
 1 

SUBMISSION FROM EDINBURGH ACCESS PRACTICE 
 
 
REPORT OF KEEP WELL TEAM GYPSY & TRAVELLER OUTREACH 
SERVICE 
 
Contents 
 
Purpose of report                                                                                    Page 2 

Summary of report                                                                                  Page 2 

Context                                                                                                     Page 4 

Work undertaken to date                                                                        Page 5 

Local clinical findings                                                                             Page 7 

Follow-up and lifestyle changes to date                                               Page 10 

Partnership working and stakeholder feedback                                  Page 11 

The future                                                                                                Page 12 

Potential models of working                                                                  Page 14 

Features of potential local service                                                        Page 18 

Conclusions                                                                                            Page 19 

References                                                                                              Page 20 

Appendix 1: clinical summary                                                               Page 21 

Appendix 2: data relating to the Metabolic Syndrome                        Page 24 

Appendix 3: individual G&T feedback and comments                        Page 25 

Appendix 4: data relating to those seen out-with Keep Well remit    Page 26 

Appendix 5: Case Studies                                                                      Page 30 

Appendix 6: Questionnaire and replies to date 

 
 
 
 



 2 

Purpose 
 

 To summarise work undertaken with Gypsy & Traveller (G&T) individuals 
by the Keep Well (KW) team since engagement commenced in January 
2010  

 To highlight the local clinical findings and relate these and our experience 
to what is already known in the evidence and literature wider in the UK 

 To report on partnership working and briefly mention feedback from other 
stakeholders 

 To report on feedback from the G&T individuals and community to the 
Keep Well team, their activity & interventions undertaken 

 To illustrate potential models of working to continue after KW funding 
ends, both from our findings and evidence elsewhere 

Summary 
 

1. Numbers of individuals in the G&T community engaged with by the KW 
team since January 2010 have exceeded expectations and initial targets 
set. Engagement has occurred in local authority and unauthorised sites 
widely across Lothian. A very significant number of G&T men, who appear 
to have higher health risks than G&T women, have been engaged by the 
service (many more than in research undertaken elsewhere) and reasons 
for not wishing engagement with the service are also summarised (Box 1). 

 
2. In keeping with evidence from elsewhere, very high levels in G&T adults 

seen locally to date of obesity (up to 70% of adults seen), hypertension, 
risks for diabetes (Just under 50% of all adults seen via the Metabolic 
Syndrome), heavy alcohol use and smoking (Appendix 1). The 
cardiovascular disease (CVD) risk profiles via ASSIGN are also high 
compared to the homeless group seen by this KW team, with a high stated 
prevalence of premature family history of CVD. Two individuals have been 
diagnosed with new diabetes, while several have been prescribed CVD 
primary prevention medication. Health issues and concerns reported by 
G&T in all settings not relating to either those within the KW age remit 
(<35years) or data-set are also summarised (Appendix 4).  

 
3. The perception of longer-term health risks locally has, in line with empirical 

evidence, been variable, with evidence of not making links between 
lifestyle and longer-term problems alongside initial reluctance by some to 
access longer-term support, but mainly because this is local (i.e. within 
Lothian) only. There is local evidence that individuals would access 
support and facilities to improve health if models such as ‘universal gym 
card’ were available.  

 
4. The KW team has worked with the local authority (LA) site managers, the 

police from across Lothian, and key individuals within the G&T community, 
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both individuals and voluntary sector (including attendance at the G&T 
church convention) to initially engage with G&T people at all settings.  

 
5. Questionnaire designed as service development has to date revealed, in 

those G&T seen by the team, a clear wish for health information in mainly 
audio-visual form that addresses a range of lifestyle risks and longer-term 
health problems (of which, information on CVD is most wished for) 
(Appendix 6). However, it is also overwhelmingly not felt important that 
G&T feature in this health promotion information, but that it is 
understanding of, and sympathetic to, the G&T culture and outlook. Much 
anecdotal feedback has been collected by the team to support their wish 
for a dedicated health service and information that meets their needs 
(Appendix 3). 

