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Abstract
Background: Social prescribing addresses non-medical factors affecting health and well-being. Link workers are 
key to its delivery by connecting people to relevant support, often in the voluntary, community and social enterprise 
sector. Funding from the National Health Service means that link workers are becoming a common part of primary 
care in England.
Objective: To explore and understand the implementation of link workers in primary care in England.
Design: A realist evaluation addressed the question – When implementing link workers in primary care to sustain 
outcomes – what works, for whom, why and in what circumstances?
Setting: Link workers and staff associated with seven primary care sites across England.
Methods: Researchers spent 3 weeks with each link worker, going to meetings with them, watching them interact 
with patients, with healthcare staff and with voluntary, community and social enterprise organisations. In addition, 
interviews were conducted with 61 patients and 93 professionals (voluntary, community and social enterprise 
representatives and healthcare staff, including link workers). Follow-up interviews were conducted with 41 patients 
and with link workers 9–12 months later. Data were coded and developed into statements to identify how context 
around the link worker triggers mechanisms that lead to intended and unintended outcomes.
Results: We found that link workers exercise micro-discretions in their role – actions and advice-giving based on 
personal judgement of a situation, which may not always reflect explicit guidance or protocols. Our analysis highlighted 
that micro-discretions engender positive connections (with patients, healthcare staff, the voluntary, community and 
social enterprise sector) and promote buy-in to the link worker role in primary care. Micro-discretions supported 
delivery of person-centred care and enhanced job satisfaction. Data also highlighted that lack of boundaries could 
place link workers at risk of overstepping their remit.
Limitations: Our research focused on link workers attached to primary care; findings may not be applicable to 
those working in other settings. Data were collected around seven link worker cases, who were selected purposively 
for variation in terms of geographical spread and how/by whom link workers were employed. However, these link 
workers were predominately white females.
Conclusions: Enabling link workers to exercise micro-discretions allows for responsiveness to individual patient 
needs but can result in uncertainty and to link workers feeling overstretched.
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Future work: Poor link worker retention may, in part, be associated with a lack of clarity around their role. Research 
to explore how this shapes intention to leave their job is being conducted by authors of this paper.
Funding: This article presents independent research funded by the National Institute for Health and Care Research 
(NIHR) Health and Social Care Delivery Research programme as award number NIHR130247.
A plain language summary of this research article is available on the NIHR Journals Library Website https://doi.
org/10.3310/JSQY9840.

Background

The term ‘social prescribing’ describes an approach 
to addressing non-medical issues (e.g. social isolation, 
financial worries and housing problems) that can affect 
people’s health and well-being.1 Social prescribing 
involves connecting patients to community resources 
(organisations, services and groups) often within the 
voluntary, community and social enterprise (VCSE) sector, 
to address these concerns. Social prescribing has become 
part of the healthcare lexicon in recent years, on a global 
scale.2 In England, the NHS Long Term Plan3 elevated 

social prescribing’s profile as an extended approach to 
traditional medical care; this document associated social 
prescribing with the idea of personalised care4 and with 
population-focused approaches to building community 
resilience and assisting people to self-manage their 
well-being.5

Connecting patients to community support is not a new 
concept in primary care; it has been undertaken by general 
practitioners (GPs) for decades. This is because patients 
often present to general practice with concerns that could 
be better managed through non-medical routes, delivered 
by VCSE organisations.6,7 What is new in England, as in 
other countries,2 is a non-clinical dedicated role in primary 
care – known as link workers (other terms are also used, 
such as social prescriber or community connector). In the 
2019 Long Term Plan,3 NHS England made a commitment 
to provide allocated funding over 5 years for a social 
prescribing link worker to be attached to each primary 
care network (PCN). This was extended in the 2023 NHS 
Workforce Plan to increase link worker numbers from 
approximately 3000 in 2022 to 9000 by 2037.8

Link workers are central to social prescribing.9 They assist 

patients by actively listening to their challenging life 
circumstances, through which they identify what matters 
to individuals and their well-being goals. These goals can 
vary widely, from finding a purpose in life and enhancing 
self-confidence to addressing more practical problems. 
Ideally, link workers have current knowledge of local 
community assets to which they can connect patients. 
This could include, but is not limited to, exercise classes, 
arts and crafts groups, volunteering, as well as services 
that provide advice on housing or debt management.

There is no specific professional qualification required to 
be considered for this job; link workers come from a variety 
of backgrounds (e.g. VCSE, NHS, social care, local authority, 
education, volunteering)10,11 and will have experienced a 
range of training and education. Likewise, there is variation 
in how link workers are employed. For some, this is through 
a PCN to serve one or more GP practices, where they might 
work alone or alongside a health and well-being coach and/
or care co-ordinator. Others are employed through a VCSE 
organisation as part of a bigger social prescribing team and 
deployed into GP practices. This reflects the fact that social 
prescribing through the VCSE sector pre-dates its roll-out 
in primary care in England.

Since the national roll-out of link workers into primary 
care in England, numerous guides and frameworks have 
been developed to inform their implementation in this 
setting. They typically emphasise role flexibility to meet 
local needs.8,12 This paper examines one result of this local 
flexibility, namely the use of discretion by link workers at a 
micro (rather than meso or macro) level.

Discretion describes an individual’s freedom to choose what is 
done or how to act in a particular situation. Previous research 
suggests that discretion can be embraced by employees as 
an opportunity for independent decision-making and use of 
specialist skills or knowledge, but it can also be experienced 
as overwhelming and disorientating by staff encountering 
too little guidance or structure in their work role.13 In 
healthcare settings, discretion is often bounded; for example, 
when multidisciplinary teams delineate the scope of practice 
of different professions.14 This can result in boundary work, 
whereby distinctions between professional groups ‘are 
created, challenged or reinforced’.15 Such boundary work is 
surfaced when new roles are created.16

Aim and objectives

Building on our previous realist review on the link 
worker role in primary care,9 we conducted a realist 
evaluation on this topic. The realist evaluation addressed 
the question: When implementing link workers in primary 
care to sustain outcomes – what works, for whom, why 
and in what circumstances? In this paper, we explore 
discretion exercised by link workers in their role and its 
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consequences. We also highlight how it relates to an 
existing substantive theory by drawing on the work of 
Lipsky17 on ‘street-level bureaucracy’.

