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We hope the above statement shows something about the service ethos. 
As a service we place an emphasis on the positive relationships that we have 
with our service users, believing this to be of central importance and the catalyst 
to providing effective, high quality, support and evidence based interventions.  
 
The Community Links-Mental Health Support Service seeks to support and 
maximise the full potential of the individual, promoting independence and choice.  
 

 
Who Are We? 

 
The Service is a team of Mental Health Support Workers (MHSW’s) who work 
with adult’s aged16 and upwards with mental health problems to overcome some 
of the day-to-day difficulties they might encounter. 
 
 

 
 
 
 
The Mental Health Support Service also provides support to carers (such as 
families and partners) who may be supporting service users. The Mental Health 
Support Service offers a service 7 days a week and between the hours of 9am 
and 7pm. The service works with individuals at their own pace for as long as 

 
Workers can offer support to build skills and confidence in the following: 

• Building Social Networks/maintaining Social Skills. 
• Alleviating Isolation & loneliness. 
• Managing at home. 
• Living in the community. 
• Coping with worries. 
• Supporting Carers. 
• Tackling practical and emotional problems. 
• Linking to other resources e.g. services, education. 
• Identifying and achieving goals, wants, needs & aspirations. 

 

 
“You will get further with a patient with a good 
relationship and lousy techniques than you will 
with good techniques and a lousy relationship”. 

 
       Victor Meyer, 1984       
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there is purpose to the involvement.  Support offered may be in addition to other 
services provided by health or social services.  Personal care or cleaning is not 
included in the services offered. Some of our workers have their own cars but 
there is not organisational expectation that they use these for transporting clients 
during visits. The support is free to service users and we aim to make the service 
fit the person - not the person fit the service. 

 
 

 
Service Statement 

 
The Mental Health Support Service understands that the mental health of the 
individual is influenced by life experiences, past and present, social opportunity 
and level of vulnerability to particular symptoms or experiences that may also 
arise from hereditary or biological factors. 
 
 
 
As a result the Mental Health Support Service recognises the key roles played by 
a range of professional and informal carers such as doctors, nurses, social 
workers, occupational therapists, support workers, families and friends, in 
supporting an individual with mental health problems.  
 
 
 
The Mental Health Support Service recognises the need to provide social support 
to people who are affected by mental health problems, either as a direct result of 
symptoms (which can impact on concentration, attention, mood etc) or as a result 
of discriminative/oppressive beliefs, actions or institutions which stigmatise and 
stereotype service users.  
 
 
 
Particular groups of potential and actual service users are at risk of finding 
services inaccessible or of experiencing ongoing poor mental health and poor 
quality of life, such as people from Black or Minority Ethnic communities, 
Women, Gay men, Lesbians, Older people and Disabled people.  
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Service Arrangements 
 
 

The service consists of 16 Mental Health Support Workers (MHSW’s), of which 2 
are specifically to work with African/Caribbean & Asian Clients, the later having 
community language skills, another 1.4 worker posts are specifically for working 
with older people. We also currently have a worker that is able to use British Sign 
Language and we are sensitive to the needs of deaf people. 
 
Each support worker has a low caseload, with a maximum of 12 clients.  The 
service provides some “out of hours” provision; 7 day a week service; 9.00am – 
7.00pm. 
 
An accessible referral procedure exists with a commitment to a timely response; 
Referrals are accepted from other professionals/agencies or self referrals. 

 
Aims of the Service 

 
• Maximise psychosocial opportunity to support recovery. 
• Help reduce the likelihood of relapse. 
• Support service users to improve their quality of life. 
• Enable & enhance the social confidence & ability of service users. 
• Acknowledge & support the role of carers. 
• Promote the self determination of service users. 

 

How we hope to meet our aims 
 

• Participate & promote effective interdisciplinary working, 
including Care Programme Approach (CPA). 

• Place the service and support within the context of good Case 
Management. 

• Utilise assessment that informs effective formulation. 
• Application of evidence based interventions. 
• Measure the effectiveness & quality of the service and its 

interventions. 
• Have a service user/carer approach that promotes openness & 

honesty. 
• Adopt a positive outlook of improvement & recovery. 
• Work with clients to challenge prejudice and discrimination.  
• Support clients to identify & access community resources. 
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As mentioned there is a focus on engagement & relationship building and a 
recognition of a preference for and value of long term supportive relationships. 
 
We have a commitment to work collaboratively and in partnership with service 
users, carers and mental health services.  
 
 We have introduced the Recovery Star, as our assessment/Goal planning tool 
and Outcome measure. Regular reviews take place to make sure work remains 
meaningful & productive. 
 
The service is overseen by a multi agency advisory group with service 
users/carer representation. 
 
