviews. 
 
The chart below shows that few people had very recently heard about the Keep Well 
project (8%, 8 respondents within the last month or so) and that two-fifths (39%, 41 
respondents) heard about the project between two and six months ago.  There was 
then a slight dip with just 10% (11 respondents) citing between seven and nine 
months ago and the remaining two-fifths (41%, 43 respondents) said it had been ten 
or more months ago.  Given that the festive period would have been around 7 – 9 
months before the interview, the dip at that time is what might be expected.  Practices 
would be less likely to implement something immediately prior to the Christmas period 
as patients would have other things on in the holiday period and be potentially more 
likely to forget about something they had received in the busy run up to Christmas by 
the time the new year came. 
 

                                                      
1 We would like to emphasise that this question asked respondents how they first heard about Keep Well 
and although this may have been by a letter from the practice, the CHOWs followed up many patients who 
did not respond and it was often their input that led to a person attending a health check.  This was 
confirmed by some of the patient interviews. 



 

Figure 4 When did you first hear about Keep Well? 
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n=103 
 
When asked whether they felt they had been given sufficient information to make a 
decision about whether they wanted to attend the screening or not, the majority (91%, 
95 respondents) said they did, as was the case with the in-depth interviewees, with 
just 9% (9 respondents) of those who gave a view feeling they did not.  Six people 
could not remember. 
 
3.3.3 Before attending the screening  
 
We wanted to find out how people felt before attending the screening and whether it 
was something they definitely wanted to do.  Around two-thirds (65%, 70 respondents) 
said they definitely wanted to attend, just over a quarter (27%, 29 respondents) were 
unsure, 7% (7 respondents) had no strong feelings and just 1 person thought they 
wouldn’t attend.   
 
More than three-quarters (77%, 84 respondents) of patients had no concerns about 
Keep Well before attending the screening.  The twenty five people who were 
concerned gave a range of reasons, including feeling that they didn’t know enough 
about it and being concerned that they would find they were ill. 
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Figure 5 What were you concerned about? 
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n=25 
 
A number of ‘Other’ responses were made by a small number of patients and 
included:  always being concerned about health, concerned it would be a project that 
would lose funding, worrying about who would do the health check and people finding 
out about personal things. 
 
3.3.4 The screening  
 
The screening was rated highly, with three-quarters of patients saying it was very 
good (77%, 84 respondents), 22% (24 respondents) quite good and just one person 
rating it as quite poor.  Everyone who took part in an in-depth interview also thought it 
was very good and had no suggestions on how it could be improved. 
 
We then asked people what the best and worst things were about the screening. 
The best things about the screening were perceived to be: 
 
• being reassured that “everything was okay”; 
• having someone take the time to really listen and talk through things;  
• the manner of the nurse made some patients feel relaxed/at ease and valued 

as someone was taking an interest in their health; 
• the thoroughness of the check was appreciated and in some cases health 

problems were identified and addressed, e.g. diabetes, mental health, obesity;  
• some patients thought the best thing was the advice they were given on 

dealing with whatever the problem was, either by the nurse or service they 
were consequently referred to; and  

• many felt the health check opened up options that wouldn’t have been 
available to them before. 

 
Most people said there wasn’t a ‘worst thing’ about the health check.  Responses 
which were given were that: 
 
• some people disliked blood being taken; 
• some didn’t like being told how unhealthy they were or that they had health 

problems (one person reported this led to them losing a life policy);  
• a couple would have liked the screening to have been longer; 
• one person was disappointed that classes (Live Active) were during the day 

as she worked full time so was unable to attend; 
• two people complained about the length of time they had to wait to start 

smoking cessation classes; and 
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• one person could not attend as by the time the appointment came through 
they had got a new job and the times did not fit in with his work. 

 
3.3.5 Keep Well services 
 
We asked patients which services they had already accessed via Keep Well and if 
there were any they hoped to access in the future.  Please note this may differ from 
what the nurse referred them to and also that there may be an overlap between Stress 
Centre and Counselling as people were not always clear about the services/ 
terminology used. 
 
Live Active was the most frequently cited response to both questions (24%, 25 
respondents, had accessed already and 14%, 12 respondents, hoped to in the future).  
The full range of response is in the table below, which shows that a third hoped to 
access Keep Well services in the future. 
 

Table 26 Keep Well services 

 Accessed already 
(n=103) 

 

Hoping to access 
(n=87) 

Live Active 24% 14% 
Pharmacy 17% 0% 
Maintaining Mental 
Wellbeing 

16% 0% 

Stress Centre 15% 2% 
Eat Up 11% 3% 
HCM 11% 5% 
Money Matters 9% 0% 
Counselling 7% 0% 
Bridging Service 6% 5% 
Smoking Cessation 5% 6% 
Addiction Services 5% 1% 
Other therapies 2% 0% 
Literacy and Learning 1% 0% 
GP Surgery 0% 0% 
Other 5% 1% 
None 18% 67% 
 
Some respondents made further comment about the services they had accessed.  
Live Active was generally considered to be a very good service and the counsellor 
was well liked.  Unfortunately, it was a disappointment for one person who had been 
referred as the nurse had thought the service would be able to teach the patient how 
to swim, which she very much wanted to do.  However, she discovered that this 
service was not provided by Live Active and was advised to book classes.  The Live 
Active service on offer was not suitable to the patient as she had limited mobility, 
which perhaps indicates a lack of understanding of the service on the nurse’s behalf.  
 
A couple of people felt they had learned a lot from Eat Up, although one in-depth 
interviewee felt the referral had been inappropriate for her as she did not learn 
anything new.  She was also disappointed that chef demonstrations which had been 
promised never materialised.   
 
On a very positive note, one person, as a result of Keep Well, is now volunteering, 
which he really enjoys doing and has gained certificates from college in the process of 
doing so.  Another has returned to work following referral to the Bridging Service.  The 
literacy service helped one non-participant improve their spelling and the staff member 
they worked with was described as “brilliant” and “very patient”.   



 

Although the pharmacy service was considered to be more convenient for patients, 
one person felt it was pointless going through the same questionnaire with the 
pharmacist each time they collected their medication as it had been the same for a 
long time and would remain unchanged for the foreseeable future.  Another patient 
thought it was unacceptable having to discuss their medication in the chemist, where 
they could easily be overheard by other customers and had made a complaint to the 
practice about this (in addition to the attitude of the pharmacist which was perceived to 
be offensive). 
 
3.3.6 Support from the Community Renewal team 
 
Awareness and need for support 
 
Participants and non-participants were asked a range of questions about the CHOW 
and HCM roles provided by Community Renewal.  Patients may had been in contact 
with a CHOW prior to attending the screening as they may have been visited by 
CHOWs to encourage them to make an appointment for the check or read a letter they 
had left.  However, they may not have recognised that this service was separate to 
their GP practice.  When questioned on how supportive the CHOWs were and how 
their roles could be improved, many people were therefore unable to answer because 
they did not think it applied to them.  The final thing to note is that interviewees who 
were logged as CHOW contacts because they had been referred to Maintaining 
Mental Wellbeing sessions had often only received a reminder call to check they were 
planning to attend the session, therefore the rating question on how supportive 
CHOWs were and how their roles could be improved were often difficult to answer.  
 
The HCM and CHOWs can provide a range of additional support to people who need 
and want it.  We asked patients whether the nurse had told them about the 
Community Renewal team and 55% (61 respondents) said that the nurse had, around 
a quarter (24%, 26 respondents) said she had not and a fifth (21%, 23 respondents) 
could not remember.   
 
Figure 6 Did the nurse tell you about the Community Renewal team? 

Yes
55%

No
24%

Can't 
remember

21%

 
 
One of the in-depth interviewees said that the nurse didn’t fully understand what the 
HCM did as she was just told they would take her to services, and was therefore glad 
she accessed the service and didn’t miss out on the counselling which she felt had 
benefited her greatly.   
 
More than half of the participants (54%, 22 respondents) wanted the HCM support, 
22% (9 respondents) wanted the CHOWs’ and 34% (14 respondents) wanted neither.   
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Figure 7 Did you want support for Community Renewal? 

  
n=41 
 
Three of the non-participants said they wanted support from Community Renewal.  
One of these became a client of the HCM after FMR had been given contact details 
for non-participants and the other two seemed to be confused about the roles and may 
have been referring to the services they had been referred to.  With regards to the in-
depth interviewees, all had been referred directly to the HCM by the nurse with the 
exception of one person who was referred to the Community Renewal team by 
another service as they felt additional support was required.  The CHOWs visited the 
person first of all to accompany them to Smoking Cessation but quickly realised the 
person had complex issues and would benefit from referral to the HCM. 
 
Reasons given as to why people didn’t want any support from the Community 
Renewal team was simply because they didn’t feel they needed it or they had 
sufficient support from other sources.  The main reason for wanting support from the 
CHOWs was to be accompanied and supported along to meetings with other services, 
e.g. Maintaining Mental Wellbeing sessions.  Those who wanted the HCM support did 
so because they recognised they had issues and would benefit from the one to one 
support offered by the HCM. 
 
Rating of support provided 
 
Participants only were asked to say how much they agreed or disagreed with a set of 
statements (illustrated in the chart below).  Please note that many were unable to 
comment as they did not distinguish the CHOWs’ input from the practices’ input.  Two-
thirds (67%, 10 respondents) felt they did attend the screening as a result of the 
CHOWs’ input.  The HCM/CHOW support was perceived to have helped the majority 
of people who could comment overcome the barriers they had to accessing services, 
so that they attended services they would not have attended without this support and 
to continue to attend services.  No one who had received support from the HCM felt 
they weren’t in charge of what they did and when they did it, reflecting the person-
centred approach followed. 
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Figure 8 Do you agree or disagree with the following statements?   
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CHOWs 
Thirteen people felt able to rate the support they received from the CHOWs and the 
mean score given was 8.77 out of 10 with 5 being the lowest score awarded and 10 
the highest.  When asked why they had given a certain score, positive feedback was 
given about the CHOWs.  They were described as nice, helpful, supportive and took 
the time to explain the process and benefits of the health check.  Participants who 
took part in in-depth interviews also found the CHOWs to be helpful and friendly.  
Even if they had not received support from them they would see them when 
visiting/telephoning the Pearce Institute for the HCM.   
 

“They’re always nice and give you a coffee and ask you how you are.” 
 
There were two negative comments made in the telephone survey, the first that 
someone had to make their own way to the stress centre, which they struggled with 
because of their condition, and another also felt they would have benefited from being 
taken to services. 
 
HCM 
Twenty people rated the support they received from the HCM and the mean score was 
8.80 out of 10.  Thirteen people gave the service they had received a 10, five scored 
7-9, one scored 5 and one scored 0.  As would perhaps be expected, those who gave 
a high rating when asked what difference Keep Well had made to their lives also rated 
the support received from the HCM higher than those who felt the project had made 
less of a difference to their life (mean score of 9.69 compared to 8.75 for those in the 
medium bracket and 5 for those in the low).  The reason given for the low score was 
that they had never been contacted after the initial visit (FMR informed the HCM of 
this) and one had only visited the HCM once.  The five patients who took part in the in-
depth interviews could not speak more highly of the HCM and repeatedly praised the 
support he had provided them and the difference he had made.  The HCM was 
praised for being patient, understanding, helpful and putting people at ease.  Some 
patients felt the support they received from the HCM was better than support they had 
received from other professional sources, e.g. Community Psychiatric Nurses (CPNs), 
private counsellors.  It appeared that the one to one, relaxed approach was appealing 
and no one felt any pressure to disclose information or attend additional services and 
said things were done at their own pace.  Also, because the support was one to one, 
participants felt the HCM really listened to them and took the time to understand them. 
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“No one has ever been willing to sit down and listen to me and 
understand me before.  People have just written me off as strange, 
weird, freak, different.” 
 
“I feel when I come out of the room a weight has been lifted from my 
shoulders because [HCM] puts you at ease and [HCM] is there to 
listen.” 

 
One participant spoke of counselling they had received from a charity until their 
funding came to an end.  They had found it very frustrating as a turnover in staff 
meant seeing different people rather than dealing with just one counsellor.  She felt as 
though she was starting from the beginning every time.  Another criticism was the fact 
that one of the counsellors was aged 22 which she felt was too young to be dealing 
with her issues. 
 
Some of the participants said they “took to” the HCM straight away, meaning there 
was instant rapport and making it easier to build trust.  One female did say it was 
strange at first discussing things with a man but she quickly became comfortable.  
Describing the HCM as “a gentleman” and she appreciated he had a sense of humour 
which meant they could also have a laugh together.   
 
When asked how the role could be improved, one person who took part in the phone 
survey thought the HCM could try and offer more encouragement “to get them out the 
house” and another said they needed more written information to keep track of what 
had been discussed and what stage referrals, etc., were at.   
 
The patients who took part in in-depth interviews offered much more insight to the 
support the HCM offered and the impact it had on their lives.  It was clear from all the 
interviewees that they depended heavily on the HCM and looked upon him as a friend 
as well as a counsellor. 
 

“It’s just blossomed, we’re good pals.” 
 
“It’s like having a really really close set of pals that don’t want anything 
from you, they only want to help, that’s what it’s like.” 

 
The HCM had been working with all the depth interviewees for some time and had 
helped them to identify their problems then open up and talk about them; some 
disclosed information to the HCM they had told no one else before.  The frequency of 
the sessions very much depended on the individual and they all said they knew they 
could contact the HCM outwith arranged appointments by phone or by dropping into 
the base at the Pearce Institute if they needed to.  In addition to counselling support, 
the HCM has provided a range of other support which has improved the quality of 
people’s lives, e.g. the HCM helped one person refurbish their flat by measuring up 
and shopping for a new carpet, took one client to the cemetery to visit their partner’s 
grave and encouraged some to (re)build family relations and a social network.  The 
latter was claimed to be easier to do for some clients now because they have learned 
to become more patient and tolerant of others.  The HCM has also linked in with other 
services where appropriate, e.g. Eat Up, Live Active and the Bridging Service as well 
as specialist counsellors, e.g. sexual abuse.  The HCM’s encouragement and support 
has resulted in some people engaging more fully with these services than they think 
they would have done previously.  One patient took the HCM to an appointment with 
the nurse at the GP practice, so that he could explain the issues and concerns the 
patient had, which she had never been able to do before. 
 

“She now has better insight to me, I used to think she must think I’m 
ignorant but if you’re so scared how can you explain to people?” 

 
This was also the case for someone who missed an appointment at the stress centre 
and the HCM was able to explain what had happened.  The HCM is also seeking an 



 

autism assessment for this participant, which is something no one had ever thought to 
do before. 
 
If support would have been useful in retrospect 
 
We asked non-participants if, in retrospect, support from either the HCM or CHOWs 
would have been useful to them.  Just over three-quarters (78%, 40 respondents) 
didn’t think it would have been because there was no need or they were 
happy/confident enough to go along to services on their own, 18% (9 respondents) 
thought they would have benefited from CHOW support and 16% (8 respondents) 
thought they would have benefited from HCM support.   
 
Figure 9 In retrospect, would HCM/CHOW support have been useful? 

0% 20% 40% 60% 80% 100%

No

Yes - CHOW

Yes - HCM

 
Reasons given for this were that they would have been more likely to attend and 
continue going to services they had been referred to and one person said that one to 
one support was more appealing than group support and taking anti-depressants.  
Two in-depth interviewees felt they may have benefited from CHOW support as 
neither completed the smoking cessation service sessions.  One said they lacked the 
confidence to speak out in a group; she also failed to stick with Live Active as she 
didn’t feel confident going to the gym on her own and the other had hoped there would 
be more support on offer in between sessions. 
 
External organisation 
 
The interview sought whether or not the fact that the HCM and CHOWs are not 
employed by the NHS made a difference.  Three-quarters (76%, 31 respondents) said 
it didn’t, 22% (9 respondents) said it was a benefit and only one person said it was a 
drawback. 
 
Due to the specific issues two of the in-depth interviewees had (one had a phobia of 
all things medical and another had experienced problems whilst employed by the 
NHS), the fact that Community Renewal is external to the NHS was considered to be 
a benefit. 
 
3.3.7 Impact of Keep Well 
 
We asked patients what difference Keep Well had made to their lives on a scale of 
zero to ten where zero was no difference at all and ten was a big difference.  There 
was a spread of responses given and the mean score was 6.25.  This was slightly 
higher for non-participants (6.50 compared to 6 for participants), males (6.49 
compared to 6.10 for females), and those aged 45-54 (6.63 compared to 5.84 for 
those aged 55-64).  Whilst this cannot be fully attributable to the HCM and CHW roles, 
some of it is likely to be due to the role played, particularly for HCM clients. 
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Nineteen people in total (eleven participants and eight non-participants) scored zero.  
The most frequently cited response for why this was the case was because they felt 
nothing had changed as a result of the screening, or if they had been referred to other 
services, they had not yet been or had not been often enough for it to have made a 
difference. 
 