 
6. Continuing a dedicated service for G&T locally in Lothian is very 

reasonably argued to reduce longer-term health risks related to lifestyle 
behaviour, especially CVD, in adults. This is partly due to the hugely 
raised levels of risks both locally and the comparison with evidence from 
elsewhere. Evidence also abounds UK-wide of the social exclusion and 
marginalisation of G&T, and that funding for ‘projects’ both health and 
otherwise is always locally short-term, which deepens the frustration of 
both G&T individuals and stakeholders. Rapid impact assessment and 
findings to date demonstrate the hugely adverse effects of withdrawing a 
dedicated service. However, a dedicated health service must be efficient 
and flexible above all, and will require a model that draws on UK-wide 
evidence, and can effectively triage and refer on any health issue relating 
to all G&T of any age. Accordingly, options for continuing are illustrated 
and as follows: 

 
 Skeleton local service: 1-2 only (lone working policy) to see mainly 

those in unauthorised sites (linked to Edinburgh Access Practice 
(EAP) 

 
 Local Lothian-team of 2-3 to continue as is, but in the expanded 

model, continue working with LA sites and link with EAP): could 
extend potentially geographically and do development work with 
NHS Lothian re. promoting best practice, cultural awareness and 
work with council and other stakeholders to hold a range of events, 
as well as protected resource to undertake specialised health  
promotion. Again should link in with protected Health Visitor 
time/resource.  

 
 Scotland-wide service: team of 7-10 practitioners to cover much of 

Scotland  
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Context 
 
There is increasing evidence that G&T individuals report poor health status and 
are very likely to have long-term limiting illness (Parry, Van Cleemput, Peters et 
al 2007) as well as even poorer health outcomes than other ethnic minorities 
(Peters, Parry, Van Cleemput et al 2009). Life expectancy mirrors that of a 1940s 
population (Tan, Avalos, Dineen et al 2009) and has been estimated by a 
Scottish GP at about 55yrs old. Mortality-rates are simply shocking for the KW 
age groups (Table 1), incidentally showing far higher rates for men, and in the 
only available figures, are roughly 3.5 times higher than the general population at 
all ages (Department of Health Ireland 2010). The comparative population of 
G&T starts to decline from the 25-39 age bracket (Central Statistics Office cited 
in Department of Health Ireland 2010), perhaps suggesting very premature onset 
of health problems.  
 

Male G&T 
mortality ratio 
(MR) 

Male general 
population MR 

Female G&T MR Female general 
population MR 

49.7 13.49 26.25 8.87 

 
Table 1. Age-related mortality ratio for G&T within the age range of Keep Well i.e. 
35-64 yrs in Ireland 2008 (adapted from Department of Health Ireland 2010) 
 
In addition, health care is frequently accessed in an emergency care 
environment, often when problems reach crisis point (Lawrence 2007), with clear 
cost and resource implications. Additional challenges are poor literacy (Lawrence 
2007) and greater likelihood of late diagnosis of conditions or avoiding 
knowledge of any diagnosis (Parry et al 2007) in addition to basic practical 
difficulties in accessing services while travelling (Peters, Parry, Van Cleemput et 
al  2009).  
Alongside the marginalization and racism widely experienced by G&T (Tan, 
Avalos, Dineen et al 2009), expectations and experience of health care are 
usually low, and characteristics of G&T health beliefs include fatalism, stoicism 
but also fear of uncontrollable health conditions (Van Cleemput et al 2007). 
However, evidence suggests that G&T are keen to retain links with trusted 
healthcare providers (Van Cleemput et al 2007) and are potentially willing to 
travel long distances to engage, as has been seen by the KW team (albeit small-
scale to date).  
 
The team is mindful that the determinants of health in G&T are complex, and that 
provision of a service, however efficient and tailored to all evidence, cannot in 
itself reduce the racism and discrimination that feature daily in experience of G&T 
(Equality & Human Rights Commission 2010). However, using an approach that 
recognizes this and works in conjunction with others is a positive step, and 
continuing a ‘bespoke’ health care service when the threat of withdrawing this 
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altogether exists, will make a hugely positive impact that overspills into many 
areas of G&T experience.  
 
Evidence has been found locally of individuals keen to know and improve their 
health status and of a range in individuals of varying ages and locations of 
sustained lifestyle changes since starting engagement. As in evidence from 
elsewhere, ‘inappropriate’ use of emergency care resources is evident locally. It 
is strongly suggested that there is a huge burden of ill-health which could 
potentially be reduced, with benefits for quality of life and longer-term NHS 
positive financial implications for avoiding episodes relating to CVD and other 
long-term conditions if an efficient service could engage with at risk individuals 
both short and longer-term.  
 