Methods

A protocol for the realist evaluation has been published 
(researchregistry6452), outlining the key procedures 
associated with the research. Ethics approval was secured 
from East of England – Cambridge Central Research 
Ethics Committee. We followed RAMESES quality and 
reporting guidelines when conducting and reporting on 
this study.18

Design

Realist evaluations are appropriate for exploring complex 
interventions,19 such as the implementation of the 
link worker role into primary care, which has multiple 
components and actors. Realist evaluations support 
the identification of causal factors through the iterative 
development of a programme theory – an explanation 
of how an intervention is thought to work. Realist 
evaluations involve developing context–mechanism–
outcome configurations (CMOCs) that can be used to 
explain why, when and for whom an intervention may 
or may not work. Table 1 outlines some key concepts in 
realist evaluations.

Data collection
The study involved focused ethnographies23,24 conducted 

between November 2021 and November 2022. We 
purposively selected seven geographical areas in different 

parts of England that varied in their socioeconomic 
characteristics,25 and selected GP practices within these 
areas, which became our study sites. A link worker based 
at each practice constituted our study case, around whom 
we collected data. Maximum variation was sought in 
terms of link workers’ experience in the role and areas 
they served (Table 2). Researchers spent 3 weeks with 
each link worker, going to meetings with them, watching 
them consult with patients and interacting with healthcare 
staff and VCSE organisations. Researchers made field 
notes during this time. They also had a daily debrief with 
each link worker, asking them what they had done that 
day and whether these activities were a standard part 
of their role or if anything unusual had taken place. In 
addition, they interviewed link workers, patients they 
supported, and healthcare staff and VCSE representatives. 
Interviews lasted between 20 and 65 minutes. Some 
took place in-person, others via telephone or Microsoft 
Teams (dependent on participant preference and whether 
researchers were ‘on-site’ when an individual wanted to 
be interviewed).

Patients were invited to a second interview 9–12 months 
later (conducted between December 2022 and August 
2023). Follow-up interviews sought to explore and 
understand how patients benefitted (or not), in the longer 
term, from seeing a link worker. We also reinterviewed 
(9–12 months later) link workers, to explore how the 
service had changed in the intervening months, to ask 

additional questions related to our emerging programme 
theory and to sense-check some of our thoughts on the 

data. Follow-up interviews were conducted via telephone 
or Microsoft Teams, and lasted between 10 and 50 minutes.

TABLE 1 Key concepts in realist evaluations

Context Circumstances within which an intervention is delivered or executed. It can relate to individuals 
(characteristics of stakeholders), interpersonal relationships, institutional factors (e.g. norms, culture) 
or infrastructure (wider sociocultural factors).20 Interventions (e.g. the introduction of link workers into 
primary care) can change contexts to activate mechanisms that then lead to intended or unintended 
outcomes.

Mechanism Underlying, often invisible causes of outcomes, ‘embodied in the subjects’ reasoning …’20 Mechanisms are 
a response (e.g. fear, reputation management, feeling valued) to resources provided by an intervention. 
In realist research, mechanisms ‘are features of the real world that we cannot change … they cannot be 
directly observed but are the deeper causes of actual events which are themselves latent, always possible, 
but which are made manifest only under certain conditions …’21

Outcome From a realist perspective, ‘it is not the programs that “work” but their ability to break into the existing 
chains of resources and reasoning [of individuals or groups] …’22 Hence, in this project we were interested in 
understanding how potential outcomes (expected and unanticipated) were produced, and patterns associ-
ated with this, rather than making a binary judgement about whether or not link workers were effective.

Context–mechanism–outcome 
configuration (CMOC)

A proposition that the intervention produces an outcome (O) ‘because of the action of some underlying 
mechanisms (M), which only comes into operation in particular contexts (C)’.20 In their simplest form, 
CMOCs are statements or causal claims that explain how a specific context can activate certain mecha-
nisms to produce a particular outcome.
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Analysis

Analysis was concurrent with data collection. The core 
research team held monthly analysis meetings to identify 
key concepts coming from the data, and weekly meetings 
to talk about the coding of data. After completing focused 
ethnographies for the first four sites, we developed an initial 
coding framework informed by our earlier realist review.9 
Data from these first four sites were coded deductively in 
NVivo (QSR International, Warrington, UK) (software that 
supports qualitative data analysis) using this framework. 
When data did not fit the deductive framework, new 
(inductive) codes were discussed and developed as a 
team (and the coding framework amended accordingly). 
Three members of the research team coded these data; 
one coded data for two sites, and the other researchers 
coded data for the remaining two. This analysis was used 
to revise CMOCs from our previous realist review9 and to 

develop new CMOCs that reflected the primary data we 
had collected. Data from the final three sites were coded 

against these revised and new CMOCs. Each researcher 
coded data from one of these sites. Follow-up interview 
data were used to strengthen and expand CMOCs, and 
helped with finalising core concepts from the data about 
the link worker role in primary care.

We applied a range of realist reasoning processes within 
the analysis20 – juxtaposing data, unpicking conflicting 
data and consolidating data – to explain why differences 
may arise across settings, and how and why identified 
outcomes occurred (or not). We developed diagrams to 
help us make sense of the data and to explain key elements 
of our programme theory.