Those who felt it had made a difference to their lives (the scores ranged from 3-10) 
said this was because they had made changes to their physical health, for example 
were eating healthier, undertaking physical activity, stopping smoking; or had noticed 
a difference to their mental health, as they may have started counselling or become 
more confident as a result of speaking to someone, attending services or getting out 
and about more, including getting back to work. 
 
Participants who had taken part in an in-depth interview rated the impact as 9, 10 or 
even 11.  The five people interviewed very much seemed to have had their lives 
turned round as a result of Keep Well, specifically because of the support offered by 
the HCM. 
 

“They pulled me out gradually; it’s taken a long time.” 
 
“I’ve got a life compared to an existence.” 
 
“I’m now looking forward to the future for me and my son.” 

 
Participants had done things they would never have dreamed of doing before 
getting HCM support, e.g. going away for a weekend with friends, taking part 
in this research, getting a haircut (this person couldn’t stand anyone touching 
her head before), going for further health checks, engaging with other 
services, e.g. literacy:  
 

“I would never have arranged that myself, I would have just gone 
through life kidding on I could read and write.” 

 
It was a comfort to this participant knowing the HCM was there to support and 
encourage her to attend services and speak up for her if need be. 
 
3.4 Views of other stakeholders 
 
3.4.1 Overview 
 
This section draws together the views of a variety of different stakeholders:  the HCM 
and CHOWs who deliver the service, primary care staff (practice managers, practice 
nurses and reception staff), other service providers within the Keep Well project and 
strategic stakeholders.  All of these stakeholders were asked broadly similar 
questions, either in individual interview or focus group, and the themes are explored 
from each perspective below. 
 
3.4.2 Understanding of the HCM and CHOW roles 
 
CHOW 
 
As was described in section 1.1, the role of the CHOWs was to encourage the hardest 
to reach people in the practice to attend a health screening as well as provide support 
to patients who had been referred to other services and agencies, if required.  They 
also worked with all Maintaining Mental Wellbeing referrals to ensure attendance at 
the first session.  In addition, as a result of working in the community the CHOWs 
were able to update the CHI database for practices, e.g. identifying who was no longer 
at an address, addresses which no longer exist, obtaining contact telephone numbers, 
etc.  Everyone interviewed had a good understanding of the principles of the CHOW’s 
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role.  That said, not everyone necessarily knew what the outreach work involved, i.e. 
what the CHOWs did when they got to a patient’s door, how much of their work would 
be visiting people at home, and in the beginning, one practice thought the outreach 
workers were going to actually be doing the health checks.  There was also a slight 
lack of understanding by some of the services in terms of how they could use the 
services of the CHOWs to increase the number of clients they engaged. 
 
HCM 
 
The HCM supported patients referred from the Keep Well screening with multiple or 
complex needs to tackle their issues in ways that suited their personal situation and 
priorities.  This could involve linking patients with appropriate services when they were 
ready to access them. 
 
Interviewees understood that the HCM was there to provide counselling and one to 
one support, however there was a degree of uncertainty around whether or not he 
linked his clients in with other services as promptly as he perhaps should or could be 
doing.  Some of the services felt there could be a bit of an overlap at times, particularly 
with Maintaining Mental Wellbeing and the Bridging Service, although it was 
commented upon that it was not as bad as in the beginning.   
 

“The biggest issue that I’ve had is that there seems to be duplication 
but that quite possibly could be down to a lack of understanding from 
the practices about what the Bridging Service is there to offer.  
Employability would indicate that it’s about getting a job, it’s not, it’s 
about moving someone along that pathway and in doing so you’re 
going to break down barriers and deal with some of the issues that 
you’re faced with, which is similar to what they’re doing.” 

 
Overall, interviewees and group participants had less to say about the role of the HCM 
than the CHOWs. 
 
3.4.3 The referral and monitoring processes 
 
The practices 
 
Delivering Keep Well 
As detailed in section 1, patients registered who were aged 45-64 years in the bottom 
15% SIMD data zones were targeted.  However, it was mentioned that the chronic 
pulmonary disease (CPD) register was also used.  There was discussion around how 
appropriate it was to invite patients on this register for a Keep Well check given they 
were already linked into the health service and there would most certainly be 
similarities between the health checks they received regularly and the screening 
offered via Keep Well.  That said the range of follow on services, which would not 
have been on offer outwith the Keep Well project, may have benefited the patient.     
The practices varied in how they chose to deliver Keep Well.  Some only did health 
checks during normal practice hours whereas two did evening clinics and one a 
Saturday morning clinic, which made it more accessible for those who were working.  
One practice had a dedicated day for Keep Well whereas others would have Keep 
Well appointments at various days and times.  When inviting patients, some would 
allocate an appointment time, detail it in a letter then follow up by phone, others would 
ask patients to contact the practice and make an appointment or people were targeted 
when visiting their practice for something else either by the GP, nurse or receptionist.  
Some practices used a combination of all three engagement techniques. 
 
Number of health checks completed and appropriateness of patients 
Practices were generally satisfied with the number of health checks they had carried 
out.  Some said they had been inundated at the start but as they worked through the 
list of potential participants and the contacts became harder to reach, the numbers 
coming through had begun to reduce.  One of the frustrations for a couple of practice 
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managers was the number of people who lived in affluent areas who were flagged up 
as Keep Well eligible because of their postcode.  It would seem that the final two digits 
in postcodes were not taken into account; and it was stated that this issue was raised 
by at least one of the practices at the beginning of the project but had never been 
addressed.  An extreme example was given of people with children at private school.  
The flip side was that practice staff, including GPs, would see a patient they knew 
would be classed as deprived but had an ineligible postcode and could therefore not 
be invited for a Keep Well check.  One practice manager said this had happened at 
least fifty times.  The nurses expressed frustration at seeing patients who they knew 
would benefit from the HCM service but could not be referred because they were not 
eligible for Keep Well.  The way the postcodes were used also meant that the same 
street could house those eligible and those not, which raised questions by some who 
had heard about the project from a friend or neighbour and had enquired about 
whether they could also take part.  These restrictions made it impossible to advertise 
Keep Well in the practices. 
   
Working with the CHOWs 
The point at which the practices chose to work with the outreach workers varied.  
Some involved them from the outset and supplied a list of patients they believed they 
would be unable to engage with (from previous experience).  Others might have 
attempted to contact patients two to three times to no avail, at which point they then 
passed the patient’s contact details to the outreach workers.  If this was the case, the 
practices tended to letter the patient informing them they were doing this and advised 
them to contact the practice to opt out if they did not wish for an outreach worker to 
visit them at home.  The final option for involving the CHOWs was for DNAs or if 
someone had refused an appointment on more than one occasion, although some 
were reluctant to refer these patients to the CHOWs as they did not want the patient to 
feel under pressure and harassed.   
 
At the time of the fieldwork, the Mair Practice had not yet used the CHOWs as they 
had been targeting people they knew would attend as well as engaging with patients 
opportunistically.  The practice manager acknowledged that they would start using the 
outreach workers as they began attempting to engage with more hard to reach 
patients.   
 
There was general consensus that although the CHOWs had been effective at getting 
people to attend the health screening, the receptionists had also worked very hard to 
encourage people to come along. 
 
Referring to the HCM 
In terms of the referral process between nurses and the HCM, there appeared to be 
some ambiguity around whether they should be referring only to the HCM or to the 
HCM as well as other services and there was concern that conflicting advice was 
being given on the correct process.  Some practice staff said if a patient was getting 
three or more referrals then they would be referred to the HCM whereas others said 
there was no hard and fast rule and it was very much patient led.   
 
Feedback 
With regards to getting feedback from the HCM on patients’ progress, it seemed as 
though this very much depended on how proactive the nurse was in contacting the 
HCM; perhaps it was not a set requirement for the HCM to provide feedback.  The 
practices felt there was a lack of feedback generally from Community Renewal, 
particularly following the screening.  One practice manager said  
 

“Don’t know if I want individual feedback however I would just rather 
know of the 80 patients referred 60 are now engaging with their first 
service and a third are now at the second thing.” 
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The services 
 
Receiving referrals 
Services could receive referrals from practice nurses following the health screening 
and from the HCM at some point following the holistic assessment.  Some were 
referred to more than others, e.g. Live Active was frequently referred to whilst literacy 
did not receive many referrals and the Bridging Service received more referrals for 
money advice than employability.  Both Literacy and Bridging services felt there were 
still unaddressed issues of literacy and employability but that these are difficult for 
health staff to raise, despite the services being able to offer support on how to do this.  
Eat Up also said that few of their referrals were Keep Well patients.  Service providers 
also received more referrals from some practices than others although it was difficult 
to tell whether this reflected the different degree to which practice nurses successfully 
raised issues or different community profiles.  At the time of the focus group, service 
providers felt that swine ‘flu had resulted in less referrals as priorities had changed 
within primary care services. 
 
Referring to Community Renewal 
Keep Well services also have the option to refer to the Community Renewal team if 
they wish.  The outreach workers can be used to try and engage with Keep Well 
referrals who did not attend an appointment, or if someone had been referred to a 
service but would benefit from extra support in accessing that service then the 
CHOWs may encourage/assist them to get there.  As mentioned in section 3.4.2, 
Maintaining Mental Wellbeing referrals were always referred to the outreach workers.  
However, other services reported rarely using the CHOWs.  They tended to do their 
own follow ups on DNAs and did not think it was appropriate to then pass these to the 
outreach workers as it could be seen as “harassment”.  Also, the Bridging Service had 
their own engagement team which was their reason for not having a lot of contact with 
CHOWs.  There also appeared to be concern about whether or not the patient would 
be linked back in with the service.  One service said out of eight or nine referrals to 
Community Renewal, only one had come back to them.  It could be interpreted that 
some services are quite precious about their clients, which comes back to the issue of 
there being a perceived overlap of service delivery. 
 
Appropriateness of referrals 
Referrals were not always viewed as appropriate.  Live Active for example had many 
referrals of people who were not yet ready to engage or who (wrongly) perceived what 
the service entailed.   
 

“They think it’s a free service we offer and my service is going to be 
personal training and I’ll be in the gym with them on a one to one 
basis so we’re constantly briefing surgeries as well.”   

 
It was noted, however, that people referred by the HCM were always ready to 
exercise.   
 

“The referrals from HCM are all ready to exercise by the time they get 
to me.  My job is to motivate people when I get them but they have to 
want to exercise at least.” 

 
Maintaining Mental Wellbeing referrals were always appropriate, however there was 
concern that the number of people who should be referred based on their HADS score 
was low (that said they could not cope with many more referrals as there were limited 
appointment slots).  Literacy mirrored this sentiment of there being fewer referrals than 
one might expect (according to the service provider at the focus group, “1 in 5 people 
in Glasgow struggle with literacy”).  Considering Keep Well is engaging people in the 
most deprived areas the service would expect the figures to be higher.  The Bridging 
Service, as discussed previously, were disappointed at the number of referrals for 
employability and believed it could be because people are afraid of losing their 
benefits.  This was supported by one of the non-participants we interviewed who went 
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to the Bridging Service and was considering volunteering but decided against it 
because she believed her benefits would stop, despite the service assuring that this 
would not be the case.  The Bridging Service had also experienced inappropriate 
referrals where their advisors had picked up on mental health issues which had not 
been detected by the Community Renewal team.  These clients were then linked into 
mental health services.  The Smoking Cessation service had also been disappointed 
at the number of Keep Well referrals.   
 
There were no issues raised on the appropriateness of referrals by the Eat Up or the 
Pharmacy service. 
 
The issue of inappropriate referrals to services was also raised by the Community 
Renewal team.  Some clients were seen to be inappropriate referrals as they were 
already clients of the service, such as mental health or addictions services, albeit often 
not engaging with the service.  It was recognised that these issues are perhaps harder 
for practice nurses to raise/discuss in a short consultation.  Services were considered 
to be less person-centred in their approach to engagement, with a ‘three strikes and 
you’re out’ approach rather than exploring why clients weren’t engaging and helping 
them to overcome these barriers. 
 
Community Renewal 
 
Receiving referrals 
From Community Renewal’s perspective, CHOW referrals had sometimes taken a 
while to come through but it was an advantage that practices didn’t give outreach 
workers their contacts all at once as this would have proven more difficult to manage.  
At the time of interview, the outreach workers said two of the practices were running 
out of patients to send them but, as we know, the Mair practice had not yet used their 
services at all.  According to the outreach workers, some practices would fill in referral 
forms whilst others would send lists.  When interviewed, the CHOWs were getting to 
grips with the tracking tool and were hoping it would prove to be more effective in 
facilitating practice referrals. 
 

“It’s changing because of the tracking tool.  Some write out referral 
forms but some just pass on lists with names.  We’re just going to try 
and get used to doing it through the tracking tool.  It should work well 
as they’ll be able to see what we’re doing and we won’t have to keep 
phoning them.  Also people won’t be approached twice.”   

 
Filling health check appointments 
CHOWs believed they had good working relationships with all the practices and 
thought the fact that they had met practice staff face to face had been key to this, as 
knowing who they were talking to at the end of the phone helped both them and 
practice staff.   
 

“The fact that we’ve met them face to face is key - so you know who 
you’re talking to at the end of the phone.  Makes it friendlier.  It’s the 
admin staff who are always phoning so we have to be able to work 
closely with them.” 

 
The outreach workers explained that for some practices they had set appointments to 
fill, whereas others wanted them to phone whilst with the patient and make an 
appointment there and then.  CHOWs felt there were pros and cons to each approach 
so a hybrid might be most useful.  It could be difficult phoning the practice when they 
were out visiting a patient and the line was engaged but it could also be difficult when 
the set appointments they had available did not suit the patient due to working 
commitments, etc.  Fortunately, they said they usually managed to overcome these 
challenges as practices had been quite flexible with them.   
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“Occasionally practices will fill appointments themselves and they try 
and phone and tell us that they’ve filled times they’ve set aside for us 
to get but they sometimes forget!  If a patient can only do one of our 
times they have to give them it.  They’ve been flexible with us though 
and have given us some of their times if ours don’t suit a patient or 
they will swap appointment times with us.” 

 
Another challenge had been when patient records were inaccurate which at times had 
halved the number of contacts they had to work with. 
 
Improving the referral process 
One suggestion from the CHOWs on how the referral process could be improved was 
to be made aware of patients with special needs or a disability.  They also discussed 
how it was inappropriate to refer patients with illnesses such as cancer or those who 
were bedridden.  Such referrals may well have been an oversight by the practice, or 
difficult to avoid if administrative staff in the practices were not “privy” to that 
information.  
 
Feedback to practices 
In terms of feedback, the outreach workers logged date, method of engagement and 
outcome and it was later agreed there could be up to ten contacts.  As they were only 
about to begin using the tracking tool at the time of the fieldwork they had been 
feeding back by printing off their databases monthly with all the information they had 
logged and taking it to the practices.  They did not say whether the practices were 
happy or not with this process.  We know that practices had mixed feelings regarding 
the feedback they received, some felt in the beginning they were provided with too 
much detail whereas others felt the feedback was insufficient.  CHOWs also produced 
quarterly reports which included how many referrals had been made, how many were 
contacted but not how many engagements in total with patients were needed to get 
the appointment.  They hoped this would show up on the tracking tool. 
 
SWCHCP stakeholders 
 
Numbers 
SWCHCP stakeholders said practices had been more successful at getting people 
signed up to health checks than anticipated and if they weren’t making the referrals to 
the CHOWs because of this then this was not an issue.  The HCM was thought to be 
on target and may exceed what they thought might be achieved in terms of holistic 
assessments however outreach, because it was based on the Lanarkshire model, 
hadn’t reached the numbers they had hoped.   
 

“In Lanarkshire they were not linked into practices at all, they paid 
their own nurses and people phoned a call centre for an appointment.  
There were hundreds of appointments to fill in Lanarkshire, whereas 
in South West Glasgow the practices had relationships with their 
patients and were able to fill many of the appointments themselves.”   

 
Reporting stats 
The reports provided by Community Renewal were sufficient for some stakeholders 
but insufficiently detailed/vague for others, using terms such as ‘a huge number of’ or 
‘lots of’ rather than giving actual numbers.  There was a concern that numbers were 
inflated by the language chosen.  The reports were also described as being 
“misleading” in terms of how many people they effectively engaged with as they spoke 
about the percentage of those they linked into who had been successful rather than 
looking at the number who had been referred overall.   
 