Work undertaken to date by KW team 
 
Assessments started January 2010 on both local authority (LA) sites currently 
used in Lothian (Duddingston/North Cairntow in Edinburgh, and Whitecraig on 
the East & Mid-Lothian boundary). Initial meetings with site managers and 
‘scoping’ work on sites, introducing ourselves to residents preceded this. Also, in 
February 2010 on ‘unauthorised’ (=roadside) encampments. The team was 
advised that the (now) former West Lothian LA site was not occupied from 
November 2009.  

 
Initially, we were advised of locations of unauthorized sites by site managers and 
latterly, via formal linkage with the Police G&T Liaison Officers. We now receive 
email notification of sites pan-Lothian weekly from the Police, and informally from 
the site managers. To date, we have engaged with G&T in Edinburgh city, East, 
Mid and West Lothian as well as in Fife (Rosyth). Approximate distance covered 
has been around 30 miles from base in all directions as detailed above. 
Engagement has also taken place at large events in Lothian where G&T 
individuals have accounted for a large number of those attending (Musselburgh 
Harness racing and the ‘Light and Life’ (L&L) G&T Church annual convention, 
where we worked alongside the Lanarkshire Keep Well team). The Lothian team 
organized both of these events, including planning, risk assessment of venues 
and determining the clinical pathways and protocols. 

 
Most of those at both LA sites who wished to be seen have now been engaged, 
so the input now at both sites is to follow-up ongoing issues identified through the 
initial assessment and to see those who are new to the sites. We are now the 
only healthcare workers in Lothian providing planned outreach at the sites 
(previous Health visitor input at Whitecraig is no longer resourced, while those at 
both sites needing to access routine healthcare do so at their practices). There is 
evidence that for routine care, G&T at both Lothian sites appear well engaged 
with their local practices (mainly Dalkeith & Craigmillar Medical Practices), but 
apparently less so for anticipatory care or long-term conditions. In addition, we 
are opportunistically approached by a range of individuals on-site in relation to 
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miscellaneous queries, which we are usually able to resolve or support on site 
(see also Appendix 4 for summary of issues outside KW age/criteria).  

 
To date, 113 G&T in the KW age criteria alone have been assessed, with 8 non-
attendances for planned appointments and around 25-30 individuals who 
declined engagement. Reasons for those declining are summarized below (Box 
1). Characteristics of individuals seen by us in the KW age range show a 
remarkably high engagement with G&T men: to date, a 54% male, 46% female 
split. Research elsewhere has shown < 20% male engagement with screening 
services (Tan, Avalos, Dineen et al 2009) and 20-25% with qualitative research 
questionnaires (Van Cleemput, Parry, Stevens et al 2007), both with much 
smaller samples, so this higher male engagement is significant, especially given 
the far higher risk profile seen in G&T men as below. It is likely the concentration 
on unauthorized sites, varying hours of visiting and engagement with the L&L 
church and racing events, as well as having a male healthcare worker, accounts 
for this.   

 

Reasons for declining engagement 
with KW team 

 

 Have own GP (no indication of 
input other than routine care) 

 Under follow-up care elsewhere 
(reason unspecified) 

 Not wishing to have check 

 ‘what will be, will be’ 

 Don’t want to know problems 
 

              
                 Box 1. Reasons for declining KW engagement 
 

The bulk of engagement work for first assessments is now at unauthorized 
encampments in Lothian for G&T who originate from throughout Scotland, the 
UK and Ireland. At this stage until end of stated funding (August 2011), we will 
continue work both at LA and unauthorized sites. The plan otherwise is to link 
further with the Light & Life church ‘Building Bridges’ project and the local housed 
Gypsy/Roma population, of which there is some local evidence. Expanded work 
at large-scale events like L&L convention and cultural awareness training re G&T 
wider within NHS Lothian (e.g. in A&E and NHS24) are two upcoming projects.  