In this paper, we describe specific micro-discretions – 
actions link workers take that may not reflect explicit 
guidance or expected procedures associated with the 
role. We also identify boundaries that constrained 
micro-discretions of link workers. We use the term 

TABLE 2 Summary of the characteristics of link workers who were cases and sites they served

Site 1 Site 2 Site 3 Site 4 Site 5 Site 6 Site 7

Link worker 
time in role in 
months when 
data collection 
started

24 2 16 8 32 31 38

Link worker 
leading a 
team

No No No No Yes (officially) Yes (officially) Yes 
(informally)

Number of 
sessions with 
patients

< 6 < 6 < 6 Open 6–8 Open Open

Deprivation 
in area 
served

Medium Low Low Medium Medium High High

Location 
of site in 
England

South Midlands South Midlands South West North North

Employment 
of link 
workers

Funded through 
primary care but 
subcontracted to 
and managed by 
VCSE

Funded through 
primary care but 
subcontracted to 
and managed by 
VCSE

Funded through 
primary care but 
subcontracted to 
and managed by 
VCSE

Funded, 
contracted 
and managed 
by primary 
care

Funded, 
contracted 
and managed 
by primary 
care

Funded through 
primary care but 
subcontracted to 
and managed by 
VCSE

Funded, con-
tracted and 
managed by 
primary care

Who set 
up the link 
worker 
service

VCSE, GP and 
link worker

GP led VCSE and link 
worker

Mainly link 
worker

Practice 
manager and 
link worker

VCSE and link 
workers

Link workers

Management/
supervision of 
link worker

Provided by 
VCSE manager

Provided by 
VCSE team 
leader and PCN 
Clinical Director

Provided by 
VCSE manager

Described 
as limited – 
responsibility 
of practice 
managers

Provided 
by practice 
manager

Provided by 
VCSE manager

Provided by 
operational 
manager
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micro-discretions to refer to actions and decisions taken 
by link workers themselves, often in relation to one-to-
one interactions with patients and other stakeholders.

Patient and public involvement and 
stakeholder involvement
For sense-checking and to hear alternative perspectives 
on our interpretation of data, we discussed our findings 
with two patient and public involvement (PPI) groups (one 
composed of six members of the public with an interest in 
social prescribing who we met with on seven occasions; 
another involving 10 people with an interest in health 
research who we met with twice). In addition, we shared 
our thinking on the data with our study advisory group; 
it consisted of those delivering and/or funding social 
prescribing and VCSE organisations. We met with the 
advisory group five times during the project.

Results

The seven link workers who formed our cases were female, 
and six were White British. They ranged in age from 22 to 
60 years (mean = 38.3 years, standard deviation = 15.6). 
They had been in post for between 2 and 38 months when 
data collection started at their site (mean = 21.5 months, 
standard deviation = 13.4). Interviews were conducted 
with 93 professionals (link workers, healthcare staff and 
VCSE representatives) (see Table 3 for details). Sixty-one 
patients were interviewed initially (Table 4) and, of these, 
41 were reinterviewed. One link worker had left her role 
when it came to follow-up interviews, but we managed to 
talk to her replacement.

Data highlighted key areas where discretion could be 
exerted by link workers (which we have defined as micro-
discretions) (Table 5).

We identified three broad types of micro-discretions, 
which are described in detail below, around:

1. tailoring support for and interactions with patients
2. employing and developing link workers’ skills and 

capabilities
3. scope and remit of the link worker role.

We used this analysis to produce a set of CMOCs 
(Table 6). These are reflected in the sections below, 
which include data extracts. Abbreviations used with 
these data extracts are: LW = link worker, P = patient, 
HCP = healthcare professional and VCSE = a repre-
sentative from the voluntary, community and social 
enterprise sector.

Three types of micro-discretions

Discretion to tailor support for and 
interactions with patients
There was variation in how far link workers were able 
to exert discretion in managing their interactions with 
a patient (e.g. for how long and where they were seen). 

TABLE 3 Background information on professional interviewees

Work roles Link workers (seven were our cases and 
five were others with whom these cases 
worked)

12

VCSE staff and managersa 20

GPs (including trainees) 19

Practice managers/operations managers 11

Nurses (including advanced practitioners) 10

Care co-ordinators/health and well-being 
coaches

6

Reception staff 5

Clinical pharmacists 2

Mental health practitioners 2

Dietitian 1

Occupational therapist 1

Paramedic 1

Physiotherapist 1

Other 2

Ethnicity White British 71

Asian (including British Asian or Indian) 7

White (non-British) 5

Mixed ethnic groups 4

Afro-Caribbean/Black British 3

Chinese/Chinese Hong Kong 2

Missing 1

Gender Female 70

Male 23

Age Range 20–
66 
years

Mean (standard deviation) 43.3 
years 
(SD 
12.2)

a One of the VCSE staff was interviewed twice because they line 
managed two of the link workers involved in the study.
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Having flexibility in how to work with patients was 
described as helping to create a conducive atmosphere, 
in which individuals could discuss their needs (e.g. 
not feeling rushed, being seen in a familiar setting). A 
structured approach to interactions with patients was 
not regarded as possible by link workers because they 
had to respond to a range of problems. Being responsive 
to patient needs might entail link workers drawing on 
their personal or previous professional experience if 
appropriate; some link workers described having been 
through difficult life circumstances (e.g. bereavement, 
unemployment) that they might share in a meeting 
with a patient, if they felt it would help develop rapport 
(CMOC1). ‘I’m never afraid of bringing in my lived 
experience if I think it’s relevant and appropriate and not 
insensitive … It really eases a patient when it’s not a them 
and us scenario...’ (Site 7 LW01).

Observations for the study highlighted that link workers 
varied in how they communicated with patients. There 
was no set way in which they opened up a conversation. 
Some started along the lines of ‘I see the GP referred you 
because you have been feeling depressed’. This could 
restrict the range of topics covered. In contrast, a more 
open discussion was facilitated when link workers started 
with a statement such as: ‘Tell me how you are and what 
your situation is like at the moment’ or ‘What would 
you like support with?’ This type of opening allowed the 
conversation to focus on issues of importance to patients. 
This could contribute to the control patients felt they had 
in their interaction with a link worker, as illustrated in the 
following quotation (CMOC2).

I think she let me talk more than anything. And 
answered my questions. Yes, no she wasn’t pushy, she’s 
a good listener, and she was very kind. And I think she 
waited for me to suggest to her what we needed. She 
didn’t say, ‘Oh, you can do this’.