The tracking tool  
The tracking tool was developed to record the efforts made to encourage patients to 
attend the health check and any follow-on services and to evaluate which methods 
were more effective at getting people to attend.  Any communication with a patient 
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should be logged onto this system along with any referrals made to other services.  
The idea was that the practices, services and the Community Renewal team would 
use the tracking tool, which would enable practice staff to access patient engagement 
information without having to contact the patient or services directly.  Training was 
provided to everyone who would be using the tool. 
 
In theory the tracking tool should have been easy to use and a useful tool for 
recording and producing information for reporting purposes.  However, there appear to 
have been many issues and complaints about the tool and stakeholders felt it had not 
worked as well as it should have done.  There were issues around access, e.g. the 
CHOWs have only recently gained access and described the task of inputting all the 
required data as “daunting” as they had received more than 300 referrals from one 
practice alone; and practices reported being unable to access the information they 
needed for their quarterly reviews and the data they were able to extract was often 
inaccurate.  Practices felt that IT let the Keep Well project down.  Unless they created 
their own records they were unable to tell how many patients had been put on new 
medication, the number of new diabetic patients identified, etc., which would be 
valuable information to the practice and would measure the impact Keep Well had 
made.  One of the services mentioned that it would be useful if the tracking tool could 
flag up which other services a patient had been referred to when they logged them 
onto the system.  Currently, this service provider said they could only check whether 
patients they had logged were still on the system or not and did not get any detail on 
other service intervention.  They acknowledged that this was perhaps how it should be 
in order to protect client confidentiality, however. 
 
Meetings 
There are formal meetings every six weeks with the services and the practice 
managers, although practice managers felt that they had been less frequent recently 
(but suggested this may have been due to the summer period).  However, surprisingly, 
when participants were talking amongst themselves during the two primary care focus 
groups, it appeared as though they did not communicate regularly nor share best 
practice, etc., as they questioned one another on how and when they delivered Keep 
Well and how referrals should be made to the Community Renewal team, etc.  Whilst 
this was therefore an added bonus of conducting the focus groups, it would suggest 
that opportunities to share knowledge and best practice in this way might be 
welcomed. 
 
There is also an implementation group for all coordinators, chairs of steering groups, 
public health consultants and IT staff in Glasgow to look at practicalities and 
sustainability of the project.  This then gets fed into a larger project board which the 
CHP Directors attend.  There are also IT and evaluation meetings, informal 
coordinator meetings and national meetings as well.  A lot of time is taken up by 
meetings and there was inevitably some overlap between them. 
 
Progress on Fair for all Strands 
We asked all interviewees how much progress they felt the project had made on the 
Fair for all Strands.  One practice manager said it had been a slow start with BME 
patients as they did not have literature available in different languages.  There is a 
reasonably large BME community in the South West so it was surprising when the 
services represented in the focus group said they had received no BME referrals.  The 
outreach workers said they had noted who to contact if they required interpreters but 
they had never needed to do this as they have always managed to communicate on 
some level with the patient or with someone else in the household.  They had not 
encountered many people with disabilities that had caused any difficulty nor had they 
noticed any differences in uptake by gender, age or area (however, we know that 
practices with high BME patient numbers have staff who speak various languages so 
the patients are already linked with the practice and would not have been referred to 
the CHOWs).  Practices were also meant to ‘vet’ their list before sending them to the 
CHOWs which has meant they should not have been referred many people with 
special needs plus people with severe mental health issues and those who are 
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housebound are not offered the health check (although there is a small housebound 
budget).  It was also perceived that more men are now engaging with the service as a 
result of Keep Well.     
 
3.4.4 Overall rating of the HCM/CHOW service 
 
The overall rating of the service provided by the CHOWs and how effectively they had 
engaged with hard to reach patients was very high, with interviewees who were able 
to comment marking eight or nine on a scale of one to ten.  The CHOWs marked 
themselves highly as they said they “did not give up on a patient until [they] get a 
response”, even if it was a request to be taken off the contact list for Keep Well.  The 
practices gave high ratings as they felt the outreach workers had “got people through 
the door” who wouldn’t normally have attended.  One practice in particular was 
surprised to discover that 20% of the health checks could be attributed to the CHOWs’ 
involvement.  With regards to the services, most were unable to comment due to 
limited contact with the CHOWs, however it was believed that without CHOW 
intervention the take-up of the Maintaining Mental Wellbeing sessions would have 
been poor.   
 

“Different from what Pathways or the stress centre would do as for the 
most part they rely on self-referral.  This proactive approach – without 
it the uptake of the service would have been pretty poor.  After the first 
couple of sessions we decided that any referral to the maintaining 
mental wellbeing would also be referred to the CHOW for additional 
support because without that I don’t think we would have got people 
through the door.” 

 
Although many service providers could not comment in detail, the general feeling was 
that the CHOWs must be doing quite a good job of engaging with hard to reach people 
given the nature of the outreach work they are doing.  However, one provider believed 
the CHOWs had not made a major impact and that they did not bring anything 
additional to what the service was already doing.  
 
It was more difficult for those interviewed to rate how effective the HCM had been as 
they had little contact with the role, although everyone was aware of a handful of 
standout case studies and the reported benefits to the individuals supported.  It was 
therefore generally assumed the role had been effective in engaging hard to reach 
patients. 
 
3.4.5 Benefits and disadvantages of the HCM/CHOW to….. 
 
The patient 
 
Benefits 
All patients who participated in Keep Well benefited by receiving a health screening, 
and having the opportunity to be linked in with other services that may help them.   
 
Those who had contact with the CHOWs may have benefited by feeling they were 
better informed to make a decision about whether or not they wanted to attend.  The 
outreach workers were able to explain the health check in more detail to these 
patients and for those who had only received letters about Keep Well, talking to 
someone face to face could be what was needed for them to overcome any barriers 
they had to attending.  The CHOWs helped put patients’ minds at rest by explaining 
what was involved and told them about all the services they could potentially access.   
 

“We say to men it’s a body MOT which helps get what it’s about over 
to them.” 

 
This made people aware that the practice was there to help with things other than 
standard health problems.  The CHOWs could also liaise with the services/practice on 
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the patients’ behalf.  On occasion this included making an appointment with the GP at 
the same time as scheduling the Keep Well health check. Some patients may also 
have been given the support required to attend the health check or an appointment 
with a follow on service, particularly Maintaining Mental Wellbeing. 
 
Barriers/disadvantages 
A disadvantage or barrier for patients engaging with CHOWs was that some patients 
who had received several contacts from the practice as well as from the outreach 
workers felt they were being harassed.  Some patients were even so concerned about 
the number of contacts, especially when an outreach worker also came to their home, 
that they thought there must be something wrong with their health and therefore made 
an appointment.  Whilst it is good that some patients opted for the health check after 
receiving so many contacts, the project should not cause people to worry in this way.  
The other drawback to the CHOWs’ approach was that some people simply did not 
like people coming to their home as they considered this to be intrusive or associated 
home visits to be a “bad thing”, e.g. by debt collectors or social workers.  There were a 
couple of instances where that arose, e.g. one practice had been told by a CHOW that 
a patient was deceased because that’s what the child had said who answered the 
door but then a few weeks later the person walked into the practice; therefore 
outreach might not be the best approach for all of the most hard to reach.   
 
Patients may also have felt as though they were being ‘passed from pillar to post’ and 
became confused about who did what.  This was apparent from the patient survey 
when many people did not realise they had been in contact with an outreach worker at 
all.  Not being based in the practice was another potential barrier for the CHOWs, 
although it did not seem to make a difference that they were employed by an external 
agency (this will be discussed in more detail in section 3.4.7).  One patient wanted to 
cancel a Saturday appointment they had made via the CHOWs but when they phoned 
the number for Community Renewal they got the answer machine as it was not open 
at the weekend.  The appointment slot therefore went unfilled so following that the 
outreach workers made sure letters that came from Community Renewal stated their 
working hours and included the practice details also.  Finally, some interviewees 
thought that the age (too young) and gender (females possibly more approachable) of 
the CHOWs could potentially put some people off, although this was not an issue 
which was raised by any of the patient interviews.   
 
The HCM 
Moving on to the HCM, patients who received this service benefited from gaining one 
to one support in an environment where they were most comfortable, which was often 
their own home.  The HCM also dealt with all of their issues and only involved others 
who could offer specialist support when required and with the patients’ consent.  The 
HCM helped people make decisions and prioritise the issues that needed to be 
addressed and could almost be described as a “life coach”.  The personality and 
approach of the HCM were successful in gaining the confidence of clients, for them to 
open up and disclose things they never had before, such as sexual abuse (five 
clients).  The only disadvantage interviewees thought there might be for patients was 
that they may become too dependent on the HCM because of the degree of support 
and disclosure given.  
 

“I hope the HCM doesn’t foster dependence, that he improves the 
relationship patients have with their practice.  He needs to foster 
empowerment plus respond to immediate needs.” 

 
This certainly appeared to be the case for some of the patients interviewed as part of 
this study. 
 
The practices 
 
The Keep Well project is an anticipatory care model which wants people to access 
services before their condition worsens and requires heavy medical input.  The 
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Community Renewal team therefore benefits the practices as both the CHOWs and 
the HCM encourage and support patients to address their health and wellbeing issues.  
Some of the practices were grateful for the HCM service as they trusted that their 
patient would be taken care of and would benefit from the intervention.  A 
disadvantage however could be that it is a third party building the relationship with the 
patient and if the third party disappears, the practice is no further forward in its 
relationship with the patient.   
 
The practices have benefited in many ways from the outreach workers.  As a result of 
their work, patients who would not normally have attended the health check have been 
opting to do so.  Interviewees did not believe the CHOWs were doing anything 
extraordinary to achieve this, it was just that they had more time than practices to go 
door to door, make phone calls and work into the evening (that said, by the CHOWs 
own admission, they only worked until around 6pm in the winter and the door to door 
contact was not their main activity, happening once a month or so) to engage with 
Keep Well eligible patients.   
 

“Not sure it’s about learning about methods of engaging because not 
sure it’s anything you wouldn’t do if you had the time and people to do 
it.  I’m not sure they’re doing anything radically different.” 

 
Practice staff, however, could only spend a limited period of time on Keep Well as 
there are other clinics to consider, e.g. asthma, and other duties in addition.  It was 
also hoped that patients who had come into contact with a CHOW had been brought 
on board in an optimistic way, with a willingness to listen, which would help link people 
back in with the health service. 
 
As mentioned previously, the CHOWs have updated practice databases and helped 
identify change of addresses, addresses that no longer exist, deceased patients, etc.  
One example was given where the practice had not known a patient was housebound 
and the CHOWs identified this and were able to arrange for specialist equipment to 
assist the patient.  Also, CHOWs were able to get contact numbers for many patients 
the practice did not have telephone contact details for and as a result the practices are 
now doing more telephone engagement. 
 
The services 
 
In theory the services should benefit from the HCM and CHOW activities as both roles 
encourage and support patients to engage with services.  The HCM links patients in 
with those services considered appropriate following the holistic assessment and the 
CHOWs are at the services’ disposal to follow up DNAs, support people along to 
appointments if required and confirm patients are still attending.  If a patient has been 
involved with the Community Renewal team, they should be aware of what the service 
delivers and be more motivated to attend, rather than getting there by some confused 
idea of what it entails and not actually wishing to be there when they know what is 
involved.  On the other hand, they may also have been given the wrong impression by 
Community Renewal of a service which then has to be undone once the person 
engages.  Services seemed to be reluctant to use the CHOWs as they felt they did 
enough directly to engage with their clients and by involving someone else the patient 
may feel they were being “stalked”.  Finally, some services felt Community Renewal 
could be ‘precious’ about their patients and be reluctant to link them in with services.  
 
3.4.6 External providers of the service 
 
Pros and cons 
 
The patient survey and interviews showed that, for the most part, the fact that 
Community Renewal employed the HCM and CHOWs rather than the NHS employing 
them directly made no difference to them.  In the wider stakeholder interviews and 
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focus groups however, there were some pros and cons identified for operating in this 
way. 
 
Some interviewees felt that because Community Renewal had experience of doing 
outreach work for Keep Well in Lanarkshire this was an advantage.  On the other 
hand, it was also considered to be a disadvantage as they “came with certain 
assumptions” that were wrong because the models were not the same.  As mentioned 
previously, in Lanarkshire they were not linked into practices at all, they paid their own 
nurses and people phoned a call centre for an appointment.  There were hundreds of 
appointments to fill in Lanarkshire, whereas in South West Glasgow the practices had 
relationships with their patients and were able to fill many of the appointments 
themselves.  It was difficult to ‘sell’ an outside agency to practices at the inception of 
Keep Well, perhaps because there is an “assumed professionalism and skill where the 
NHS is concerned”, but there did not appear to be any issues now. 
    
The CHOWs who were employed by Community Renewal had the benefit of already 
having done outreach work and they thought not being employed by the NHS was an 
advantage as they had been trained to talk about a range of issues and topics, not just 
health.  Other stakeholders thought that some patients might open up more if they 
were talking to someone outwith the NHS and be more honest.  They may have 
agreed to attend the health check or a service, for example, but been unwilling to ask 
for further details; there was a perception that the CHOWs can bridge the gap and 
explain the health check or service in more detail.  The issue of confidentiality was 
raised and questioned whether this may be a concern of the patients, if an external 
agency was involved, but this was not substantiated by the patient interviews.  Also, it 
was pointed out that the fact the HCM and CHOWs are employed by an external 
agency is explained to the patient and they are asked to sign a permission slip when 
being referred to the HCM.   
 
Another advantage of an external agency employing the HCM and the CHOWs was 
that they perhaps had more flexibility and were not restricted to seeing a set number 
of people a day whereas the NHS might allocate time slots.   
 

“With large, hierarchal organisations there is often less room for 
spontaneity and freedom and everything tends to take longer than in 
smaller organisations which have less red tape.”   

 
It was also perceived to be cheaper using Community Renewal than paying the 
practices to do this work.   
 
A disadvantage was that access to information could be more difficult or time-
consuming if the team is not internal to the NHS.  They are also less aware of NHS 
structures and protocols as, for example, clients were referred to services outwith the 
NHS which the NHS could provide in the early stages of the project and CR could not 
refer direct to Pathways (having to go via the GP instead).  There was concern that 
organisations who have short term funding don’t concentrate fully on the client 
towards the end of the contract as they focus on getting a new job.  If the work was 
done in-house, it would be part of the mainstream and would therefore avoid short-
term funding issues.  
 
Partnership working 
 
Interviewees’ perception of how effective partnership working was varied greatly. 
 
Community Renewal and the practices 
The CHOWs believed they had a good working relationship with all the practices and 
felt as though they were all part of the same team.  One of the first things the outreach 
workers did was to make an appointment to meet with the practice staff, although this 
did not necessarily include the nurses, and the admin. staff at the Mair practice had 
not yet met the CHOWs, perhaps because they were yet to use their service.  Some of 
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the practice managers could not fault their enthusiasm and believed that was why they 
had been successful.  Also, with any new starts, the practices were informed and 
introduced at an appropriate time.  One of the groups said there had been recent 
turnover amongst the CHOWs and thought a meeting to get to know everyone new 
was required.  The level of communication was considered to be effective and both 
sides updated the other regularly on patients referred to the outreach workers.  Not 
everyone from the practices that we interviewed had met the HCM, however, and 
some nurses had more contact with him than others.  Some of the nurses were very 
enthusiastic about the HCM service and claimed their partnership working with him 
was better than any of the other services. 
 
Community Renewal and the services 
Again Community Renewal gave the impression that they worked well in partnership 
with the services.  There was however concern from some services that Community 
Renewal did not fully understand their service and the extent to which they could 
support clients.  This led to a lack of referrals by Community Renewal and, as already 
discussed, a duplication of service.  These services thought that Community Renewal 
had a “we’ll just do it” attitude which caused problems.  At delivery group meetings, 
Community Renewal had also isolated services by raising issues that should not have 
been raised in a group setting and were often critical of what other services did.  Again 
they were described as thinking they knew best and this had to be addressed as it 
was causing tension.  In the beginning they would refer to services outwith the Keep 
Well project using their holistic budget, rather than looking at existing Keep Well 
services they could tap into.  The services did think partnership working was improving 
but in some cases there was still some way to go. 
 
They had only recently been in contact with the pharmacy service as the service had 
been advised to hold off involving the CHOWs due to the volume of referrals they had 
received from the practices and other services (we assume this refers to Maintaining 
Mental Wellbeing, as the other services did not seem to have much contact with the 
outreach workers).  The pharmacy service had used outreach workers in other areas 
of Glasgow and had found them to be very beneficial; therefore they were looking 
forward to working with the Community Renewal team and felt positive about what 
they could achieve together.  The CHOWs undertook a mini evaluation with DNAs on 
behalf of one of the services to find out if there were common reasons for not 
attending the service.  This was an example of positive partnership working as 
patients were more open with the CHOWs, being external, than they would perhaps 
have been with the service directly.  Other services felt they had not made the most of 
the outreach workers and were going to consider how they could engage with them 
more and improve their partnership working.   
 
