
 
 

 

JOB DETAILS 
 
Job Title: Psychosocial Link Worker 
Salary:  £24,000 
Hours:  37.5 hours per week 
Location: South Tyneside 
Accountable to: Service Manager – Psychosocial Team 
 

Social prescribing empowers people to take control of their health and wellbeing through referral 

to ‘link workers’ who give time, focus on ‘what matters to me’ and take a holistic approach to an 

individual’s health and wellbeing, connecting people to community groups and statutory services 

for practical and emotional support. 

 

Across South Tyneside there are a number of partners delivering social prescribing and all are 

committed to work together to develop a social prescribing system that responds to the needs of 

the population. The Primary Care Networks are looking to integrate social prescribing link workers 

into their teams and add additional capacity to the system. 

 

Social prescribing link workers will work as a key part of the primary care network (PCN) multi-

disciplinary team. Social prescribing can help PCNs to strengthen community and personal 

resilience and reduces health and wellbeing inequalities by addressing the wider determinants of 

health, such as debt, poor housing and physical inactivity, by increasing people’s active 

involvement with their local communities. 

JOB PURPOSE 
 

Provide personalised support to individuals, their families and carers to take control of their 

health and wellbeing, live independently and improve their health outcomes, as a key member of 

the PCN multi-disciplinary team. Develop trusting relationships by giving people time and focus on 

‘what matters to me’. Take a holistic approach, based on the person’s priorities and the wider 

determinants of health. Co-produce a simple personalised care and support plan to improve 

health and wellbeing, introducing or reconnecting people to community groups and statutory 

services. The role will require managing and prioritising your own caseload, in accordance with 

the needs, priorities and any urgent support required by individuals on the caseload. It is vital that 

you have a strong awareness and understanding of when it is appropriate or necessary to refer 

people back to other health professionals/agencies, when what the person’s needs are beyond 

the scope of the link worker role – e.g. when there is a mental health need requiring a qualified 

practitioner. 

 

Alongside other members of the PCN multi-disciplinary team, work collaboratively with all local 

partners to contribute towards supporting the local VCSE organisations and community groups to 

become sustainable and that community assets are nurtured, through sharing intelligence 

regarding any gaps or problems identified in local provision with commissioners and local 

authorities. 

 



 
 

 

Social prescribing link workers will have a role in educating non-clinical and clinical staff within 

their PCN multi-disciplinary teams on what other services are available within the community and 

how and when patients can access them. This may include verbal or written advice and guidance. 

Provide psychosocial interventions to people identified through the Primary Care Networks to 
support them to develop the knowledge, confidence and skills to manage their health and the 
impact it has on their day to day life. 
 

MAIN DUTIES 
 

 To work as part of a multi-disciplinary team to develop a Person Centred, Community Based 
Behaviour Change Service in South Tyneside 

 To provide coaching, establishing what matters to people and support them to implement 
solutions they can identify with, with the aim of increasing their confidence, knowledge and 
skills to self-manage 

 To provide holistic care to a case load of people, providing personalised psychosocial 
interventions including, but not limited to, agenda setting, problem solving, motivational 
interviewing, solution focussed approaches, goal setting and signposting 

 To lead in removing potential barriers and stigma associated with the targeted groups to 
promote equality, diversity and safeguarding system-wide 

 Act as an advocate for the patient, guiding them through a complex journey and multi-
faceted approach that results in appropriate use of scheduled and unscheduled care 
services 

 Develop robust and active links with primary care network teams and connect well with 
other partners. 

 A further element of the role would be coordination, sharing and learning of the work with 
colleagues to promote safe practice and sustainability. 

 Promote the early identification, adoption and spread of new ideas that are robust enough 
to remain in clinical practice 

 To enthusiastically implement a biopsychosocial framework 

 Have an understanding of the different models of patient engagement such as patient 
activation and health literacy, and confidently use person-centred outcome measures of 
these 

 To deliver face to face sessions, telephone sessions and group programmes 

 To understand the boundaries of coaching and ability to identify and act accordingly when 
coaching is not appropriate and being able to sensitively discuss alternatives or escalate 
appropriately 

 To actively engage in supervision and training with a commitment to personal development 

 To facilitate group sessions, confidently managing group dynamics, and promote mutual 
aid, where appropriate 

 To be familiar and up-to date with the wider offer from local or national health, social care 
and voluntary sector organisations, as relevant to people 

 To ensure accurate reporting and data collection, where appropriate 

 To work unsupervised in a manner that promotes excellent person care and experience, 
while recognising professional and organisational requirements and boundaries 



 
 

 

 To contribute to the monitoring and implementation of all policies and systems as they 
relate to service delivery, in particular: Health and Safety, Safeguarding, Vulnerable Adults 
and Lone Working 

 To be professional with people, colleagues, volunteers and professionals at all times 

 Have an understanding of the evidence base around self-management support and person-
centred care 

 To undertake any reasonable duties/responsibilities required to meet the needs of the 
developing service with a flexibility to work weekends and evenings if required 

 To ensure regular review of risks and issues that could impact on individual care and wider 
service delivery 

 To adopt our quality improvement methodology and seek to continuously improve our 
systems for the value of our clients 

 Contribute to the development and delivery of our high-quality behaviour change training 
programmes. 

 To contribute to the company’s marketing, promotion and publicity 
 
This list is not intended as an exhaustive list of duties and responsibilities. The post holder will be 
asked to carry out other duties which are appropriate to the skills of the post holder and grade of 
the post as the priorities of the service change. 
 
See competency framework for skillset and mindset required for the role. 
 

 