Site 6 P10

When link workers felt they had tailored support to enable 
patients to make changes to their life, it contributed to a 
sense of role fulfilment (CMOC3). ‘I enjoy that feeling that 
you’re … well in the … ideally when you’re empowering 
a patient to make positive changes that things actually 
do change in their lives’ (Site 3 LW01). However, tailoring 
support could be curtailed by the range of community 
offers link workers were aware of and had access to. 
Discretion could be exerted on how much time link 
workers dedicated to seeking out and making connections 
with local groups or organisations. In addition, there was 
the opportunity, in some sites, for link workers to set up 
activities or community support. This ability to invest 

TABLE 4 Background information on patient participants (inter-
views and/or observations)

Involvement in 
the study

Observation only 23

Interview onlya 49

Interview and observation 12

Ethnicity White British 62

White (non-British) 6

Asian (including British Asian and 
Indian)

5

Afro-Caribbean/Black British 5

Mixed ethnic groups 3

Other 3

Gender Female 55

Male 29

Age Range 19–86 
years

Mean (standard deviation) 49.3 years 
(SD 19.5)

Number of 
times spoken 
to/met with 
the link worker 
(in-person 
 or remotely)

Range (eight people said they had 
seen the link worker ‘multiple times’ 
rather than a specific number, and 
three people could not remember. 
In addition, the PPG representative 
had not seen a link worker)

0–30 
times

Mean 4.1 times 
(SD 4.9)

Person who 
referred the 
patient to the 
link worker

GP 60

Nurse 5

Mental health professional 3

Pharmacist 2

Unsure/can’t recall 2

Self-referral 2

Child’s school 1

Receptionist 1

Health visitor 1

Physician associate 1

Community worker 1

Crisis team 1

Healthcare assistant 1

Took part as PPG member 1

Missing 2

a One interviewee was speaking as a member of the practice 
Patient Participation Group (PPG) rather than someone who 
had engaged in social prescribing.
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time in developing connections with local partners could 
be lost when demand for social prescribing escalated 
(CMOC4).

… I think I do have a good relationship with some of 
them [community organisations], especially those I 
refer patients to a lot but it’s just that I don’t think I 
have enough time to network with them as often as 
I should or finding time to look at what are the needs at 
the moment.

Site 1 LW01

Structural barriers limited how far link workers could tailor 
support and the discretion they could exert. Housing was a 
particular issue raised here. Hence, it was noted that clarity 
with patients about what link workers could assist with was 
important from the start, to avoid unrealistic expectations 
(CMOC5). Such clarity was sometimes clouded in the way 
that referrers described the link worker’s role to patients. 
‘…GPs are setting patients up to come to us thinking that 
we’re going to get them rehoused really easily … based on … 
we’ve had a really positive outcome with another patient of 
theirs …’ (Site 6 LW01 [follow-up interview]).

TABLE 5 Key areas where link workers could exhibit discretion

Time spent with 
patients

The first meeting was often 45–60 minutes, although this could be less if undertaken remotely (10–20 minutes at Site 
1). Follow-up meetings could be as short as 10 minutes and as long as an hour. This depended on the problem(s) being 
addressed. Also, some link workers conducted ‘check-in’ telephone calls with patients, which did not address a specific 
issue but were keeping in touch with individuals considered vulnerable. These tended to be relatively short.

How often 
patients were 
seen

Data referred to a maximum number of appointments with a patient in some sites (around 6–8). However, there 
seemed to be flexibility here, with link workers extending this number or re-referring someone if they felt they had new 
difficulties requiring attention. A couple of services had a relatively open-ended approach, with some patients remaining 
in touch with a link worker for years. We asked sites involved in the study to indicate how many referrals a link worker 
received in the month of fieldwork. Information provided was as follows: Site 2 = 15; Site 3 = 19; Site 4 = 31; Site 
5 = 12; Site 6 = 34; Site 7 = 13 (Site 1 did not provide this information). Variation in the number of patients link workers 
saw in a month could relate to the time of year, the ‘newness’ of their role or the fact that some served more than one 
surgery. In addition, some link workers were part of a team so might have had a smaller workload as a consequence.

Where patients 
were seen

Home visits were permitted in some sites, but others had a clear remit of only seeing patients in a surgery or remotely 
(e.g. via telephone or video conferencing). Location for appointments called for consideration of lone working proce-
dures (e.g. going to visit patients in pairs) and time taken for home visits versus additional information acquired from 
talking to a patient about their non-medical needs in a non-medicalised setting.

Referral types Referral criteria were mentioned at some sites. These usually excluded people exhibiting suicidal ideation or severe 
mental health problems (although data suggested that, in reality, individuals with such difficulties were referred to a 
link worker), or with cognitive problems that would make engagement difficult. Such cases could be jointly managed 
between health professionals and the link worker. Other link workers described broad criteria for acceptance into their 
service; generally, the individual was over 16 years of age.

Referral routes Some link workers engaged in a triage system, having an initial conversation with a patient to identify if their needs (1) 
could be met quickly, (2) required a more intensive social prescribing approach or were (3) best addressed by another 
professional. Other referrals were made via an electronic system. Link workers in some sites received referrals from a 
wide range of professionals (including pharmacists, care co-ordinators and nurses). Others were limited to GP referrals. 
Some reception staff we interviewed would have liked to refer directly to a link worker because they believed they 
could identify patients who would benefit from social prescribing. One site that allowed this to happen had to then 
restrict referrals to clinical professionals only, due to an overwhelming demand. There were a few instances of patients 
self-referring to social prescribing in the data, but this was uncommon.

Training 
undertaken

There was no standard training undertaken by link workers across sites. Most had completed online modules on the 
role provided by NHS England, and some VCSE employers described additional training opportunities for their staff 
(e.g. in counselling skills). Interviewees talked about encountering problems when in the role that highlighted training 
needs (e.g. around trauma, domestic abuse, suicidal ideation). They suggested that training should be general as link 
workers were not set up to be experts in, for example, housing issues or claims for welfare benefits; rather, their role 
was identified as enabling people to open up about their non-medical needs, which might lead to signposting into 
community activities. How much flexibility link workers had over training was subject to outside influences (such as 
resources), as well as whether they had a specialist role (e.g. supporting children and young people or individuals with 
drug and alcohol problems).

Feedback and data 
collection

Some link workers were clear that they avoided completing questionnaires with patients about outcomes if they felt 
this could hamper them from building rapport with someone. Conversely, others used them as a tool to structure 
discussions. There were differences in whether link workers shared feedback with patients on how they were progress-
ing based on these data. There were also differences about how any feedback was reported to others (e.g. to GPs and 
other referrers).
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Discretion to employ and develop skills and 
capabilities
Link workers entered the role from different backgrounds 
(e.g. the VCSE sector or healthcare). Data highlighted that 
having discretion to draw on existing skills or knowledge 
helped link workers to feel valued and able to make 
a unique contribution to patient care. A link worker’s 
personal characteristics could shape how far they engaged 
in micro-discretions; some appeared more confident to 
work in a way that reflected their skills and enabled them 
to best meet a patient’s needs (CMOC6).