Practices and the services 
SWCHCP personnel believed that services and practices worked better together now 
and would continue to do so regardless of whether or not Community Renewal 
provided the HCM and CHOW roles.  This was certainly true in some cases; however, 
some practices said that service providers were “just names on a bit of paper” to them, 
although they acknowledged that this was a two way issue and did not blame the 
services.  Practices were perceived to have different approaches/styles which meant 
that a few were considered to be good referrers whilst others made referrals to 
services more sporadically.   
 
Partnership working was very inconsistent in its effectiveness.  Certain staff would 
praise a service and really value what they delivered to their patients whereas other 
people discussed negative experiences and said how they were “appalled” at the 
feedback they received from patients.  An example of this was the alcohol service.  
One practice which was very positive about this service thought it worked very well 
having a counsellor base themselves at the practice as patients felt that they were 
going to the doctor rather than a specialist counsellor.  Another good example of 
partnership working was with the pharmacy service.  Keep Well eligible patients were 
asked by the pharmacist, when doing their consultation, whether they had been for a 
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health screening yet.  This was another prompt for people to make an appointment for 
the health check and some pharmacists phoned the practice there and then on the 
patients’ behalf.   
 
The feedback practices received following a referral was also inconsistent with only 
some services feeding back about patients.  The lack of feedback on occasion left 
practice staff feeling frustrated.  Of course, the practice may sometimes get feedback 
directly from patients and one said they had received a lot of good feedback about the 
Bridging Service in particular. 
 
Some services had informed the practices about what they offered and provided 
training on how to raise issues such as literacy, employability or mental health with 
patients, although services said it was not always easy to gain access to practice staff 
to do this.   
 

“I would really like to increase the volume of referrals but it’s hard to 
get in to see GPs.  I try and get in once a year but there’s 29 practices 
in South West I’ll be lucky if I see 6 because I’m not a pharmaceutical 
company with a nice lunch and they’ve got practice managers and 
receptionists to field me so my best shot is whoever I can see. I would 
like more referrals but don’t know how we can do that.” 
 

Some of the nurses acknowledged that they think more holistically now and that 
issues such as the examples above are now at the fore of their mind.  As not all 
practices had been briefed by the services or received training, certain services felt 
that practice staff did not fully understand their service and often gave patients the 
wrong information or not enough information which had led to inappropriate referrals 
or DNAs.  There was a view that some services were ‘sold’ more at referral than 
others as the nurses had bought into what they do/how they do it and have a good 
relationship with the service provider whilst others were referred to but less 
convincingly.  An example of the latter was Eat Up, which was perceived to be pitched 
”too high”, focusing on nutritional intake rather than participants being shown cheap 
and healthy ways of cooking. 
 
Services with one another 
As the service providers attended the same focus group, it was difficult to generate 
any specific comments on how they worked in partnership with one another.  The 
pharmacy service was interviewed separately and said that they had been meeting 
with the other services to make them aware of what they do and at the time of 
interview had arranged for training to take place at the start of October.  This was for 
the pharmacies that participated in Keep Well to learn about all the other services.  
The idea was that it would be speed training so the services, including the HCM, could 
tell the pharmacists about what they did and how best to engage with patients.  It was 
considered important that pharmacists received this training as not all were 
comfortable raising issues, for example, they may know someone has alcohol issues 
because of their medication but not feel comfortable raising this with the patient. 
 
3.4.7 Adding value to Keep Well 
 
The roles of the HCM and CHOWs are informal and friendly with “no interest in a 
specific element”, looking at the patient in an holistic manner instead.  There are no 
restrictions on where they engage with patients which means most of the work is 
outreach in the community, in individuals’ homes, or in their own office.  Nor are there 
time restrictions, which mean that patients feel they are really being listened to and 
can take their time opening up and discussing personal issues.  Most services and 
practices do not have the time to visit patients at home in this way and offer them the 
intensive support and encouragement many required to attend a health check or 
appointment with a follow on service.  It was therefore easy for interviewees to see the 
value the CHOWs had made to Keep Well as more hard to reach people had attended 
a health screening as a result of their intervention.  This included people with literacy, 
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alcohol and drug issues who had not responded to any of the invitations from the 
practices.  Therefore, for some patients, the same outcomes would not have been 
achieved without having had contact with an outreach worker.  The majority of patients 
referred to the CHOWs attended a health check and figures at the end of year one 
showed that SWCHCP was slightly ahead of target.    
 
How much value the HCM had added was less clear for some interviewees to 
comment on.  As this job takes longer and the HCM had clearly spent a long time with 
patients, it was perceived to be harder to measure.  Also, the question was raised on 
how you would judge the success of the role.  
 

“Would it be how many improvements a person makes or would it be 
if they improved anything at all?  Or would it be if you were just able to 
keep them engaged?”   

 
The nurses said it was gratifying knowing the HCM was there to refer to as it made 
their life easier and they trusted and valued the work he did with their patients.  They 
knew of certain patients who would not attend anything they were referred to so if they 
could see the HCM who could offer one to one support first and help them prioritise 
their issues then it was very valuable.  Also, because the nurses are restricted in time 
they may not pick up on certain issues someone has that the holistic assessment is 
able to.  However, others had not felt the need to refer their patients so couldn’t really 
comment on the value added. 
 
We asked interviewees whether patients were more engaged with the practice and 
other services as a result of HCM/CHOW input.  Practices said that the health check 
had identified a number of new, for example, diabetic patients who were continuing to 
return to the practice and other patients who came back to see the nurse or GP for 
other reasons because they had the confidence to do so after the health check.  
Practices had taken their own records of this as the tracking tool had not been able to 
capture this data effectively, although it was something that was being investigated at 
the time of the research.  One practice did a search and discovered 200 patients 
would not have had a cardiovascular disease check had it not been for Keep Well.  
There was also a feeling that as patients are “fast tracked to services via Keep Well 
they were less likely to lose patients” through long referral waiting times.  Another 
stakeholder cited the increased number of referrals to Live Active because of Keep 
Well activity. 
 
Practices had also had feedback from some patients who said their lives had changed 
as a result of the HCM and were linking into services they would not have done 
before.  Services noticed that patients who accessed the service via the HCM were 
more motivated and willing to attend than referrals which came directly from the 
GP/nurse.  The HCM would often accompany people along to services and so was 
there as “a familiar face”.  When the HCM accompanied patients to services, they said 
he did not impose in any way, was very passive and stayed in the background.  
Obviously CHOWs could also offer support and encouragement which would hopefully 
prolong the period people engaged with services.  That said, what the services offered 
was also considered to be key to whether or not patients remained engaged. 
 
3.4.8 The future 
 
Learning from the pilot approach 
 
There were some key learning points from the pilot approach and there is likely to be 
more when the project funding comes to an end in 2010.  Stakeholders’ initial thoughts 
on what the lessons learned might be are detailed below in no particular order: 
 
1. It might have been useful for the services if the seven practices had come on 

at the same time as training sessions could have been arranged with all the 
practice nurses at once.  This would have provided the nurses with consistent, 
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accurate information and would have helped develop working relationships 
from the outset. 

 
2. Views on the ideal split between CHOW and HCM roles was influenced by the 

role of the stakeholder.  For example, CHOWs felt would have been beneficial 
to have four outreach workers so they could work in pairs and at different 
times of the day, whilst the HCM felt that 2 was sufficient but 3 HCMs were 
required to deal with the caseload appropriately.  At the time of fieldwork there 
was only one HCM who worked 31 hours per week and was also responsible 
for staff management which means there was not a full-time HCM, however 
additional HCM capacity has been recruited since then.  

 
3. The complexity of the cases referred to the HCM and inability to move people 

through the project quickly were also unexpected and at times overwhelming 
when serious issues were revealed for the first time with CR staff, e.g. suicidal 
feelings, childhood sexual abuse.  This resulted in a back-log of referrals and 
meant that some clients were not seen as quickly as the service would have 
liked.  Hopefully this has been resolved with the appointment of further HCM 
staff. 

 
4. The complexity of the cases and degree of involvement by the HCM has also 

generated some dependency from clients so a clear exit strategy is required. 
 
5. Visiting patients at home makes a big difference.  This was probably known 

prior to the pilot commencing but was not something that services and 
practices had ever been able to do before to any extent given their lack of 
resources.  

 
6. CHOWs had learned to be careful what they said when someone other than 

the patient answered the door, e.g. if they were taking them along to a 
Maintaining Mental Wellbeing session. 

 
7. A stronger working relationship was perceived to have developed between the 

CHP and different services as a result of Keep Well.  
 
8. Services have also adapted what they do following feedback from Community 

Renewal, reflecting the “continuity of care” approach taken by the team.  For 
example, Live Active has introduced supervised gym sessions to assist those 
with low self esteem attend the gym when a ‘familiar and friendly face’ is 
present as attending alone, without knowing anyone was a barrier to these 
participants. 

 
9. IT was a key problem and it would have been useful for everyone to have had 

access to the tracking tool from the very beginning.  Access to reports, in 
order to provide useful management information, would also be welcomed. 

 
10. Reminder calls are important for people whose lives are “all over the place” 

and there often needs to be more contacts than three letters. Some practices 
have started doing their own reminder calls for health checks so as not to rely 
on the CHOWs for this and to improve practice/patient engagement.  

 
11. Keep Well branding can be confusing for participants, as they can receive 

letters from each service they have been referred to, which are all branded 
Keep Well, although each service only deals with one aspect of the Keep Well 
and cannot answer queries on other aspects programme.  This ‘disparate yet 
united’ approach can cause confusion as participants expect the service to be 
a ‘one stop shop’ and can also result in a flurry of letters being sent in a short 
space of time, which can be overwhelming for participants. 
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12. Outreach workers need to be able to listen and empathise, which often comes 
with maturity.  This is not necessarily about qualifications, but good people 
skills are key. 

 
13. Services should ideally have sessions at different times to accommodate 

people’s lifestyles. 
 
14. There should have been clearer pathways and referrals into some services 

and more instructions about Community Renewal’s exit strategy with clients. 
 
15. The communication structure needs to be tightened up – services, practices 

and Community Renewal need to talk to one another more. 
 
16. Timing should be considered when commencing a project like this.  For 

example, the Community Renewal team were recruited and ready to go but 
practices were not on board so there was little for the CR team to do at the 
start of the programme (resulting in repeated contact attempts with clients 
referred at that time).  This time could perhaps be better spent by ensuring 
practices are trained and able to make appropriate referrals, with a key first 
task of outreach/HCM staff then being to build relationships with referrers. 

 
The future model 
 
Interviewees were unanimous in their opinion that the role of outreach workers should 
continue however there were no strong feelings as to whether or not this should be 
delivered by the NHS or by an external organisation such as Community Renewal.  It 
was suggested that if the role was mainstreamed “there would always be funding”, but 
it was also suggested that mainstreaming this role may be difficult to achieve.  There 
was also the question of whether CHOWs could be attached to a practice to engage 
with whichever cohort of patients the practices wished.  It was believed that there was 
potential to use outreach workers in other areas of primary and acute care.  Examples 
given were child asthma clinics, diabetes clinics, heart disease checks for those who 
had suffered a heart attack, breastfeeding support, breast screening and bowel 
cancer, which is currently a priority.  There was also consideration as to whether or 
not the outreach workers should have a counselling qualification, as the HCM does, 
given they are often the first point of contact for patients.   
  
Many interviewees were less clear about whether or not the HCM role should 
continue, although the nurses who regularly made this referral were adamant it should 
and another stakeholder felt that the role was embedded in other services given 
ongoing regular contact, so it was sustainable.  It seemed there was concern about 
potential duplication, i.e. was the HCM providing a service that, for example, the 
Bridging Service or Maintaining Mental Wellbeing should, could or do provide?  This 
would have to be addressed if the role was to continue.  How wide an impact the HCM 
was having also needs to be considered.  Were the number of patients being 
supported enough to warrant it continuing?  The Bridging Service felt very strongly 
that they could do the work that both the CHOWs and HCM do as they considered 
themselves to already have good links with the community and the support of the 
regeneration agency, and to be doing the same kind of patient engagement and 
outreach work anyway.    
 
Practices were concerned that Keep Well was just going to end without there being 
any follow up on those who had received a screening and also worried about what 
would happen to the patients involved in the project when the funding comes to an 
end.  There was concern about “raising patients’ aspirations” and not being able to 
meet them. 
 
At the time of the fieldwork, SWCHCP were recruiting a Practice Support Worker who 
would help nurses make clinical decisions and ensure they make appropriate referrals 
and are linked into services.  Keep Well is expensive but staff were consistently keen 
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to continue improving patient engagement and identifying health conditions as quickly 
as possible, with more effective links to relevant services, in order to achieve more 
positive outcomes for people.  SWCHCP also wanted further investigation to see if the 
additional components of literacy, financial inclusion and employability could be 
mainstreamed.  Financial inclusion elements may be added to local enhanced service 
screens and Keep Well has been able to pilot that.  They are also looking at ways of 
working in, for example, stroke wards where people are automatically asked financial 
inclusion questions.  It should be noted that the Bridging Service strongly disagreed 
with how these questions were currently asked at the Keep Well health screenings 
and believed there were better ways of phrasing the questions in order to elicit 
maximum information from a patient. 
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4 Conclusions & 
recommendations 

4.1 Conclusions 
 
4.1.1 Conclusions around each of the objectives set 
 
The project had a number of objectives and each of these is explored in turn below. 
 
To identify the specific role the health case manager and community 
health outreach workers played in Keep Well 
 
The roles played by the HCM and the CHOWs are quite distinct, although there is 
overlap and the roles are complementary, often working with the same clients.  The 
CHOWs were very much seen to be ‘out in the field’, contacting patients who had not 
yet engaged, and providing support to clients who needed it, such as reminding them 
of appointments and accompanying them to the maintaining mental wellbeing session. 
They therefore had a lower degree of contact, often quite minimal so clients did not 
realise they had made contact with a CHOW, with clients in comparison to the HCM, 
but a much higher number of clients were referred to them in the first instance (over 
1,000).   
 
In contrast, the HCM had a much lower number of clients (just over 100 referred) but 
the support they required was much more intensive for those who have so far been 
engaged, and referrals were much more complex than had been envisaged at the 
commencement of the project.   This has resulted in the HCM doing more ‘preparatory 
work’ with clients, gaining trust and building confidence, prior to referral to other 
services.  A mean of 2 hours has been spent on each client at the nil stage of 
progress, but this is skewed by one individual who has over ten hours of input as 25 of 
the 48 clients at this stage have had an hour or less of input.  The mean contact time 
with the 8 clients at final stage was 27.25 hours and 29.8 hours for the three at exit 
stage, but this was much lower for those at holistic (5.87 hours), early (8.6 hours) and 
middle (14.15 hours) stages. 
 
Whilst many stakeholders and certainly HCM clients were very aware of the specific 
roles played by the CHOWs and the HCM, others were not clear, even amongst the 
referring practices.  This was particularly the case with the HCM role as fewer 
stakeholders had ‘had anything to do with’ this role.  Patients who had experience of 
the HCM were very clear on what he did but many who had been in contact with the 
CHOWs had not even realised that they had done so.  
 
To identify the benefits of these roles for the patient, practice and other 
service providers 
 
Stakeholders were clear that patients who had benefited from the service will have 
benefited in many ways simply from having taken part in the screening and having had 
the opportunity to access further services if appropriate, as this will either have 
reassured them about their health or provided an opportunity to address any 
problems.  The CHOWs made this more accessible by explaining the screening and 
providing further support if required (67%, 10 respondents, of those able to comment 
stated that the CHOW input helped them to attend screening and the majority felt that 
this support helped them to overcome any barriers they had to accessing services). 
155 more patients across the different GP practices attended as a result of CHOW 
input. 
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More than half of the participants interviewed (54%, 22 respondents) stated that they 
wanted the HCM support, primarily as they recognised they had issues which would 
benefit from one to one support, and 22% (9 respondents) wanted the CHOW support, 
primarily to accompany them to services.  The third of participants who wanted 
support from neither did not feel that they needed additional support of this kind.  
Clients were extremely positive about the support provided by the HCM.  Of those who 
felt able to rate the service provided, the mean score was 8.77 out of 10 for CHOWs 
and 8.80 out of 10 for the HCM. 
 
The HCM role provided one to one support in a way which was agreed with the client, 
where they felt they were dictating the pace and priority of progress, which was 
perceived to be very beneficial for those with more complex issues to address, albeit 
with a small number of clients. 
 