 
Regarding child health, the KW team has not formally collected episodes of input 
here as the remit is >35yrs. However, queries relating to young children have 
been raised at each unauthorized site, and the KW team has responded to, and 
directed, these queries to (at various times) the health protection nurses in Public 
Health, staff at the EAP experienced in child health, health visitor staff formerly 
with remit for G&T and NHS24.  
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Local clinical findings 
 

We have complete data (Appendix 1) for around 90 G&T individuals relating to 
those in the EAP Keep Well age criteria (i.e. 35 years and over). This includes 
data on Blood Pressure (BP), HDL Cholesterol and/or Triglycerides for all with 
BMI >30 or elevated waist circumference, therefore allowing assessment of 
ASSIGN CVD risk score and/or metabolic syndrome. This is fewer than the total 
number seen as some data is missing and many seen at the Harness racing 
event did not identify as G&T.  However, it is still almost double the sample frame 
engaged in the only available comparable research elsewhere (Tan, Avalos, 
Dineen et al 2009). A wider survey population in the All-Ireland Traveller Health 
Study (Department of Health Ireland 2010) had self-reported rates for high BP of 
almost 50% in the 45-64yr age group, and almost 40% for high cholesterol in the 
same age group, roughly double those of the background population. In other 
adult age groups, the rates in the G&T were two to three times that of the 
comparison group. However, only between 50-57% of all adults had been 
screened for these risk factors, so, as with our findings, the ‘unmet need’ burden 
is unknown, especially for those who decline engagement.  

 
In addition, we have CVD risk data of lipids, BP & lifestyle factors (Appendix 1) 
for those < 35yrs but with a positive family history of premature CVD (1st degree 
relative onset <55yrs). This was collected as part of a ‘mini’ KW assessment 
focusing on lifestyle.  

 
Of the 8% of the total locally with long-term conditions (Diabetes, CHD, stroke, 
known hypertension), only one reported taking medication as prescribed, with 
two more having stopped altogether. 2 of 3 with diabetes had partial 
concordance, but with markers (HBa1c, BP, microalbumin) far above both clinical 
recommendations and QOF targets. Interestingly, those with CHD and previous 
stroke had total non-concordance with medication, but measurements (BP, lipids) 
within QOF targets, though no initial wish to engage with follow-up.  

 
The team reported some initial difficulty in instigating and maintaining 
conversations relating to mental health and mental/emotional wellbeing (as well 
as dealing with any perceived signs of abuse or domestic violence). This is in 
accord with elsewhere, where keeping these things as private is felt to be 
culturally vitally important (Van Cleemput et al 2007), although progress has 
been made locally by developing dialogue with individuals and then to 
individually support those with depression, severe grief and substance misuse. 
This evident trust from individual G&T has been greatly appreciated by the KW 
team, and perhaps indicates that the team is seen as trusted caregivers.  

 



 8 

Relating to CVD primary prevention, the main points to date are: 
 

 15% of all G&T seen at the 20% ASSIGN threshold for primary 
prevention medication (versus 11% of the homeless group) 

 16% lower than the homeless KW cohort in the ‘low risk’ group 
(ASSIGN <10% or less), 10% more than the homeless cohort in 
the ‘intermediate’ group (ASSIGN 10-19%) 

 46% of G&T men and 43% of women seen meet criteria for 
Metabolic Syndrome (MetSd), with no formal identified follow-up 
locally. This is independent of ASSIGN score.  

 Around 70% of men and 50% of women have BMI >30 (obesity) 
 Around 90% of all engaged so far currently smoke (contrast 50-

53% only in the Irish survey study (Department of Health Ireland 
2010)  

 

 The ‘Metabolic Syndrome’ (definition: Appendix 2) picture locally is almost 
identical to the only known quantitative evidence to date about CVD risk 
and diabetes in G&T, where, in a point prevalence study, over 50% met 
criteria for MetSd, 8% were diabetic and 43% had hypertension, although 
the sample was small (n=47) and was 81% female (Tan, Avalos, Dineen 
et al 2009). The longer-term link to CVD is clear in evidence that 52% of 
those with T2 DM will die of CVD, and those newly diagnosed with T2 DM 
have double the risk of stroke within 5 years compared to the general 
population. Meanwhile, diabetic complications increase by five the chance 
of needing hospital admission (Diabetes UK Key Statistics 2010) so the 
financial impact of this degree of risk is significant, before even 
considering effects on quality of life, and productivity. In the absence of 
co-ordinated follow-up, this risk is very high for those with either known or 
undiagnosed diabetes. 

 
Individuals seen locally are case managed with a clear plan for each regarding 
suggested interventions and follow-up, and the current model flags up individuals 
when they are due review. 