… I’m just a person who likes to take charge … I’ve been 
allowed to mould the role to fit my strengths and my 
passions and my interests … the absolute perfect job for 
me right now. I can signpost people, and that’s what is 
expected of me … but also I can push the boundary…
have more therapeutic conversations and use therapeutic 
worksheets … I’m able to do that because I want to.

Site 2 LW01

Some healthcare staff expressed concern around the 
lack of standardised training for link workers, and the 

TABLE 6 Context–mechanism–outcome configurations on micro-discretions related to the link worker role

Context Mechanism Outcome

1 When link workers feel they have discretion in how 
they interact with a patient

It enables them to create an environment 
that facilitates disclosure

Allowing them to access issues 
that are most important to a 
patient

2 When link workers use discretion to respond to an 
individual and their needs

Patients feel heard and valued Prompting them to engage and 
to open up

3 When link workers can use their skills and knowledge 
as they see fit

It produces a sense of accomplishment 
and agency

Contributing to job satisfaction

4 Having discretion within their role to develop connec-
tions with the VCSE sector

Allows link workers to build an under-
standing of a range of available support

Which helps them to respond 
to the various needs with 
which patients present

5 When link workers accept there are structural factors 
over which they have no discretionary power (e.g. 
housing)

They can be open and clear about the 
scope of their role

This avoids raising patients’ 
expectations

6 When link workers have come from different profes-
sional and personal backgrounds

They will draw on what they know, can do 
and believe in

Which contributes to variation 
in how the role is executed

7 When link workers are able to shape training around 
gaps in their knowledge and skills

They feel confident to perform their job So they are best able to 
support patients and do their 
role effectively

8 Having confidence to decline referrals they see as 
inappropriate

Link workers feel in control of their work 
situation

Meaning they can work within 
their capabilities and capacities

9 If link workers believe they should be able to assist 
everyone referred to them

They can feel they have failed if unable to 
do so

Reducing their sense of job 
satisfaction

10 When there is clear communication about what the link 
worker role entails

These employees know what is expected 
of them

So they feel able to execute 
their job with confidence

11 Receiving appropriate support and supervision in the 
role

Provides some boundaries for link workers To practise in a way that 
enables them to feel safe in 
what they do

12 When link workers who prefer structure have managers 
who are ‘hands off’

They may be uncertain about discretionary 
acts

Leaving them feeling daunted 
by the role

13 A lack of explicit guidelines around the link worker role Can mean they experience uncertainty 
around what they should do

Putting them and patients at 
potential risk

14 When working in an environment that supports 
autonomy and being innovative

Link workers have scope to be creative 
and flexible

This allows them to meet 
individual patient needs

15 Involving link workers in shaping a social prescribing 
service

Allows them to offer a realistic perspective 
of its scope and remit

So the service is set up in a 
way that reflects the reality of 
their skills and capabilities
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potential discretion they could exert in this respect. The 
following quotations came from clinicians responsible for 
managing link workers who had differing perspectives on 
this issue.

… link workers have very little experience in care or 
health … yes, in their own lives, they’re obviously 
involved in voluntary work previously or were volunteers 
… but the qualifications are quite thin … the populations 
they’re dealing with are often the most deprived or 
most damaged …

Site 7 HCP04

There are things that they [link workers] need to know, 
like record keeping and confidentiality and safeguarding 
and stuff like that. Suicide prevention or risk assessment, 
things like that. Do they need to do a level three in social 
prescribing? I’m not convinced they do. It looks good on 
your CV, but is it actually – does it make you a better 
social prescriber? Does it make you more safe, more 
agile worker? I don’t – I’m not a big fan of education for 
education sake …

Site 6 HCP11

Link workers saw some elements of training (e.g. 
safeguarding, data protection, health and safety) as 
mandatory. They thought that other training should 
be shaped around existing skills. Hence, having some 
discretion was depicted as important, so training 
could address gaps rather than covering knowledge 
or expertise already gained from previous roles or 
experiences (CMOC7). An area in which link workers 
often required initial training was in using GP electronic 
reporting systems. These tended to be a primary route 
for referrals, although instances were identified when 
referral systems were circumvented by referrers (e.g. a 
GP asking a link worker over coffee to see a patient who 
was coming to the practice that day). In these cases, link 
workers might decide to accommodate such a request 
to foster positive working relationships, particularly 
when starting out in the role. At the same time, having 
the ability to decline referrals was seen as an important 
discretionary act, as suggested in this quotation from a 
link worker (CMOC8).

I am getting better at actually referring them back to 
the GP and saying, ‘I don’t think I’m the right person to 
be working with this patient’… I wouldn’t want to make 
their situation worse … by saying the wrong thing…
triggering any sort of negative emotions … Whereas 
when you begin … you don’t necessarily know those 
things so you could just take anybody.

Site 3 LW01

A lack of clear referral criteria, and a desire to be inclusive, 

left some link workers feeling a sense of responsibility to 
try and do something for everyone. This could limit their 
ability to exercise discretion over how they approached 
the role, prompting them to work outside their skill set. 
At the same time, discretion involved some recognition of 
the extent to which they could help people, and accepting 
this was not always possible. Data suggested they might 
need support to do this in a way that did not make them 
feel they had failed (CMOC9).

… you have to remember what your role is … you’re not 
supposed to be specialised in one service. You can know 
a bit about housing but … there are other services, and 
your job is there to help them along. So it’s just to keep 
reminding yourself of that. As long as you’ve done all 
you can, I think that’s what’s important because you can 
only do your best … it’s just making sure you have those 
boundaries set as well with patients.