Three distinct benefits were perceived for practices.  Firstly, the Community Health 
Index (CHI) records held have been ‘cleaned’ by CHOWs as they have identified that 
the contact details held by the practice for 132 patients are incorrect.  The CHOWs 
have also made appointments for 238 patients to attend a Keep Well screening, 
whereas these patients had not responded to the practice invitations to attend and 155 
have attended.  Thirdly, patients are encouraged to improve their health, both via 
initial attendance and via HCM intervention. 
 
Other service providers have also benefited from the two roles, via increased 
attendance of the Maintaining Mental Wellbeing checks and patients being ready to 
engage with services such as Live Active following HCM preparation.  However, not all 
services saw the benefit, as some saw duplication and the roles being ‘nothing 
special’.   
 
To identify the disadvantages of these roles for the patient, practice and 
other service providers 
 
There was some confusion amongst patients, practices and other service providers 
around the role of the CHOWs and HCM, which is a clear disadvantage.  Practices 
also reported some patients feeling harassed by the number of contacts by the 
CHOWs.  Some patients were worried that there was something wrong with them 
because of this.  Others just found the home visits too intrusive.  This was a particular 
issue at the start of the project, when the CHOWs had few contacts to pursue, so 
contacted people repeatedly within a short space of time.  We note that discussion 
has been ongoing around the maximum number of contacts, type of contact and 
frequency.  We would suggest that up to ten contacts would seem reasonable given 
that this is a harder to reach target group, but this must consist of different types of 
contact (home visits, with cards left if the patient is not at home, and telephone contact 
attempts rather than letters) and must be done at different times of day and day of the 
week in order to reach those who work.   
 
The only real perceived disadvantage of the HCM role, apart from the low throughput 
of clients, was the possibility of dependency given the degree of disclosures made and 
support provided.   
 
One obvious disadvantage was that a number of non-participants felt they would have 
benefited from the supported provided by the HCM (16%, 8 respondents) and CHOWs 
(18%, 9 respondents) but were not referred to the service.  This perhaps identifies a 
training need for practice nurses, for those who are not as confident to attend services 
alone as might be expected but it is impossible to get referrals 100% accurate in terms 
of patient, practice and service perceptions.   
 
The confusion over the roles may have contributed to the different degree of referral 
by practices and variation in degree of ‘buy in’ to what CR can offer – some practices 
have been high referrers and seen patients attend who would not have otherwise 
following CR input, but others have been reluctant to refer at all, perhaps seeing less 
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of a role for CR in their practice.  Another disadvantage of the roles for practices is 
that the patient is building a relationship with a third party rather than the practice 
directly, so the practice is out of the loop. 
 
There was some confusion amongst patients, practices and other service providers 
around the role of the CHOWs and HCM, which is a clear disadvantage and the 
different degree of referral by practices, and stages at which they were brought in, 
perhaps reinforces this confusion and variation in degree of ‘buy in’.  Some services 
felt there was overlap between their role and the HCM/CHOW roles, so whilst some 
felt that referrals were more appropriate via this route, e.g. Live Active, others felt the 
roles did not offer anything over and above what the service already do, e.g. Bridging 
Service.  Other services felt that CR could be ‘precious’ about their clients and not 
pass them on as quickly as they should.  Services were often slow to access the 
services of CHOWs as they preferred to make contact directly. 
 
To identify the added value these roles have given to the Keep Well 
programme 
 
The approaches taken by the CHOWs (going to clients) and the HCM (working at the 
client’s pace) were seen to add value to the Keep Well programme, as GP practices 
and services do not have the time and resources to work in this way.  The consensus 
was therefore that clients had accessed the initial screening and wider services 
through the input of the CR team who would not have done so otherwise.  The added 
value of the CHOWs was clearer in terms of numbers accessing screening, but less 
tangible for stakeholders to comment on in terms of the HCM, and the project statistics 
have reinforced the lower number of individuals who have benefited from the service.  
There is no question that the roles were perceived to have added value, but there may 
be more of a question over value for money given the substantial costs of the project. 
 
Did these roles enable more hard to engage people to attend a Keep Well 
appointment and/or address their multiple and complex needs? 
 
Whilst there is no doubt that the CHOWs have encouraged a number of patients from 
some practices to attend screening who may not have otherwise, plus ‘cleaned’ the 
CHI database in terms of houses/people who are no longer at the address held, a high 
number of referrals are still logged as unresolved (two-thirds of all referred clients).  
The data shows that two-thirds of CHOW cases which are now inactive were resolved 
quickly and without a great deal of contact required, i.e. two-thirds within a week of 
referral with 55% being contacted only once or twice  and a further 26% three or four 
times.  Half of clients only required one or two contact attempts prior to an 
appointment being made and 81% up to four contacts.   
 
This would suggest that the majority of the patients reached by the CHOWs may be 
relatively easy to engage or discount as they have moved.  This may reflect the 80/20 
rule – that 20% of the contacts require 80% of the effort, and these are likely to be the 
truly hard to engage patients.  However, it is recognised that any inroads made into 
engaging with this client group are positive and practices certainly felt that patients 
attended screening who would not have done so otherwise.   
 
We would also note that few home visits are conducted in the evening, particularly in 
the winter, by the CHOWs’ own admission, and no weekend work was highlighted, so 
the service does not extend far beyond that of traditional 9 – 5, Monday to Friday 
services and so may not reach those in employment and the harder to reach because 
of this limitation. 
 
Very few clients have exited the HCM service, and there was concern that there is a 
dependency on the HCM to do things for/with clients rather than them feeling 
empowered and confident enough to do them themselves.  This has created a 
‘bottleneck’ of referrals, with some clients referred not being contacted for some time 
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(38% five weeks or more), which is not ideal given the multiple and complex needs 
identified.  The high proportion of clients at the very early stages of contact also 
reinforce this – 21% had attended no appointments, half had attended only one or two 
appointments with the HCM and just ten individuals had attended five or more 
appointments.  This latter point was reinforced by the analysis of the case histories, as 
just eleven individuals were considered to have made substantive progress (i.e. at 
final or exit stage).  The HCM role has been described as one which was developed to 
take a sensitive and empathetic ‘triage’ approach to addressing clients’ needs, by 
referring people to services appropriately whilst supporting them to attend.  It was 
therefore intended to be a route for people to access services rather than an end 
service in itself, which it might be criticised for being at present due to the substantial 
amount of counselling and support provided by the HCM.  The HCM is clearly 
assisting these clients and this is appreciated by them, but it is not necessarily the way 
in which this role was envisaged at the outset.   
 
Did these roles augment the longer term outcomes for participants 
compared to a non-participant group? 
 
We asked participants how much of a difference Keep Well had made to their lives 
and the mean score was 6.25 out of 10 (where 0 was no difference and 10 was a big 
difference).  The CHOW and HCM roles were partly responsible for this, as earlier 
comments attest, although this is hard to quantify and, again, the number of clients 
affected in this way are low.  Too few participants have exited the project to comment 
fully on this.  It is also perhaps too early to say whether these role can have 
augmented the longer term outcomes for participants, as they may have improved 
outcomes in the shorter term, whilst supported by the HCM, but revert to previous 
health behaviours without ongoing input or when facing life challenges in future. 
 
How successful have the CHOWs and HCM been in tackling the inverse 
care law?  Have they enabled those who need the NHS and the Keep Well 
support services most to make more use of them? 
 
Those stakeholders who felt able to comment awarded the CR team an 8 or 9 out of 
10.  Some practices felt that people had attended screening who would not have 
otherwise, although the total number of referrals did vary by practice.  MMWB 
screenings were considered to be well attended in part due to the work of the 
CHOWs, although it is recognised that other factors have affected this, such as a 
change of venue and this does only relate to around twelve individuals per month.   
 
Stakeholders generally felt less able to comment on the impact of the HCM as they 
had less contact with this role, but had heard of very positive outcomes for a few 
clients via CR reports or at meetings.  The fact that these case studies reflect 
significant changes for a small number of people reinforces the analysis of the case 
data which shows a large investment of time, effort and resultant progress in a small 
number of people but a large number of referrals who have received little attention to 
date, for a number of reasons. 
 
Whether this addresses the inverse care law is hard to say, as some clients had 
already been referred and were engaged to different degrees with services, although 
they were not necessarily effectively engaged and fully supported. 
 
How has the service offered explored issues around the Fair for All 
strands, i.e. age, gender, ethnicity, sexuality, religion, poverty, disability, 
in relation to the solutions and support offered by these workers? 
 
The service provided by both the HCM and CHOWs is described as person centred by 
the Community Renewal team, and so responsive to the issues around the Fair for All 
strands.  However, this data was not recorded explicitly to allow analysis and so the 
evaluation relies on anecdotal evidence only.  When this issue was probed with 
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CHOWs and service users, in particular, there did not appear to have been many 
variations on the solutions and support offered by these roles in terms of such things 
as age, gender, ethnicity, etc.  Keep Well has a focussed target age group, so this 
was less of an issue perhaps than for other projects.  Whilst there is a significant BME 
community in the catchment area, access to interpreters has not been required, 
although practices with high BME numbers have staff with the appropriate language 
skills, so these patients may already be linked in well to their practices and not have 
been referred to the CHOWs.  It was noted that literature about Keep Well was not 
provided in BME languages, which resulted in a slow start with regard to referrals from 
this target group.  Services in the focus groups reported that they had not received 
any BME referrals and men were also slow to be referred at the start of the 
programme, although this has picked up more now. Community Renewal staff could 
not recall any disability issues requiring extraordinary action, but those who were 
housebound or had special needs should not have been referred to the CHOWs in the 
first place (although one or two have been) as they should be in contact with the 
practice anyway (Keep Well aims to reach those who are not in contact with their 
General Practice) and practices could exclude anyone they considered to be 
inappropriate.   
 
The HCM tailors his response to the individual so any specific needs are taken into 
account in agreeing the priorities for action and how these are taken forward, including 
any Fair for All strands. 
 
It should be noted that this kind of equalities monitoring information is not provided by 
practices to Community Renewal and we are not aware that it is collected routinely by 
the CR team directly, so the data on this is anecdotal rather than systematic. 
 
There are therefore both positive and negative conclusions to be made about the 
impact of the HCM and CHOW roles on the patient journey through Keep Well, and 
the execution of these by Community Renewal.  There is no doubt that the individuals 
who have received a substantial amount of attention from the HCM have had 
immensely positive impacts on their quality of life, physical and mental health.  
However, the numbers who have benefited from this service to date have been very 
low, which begs the question of whether resources should be targeted so intensely on 
a small number of individuals or whether a ‘lighter touch’ approach with a higher 
number of individuals is a more effective use of quite substantial resources.  The 
intended focus of both the HCM and CHOW roles is to facilitate greater access to 
Keep Well services.  The complex nature of some of the clients referred and the 
issues they have disclosed has perhaps meant that this has been harder to achieve. 
 
4.1.2 Additional points to note 
 
The key findings section provides details on what has worked/been perceived to work 
well and where there are areas of learning.  Key points to note which have not been 
covered by the above objectives are as follows: 
 
• It has been extremely difficult to get a firm grip on the client data held by 

Community Renewal as they have a number of different ways to record client 
contact/progress, but do not do so in a clear, co-ordinated, consistent and 
current manner.  The language used by the team around contact and 
engagement is also misleading, implying that it has been achieved rather than 
attempted when the latter is often the case. 

 
• IT was an issue for many of the stakeholders interviewed, with complaints 

being made about the effectiveness of the Keep Well Tracking Tool in 
particular.  Some stakeholders claimed it was difficult to extract figures for 
reporting, including practices and the Community Renewal team, and there 
were questions around how useful and accurate the information input to the 
tool will be (and therefore whatever can be reported from this).  There were 
also issues around information sharing via the Tracking Tool as different 
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players access different areas of the database and few felt that they were 
getting useful feedback on the data held. 

 
• Patients were very positive about the Keep Well heath check, regardless of 

whether they were referred to other services or not, as they appreciated the 
screening would identify any health problems they may have but were not 
aware of. 

 
• There appeared to be a lack of communication between participating practices 

and little shared learning seemed to have taken place between the South 
West and other Keep Well pilot areas such as the North and East.  The way in 
which practices deliver Keep Well, how frequently they refer to Community 
Renewal and other services and the extent to which they received feedback 
on patients varied greatly. 

 
• The amount of contact other Keep Well services had with the HCM and 

CHOWs also varied. 
 
• There would appear to be scope to extend the Keep Well model to other 

areas of primary care, as the CHOWs have reached patients whom practices 
could not (and 155 have attended screening as a result). 

 
• Generally, stakeholders felt the CHOW role should continue, although there 

were different views on who should provide this role (within the NHS or 
externally by such organisations as Community Renewal) and most would like 
to see the role developed and improved further.  Stakeholders found it much 
harder to comment on the HCM role as they were less familiar with the 
impacts of the role, other than the few examples they had heard of. 

 
4.2 Recommendations 
 
The Keep Well pilot in the South West of Glasgow and the investment in the Health 
Case Management and Community Outreach Worker services provided by 
Community Renewal are not yet complete.  However, the above conclusions can be 
made in terms of where progress with the roles has now reached and we note that this 
will inform the decisions to be made about the way in which services are offered in the 
extension year of Keep Well in the South West, alongside performance and other 
data.  It is not appropriate to make final recommendations on the future as we only 
have access to some of the information required to make such decisions, but we offer 
the following recommendations for consideration: 
 
Community Renewal  
• Client management systems need to be streamlined, co-ordinated and 

comprehensively kept up to date in order to ensure the key management 
information is tracked and informs the service provided (as per the service 
level agreement).  Access databases can easily be tailored to suit required 
recording and reporting and the team would benefit from being networked and 
therefore easily able to access one data source rather than replicating this in 
slightly different forms.  The language used should also be tightened and 
defined more appropriately. 

• The tracking tool needs to be updated and used appropriately by all players.  
If a lot of detail is input, it is key that appropriate tracking data is able to be 
generated to then inform practice.  This is not happening for CR at the 
moment but it is unclear whether this reflects a training and/or access issue. 

 
The CHOW role 
• The CHOW role is to target harder to reach patients who have not responded 

to initial approaches by GP practices to attend a Keep Well screening and 
they do this primarily via home visit and telephone contact.  As engagement 
has not been achieved with a large number of patients, and engagement was 
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relatively easy/quick with the majority who did engage, we would suggest that 
more evening and weekend contact attempts need to take place in order to 
resolve a higher proportion of cases.  The SLA does stipulate that an evening 
and weekend service will be provided by both CHOW and HCM roles to 
ensure the needs of those in employment are met. 

• When it proves impossible to successfully contact a client, because the 
address is incorrect/no longer there/they have not been reached following the 
agreed number and type of attempts then they should be logged as no longer 
active on the database.   

 
The HCM role 
• A key issue to resolve is whether the HCM role should focus on assisting a 

small number of people to a large extent or a larger number of people in a 
less extensive way.  Once this has been agreed, this needs to be monitored.  

• Whilst clients have reported improvements in quality of life, the fact remains 
that Keep Well is not a counselling service per se, it is meant to be about 
people accessing a range of support services and the Community Renewal 
team are perceived by service providers to be slow to refer clients on to other 
services.  The CR team can refer clients directly to the stress centre and 
Pathways, for example, for a range of services which appear to have been 
accessed outwith the NHS, such as reiki and EFT tapping.  Greater clarity 
around this may be required, particularly as Keep Well clients can bypass the 
MMWB screening if the HCM attends a case conference with mainstream 
mental health services.  They would therefore effectively be ‘fast tracked’, but 
this is not understood to have happened to date.  This should perhaps be 
stated more clearly in the SLA, in which CR has signed up to ensure rapid 
referral to existing support services and which clearly states that the service 
provided by CR does not replace the role of existing health services when 
appropriate (although ‘when appropriate’ may need to be more clearly 
defined).  This is key in terms of sustainability of service. 

• Very few clients have exited the project and, regardless of the way forward, an 
exit strategy needs to be agreed so that clients are managed in an appropriate 
way and not ‘dropped’ suddenly as funding ceases, particularly as this is a 
more vulnerable client group.  This should address managing the expectations 
of those already engaged in the service and agreeing a cut-off date for any 
further referrals to the service, for example. 

 
Practices and services 
• Whilst there appear to be a number of Keep Well meetings, there also 

appears to be a need to improve communications and learning between 
practices and services, linking services wherever possible to assist in the 
sustainability of the approach.  This is included in the Service Level 
Agreement with practice nurses but participation is low when opportunities to 
network are provided, despite this.  Other methods to network, learn from 
each other and build stronger links between services should therefore be 
considered, such as a virtual learning network.   