 
 Additionally: 
 

 There has been a consistently heavy alcohol intake observed in the 
G&T male group (circa 20 + units/day) of all ages, mostly in those 
at unauthorized encampments, which may help explain both weight 
and high Triglycerides (via pancreas effects) as well as high BP 

 
 Heavy reliance on takeaway food (5 times or more/week) and very 

high intake of ‘full sugar’ drinks such as Red Bull (most frequently) 
or Coke: when suggesting switch to sugar-free, most reply they’d 
rather continue or stop drinking altogether. Sugar-free or diet 
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versions are never seen (hence many occasions when had to 
repeat blood sugar or to recommend a fasting sample).  

 
 Two men in their early to mid-20s on one LA site were noted to 

have fatty liver disease (as in elevated transaminases) from dietary 
reasons rather than alcohol intake 

 
 Counterweight was started with one female in one site but she 

reported it too structured and rigid, so a simplified adaptation was 
used. Another female at the site declined input, but both meet the 
criteria for MetS, with one advised to attend her GP for investigation 
of an additional high random glucose of 7.3 several months ago, 
has just attended following months of prompting and discussion 
about this (told repeat was ‘normal’).  

 
 Universally compromised literacy skills exist: both in sites and 

‘roadside’. Most G&T in the KW age group cannot either read or 
write (or both) 

 
 Challenges for addressing weight include reported cultural attitudes 

(which have been identified through our encounters as well as 
evidenced with G&T elsewhere) such as: 

 

 Fatalism: what will be, will be (NOTE: we have met individuals who have 
said this on first encounter with us but have since asked for assessment) 

 

 Changing a couple of things as often suggested: difficult, G&T prefer ‘all or 
nothing’ (i.e. cut things out altogether) 

 

 Structured input like Counterweight is difficult because: they may not see 
weight as an issue, they may not be around or available after the first 
encounter, literacy challenges, access to sources of better food (especially 
when on the road), ‘planning ahead’ not an easy concept to grasp, goal 
setting likewise an initially difficult concept for G&T to understand 

 

 Alcohol and eating habits may be two areas lifestyle-wise which may have 
most impact: longer-term health promotion needed BUT will need 
reinforcement regularly 

 

 Emphasis was developed on working on small things that are simple to 
explain: avoid adding salt to takeaways, reduce number of bottles of 
alcohol, better takeaway choices, switching to sugar-free soft drinks.  
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Follow-up and lifestyle changes to date 
 
The impression is that G&T in all settings have been keen for screening and to 
discuss risk factors, but the means of providing support on an individual level has 
been challenged by the lack of multi-site links across the UK, and also that health 
issues easily give way to other perceived priorities such as family issues and ‘the 
travelling way’. There is also no evidence in the literature that G&T have ever 
been directly asked in the UK how they would wish healthcare support for short 
and longer-term needs to be organised, in order for it to meet their needs in this 
way.  
 
10 months of engagement has afforded few opportunities to assess much by way 
of sustained lifestyle changes other than planned re-assessment. However, so 
far from those on the LA sites: 
 

1. 38yr old female following reduction in smoking and dietary changes as 
initially recommended has reduced ASSIGN score from 11% (February 
2010) to 7% (November 2010), i.e. a 36% absolute risk reduction 

2.  41yr old man following increase in activity has reduced ASSIGN score 
from 18% (February 2010) to 17% (November 2010), i.e. a 6% absolute 
risk reduction at borderline high risk 

3. 21yr old man who met criteria for ‘fatty liver’ has started going to the gym 
3-4 days per week (October 2010) following initial assessment in June 
2010 and reduced smoking, as well as consumption of full-sugar drinks, 
as well as reduced alcohol! 

4. 46yr old female has addressed diet and decreased BP from 120/84 
(January 2010) to 119/74 (June 2010) as well as lost weight (repeat 
weight needed). (NB: reducing diastolic BP by 5mmHg from any level 
confers a reduction of CHD by 21% and of stroke by 34%: Law et al, cited 
in SIGN 2007) 

5. 28yr old man has addressed diet and decreased BP from 143/89 (June 
2010) to 138/85 (August 2010). (NB: see 4 above) 

6. 40yr old female who meets criteria for MetSd was given semi-structured 
weight loss support and reduced from 102kgs (January 2010) to 98kgs 
(March 2010).  