Site 5 LW03

Discretion around scope and remit of  
the role
Data showed variability in the range of activities 
undertaken by link workers. Some might go to 
organisations and groups with patients or assist them with 
form filling; others were clear that this was not part of 
their job. There were examples of link workers mentioning 
a need for greater steer around their remit, to stop them 
feeling overwhelmed (CMOC10); others were keen to 
retain independence around their day-to-day activities. As 
outlined in the comments from study participants below, 
having a social prescribing lead or manager was helpful, 
who could act as a buffer between different demands that 
link workers experienced, although this was not the case 
for everyone (CMOC11; CMOC12).

I know that for some social prescribers who maybe 
haven’t had such a clear remit, they’ve ended up being 
utilised by PCNs for things like the vaccine programme 
and various other things which we didn’t do, even if we 
were asked to do it, it wasn’t our remit.

Site 2 VCSE01 (manager)

… to be employed by an outside organisation to work 
in different surgeries and managed by a manager 
outside, yeah, and the manager won’t know 100% what 
we go through in a way, and what kind of day-to-day 
stuff and that can create some issues … our manager 
is not very proactive in terms of engaging with the 
surgery, so certain things we have to deal with the 
surgeries ourselves.

Site 1 LW01
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The possibility of link workers acting outside their 
remit, and who was accountable for such actions, was 
raised during interviews. Healthcare staff, in particular, 
highlighted the potential danger of link workers practising 
in a way that put them or others at risk. This included 
working with patients who self-harmed, were suicidal or 
who had committed sex offences (CMOC13).

I’ve heard from the GPs they like the idea … that this 
person could dive into deeper aspects where they may 
not have time to. They’re a little bit apprehensive with: 
‘is the person trained enough to deal with certain tricky 
situations?’ because obviously the GPs will have lots of 
training to do with mental health …

Site 2 HCP03

… they [link workers] deal with troubled teenagers in 
a lot of cases and my worry is that rather than being 
a signposting service, that the young person becomes 
attached to them … and if something goes wrong with 
that young person who has mental health problems, 
where will that … link worker be if things haven’t 
gone well?

Site 7 HCP04

Fear of being rebuked for going outside of their remit 
was rarely raised by link workers, who talked about being 
reassured by having other healthcare professionals they 
could draw on for assistance (particularly GPs), and being 
aware of safeguarding rules and procedures.

We have a safeguarding lead at [surgery]. An adult 
safeguarding lead and then a children’s safeguarding 
lead as well … We’ve got protocols and we also have a 
duty doctor who would then call them immediately or 
go out to them immediately … I think in the surgery I 
feel that you’re fairly well backed up … because you can 
share that risk.

Site 3 LW01 (follow-up interview)

Observations undertaken for the study suggested that 
where link workers were employed could shape what 
was expected of them and the degree of discretion they 
could exercise. Those managed within the VCSE sector 
appeared able to adopt a relatively flexible approach 
to interactions with patients in terms of frequency, 
location and duration. Conversely, when services were 
managed within primary care, a focus on boundaries 
was more evident, especially on how often and for 
how long patients were seen (CMOC14). Healthcare 
managers seemed to focus on the number of people 
seen and social prescribing’s impact on the wider patient 
population and GP workload. This was contested by 

some link workers, who perceived success in terms of 
improvements for individual patients, whatever that 
took to achieve.

Some would only be a couple of sessions … Some 
might take ages … Some surgeries weren’t as busy as 
others, so I was able to see people more often and see 
them for a lot longer. I know there’s this rule, you’re 
supposed to see people no more than six times…as far 
as I’m concerned rules are there to maybe be broken, 
so I would see people for two years plus and they found 
that beneficial …

Site 1 LW02

For several sites (see Table 2), it was clear that link workers 
were instrumental in designing the service, so had some 
control over its remit and scope (CMOC15). This was 
intentional at some sites but more ad hoc at others, as 
link workers were left by practices to get on with setting 
up. Link workers liked the freedom to shape a social 
prescribing service in line with the needs of patients being 
referred, but there were instances when this responsibility 
could feel too broad and unwieldy.

At the interview, they were quite clear that part of the 
job was going to be shaping how the role worked … I 
wondered if there might be some guidance from my 
supervisors and managers as to what I needed to do … 
There wasn’t really any of that, which was like a blessing 
and a curse, because it meant that they didn’t really 
have any expectations of me … I just didn’t have the 
guidance … If there had been more guidance, it would 
have taken away … feeling daunted …

Site 4 LW01

Programme theory around micro-discretions
Our analysis suggested that link workers’ reasoning for 
exerting discretion related to a desire to offer patients 
person-centred support, and to perform their job in a 
way that was fulfilling. This understanding underpinned 
the programme theory we created from our analysis 
(Figure 1), which highlights outcomes associated with 
the exercise of discretion by link workers. Discretionary 
acts tended to be undertaken by link workers to create 
positive connections with patients and healthcare staff. 
These acts demonstrated flexibility, which in turn enabled 
link workers to feel they were providing person-centred 
care and were making a difference to patients’ lives. 
It was a way to exert autonomy in a biomedical setting 
(where link workers could feel like outsiders) and a means 
to best use their skills and knowledge. This contributed 
to job satisfaction. However, link workers could also feel 
overwhelmed if their caseloads escalated due to having 
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too much flexibility and too few boundaries, reducing 
job satisfaction.

Boundaries could offer clarity of purpose and role 
coherence. Some link workers wanted more frameworks 
and guidance when starting out. Boundaries helped with 
managing expectations, which was important when others 
(e.g. healthcare staff, patients) were unfamiliar with the 
link worker role. Our analysis highlighted that opinions 
about how social prescribing works (and for whom) were 
not always shared across stakeholder groups, so clear 
boundaries may help with ‘buy-in’ to the link worker role 
and more purposeful adoption. Yet, although boundaries 
provided a sense of structure and safety, they could 
curtail link workers’ ability to be responsive to individual 
patient circumstances.

Street-level bureaucracy as a substantive 
theory related to discretion
During the analysis, we considered existing theories that 
were related to our findings; in realist research, it is common 
to do this to augment understanding.26 We felt that our 

data fit with this reference on street-level bureaucracy.