 
 
Addendum 
 
As with many projects, changes have been made as the project has progressed.  
Since the fieldwork was undertaken, three key points of progress should be noted, as 
follows: 
 
• Additional HCM capacity has been established so this should help to address 

waiting lists.   
• Tracking tool access has now been resolved for both CHOWs and HCM and 

reports can be requested from the Co-ordinator as required. 
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• A definition of ‘uncontactable’ has been developed to resolve concerns over 
the high number of contacts with some patients.  It has been agreed that five 
attempts are made to contact a client and then no further contact is pursued.  

• As at 18 February 2010, Community Renewal report that the number of clients 
referred to CHOWs was 1,089; 298 of these were found to have incorrect 
details and 302 appointments have been made. 

 
 
 



 

FMR RESEARCH LTD PAGE  66 

Appendices 

Appendix 1 Case study 1 
Appendix 2 Case study 2 
Appendix 3 Case study 3 
Appendix 4 Case study 4 
Appendix 5 Case study 5 
Appendix 6 Case study 6 
Appendix 7 Topic guide for HCM 
Appendix 8 Topic guide for CHOWs 
Appendix 9 Topic guide for Steering Group 
Appendix 10 Topic guide for Programme providers 
Appendix 11 Topic guide for Primary Care staff 
Appendix 12 Topic guide for patients 
Appendix 13 Topic guide for non-patients 
Appendix 14 Questionnaire for patients 
Appendix 15 Questionnaire for non-patients 



 

FMR RESEARCH LTD  

APPENDIX 1 CASE STUDY 1 
 

Context: 
Community Renewal, Keep 
well 

• Tackling lifestyle risk factors, through health 
screenings, smoking cessation, diet, 
physical activity and brief interventions on 
alcohol. 

• Offering outreach services to patients who 
are hard to engage. 

• Working with people 45-64 from six GP 
practices in Govan and Pollok. 

Aims and objectives 
 

• To re-engage with South West Bridging 
Service 

Description of client 
 

• Age: 51 
• Sex: Female 
• Marital status: Single 
• Living circumstances: Lives with partner 

and daughter.  
• Terminal cancer being managed with 

radiotherapy and chemotherapy.  Mobility 
restricted and requiring use of a wheelchair.

Routes into project 
 

• Referred by the South West Bridging 
Service after client failed to attend for an 
appointment with financial inclusion.  
During a meeting with this service an offer 
had been made to try and engage clients 
that had DNA’d an appointment.  

Description of issue / problem 
  

• The client required advice about benefits 
but had failed to attend an appointment with 
financial inclusion. 

• The client had terminal cancer which 
greatly affected her quality of life.  Her 
mobility was restricted due to pain in her 
legs and as a result she spent the majority 
of her time confined in her living room.  She 
was in need of a wheelchair. 

• Client did not get out much which had a 
detrimental effect on her mood.   She had 
been trying to get a free bus for two years 
with no success. 

• Hygiene was an issue as this client could 
not get into the bath due to the pain in her 
legs.   

• Her home was not adequate for her needs 
and not big enough to accommodate a 
wheelchair.  As a result she was on a 
waiting list for a new home. 

Description of intervention • Carried out Holistic Assessment which 
identified client’s needs and the priority of 
each. 

• I arranged for an appointment with Money 
Matters which took place in the client’s 
home.  

• Referral made to South West occupational 
therapy team who did an assessment at the 
client’s home.  Following this the client was 
provided with a recliner chair, an adjustable 
table and a walk in shower was fitted. 

• I assisted the client in obtaining a free bus 
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pass for herself and her companion.  
Together with a wheelchair provided by her 
GP she was able to get out more. 

• Letter submitted to Housing Association by 
occupational therapy and outreach worker 
reinforcing the need for the client to change 
home. 

• Alternative therapy provided to client. 
Evaluation • Review of original goals set. 

• Health Case Manager review of client. 
Outcomes and impact on client • Client managed to get out more with the 

assistance of her wheelchair and bus pass. 
• Recliner chair meant better sleep. 
• Shower installed to assist with washing. 
• Money advice provided and benefits check 

completed  
Reflection • Prioritising clients needs.  

• Bringing an advisor from Money Matters to 
the house benefited the client. 

• Barriers to progress were illness and 
access to services due to mobility. 

 



 

FMR RESEARCH LTD  

APPENDIX 2 CASE STUDY 2 
 
Context: 
Community Renewal, Keep well 

• Tackling lifestyle risk factors, 
through health screenings, 
smoking cessation services, diet, 
physical activity and brief 
interventions on alcohol. 

• Offering out outreach services to 
patients  who are hard to engage  

• Working with people 45-64 from 
six GP practices in Govan and 
Pollok 

Aims and Objectives Services referred to:
• Money Matters- to get advice on 

debt issues 
• Live active- to engage in Physical 

activity/ weight loss 
• Eat up- to look at diet issues   
• Learning on prescription-Literacy 

Description of Client • Age: 48 
• Sex: Female 
• Marital Status:  Single 
• Living circumstances: lives  alone  
• Partially sighted and has hearing 

impairment. 
Routes Into Project • Referred By GP Practice Nurse 

after health screening 
Description of Issue/Problem • Presenting issues: client unable to 

read or write has never told 
anyone, over weight and has debt 
worries. Requires aids to assist in 
her visual impairment for use 
within her home. 

Description of Intervention • Carried out Holistic assessment 
which identified client priorities 
regarding health referrals, what 
she wanted to achieve and future 
goals. 

• Client wished to learn to read her 
mail, get a bus on her own, 
become more independent  and 
write shopping lists letters etc  

• Contacted Learning on 
prescription to address issue of 
reading and writing, who arranged 
tailored course for her in local 
venue. 

• Contacted The South West 
Bridging service for assistance 
with Debt advice and confidence 
building. 

• Impairment team contacted for 
aids to house 

• Weekly / monthly contacts and 
drop in service available to client.. 

Evaluation • Client evaluated by carrying out 
review of initial goals set  
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• Health Case Manager evaluation 
• Self  Evaluation - Client initially 

described herself as being on the 
first step towards doing something 
about her issues.  She would like 
to be on the 8 or 9 step. 

Outcomes and Impact on Client • Client has continued to attend her 
writing course. 

• Now travels into Glasgow city 
centre on her own to pay her bills 
from a city centre post office. She 
decided to do this to get out and 
become more independent. 

• Completed confidence course 
• Has now started as a volunteer 

worker with a local organisation 
helping stroke patients. 

• Has addressed money worries.  
• Is now on the 7th step of her 

evaluation 
• Client is now waiting to go on Eat-

up course 
Reflection • Learning on prescription tailored 

course suited clients aim.  
• Prioritising what the client wanted 

from the organisation and referral 
scheme 

• Barriers to progress, were due to 
literacy issues. 
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APPENDIX 3 CASE STUDY 3 
 
Context: 
Community Renewal, Keep well 

• Tackling lifestyle risk factors, 
through health screenings, 
smoking cessation services, diet, 
physical activity and brief 
interventions on alcohol. 

• Offering out outreach services to 
patients  who are hard to engage  

• Working with people 45-64 from 
six GP practices in Govan and 
Pollok 

Aims and Objectives Services referred to:
• Money Matters- to get advice on 

Benefits 
• Smoking cessations 

Description of Client • Age: 53 
• Sex: Female 
• Marital Status:  Single 
• Living circumstances: lives  alone  

Routes Into Project • Referred By smoking cessation 
team 

Description of Issue/Problem • Presenting issues: patient unable 
to go out of house has multiple 
phobias such as fear of her Mail, 
Hospitals, Pharmacies and her 
head being touched 

Description of Intervention • Carried out holistic assessment 
with patient and discussed with 
her  what was the chances of her 
attending the smoking cessation 
group and what she wanted to 
achieve including future goals. 

• Client wished to be free from the 
phobias and to be able to go out 
when she wanted.  

• Contacted smoking cessation and 
advised them that patient would 
be unable to attend group at 
present.. 

• Contacted The South West 
Bridging service for assistance 
with benefits. 

• Began weekly counselling 
sessions with patient at home. 

Evaluation • Client evaluated by carrying out 
review of initial goals set  

• Health Case Manager evaluation 
Outcomes and Impact on Client • Client continues with counselling. 

• She has went out on several 
occasions to visit friends in 
hospital. 

• She has went to local shopping 
centre with grand kids. 

• Client has gone a weekend away 
with friends the first time in 
fourteen years. 

• She goes out to the hair dresser 
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which used to be a real difficulty 
for the patient as she disliked her 
head being touched she also had 
the fear of going out.  

• Client has resolved the fear of the 
Mail.  

• She has addressed her benefit 
issue. 

• Patient describes herself as never 
having been this far forward with 
any of these issues despite her 
seeing several CPNs in her home 
over a period of fourteen years. 

Reflection • The patient could never attend 
external agencies for help. 

• Prioritising what the client wanted 
from the organisation and referral 
scheme 

• Barriers to progress, were due to 
multiple phobias. 
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APPENDIX 4 CASE STUDY 4 
 
Context: 
Community Renewal, Keep well 

• Tackling lifestyle risk factors, 
through health screenings, 
smoking cessation services, diet, 
physical activity and brief 
interventions on alcohol. 

• Offering out outreach services to 
patients  who are hard to engage  

• Working with people 45-64 from 
six GP practices in Govan and 
Pollok 

Aims and Objectives Services referred to:
• Smoking Cessation 
• Live active- to engage in Physical 

activity. 
• Weight loss 
• Counselling to deal with painful 

memory    
• To be able to go out without 

anxiety 
Description of Client • Age: 59 

• Sex: Female 
• Marital Status:  single 
• Living circumstances: lives  alone. 

Routes Into Project • Referral from GP Practice nurse 
after health screening. 

Description of Issue/Problem • Presenting issues:  
• Depression, difficulty getting out. 
• Painful childhood memory 
•  Over Weight and a smoker 

Description of Intervention • Carried out Holistic assessment 
which identified client priorities 
regarding what she wanted to 
achieve and future goals. 

• Patient wished to get help with 
weight loss. 

• Wanted help with giving up 
smoking..  

• After referrals made patient failed 
to attend any services 

• Patient re-engaged and agreed to 
attend counselling with HCM. 
Issue of childhood abuse has 
been disclosed for first time, 
patient continues to attend 
counselling with HCM 

• Weekly contacts and drop in 
service available to patient. 

Evaluation • Patient evaluated by carrying out 
review of initial goals set  

• Health Case Manager evaluation 
• Self  Evaluation – Patient has 

described “counselling as difficult 
but could not live without it”.  
Patient has returned to Live Active 

Outcomes and Impact on Client • Patient has continued to attend 
HCM to work on childhood issue. 
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• Patient has now returned to Live 
Active to help with weight loss. 

• Patient attends counselling once a 
week 

• Patient gets public transport on 
her own to attend counselling  

Reflection • addressing emotional issues from 
past has freed up client to deal 
with health issues  

• Prioritising what the patient  
wanted from the organisation and 
referral scheme 

• Barriers to progress, were due to 
anger childhood abuse. 
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APPENDIX 5 CASE STUDY 5 
 
Context:   
Community Renewal Keep well 

• Tackling lifestyle risk factors, 
through health screenings, 
smoking cessation services, diet, 
physical activity and brief 
interventions on alcohol. 

• Offering out outreach services to 
patients  who are hard to engage  

• Working with people 45-64 from 
six GP practices in Govan and 
Pollok 

Aims and Objectives Services referred to:
• Health Screening 
• Live active- to engage in Physical 

activity/ weight loss 
• Counselling to deal with anger    
• Computer course. 
• Housing, wished to be re-housed 

Description of Client • Age: 46 
• Sex: Male 
• Marital Status:  Married 
• Living circumstances: lives  with 

partner 
• Learning difficulties. 

Routes Into Project • Family referral 
Description of Issue/Problem • Presenting issues: Patient has 

anger issues relating to childhood. 
• History of several suicide 

attempts. 
• Would like to find out what’s 

wrong with him! 
•  Over Weight and a smoker 

Description of Intervention • Carried out Holistic assessment 
which identified client priorities 
regarding what He wanted to 
achieve and future goals. 

• Patient wished to get help with his 
anger HCM offered one to one 
counselling. 

• Patient decided that he didn’t want 
to do any type of computer course 
although he would like to find 
something to do.  

• Patient referred to and assessed 
by Autism team he was diagnosed 
as borderline. 

• Housing contacted with several 
joint visits made with patient and 
outreach Team. New Flat offered 
Early 2009. 

• Patient referred to Bridging 
service for voluntary/work options. 

• Fortnightly contacts and drop in 
service available to patient. 

Evaluation • Patient evaluated by carrying out 
review of initial goals set  

• Health Case Manager evaluation 
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• Self  Evaluation – Patient 
described his life as being “great” 
we asked him to scored his initial 
priorities again from 1 to  100%. 
100 being totally resolved. He 
scored Anger and understanding 
himself as 100%, he scored his 
health check as 100% he also 
scored the gym as 50% and 
computer course as not required. 

Outcomes and Impact on Client • Patient has continued to attend 
HCM to work on issues raised and 
second review this is to tackle 
weight loss, employment and 
smoking. 

• Patient has moved into new flat 
with his wife. 

•  Trying to eat healthier. 
• Patient is now waiting to take up 

Live Active referral 
• Client has just completed a 

training course the first 
qualification in over 30 years 

Reflection • addressing emotional issues from 
past has freed up client to deal 
with health issues  

• Prioritising what the patient  
wanted from the organisation and 
referral scheme 

• Barriers to progress, were due to 
anger and learning difficulties. 
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APPENDIX 6 CASE STUDY 6 
 
Context:   
Community Renewal Keep well 

• Tackling lifestyle risk factors, 
through health screenings, 
smoking cessation services, diet, 
physical activity and brief 
interventions on alcohol. 

• Offering out outreach services to 
patients  who are hard to engage  

• Working with people 45-64 from 
six GP practices in Govan and 
Pollok 

Aims and Objectives Services referred to:
• Money Matters- to get advice on 

debt/Benefit issues 
• Live active- to engage in Physical 

activity/ weight loss 
• Eat up- to look at diet issues   
• Maintaining well being 

Description of Client • Age: 59 
• Sex: Male 
• Marital Status:  Single 
• Living circumstances: lives  alone  

Routes Into Project • Referred By GP Practice Nurse 
after health screening 

Description of Issue/Problem • Presenting issues: client 
depressed, has feelings of 
suicide, anger issues, is 
overweight and has debt worries. 
Feels isolated and getting  out is 
becoming a problem  

Description of Intervention • Carried out Holistic assessment 
which identified client priorities 
regarding health referrals, what 
she wanted to achieve and future 
goals. 

• Client wished to address issue of 
guilt over the death of a partner 
and subsequent depression. 

• Also wished to learn how to use a 
computer.  

• Help with debt and benefits 
• Contacted local learning centre for 

help with computer course. 
•  Contacted The South West 

Bridging service for assistance 
with Debt and benefit advice   

• Started alternative therapy 
treatment in patients home 

• Counselling given at home by 
Health Case manager 

• Weekly / monthly contact with 
patient  

• and drop in service available to 
client.. 

• Hs engaged with Pharmacy for 
help with medication 

Evaluation • Client evaluated by carrying out 
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review of initial goals set  
• Health Case Manager evaluation 
• Self  Evaluation - patient initially 

wanted to go out and about more, 
lose weight and sort out his 
depression. He also wanted to be 
more resilient to life’s challenges   

Outcomes and Impact on Client • Patient advised that after advice 
he has went bankrupt to relieve 
him of his debt. 

• After several months of 
counselling client has now 
resolved many of the issues 
holding him back.  

• He regularly goes out and attends 
fortnightly meetings with HCM 

• He is now attending the Live 
Active Gym sessions twice a 
week. 

• He is managing his finances and 
has even  started to save money 
to decorate his house 

• Has re-engaged with his family  
• Supports others with Alcohol 

issues. 
• He would like to be considered for 

a cooking course. 
Reflection • Taking the service to the patient’s 

home such as counselling and 
alternative therapies.  

• Prioritising what the client wanted 
from the organisation and referral 
scheme 

• Barriers to progress, were low self 
esteem and depression. 
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APPENDIX 7 TOPIC GUIDE FOR HCM 
 
Introductions and background 
 
1. Would you describe your job role in your own words please?  Thinking back to 

when your role began – was the start-up process smooth?  Can you explain 
what it was like?  Has your role changed over the period of the project? 

2. And how does it fit with the Community Health Outreach Workers? 
3. How involved were you in establishing overall processes?  
4. Overall, how would you rate the service in terms of engaging with harder to 

reach groups on a scale of 1 to 10, where 1 is low and 10 is high?  Why do 
you say that? 