We have a commitment to continuous service evaluation and development. 
 
 

The Value of Social Interventions 

 
Social Interventions can have a significant impact on the quality of life for the 
service user and their carer(s) and reduce social disability, especially when 
offered as an adjunct to medication, psychological support and family/carer work.  
 
Workers support clients with social activities such as: 
 

§ Accessing community groups & services. 
 

§ Build/maintain social networks. 
 

§ Trips to the cinema/theatre. 
 

§ Visiting places of interest. 
 

§ Trips & short holidays. 

 
Mental health problems can result in social disability, particularly in the 
following areas: 
 

• Isolation 
• Low self esteem and self worth 
• Self neglect 
• Abuse, harassment and exploitation 
• Poor recovery 
• Increased likelihood of relapse 
• Loss of social and living skills 
• Reduced expectations from others and of self 
• Increased burden for carers and families 
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§ Sports & activities such as snooker/swimming/gym. 

 

 
 
These groups focus on “mainstream” community resources & are supported as 
client led, with the idea that group members are able to develop and increase 
confidence in their social skills as well as organisational and group management 
skills. 

Emotional/Psychological Interventions 
 

The evidence for psychological interventions with mental health problems is well 
established. 
 
Whilst we recognise that we are not primarily a psychological service, we do 
recognise the importance of a multifaceted approach to supporting service users, 
based upon the services underlying bio-psycho-social model and principles. 
 
The range of emotional and psychological interventions provided by the service 
varies greatly, depending on a collaborative formulation shared between service 
user and support worker. 

 
All interventions provided by the service are considered within an overall 
package of support, whether this is part of a multidisciplinary approach or single 
worker support. The case management process that we use ensures that 
workers explore who is “best placed” to provide any interventions that may be 
helpful.  We keep in mind the limitations of the service and workers roles and 
refer on to other professionals/agencies where appropriate. 

 
Team Training Profile 

 
Recruitment for the service is based on attitude, motivation and capacity to learn 
rather than qualification.  Whilst many people do join the team with existing 
qualifications and high levels of education, all new team members begin a 
process of continuous development and training. This is initiated through an 
intensive induction and probation period, with training around service model and 
a competency baseline with links to the “10 Essential Shared Capabilities”. 
 
Workers are then supported with ongoing professional development through an 
organisational rolling programme of internal training, training need analysis, 
appraisal system and regular clinical and line management supervision. 

 
We also have some client groups exist within service: 
 

•  Asian Women’s Group/drop-in. 
•  Women's Group. 
•  General Activities Group. 
•  Allotment group. 
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Workers are also supported in accessing substantive external training and 
courses such as: 

• Dip HE/BSc (Hons) Psychosocial Interventions 
• Certificate in Mental Health Studies 
• BSC in Mental Health 
• ILM Certificate in Management 

 
Who Can We Support? 

 
The Mental Health Support Service recognises that adults with mental health 
problems may have complex needs such as in dual diagnosis or Dementia. We 
will make every effort to offer effective support but we also recognise that in such 
cases the success of support will be in the provision of an overall package of 
care/support within a multidisciplinary framework. Therefore we ask that clients 
are prepared to use other services that are appropriate along side the Mental 
Health Support Service such as Alcohol services etc. 
 
The service recognises its limits and how these impact on possible outcomes 
e.g. support will be less effective where clients are unwilling to engage in specific 
areas of work. 
 
 
For our referrals the nature of the primary need should be a mental health 
problem, although psychiatric diagnosis is not necessary. 
 
Exclusions at the referral stage are infrequent unless need is primarily arising 
from: 

 
• Learning disability 

 
Also, we are not able to work people who are living in long term residential/hostel 
accommodation.   
 

 
The following areas of need should guide whether a referral is appropriate: 
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Potential service users must be registered with a GP and living in the areas of 
Leeds that we cover. 

 
 

Working with Carers 
 

The Mental Health Support Service will aim to support those people who are 
significant to, or, spend significant amounts of time with the people who use the 
service. The support of Carers should be seamlessly integrated into the service 
care pathway and be initiated at referral point. 
 
We ask that carers’ details are included on completed referral forms, as well as 
further information such as: relationship issues, impact of caring on relationship, 
level of support from Carer, whether carer receives any support etc.  This will 
also be explored and considered when an initial assessment takes place. 
 
We will make sure that the nature of support from the Mental Health Support 
Service is made clear to any carers and where possible we will try to involve 
carers in the planning and agreement of any support offered by the service. 
 

 
There is identified need for social interventions, in particular: 
 

• Reduced social functioning. 
• Poor social network. 
• Poor everyday living skills. 
• Absence of meaningful activity. 
• Problems in engagement. 