… street-level bureaucrats must make judgments 
about how to act in a given situation because guiding 
policies speak to general rather than specific cases 
… they can exercise discretion in some situations to 
resist or transform systemic conditions, which can lead 
to increased job satisfaction and more meaningful 
client outcomes …27

Street-level bureaucracy was introduced by Lipsky.17 It 
is based on the idea that public servants (e.g. teachers, 
police officers, social workers, healthcare staff) shape 
and enact policies related to their role (rather than simply 
following them). It involves the use of discretion in work 
tasks as a coping mechanism, to manage contradictions 
encountered from imposed time frame, high caseloads and 
shortage of resources, which can affect employees’ sense 
of control over their work. In response to such stressors, 
street-level bureaucrats resist or reframe systems they 

regard as problematic to better align with their goals and 
values, deviating from policy as a consequence. Hence, 
street-level bureaucracy positions those responsible 
for implementing policy as active agents; they have to 
respond to varying circumstances and try to build meaning 
around their role, normalising what they do when facing 
uncertainty and ambiguity in the workplace.28

Discussion

Summary of the findings
The important role of micro-discretions in the activities 
and decisions taken by link workers has been surfaced 
in this paper, which identifies considerations for these 
employees, their managers and commissioners of social 
prescribing services. Data emphasised potential outcomes 
from having more or less discretion in the role and showed 
that link workers undertake micro-discretions, on a daily 
basis, to (1) engender positive connections with others 
involved in social prescribing (patients, healthcare staff, the 

Aspects of the link
worker role where
discretion may be
exerted (Context)

Discretion over
these aspects

Aspects of the role

• Time with patients

• How often sees patients

• Where patients are seen

• Referral types

• Referral routes

• Training

• Feedback on the role

Boundaries
around these

aspects

Person-
centred care

Job
satisfaction

Why these aspects
are important to

consider
(Mechanism)

Link workers can be

responsive to

patient needs

Link workers can

develop

connections with

local resources

Link workers feel

permitted to use

their judgement

Link workers feel a

sense of security

Clarity exists around

the scope of the

link worker role

Others have a good

understanding and

realistic expectations

of the role

Link workers can

execute their role

with a sense of

confidence

Feel able to make a

unique contribution

to patient care

Better placed to

tailor support to

meet patients’

varying  needs

Patients feel able to

open up and engage

Potential immediate
benefits

(Proximal outcomes)

Lasting
consequences

(Distal outcomes)

FIGURE 1 Programme theory (with selected higher level CMOCs) showing the links between person-centred care and job satisfaction and 
the influence of discretion and boundaries on the link worker role.
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VCSE sector), (2) promote buy-in to their role, (3) deliver 
person-centred care and (4) experience job satisfaction. 
At the same time, boundaries may sometimes be sought 
to avoid being overwhelmed by the role’s demands and 
others’ unrealistic expectations. However, boundaries can 
curtail link workers’ ability to be responsive to individual 
patient needs. This could be seen as a ‘Goldilocks 
Conundrum’; too much discretion may overstretch link 
workers and put them in a precarious working situation, 
while too many boundaries risk stifling their judgement 
and response to an individual’s situation, potentially 
reducing job satisfaction. An informed and explicit balance 
of boundaries to discretion is required, which reflects the 
context and skills and needs of a link worker undertaking 
the role.

Comparison with the existing literature
Research involving other health and care professionals 
(e.g. GPs, nurses) has referred to this balance between 
working within boundaries and exerting discretion;13,29–31 

hence, it is not unique to link workers. Yet, as a relatively 
new role, without a clinical background, link workers lack 
the protection (or shackles) of a professional identity – 
with its standardised training, knowledge and regulations. 
A lack of professional status for link workers may explain 
inconsistencies among stakeholders’ perspectives, 
reflected in our data, of where boundaries around the 
role start and end. This can be seen as offering both 
disadvantages (e.g. lack of support structures) and 
advantages (e.g. opportunities to negotiate boundaries).

The topic of professionalisation of link workers has been 
debated.32 In a qualitative study involving link workers 
in England, Moore et al.10 reported that professional 
registration could give the role more legitimacy in the 
eyes of others (including healthcare professionals), 
and provide equity of service provision so that patients 
received a similar level of support. However, concerns 
were also expressed, by interviewees in their study, that 
professional registration could remove individuality and 
flexibility, and act as a barrier to those suitable for the role 
who were unable or unwilling to undertake steps required 
for professional qualification.

It has been noted that a strong professional identity can 
foster resilience and fulfilment in a role,33,34 while at the 
same time providing protection through formal policies 
and standards.29 Professional boundaries can highlight 
areas of responsibility, providing clarity around what is 
expected in a role, offering indicators of good practice.35 

Yet good practice can also be delineated as the ability to 
employ professional judgement, to work in a way that best 
serves patients.

Link workers in our study, as in others,10 described entering 

the role to help others; this could explain their willingness 
to use their discretion when required to achieve this 
outcome. A willingness to work around rules within a 
workplace has been associated with length of experience 
in a post.36 This relates to the idea of gaining wisdom in 
how to practise with discretion through performing a job.37 

Our study suggested that time in the role could shape 
link workers’ willingness to deviate from organisational 
procedures, but so too could personality and employment 
history. These are factors that we also see in research 
examining healthcare professionals perceived willingness 
and ability to work beyond guidelines.38 It reflects the fact 
that link workers, although not having a qualification in 
this role, come to it with past workplace and/or personal 
experiences that support them in their jobs.

Practice and policy implications
Link worker services are being delivered differently across 
the country. This means that, in a way, there is no such 
thing as ‘a’ link worker, especially given the discretion 
that may (or may not) be exercised by those in the role. 
The writing of Lipsky17 around street-level bureaucracy 

is helpful in this respect. Street-level bureaucrats have 
been described as ‘inventive strategists’ who adapt and 
shape what they do to overcome excessive workload, 
complex cases and unclear performance targets.39 Link 
workers can be seen as inventive strategists who employ 
discretion, when required and possible, to meet the 
needs of patients and to maximise job satisfaction. This 
understanding has contributed to the recommendations 
listed in Table 7 around micro-discretions and link 
workers, drawn from our data. We know from knowledge 
exchange events we have held across England, at 
which we described our findings, that some of our 
recommendations are already being undertaken within 
certain social prescribing services. We present these 
recommendations as reflective prompts to trigger 
discussion and action at a local and national level.