5. How well informed are patients about Keep Well prior to your input? 
6. There are 7 participating practices – does the way you work with each of them 

vary at all?  How so? Probe for examples of good practice. 
7. How well does the referral process work?  How could it be improved?  Are 

there/have there been any issues around access to patient files/information?  
How have these been resolved? 

8. How useful is the information primary care/programme providers provide to 
you?  How could it be improved? 

9. What kind of information do you provide to primary care/programme 
providers? 

10. Is there any overlap between your clients and those of the CHOW?  Is this an 
issue in any way? 

11. What benefits do you think there are to Keep Well using an external agency, 
in this case Community Renewal, than say training up someone from the 
practice to be a Health Case Manager? 

12. Can you think of any disadvantages? 
13. What barriers have you had to try and overcome, both from the client side and 

from practices/other services? 
14. Can you describe how you engage with hard to reach clients? What works 

well? What doesn’t work so well?  How does your approach differ to others? 
15. How would you describe the profile of your clients? 
16. Are there particular groups you feel aren’t being referred or taking up services 

well at the moment (probe BME groups, for example)?  How can this be 
addressed? 

17. What are your views on the number of referrals you are receiving:  too many, 
just right, too few?  Why do you say that? 

18. Do you think the practices have taken on any learning from you or the 
CHOWs in terms of engaging with patients? 

19. What are the main benefits to the patient as a result of working with you?  And 
the benefits to practices and other service providers from your role? 

20. Are there any disadvantages to the patient?  What are they?  And are there 
any disadvantages to practices and other service providers? 

21. To what degree do you think the HCM and CHOW roles add value to the 
Keep Well programme?  Why do you say that?  What makes the difference? 

22. Do you think more hard to engage people have attended Keep Well as a 
result of your input?   

23. Do you think they now engage more fully with health and other service 
providers than previously?  What happens in the event one of your patients 
does not attend a service you have referred them to? 

24. Would the same short and longer term outcomes have been achieved without 
these roles?  Why do you say that? 

25. How much progress has the project made on the Fair for All strands (age, 
gender, ethnicity, sexuality, religion, poverty, disability, etc.) in relation to the 
solutions and support offered?  What else needs to be done to fully address 
this? 

26. How do you find the monitoring and reporting protocols?  Probe data collected 
in terms of type, format, amount, reporting frequency/intensity, usefulness for 
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different parties, tracking tool etc.  Do you have regular meetings with the 
practices and providers and the steering group? 

27. How effective has partnership working been between Community Renewal 
and the health and employability services of SWCHCP?  How readily have 
health professionals accepted your role/input? 

28. What have been the main lessons you’ve learned during your time as Health 
Case Manager? 

29. If you were to do this role again, what would you do differently? 
30. Do you think the roles of HCM and CHOW should continue?  If continued, 

how could they be further developed?  Are the roles pitched correctly in terms 
of qualifications/training required? 

31. Any other comments? 
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APPENDIX 8 TOPIC GUIDE FOR CHOWS 
 
Introductions and background 
 
1. Would you describe your job role in your own words please?  Thinking back to 

when your role began – was the start-up process smooth?  Can you explain 
what it was like?  Has your role changed over the period of the project? 

 
2. And how does it fit with the Health Case Manager role? 
 
3. How involved were you in establishing overall processes?  
 
4. Overall, how would you rate the service in terms of engaging with harder to 

reach groups on a scale of 1 to 10, where 1 is low and 10 is high?  Why do 
you say that? 

 
5. How well informed are patients about Keep Well prior to your input? 
 
6. There are 7 participating practices – does the way you work with each of them 

vary at all?  How so?  Probe for examples of good practice. 
 
7. How well does the referral process work?  How could it be improved?  Are 

there/have there been any issues around access to patient files/information?  
How have these been resolved? 

 
8. How useful is the information primary care/programme providers provide to 

you?  How could it be improved? 
 
9. What kind of information do you provide to primary care/programme 

providers? 
 
10. Is there any overlap between your clients and those of the Health Case 

Manager?  Is this an issue in any way? 
 
11. What benefits do you think there are to Keep Well using an external agency, 

in this case Community Renewal, than say training up someone from the 
practice to be an outreach worker? 

 
12. Can you think of any disadvantages? 
 
13. What barriers have you had to try and overcome, both from the client side and 

from practices/other services? 
 
14. Can you describe how you engage with hard to reach clients? What works 

well? What doesn’t work so well?  Do you do anything different to other 
outreach workers? 

 
15. How would you describe the profile of your clients? 
 
16. Are there particular groups you feel aren’t being referred or taking up services 

well at the moment (probe BME groups, for example)?  How can this be 
addressed? 

 
17. What are your views on the number of referrals you are receiving:  too many, 

just right, too few?  Why do you say that? 
 
18. Do you think the practices have taken on any learning from you or the HCM in 

terms of engaging with patients? 
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19. What are the main benefits to the patient as a result of working with you?  And 
the benefits to practices and other service providers from your role? 

 
20. Are there any disadvantages to the patient?  What are they?  And are there 

any disadvantages to practices and other service providers? 
 
21. To what degree do you think the HCM and CHOW roles add value to the 

Keep Well programme?  Why do you say that?  What makes the difference? 
 
22. Do you think more hard to engage people have attended Keep Well as a 

result of your input?  
  
23. Do you think they now engage more fully with health and other service 

providers than previously?  What happens in the event one of your patients 
does not attend a service you have referred them to? 

 
24. Would the same short and longer term outcomes have been achieved without 

these roles?  Why do you say that? 
 
25. How much progress has the project made on the Fair for All strands (age, 

gender, ethnicity, sexuality, religion, poverty, disability, etc.) in relation to the 
solutions and support offered?  What else needs to be done to fully address 
this? 

 
26. How do you find the monitoring and reporting protocols?  Probe data collected 

in terms of type, format, amount, reporting frequency/intensity, usefulness for 
different parties, tracking tool etc.  Do you have regular meetings with the 
practices and providers? 

 
27. How effective has partnership working been between Community Renewal 

and the health and employability services of SWCHCP?  How readily have 
health professionals accepted your role/input? 

 
28. What have been the main lessons you’ve learned during your time as 

CHOWs? 
 
29. If you were to do this role again, what would you do differently? 
 
30. Do you think the roles of HCM and CHOW should continue?  If continued, 

how could they be further developed?  Are the roles pitched correctly in terms 
of qualifications/training required? 

 
31. Any other comments? 
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APPENDIX 9 TOPIC GUIDE FOR STEERING GROUP 
 
Introductions and background 
 
1. What is your understanding of Keep Well and the roles of HCM/CHOW?   
 
2. Overall, how would you rate the service in terms of engaging with harder to 

reach groups on a scale of 1 to 10, where 1 is low and 10 is high?  Why do 
you say that? 

 
3. How well does the referral process work?  How could it be improved?  Are 

there/have there been any issues around access to patient files/information?  
How have these been resolved? (NOTE: They may not be aware of this 
process)  

 
4. What benefits do you think there are to Keep Well using an external agency, 

in this case Community Renewal, than say training up someone from the 
practice to be an outreach worker? 

 
5. Can you think of any disadvantages? 
 
6. Are there any barriers to engaging with the HCM/CHOW that you are aware of 

for?  Probe different perspectives:  client, primary care, themselves, other 
service providers 

 
7. Does the HCM/CHOW do anything differently to other services to engage with 

clients?  What do they do differently?  Do you think they engage well with 
harder to reach clients?  Probe which ones. Why do you say that? 

 
8. What are your views on the number of referrals being made to HCM/CHOWs?  

Why do you say that? (SHOW the referral rates for end of year 1) 
 
9. What are the main benefits to the patient as a result of working with 

HCM/CHOW?  And the benefits to practices and other service providers from 
these roles? 

 
10. Are there any disadvantages to the patient?  What are they?  And are there 

any disadvantages to practices and other service providers? 
 
11. To what degree do you think the HCM and CHOW roles add value to the 

Keep Well programme?  Why do you say that?  What makes the difference? 
 
12. Do you think more hard to engage people have attended Keep Well/other 

services as a result of their input?   
 
13. Do you think these patients now engage more fully with health and other 

service providers than previously?   
 
14. Would the same short and longer term outcomes have been achieved without 

these roles?  Why do you say that? 
 
15. If these roles were to be provided again, what do you think should be done 

differently? 
 
16. Do you think the roles of HCM and CHOW should continue?  If continued, 

how could they be further developed?  Are the roles pitched correctly in terms 
of qualifications/training required? 

 
17. Do you think these roles could/should be extended to other areas of primary 

care/CHCPs? 
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18. Are there any key learning points from these roles that should be rolled out to 

non-participating practices? 
 
19. Any other comments? 
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APPENDIX 10TOPIC GUIDE FOR PROGRAMME PROVIDERS 
 
Introductions and background 
 
1. What is your understanding of Keep Well and the roles of HCM/CHOW?  

What contact do you have with them – how does it work in practice? 
 

2. How well do the participating practices/HCM/CHOW understand your service?  
Has any training been provided for the reception staff and nurses e.g. 
employability? 

 
Referrals 
 
3. What are your views on the number of referrals being made from Keep Well?  

Why do you say that?  How appropriate are the referrals?  Are they 
ready/over-ready for your intervention?  What happens in the event someone 
who has been referred to your service does not show up? 
 

4. Are there particular groups you feel aren’t being referred or taking up services 
well at the moment (probe BME groups, for example)?  How can this be 
addressed? 

 
5. How well does the referral process work?  How could it be improved?  Are 

there/have there been any issues around access to patient files/information?  
How have these been resolved?   

 
6. How useful is the information they (practices/HCM/CHOW) provide to you?  

How could it be improved? 
 
7. What kind of feedback do you provide to the HCM/CHOW/Keep Well? 
 
Community Renewal 
 
8. What benefits do you think there are to Keep Well using an external agency, 

in this case Community Renewal, than say training up someone from the 
practice to be an outreach worker? 

 
9. Can you think of any disadvantages? 
 
10. Are there any barriers to engaging with the HCM/CHOW that you are aware of 

for?  Probe different perspectives:  client, primary care, themselves, other 
service providers 

 
11. Do the HCM/CHOW do anything differently to you to engage with clients?  

What do they do differently?  Do you think they engage well with harder to 
reach clients?  Probe which ones. Why do you say that? 
 

12. Overall, how would you rate the service in terms of engaging with harder to 
reach groups on a scale of 1 to 10, where 1 is low and 10 is high?  Why do 
you say that? 

 
13. Have you learnt anything from the HCM/CHOWs in terms of engaging with 

patients?  If so, what?  Have you actioned this in your own dealings with 
patients? 

 
14. What are the main benefits to the patient as a result of working with 

HCM/CHOW?  And the benefits to practices and other service providers from 
these roles? 
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15. Are there any disadvantages to the patient?  What are they?  And are there 
any disadvantages to practices and other service providers? 

 
16. To what degree do you think the HCM and CHOW roles add value to the 

Keep Well programme?  Why do you say that?  What makes the difference? 
 
Patient engagement 
 
17. Do you think more hard to engage people have attended Keep Well/your 

service as a result of their input?  Have they impacted on the number of times 
people access your service i.e. are they less likely to drop-out? 

 
18. Do you think these patients now engage more fully with health and other 

service providers than previously? 
 

19. Would the same short and longer term outcomes have been achieved without 
these roles?  Why do you say that? 

 
The future 
 
20. How much progress has the project made on the Fair for All strands (age, 

gender, ethnicity, sexuality, religion, poverty, disability, etc.) in relation to the 
solutions and support offered?  What else needs to be done to fully address 
this? 

 
21. How do you find the monitoring and reporting protocols?  Probe data collected 

in terms of type, format, amount, reporting frequency/intensity, usefulness for 
different parties, etc.  Do you meet regularly with the steering group, 
participating practices, HCM, CHOW and other providers? 

 
22. How effective has partnership working been between Community Renewal 

and your own service?  How readily have you accepted their role/input and 
vice versa?  What are the issues around this? 

 
23. If these roles were to be provided again, what do you think should be done 

differently? 
 
24. Do you think the roles of HCM and CHOW should continue?  If continued, 

how could they be further developed?  Are the roles pitched correctly in terms 
of qualifications/training required? 

 
25. Any other comments? 
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APPENDIX 11TOPIC GUIDE FOR PRIMARY CARE STAFF 
 
Introductions and background 
 
1. What is your understanding of Keep Well and the roles of HCM/CHOW?  

What contact do you have with them – how does it work in practice? 
 
2. Overall, how would you rate the service in terms of engaging with harder to 

reach groups on a scale of 1 to 10, where 1 is low and 10 is high?  Why do 
you say that? 

 
3. How well does the referral process work?  How could it be improved?  Are 

there/have there been any issues around access to patient files/information?  
How have these been resolved? 

 
4. What information do you have on Keep Well to give to patients?  Do you find it 

satisfactory? 
 
5. What benefits do you think there are to Keep Well using an external agency, 

in this case Community Renewal, than say training up someone from the 
practice to be an outreach worker? 

 
6. Can you think of any disadvantages? 
 
7. Are there any barriers to engaging with the HCM/CHOW that you are aware of 

for?  Probe different perspectives:  client, themselves, other service providers 
 
8. Do the HCM/CHOW do anything differently to you to engage with clients?  

What do they do differently?  Do you think they engage well with harder to 
reach clients?  Probe which ones. Why do you say that? 

 
9. Have you received any training to help you engage with Keep Well clients?  

Has it made your job easier? 
 
10. Are there particular groups you feel aren’t being referred or taking up services 

well at the moment (probe BME groups, for example)?  How can this be 
addressed?  Are there certain groups of people that you would not refer to 
Keep Well e.g. BME?  Why? 

 
11. What are your views on the number of patients receiving health checks:  too 

many, just right, too few?  Why do you say that?  What about the number of 
referrals made to the outreach workers and health case manager? 

 
12. Have you/the practice learnt anything from the HCM/CHOWs in terms of 

engaging with patients?  If so, what?  Have you actioned this in your own 
dealings with patients? 

 
13. What are the main benefits to the patient as a result of working with 

HCM/CHOW?  And the benefits to practices and other service providers from 
these roles? 

 
14. Are there any disadvantages to the patient?  What are they?  And are there 

any disadvantages to practices and other service providers? 
 
15. To what degree do you think the HCM and CHOW roles add value to the 

Keep Well programme?  Why do you say that?  What makes the difference? 
 
16. Do you think more hard to engage people have attended Keep Well as a 

result of their input? 
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17. Do you think these patients now engage more fully with health and other 
service providers than previously?   

 
18. Would the same short and longer term outcomes have been achieved without 

these roles?  Why do you say that? 
19. How much progress has the project made on the Fair for All strands (age, 

gender, ethnicity, sexuality, religion, poverty, disability, etc.) in relation to the 
solutions and support offered?  What else needs to be done to fully address 
this? 

 
20. How do you find the monitoring and reporting protocols?  Probe data collected 

in terms of type, format, amount, reporting frequency/intensity, usefulness for 
different parties, etc.   

 
21. How effective has partnership working been between Community Renewal 

and the health and employability services of SWCHCP?  How readily have 
you accepted their role/input?  What are the issues around this? Do you meet 
regularly with the HCM and CHOWs? 

 
22. If these roles were to be provided again, what do you think should be done 

differently? 
 
23. Do you think the roles of HCM and CHOW should continue?  If continued, 

how could they be further developed?  Are the roles pitched correctly in terms 
of qualifications/training required? 

 
24. Any other comments? 
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APPENDIX 12TOPIC GUIDE FOR PATIENTS 
 
Introductions and background.   Be clear on confidentiality and that they don’t need to 
disclose personal information – the focus is on the type of support provided by the 
CHOW and HCM, so focus on process rather than personal detail. 
 
1. How did you first hear of Keep Well?  (Probe method and who from, e.g. 

letter, call, visit by CHOW.)  When was this? 
 

2. Did you have enough information on Keep Well to make a decision on 
whether you wanted to attend or not?  Did you feel that you knew what it was 
about and what to expect at the screening appointment? 

 
3. What were your initial thoughts?  Did you like the sound of it?  Did you have 

any concerns about it? 
 

4. Did you have any contact with a Community Health Outreach Worker prior to 
the screening? (if not clear already)  What kind of contact did you have, e.g. 
told me about it in first place, took me along to the screening?  Was this 
helpful or unhelpful?  Why was that? 

 
5. If reluctant to attend the health check prior to CHOW involvement, why was 

that?  (Probe method of contact, fear of facing health problems, already had a 
check through work, too busy, no suitable appointment times, no childcare, 
other barriers, etc.) 