 
And/or if extra support is likely to reduce the probability of crisis or relapse 
occurring. 
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We stress that our relationship and support with service users is paramount, 
therefore we remain sensitive to service users needs at all times when working 
with carers. 

 
 
 
 
 
 
 
 
 
 
 
 

The following are possible areas of support for carers: 
 

• Information and education around mental health problems: Both 
service users and carers may benefit from increased knowledge 
regarding mental health problems both generally and more 
specifically relating to the problems the service user experiences.  
Both service user and carer may also benefit from learning the 
impact of mental health problems on interpersonal relationships and 
vice-versa and that working with such areas may have a significant 
impact on relapse. 

 
• Linking in with other services: Carers may benefit from further 

support from other relevant agencies such as Carers Leeds or Carers 
Development & Support Workers we will support Carers in accessing 
these services. 

 
• Care Programme Approach: Carers will be supported in accessing 

and attending service users care planning meetings (CPA where 
appropriate) and may need advocacy type support relating to their 
own needs in relation to the carers section of the “Care Programme 
Charter” and NSF standard 6 (Appendices 2 & 3 respectively).  
Workers from the Mental Health Community Service may not be the 
best placed people to take on this role, therefore, other 
workers/agencies will be considered. 

 
• Family Interventions:  We are able to provide a structured 

programme of Cognitive Behavioural Family Interventions where this 
may be appropriate  
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Service Area 

 
 
The map below roughly shows the area that we cover.  Everywhere within the 
thick orange outlined area is covered by the service except within the smaller 
thick orange outlined area which is covered by the Mental Health Support 
Service provided by “Together”.   
Service users who are in the process of relocating or are hospital in-patients 
should still be due to live in the area outlined below. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The service covers most of North-East Leeds and large part of East Leeds but  
also parts of North-West Leeds: 
 
 
Chapeltown, Little London, Meanwood, Harehills, Seacroft, Burley,  
Headingley, Woodhouse, Crossgates, Halton, Halton Moor, Whitkirk, 
Colton, Swarcliffe, Scholes, Barwick-in-Elmet, Wetherby (and surrounding 
areas such as Bardsey, Clifford, Bramham, Boston Spa) and some parts of 
Moortown and Roundhay. 
 
The area south of the M1 in East Leeds and the rest of the Leeds area is covered 
by Leeds City Council Department of Social Service Home Support service. 
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Making Referrals 
 

We have recently introduced a new element to the service. We are now 
working with people aged over 65 years and with Dementia. We hope that 
by introducing this new element to the service, we are responding to the 
need of people in our community, referrers and commissioners, without 
compromising aspects of our culture and principles that have made the 
service so successful. 
 
Referrals can be made by any agency or worker.  We also accept self-referrals 
and referrals from carers and significant others on behalf of potential service 
users. 
 
The person being referred must know about and agree to the referral. 
 

 
 
Referral forms should be completed with as much information as possible.  If 
areas are left blank we may need to return the referral form or contact you for the 
missing information. This could have an impact on the speed referrals are 
processed. 
 
Where possible, prospective service users should be encouraged and supported 
to be involved in the process. 
 
(The service has signed up to the Leeds multi agency information sharing 
protocols and also follows best practice guidelines and legislation relating to data 
protection.)  
 
Referrers should make sure that the information they give is accurate and can 
provide some indication of the type of work that may take place.   

 
Referrals can be made in the following ways: 
 

1. You can make a referral to the service by telephone; we will take 
some contact and monitoring details and place the person on 
our waiting list.  We will then send out a referral form for you to 
complete and return to us. 

 
2. If you already have our referral forms at your workplace, you can 

complete one and either post it or fax it to us.  We will then place 
the referral on our waiting list. 

 
3. Self referrals are made by telephone initially.  We will then send 

out a self-referral pack and place the prospective client on our 
waiting list.  
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Prospective service users that have clear goals, that can be achieved within 6 
months, may potentially access the service faster. However, referrers should be 
aware that the ultimate decisions around managing the waiting list belongs with 
the service and this element to the service should not be used to attempt to “fast 
track” clients who may be more appropriate for the standard service. 
 
Where referrers lose or end contact with service users, they should inform us 
immediately and pass on any contact details for new workers/agencies that may 
be involved.  We also need to be informed of any changes to prospective service 
users’ details. 
 
Referrers should expect to receive a letter approximately every 3 months that 
someone remains on the waiting list.  This is to let them know that the referral is 
still active and also to check that they wish this to be the case. 
 
When the referral is actioned, two workers from the team will arrange a meeting 
with the potential service user to discuss the service & their support needs.  
Referrers should expect to be informed at this stage and involved in the meeting 
where appropriate. 
 