Future research
Retention of link workers can be challenging;40 therefore, 

understanding how best to promote job satisfaction is 
important. This might be supported by ensuring a good ‘fit’ 
between the individual link worker and scope for discretion 
in their role. We were unable, in this study, to explore if 
there was a different view of discretion depending on the 
background of link workers, but it is something that would 
be interesting to explore in the future. For example, if link 
workers come from a health background (e.g. healthcare 
assistants, occupational therapists, nurses), do they 
feel more in need of boundaries to reflect the working 
conditions to which they are accustomed? Retention could 
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also be affected by the degree of supervision/support 
experienced in the role, which might affect link workers’ 
discretion and confidence to undertake their jobs. This is 
an area some of the authors are exploring in a new study.41

Further understanding of the risks associated with the link 
worker role, and how discretion may contribute to this, 
is required. Likewise, more research is warranted on how 
link workers convey to patients the scope of their role 
and discuss with them a decision to end the support they 
receive from the service. This is important for appreciating 
the impact that withdrawing support given to a patient 
may have on their experiences of social prescribing.

Our research highlighted how the role represents a myriad 
of services that are often delivered in different ways in order 
to meet patient needs. This has implications for evaluation 
– you cannot treat all link workers as undertaking the same 
activities, in the same way, within the same infrastructure 
and support. More exploration of how best to evaluate 
the link worker role, which considers the diversity and 
flexibility outlined in this paper, is required.

Our findings reveal the knowledge work undertaken 
by link workers in general practice – the work done to 
critically and creatively make sense of and action complex 
problems in context.42 We highlight both the importance 
of and challenges in this work; this resonates with issues 
experienced by healthcare professionals working in 
primary care. Future research examining the knowledge 
work of boundaried and discretionary professionals in 
primary care settings may offer valuable insights into 
achieving culture shifts to enable provision of truly person-
centred health care.

Equity, diversity and inclusion
Our study PPI group supported us to ensure that language 
used in information for recruitment purposes was clear 
and understandable. We looked to involve patients of 
various ages, genders and ethnicities, which we achieved 
(see Table 4). We also included sites that varied in terms 
of deprivation (see Table 2). Our study team ranged from 
early career researchers through to senior academics; it 
comprised of both women and men, people from different 
ethnic backgrounds and people with a disability. All had the 

TABLE 7 Proposed recommendations from the study related to micro-discretions of link workers

Recommendation Target group
Related 
CMOC(s)

Policy-making (local and national) related to link workers needs to be codeveloped with these employ-
ees, to ensure it fits with the issues they are experiencing in the role, and reflects their skills, knowledge 
and capacity.

Policy-makers No. 1
No. 2
No. 15

Explicit discussions with key stakeholders about how link workers are implemented in a local setting 
are required. Discussions should consider issues related to discretion and boundaries in the role. 
These discussions need to be regular and ongoing (rather than one-off) given that the circumstances 
within which link workers support patients are highly dynamic; in recent years in England, link workers 
have faced COVID-19, the cost of living crisis and seen the introduction of other roles in primary care 
through the Additional Roles Reimbursement Scheme.

PCNs, integrated care 
system

No. 10
No. 13
No. 14

Link workers require adequate supervision (clinical and emotional) that helps them to explore issues 
and any confusion related to discretion in their role. This should include support with accepting that 
there are some circumstances affecting patient well-being that are outside their sphere of influence.

GPs, managers No. 5
No. 9
No. 10
No. 11
No. 12

Peer support and an opportunity to exchange views and experiences of the role, and activities 
undertaken within it, are important to enable link workers to compare their everyday practice with their 
peers.

Link workers, 
managers

No. 1
No. 3
No. 6

Link workers should have scope within their role to develop connections with the VCSE in a way that 
fits with patient needs and fits alongside the other work they do in the role.

PCNs, managers No. 4

Clarity around the role and how it is delivered in a local area is needed for multiple stakeholder groups; 
for patients to manage expectations in terms of what link workers can achieve given their skills and 
available resources, and for practitioners to avoid inappropriate referrals.

Staff who commu-
nicate about social 
prescribing

No. 10
No. 13

A system should be in place for link workers to decline referrals they feel are inappropriate, and to 
communicate reasons for this decision to the referrer.

Link workers, PCNs, 
managers

No. 8

Link workers need training on topics that they have not covered in previous jobs and that they feel are 
important for them to carry out their roles safely and effectively. Joint decision-making around training 
can be supported through regular supervision.

Link workers, PCNs, 
managers

No. 7
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opportunity at monthly meetings to contribute to the study’s 
execution, analysis and dissemination. We involved two PPI 
groups, so we had diversity in terms of ethnicity, age and 
socioeconomic status. Both groups challenged our thinking 
about the data and provided alternative thoughts on this, 
and prompted us to explain our findings in plain language.

Strengths and limitations
We collected a wealth of data from seven different sites 
and link workers in England. A range of participants took 
part (including patients, healthcare professionals and VCSE 
representatives). This gave us an in-depth understanding of 
the topic raised in this paper. Through spending time with 
link workers at their place of work, we came to appreciate 
the nuances associated with this role. It also enabled us 
to follow-up issues that had not been considered when 
planning the study. The link workers involved were mainly 
White British and female. Whether ethnicity or gender 
would make a difference to experiences of micro-discretions 
is not clear from the data we collected. Furthermore, we 
focused on research with link workers attached to primary 
care. Whether issues related to discretion are the same 
for those undertaking similar activities in more community 
settings needs to be further explored.

Conclusion

Our research has brought to the fore the function of 
discretion and boundaries for link workers in primary care, 
and the consequences for both those undertaking the 

role and patients they support. Micro-discretions appear 
to allow for responsiveness in social prescribing and for 
the service to be led by the needs of an individual patient, 
but can result in uncertainty and to link workers feeling 
overstretched. There may be limits to how flexible link 
workers can be; discretion will be shaped by community-
based resources available, socioeconomic circumstances 

of the local area and the power link workers have within 
primary care. Developing a professional identity could lead 
to more boundaries around the role, offering consistency 
of delivery and security, but could affect link workers’ 
ability to deliver person-centred care if too confining.
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