 
6. Did the CHOW involvement make a difference to you?  In what way? 

 
7. When you had the health screening at your GP surgery with the nurse, how 

helpful was this to you?   
 

8. What were the good things about the health screening? 
 

9. And were there any things you didn’t like? 
 

10. How well did the nurse explain what would happen next?  Did she explain that 
she was referring you to the Health Case Manager?  

 
11. Did the CHOW or the HCM do an holistic assessment with you, looking at 

what issues you wanted to look at and what were the real priorities for you?  
How useful was this to you?  Why do you say that? 

 
12. Which services were you referred to by the nurse?  And did you still want to 

go to all of these once you had the holistic assessment?  Why was that? 
 

13. What kind of support did the CHOW give to you?  Probe initial screening and 
later attendance at appointments.  If you had to give them marks out of ten, 
where zero is low and ten is high, what would you give them?  Why do you 
say that? 

 
14. What kind of support did the HCM give to you?  I don’t need to know specific 

personal details, just whatever you are comfortable telling me, so it could be 
something like talking through issues you wanted to address, working out 
which ones to tackle first, etc.   

 
15. If you had to give them marks out of ten, where zero is low and ten is high, 

what would you give them?  Why do you say that?  What did they do 
particularly well?  And what could have been better?   

 
16. Is there any way either the CHOW or HCM roles could be improved?   
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17. Do you think you would have accessed the services you have without the 

support of the CHOW or HCM?  Why is that? 
 

18. Did they make a difference to you going to try things in the first place, or 
would you have done so anyway?  And did you stick with it for longer because 
of the HCM/CHOW? 

 
19. What difference would you say Keep Well has made to your life, on a scale of 

zero to ten, where zero is not difference and ten is a big difference.  Why do 
you say that?  To what degree is that down to the CHOW and HCM? 

 
20. The CHOW and HCM are not employed by the NHS, but work for an 

independent company.  Is this a benefit, a disadvantage or make no 
difference to you?  Why do you say that? 

 
21. Any other comments or suggestions for ways in which the CHOW or HCM 

roles could be improved? 
 
Thanks and close 
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APPENDIX 13TOPIC GUIDE FOR NON-PATIENTS 
 
Introductions and background.   Be clear on confidentiality and that they don’t need to 
disclose personal information – the focus is on the type of support provided by the 
CHOW and HCM, so focus on process rather than personal detail. 
 
1. How did you first hear of Keep Well?  (Probe method and who from, e.g. 

letter, call, visit by CHOW.)  When was this? 
 

2. Did you have enough information on Keep Well to make a decision on 
whether you wanted to attend or not?  Did you feel that you knew what it was 
about and what to expect at the screening appointment? 

 
3. What were your initial thoughts?  Did you like the sound of it?  Did you have 

any concerns about it?   
 

4. Did you have any contact with a Community Health Outreach Worker prior to 
the screening? (if not clear already – I know they won’t be down as a CHOW 
client, but may have changed mind to go after seeing CHOW?)  If so, what 
kind of contact did you have?  Was this helpful or unhelpful?  Why was that? 

 
5. If reluctant to attend the health check, why was that?  (Probe method of 

contact, fear of facing health problems, already had a check through work, too 
busy, no suitable appointment times, no childcare, other barriers, etc.) 

 
6. When you had the health screening at your GP surgery with the nurse, how 

helpful was this to you?   
 

7. What were the good things about the health screening? 
 

8. And were there any things you didn’t like? 
 

9. How well did the nurse explain what would happen next?  Did she explain that 
she could refer you to the Health Case Manager?  Did the service you were 
referred to, if appropriate, also highlight that this support was available to you 
if you wanted it? 

 
10. Why did you decide you didn’t want support from either the HCM or CHOW? 

Is there anything that would have made it more attractive to you? 
 
11. Is there any way your experience of the initial health screening could have 

been improved?  (Probe if they turned up for first appointment or were DNA 
and why this was the case) 

 
12. What about your experience of any services you were referred to, could this 

have been improved in any way?  Was there any service you decided you 
didn’t want to go to after thinking you would at the screening?  Why was this?  
Would it have made a difference if you had support from the HCM/CHOW 
beforehand?  Or would you have attended things for longer, do you think? 

 
13. What difference would you say Keep Well has made to your life, on a scale of 

zero to ten, where zero is no difference and ten is a big difference.  Why do 
you say that?  

 
14. Any other comments or suggestions for ways in which the CHOW or HCM 

roles could be improved? 
 
Thanks and close 
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APPENDIX 14QUESTIONNAIRE FOR PATIENTS 
 
Introduction 
 
Note to interviewer – do not disclose that this survey is about the HCM/CHOW roles to 
anyone other than the named contact.  This support may not be something they have 
shared with family/friends.  There may also be someone else in the room who they 
don’t feel comfortable talking in front of.  If this is the case they may prefer you to call 
back another time or will just give yes/no answers to whatever you ask. 
 
READ OUT   
“Good morning/afternoon/evening, my name is              from FMR Research.  I am 
undertaking a survey on behalf of the Keep Well project, which I understand you have 
participated in.  Could you please spare me a few minutes to give me your views?  We 
are only looking for some feedback on Keep Well rather than information on any 
personal issues and all your answers will be in strict confidence.” 
 
COLLECT RESPONDENT DETAILS: 
 

Respondent Name  
 

Address 
 
 
 
 

Full Post Code 
this must be given 

 

Telephone Number  
 

email address  
 

Referral agency  
 

 
CLOSE INTERVIEW BY READING OUT STATEMENT: 

 
"Thank you very much for your help.  Can I assure you once again that the 
information you have given will be treated as absolutely confidential and will only be 
used for the purposes of evaluating Keep Well." 
 
INTERVIEWER DECLARATION: 
I declare that this interview was carried out according to instructions, within the 
Market Research Society's Code of Conduct, and that the respondent was not 
previously known to me. 
 
Interviewer Name  

Signature  

Date  

Back-checked by  

Date  
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1. How did you first hear about the Keep Well project?  CIRCLE ONE 
ONLY 
 

Letter from my GP practice 1 
Phone call from my GP practice 2 
Nurse/receptionist mentioned it when I was at the doctor for 
something else 3 

Leaflet delivered to my house 4 
Visit from Community Health Outreach Worker to my home 5 
Letter from Community Health Outreach Worker 6 
Phone call from Community Health Outreach Worker 7 
Can't recall 8 
Other, please specify 
 
 

9 

 
2. When did you first hear about Keep Well? 
 

Within the last month or so 1 
2 – 3 months ago 2 
4 – 6 months ago 3 
7 – 9 months ago 4 
10-12 months ago  5 
More than a year ago 6 
Can’t remember 7 

 
3. Did you feel you had sufficient information to make a decision about 

whether you wanted to attend the Keep Well screening? 
 

Yes 1 
No 2 
Can’t remember 3 

 
4. How did you feel about the Keep Well screening before you attended? 
 

Definitely wanted to attend 1 
Unsure 2 
Didn’t think I would attend 3 
No strong feelings 4 

 
5. Did you have any concerns about Keep Well before you attended the 

screening? 
 

Yes 1 Go to Q6 
No 2 Go to Q7 

 



 

6. If so, what were they? 
 

I was worried that they would find something wrong with me 1 
I didn’t think I would get an appointment time to suit me, 
e.g. at evening or weekend 2 

I didn’t think I needed one 3 
I’d just had a health check at work 4 
I’m too busy to go to these sorts of things 5 
It is hard to get someone to look after my children/person I 
care for 6 

I don’t like going to the doctor’s 7 
Other, please say what 
 
 

8 

 
7. How would you rate the Keep Well health screening you had at the GP 

surgery? 
 

Very good 1 
Quite good 2 
Quite poor 3 
Very poor 4 

 
8. What was the BEST thing about the screening? 

 

 
9. And what was the WORST thing about the screening? 
 

 

 
10. Did the nurse explain that the Health Case Manager/Community Health 

Outreach Workers at Keep Well could provide additional support to you? 
 

Yes 1 
No 2 
Can’t remember 3 

 
11. Did you want this additional support? 
 

Yes – HCM 1 
Yes - CHOW 2 
No 3 
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12. Why was that? 

 

 
13a. Which services have you accessed via Keep Well already? 
13b. And which do you hope to access shortly? 
 

Access 
already 

Hope 
to 

access
 

Smoking Cessation 1 1 
Bridging Service 2 2 
Money Matters 3 3 
Literacy and Learning 4 4 
Eat Up 5 5 
Maintaining Mental Wellbeing 6 6 
Live Active 7 7 
Pharmacy 8 8 
Addiction Services 9 9 
GP Surgery 10 10 
Stress Centre  11 11 
Private therapist 12 12 
Other (please say what) 
 
 

13 13 

None 14 14 
 
14. Do you agree or disagree with the following statements? 
 

Strongly 
Agree 

Agree Disagree Strongly 
Disagree

N/A  

1 

 
2 

 
3 

 
4 

 
5 

I feel the CHOW made 
no difference to whether I 
would have attended the 
screening or not 
The CHOW/HCM helped 
me to overcome the 
barriers I had to 
accessing services to 
improve my health 

1 

 
2 

 
3 

 
4 

 
5 

1 

 
2 

 
3 

 
4 

 
5 

I attended services I 
wouldn’t have gone to 
without the CHOW/HCM 
support 
I have stuck at these 
services because of the 
CHOW/HCM support 

1 
 
2 

 
3 

 
4 

 
5 

1 

 
2 

 
3 

 
4 

 
5 

The HCM made me feel 
like I was in charge (of 
what I did or didn’t do 
and when I did it) 
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15. How would you rate the support you had from the Community Health 
Outreach Worker on a scale of zero to ten, where zero is low and ten is 
high?   

 
0 1 2 3 4 5 6 7 8 9

 10 N/A 
 
16. Why do you say that? 

 

 
17. How could the CHOW role be improved? 

 

 
18. How would you rate the support you had from the Health Case Manager 

on a scale of zero to ten, where zero is low and ten is high?   
 

0 1 2 3 4 5 6 7 8 9
 10 N/A 
 
19. Why do you say that? 

 

 
20. How could the HCM role be improved? 

 

 
21. The CHOW and HCM are not employed by the NHS, they work for a 

private organisation.  Is this… 
 

A benefit 1 
A drawback 2 
Doesn’t make any difference 3 

 
22. Overall, what difference has Keep Well made to your life, on a scale of 

zero to ten where zero is none and ten is a big difference? 
 

0 1 2 3 4 5 6 7 8 9
 10 
 
23. Why do you say that? 
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24. Any other comments/suggestions about Keep Well? 

 

 
ABOUT YOU 
 
A little bit of information about you will help us to understand the data better.  
Everything you say is confidential. 
 
25. Gender  

Male 1 
Female 2 

 
26. Age 

45 - 54 1 
54 - 64 2 

 
27. Which GP practice are you with? 

1 Dr Blackwood, Govan Health Centre 
2 Treadgold Pollok Health Centre 
3 Dr Thomson, Govan Health Centre 
4 The Mair Practice 
5 Dr Balbir Chita (Ibroxholm Medical Practice) 
6 Dr Duthie, Govan Health Centre 
7 Dr Paterson, Govan Health Centre 
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APPENDIX 15QUESTIONNAIRE FOR NON-PATIENTS 
 
Introduction 
 
READ OUT   
“Good morning/afternoon/evening, my name is              from FMR Research.  I am 
undertaking a survey on behalf of the Keep Well project, which I understand you have 
participated in.  Could you please spare me a few minutes to give me your views?  All 
your answers will be in strict confidence.” 
 
COLLECT RESPONDENT DETAILS: 
EXPLAIN THAT THERE IS A ONE IN TEN CHANCE THAT A SUPERVISOR 
MAY PHONE TO CONFIRM THE ACCURACY OF THE INTERVIEW. 
 

Respondent Name  
 

Address 
 
 
 
 

Full Post Code 
this must be given 

 

Telephone Number  
 

email address  
 

Referral agency  
 

 
CLOSE INTERVIEW BY READING OUT STATEMENT: 

 
"Thank you very much for your help.  Can I assure you once again that the 
information you have given will be treated as absolutely confidential and will only be 
used for the purposes of evaluating Keep Well." 
 
INTERVIEWER DECLARATION: 
I declare that this interview was carried out according to instructions, within the 
Market Research Society's Code of Conduct, and that the respondent was not 
previously known to me. 
 
Interviewer Name  

Signature  

Date  

Back-checked by  

Date  
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1. How did you first hear about the Keep Well project?  CIRCLE ONE 
ONLY 
 

Letter from my GP practice 1 
Phone call from my GP practice 2 
Nurse/receptionist mentioned it when I was at the doctor for 
something else 3 

Leaflet delivered to my house 4 
Visit from Community Health Outreach Worker to my home 5 
Letter from Community Health Outreach Worker 6 
Phone call from Community Health Outreach Worker 7 
Can't recall 8 
Other, please specify 
 
 

9 

 
2. When did you first hear about Keep Well? 
 

Within the last month or so 1 
2 – 3 months ago 2 
4 – 6 months ago 3 
7 – 9 months ago 4 
10-12 months ago 5 
More than a year ago 6 
Can’t remember 7 

 
3. Did you feel you had sufficient information before attending the Keep 

Well screening to make a decision about whether you wanted to attend? 
 

Yes 1 
No 2 
Can’t remember 3 

 
4. How did you feel about the Keep Well screening before you attended? 
 

Definitely wanted to attend 1 
Unsure 2 
Didn’t think I would attend 3 
No strong feelings 4 

 
5. Did you have any concerns about Keep Well before you attended the 

screening? 
 

Yes 1 Go to Q6 
No 2 Go to Q7 

 



 

6. If so, what were they? 
 

I was worried that they would find something wrong with me 1 
I didn’t think I would get an appointment time to suit me, 
e.g. at evening or weekend 2 

I didn’t think I needed one 3 
I’d just had a health check at work 4 
I’m too busy to go to these sorts of things 5 
It is hard to get someone to look after my children/person I 
care for 6 

I don’t like going to the doctor’s 7 
Other, please say what 
 
 

8 

 
7. How would you rate the Keep Well health screening you had at the GP 

surgery? 
 

Very good 1 
Quite good 2 
Quite poor 3 
Very poor 4 

 
8. What was the BEST thing about the screening? 

 

 
9. And what was the WORST thing about the screening? 
 

 

 
10. Did the nurse explain that the Health Case Manager or Community 

Health Outreach Workers at Keep Well could provide additional support 
to you?  (Provide description of the roles if the interviewee is unsure.) 
 
Yes 1 
No 2 
Can’t remember 3 

 
11. Did you want this additional support? 
 

1 Go to Q13 Yes – HCM 
2 Go to Q13 Yes - CHOW 

No 3 Go to Q12 
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12. If not, why was that? 

 

 
13a. Which services have you accessed via Keep Well already? 
13b. And which do you hope to access shortly? 
 

Access 
already 

Hope 
to 

access
 

Smoking Cessation 1 1 
Bridging Service 2 2 
Money Matters 3 3 
Literacy and Learning 4 4 
Eat Up 5 5 
Maintaining Mental Wellbeing 6 6 
Live Active 7 7 
Pharmacy 8 8 
Addiction Services 9 9 
GP Surgery 10 10 
Stress Centre  11 11 
Private therapist 12 12 
Other (please say what) 
 
 

13 13 

None 14 14 
 
15. In retrospect, now that you have been referred to other services, would 

the HCM/CHOW’s support have been useful? 
 

Yes – HCM 1 
Yes - CHOW 2 
No 3 

 
16. Why do you say that?  
 

I would have been better at attending services I’d been 
referred to in the first place 1 

I would have kept attending services I’d been referred to 2 
I would have overcome barriers I had to attendance 3 
I would have raised issues I haven’t had an opportunity to 
raise in other ways 4 

Other, please say what 
 
 

5 

 
17. What difference has Keep Well made to your life, on a scale of zero to 

ten where zero is none and ten is a big difference? 
 

0 1 2 3 4 5 6 7 8 9
 10 
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18. Why do you say that? 
 

 
19. Any other comments/suggestions about Keep Well? 

 

 
ABOUT YOU 
 
A little bit of information about you will help us to understand the data better.  
Everything you say is confidential. 
 
20. Gender  

Male 1 
Female 2 

 
21. Age 

45 - 54 1 
54 - 64 2 

 
22. Which GP practice are you with? 

1 Dr Blackwood, Govan Health Centre 
2 Treadgold, Pollok Health Centre 
3 Dr Thomson, Govan Health Centre 
4 The Mair Practice 
5 Dr Balbir Chita (Ibroxholm Medical Practice) 
6 Dr Duthie, Govan Health Centre 
7 Dr Paterson, Govan Health Centre 
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