Short and long-term work is offered as an option to the individual being 
assessed. Appropriate intervention is agreed after the assessment has been 
feedback to the management team. 
 
The outcome of the meeting will be made clear to all concerned by phone and 
written correspondence. 
 
Where it is agreed to offer use of the service, a MHSW will be allocated and 
introduced as soon as possible. 
 
Prospective service users and referrers have the right to appeal against any 
decisions made within the referrals process.  Appeals should be made in the first 
instance to the service manager. 
 
 
The organisations’ Comments, Complements & Complaints process leaflet has 
been included in this information pack. 
We have also included copies of the referral form and self referral pack for your 
information. 
You are welcome to photocopy any of our information or forms for use in relation 
to Community Links Ltd business.  Further original documents can be obtained 
by contacting us. 
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As previously mentioned we strive to continuously improve and develop our 
service.  Therefore, we welcome any feedback, comments or suggestions 
regarding the service or any of the information we have provided. 
If you wish to contact us please do so using the contact details on the 
following page. 
 
Thank you for your time. 
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Community Links Home Support Service (Adult 16-64) 
Referral Pathway 

Completed 
referral form 

received 

Initial Assessment 
(within 4 weeks of 

allocation of 
assessors)  

Add to awaiting 
allocations list ¬ 

Caseload space 
identified for long-
term or short-term 

support  

Identify assessors 
and arrange Initial 

Assessment & inform 
client and referrer 
(within 2 weeks of 

receipt) 

Allocate to 
CMHSW  Close referral 

Service not 
appropriate 

Request further 
information (within 

2 weeks of 
receipt) 

Referral information 
adequate? 

No 

Yes 

Appropriate for 
long-term or short-

term support 

   ¬  At times of high demand, clients may have to remain longer on the awaiting allocations list.  
 Therefore, we may need to review the information already gathered before final allocation. 

Acknowledgement 
call to referrer or 

letter to client 
(within 2 weeks of 

receipt) 

Initial assessment 
outcome letter to 
client and referrer 
(within 2 weeks of 
initial assessment) 

Initial Enquiry 
received 

Referral 
Actioned 

Initial assessment 
outcome letter to client 
and referrer (within 2 

weeks from initial 
assessment) Rationale 

why service not 
appropriate 

No 
current 
space 

Yes 

Inform client and 
referrer 

Access to the 
appeals 
process, if 
required 

Yes No 
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                             Contact Details 
 
 
    
 

Community Links Home Support Service (Adult, 16-64) 
 Jamaica House 
 277 Chapeltown Road 
 Leeds 
 LS7 3HA 
 
 
 Telephone:  0113 262 0033 
  
 Fax:  0113 262 4551 
 
 Email:  administrator@commlinks.co.uk 
 
 www:  www.commlinks.co.uk 
 
 
 

Hard of hearing or Deaf people can use our text phone number: 
 
    07703 162364 
 
 
 
 
 Manager: Andrew Jacques 
 
 Direct Dial: 0113 284 9814 
 
 Email:  andrew.jacques@commlinks.co.uk 
 
 
 
 Deputy Manager: Lisa Nicholson 
 
 Direct Dial:  0113 284 9813 
 
 Email:   lisa.nicholson@commlinks.co.uk 
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Established in 1981 and now a leading provider of mental health services in 
Yorkshire and The Humber, the organisation currently runs 10 mental health 
services, supporting over 500 people and employing around 150 staff. 
 
 
Mission Statement 
 
Community Links exists to provide excellent, client focused mental health 
services which value diversity, instill hope and improve quality of life through 
recovery. 
 
 
Good Practice Statement 
 
Our culture, core values, organisational objectives and philosophy are heavily 
influenced by best practice; striving for excellence and optimum recovery for 
service users. We aim to ensure all our working practices are evidence-based; 
for example Psychosocial Interventions and Cognitive Behavioural approaches 
routinely influence our day-to-day practice. 
 
Ensuring service users are at the centre of all our services is a primary aim.  We 
seek to incorporate and adhere to their preferences in decisions affecting their 
lives is key to a collaborative approach. 
 
Services 
 
Community Links has a wide range of services and takes referrals from a variety 
of sources.  In many circumstances potential service users can also self-refer. 
 
Support in the community:   
 
The Mental Health Community Services: for adults aged 16 and over covering 
North East Leeds (including some weekend and evening support).  
 
Supported accommodation   
 
Our Housing Support Service covers the whole of Leeds, including some 
weekend and evening support.  Access to support and advice from a ‘duty’ 
worker is available during normal office hours Monday to Friday. 
 
 