7. Those referred to in 1 & 2 above have both expressed the wish to have a 
longer discussion about smoking cessation, I am hoping to meet them 
within the next few weeks. 

8. 48yr old man who had a heart attack at age 38yrs was not taking his 
medication at time of assessment (January 2010) and has restarted them 
since (after long discussion about risks), is now taking them regularly. This 
single intervention will reduce his chances of having a further episode by 
around 30% if he keeps taking them (La Rosa et al cited in SIGN 97), with 
a potential resource saving of £4,240 (ISD Scotland cited in NHS Quality 
Improvement Scotland 2007). He also reduced his BP from 138/93 to 
122/79 (see 4 above) 
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Partnership working and stakeholder feedback 
 

Initial links were made with site managers, and, to support immediate and longer-
term health needs have progressed to include: Edinburgh Leisure, NHS local 
smoking cessation services, the Thistle Foundation, local GP practices, Shelter, 
the ‘Light & Life’ G&T church and the Edinburgh Access Practice have been 
utilised. An event specifically for G&T women (health fair) was planned and held 
in conjunction with Health In Mind in May 2010 by the females in the KW team, 
and an event for G&T men is being planned for December 2010.   
 
The G&T feedback group and NHS Lothian Health Inequalities have indicated to 
the team that very positive feedback has been received from site managers, the 
local G&T steering group, police and G&T individuals themselves. 
 
It is noted that the KW team won the award at the NHS Lothian ‘celebrating 
success’ awards 2010 specifically relating to equalities, and the work relating to 
G&T has been an integral part of its remit and approach.  
 
A questionnaire was devised by the KW team and ratified for use by NHS Lothian 
Clinical Governance. The intention was to inform service development, and more 
specifically to note the preferences of G&T engaged by the KW team for health 
information, and in what format this would be best. An unstated aim was also to 
get a feel for what their concerns were, health-wise, for the future, and how they 
might wish health services to work alongside them.  
 
The questionnaire is attached (Appendix 6) alongside a summary of responses to 
date. Of note are the headline messages given to date within the responses:  
 

 The vast majority wish health improvement information 
 An audiovisual format (DVD/CD) would be ideal, and (overwhelmingly) it 

does not need to feature G&T in the material itself 
 Healthy eating, physical activity, weight loss, mood/feeling down and 

smoking are the areas preferred in the information 
 Heart Disease, Diabetes, Strokes and Cancer are the conditions G&T 

here wish to avoid, so should feature most in the material 
 Most individuals, if they seek health advice, ask a family member or their 

doctor.  
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The future 
 
Funding for this KW team at this stage is due to finish August 2011. Two reasons 
to consider continuation are firstly the huge avoidable health burden as well as 
adverse effects likely from pulling the service.  
 
However, current experience and evidence from elsewhere would recommend 
the following should be taken into account in forward planning for a G&T service: 
 

 We should absolutely not seek to actively change neither culture, i.e. the 
‘travelling way’ of G&T, nor their health beliefs. However, there is local 
evidence that health beliefs can be positively influenced with clear 
communication regards risk and robust follow-up, to achieve better 
outcomes. Where need for supportive follow-up care is indicated, it may 
help to explore with individuals how the need for this may influence their 
travelling, and how they may access follow-up support 

 
 There needs to be a network of practitioners Scotland (and perhaps UK) 

wide to refer individuals onto, both for prescribing needs and services that 
can help address lifestyle issues. There is none currently, although 
evidence of individuals working with G&T across Scotland suggests this 
may be a reasonable goal and should be a priority.  

 
 The need exists to define parameters of a service, as it is clear that, while 

avoidable long-term conditions in adults show high levels of risk, all ages 
need to be catered for (and all needs, including e.g. sexual and mental 
health for younger people) 

 
 Likewise, to support lifestyle changes, a wide network of alcohol services, 

activity referral etc. would support the ‘travelling way’ and needn’t be 
costly? (service agreements, partnership working etc) 

 
 G&T ‘throughput’ in Lothian may be highly unpredictable, and sustained 

effort is needed in the case of individuals with whom we lose contact (for 
whatever reason) once treatment has started: however, it is in these 
situations that preventable ill-health can be addressed 

 
 An emphasis on CVD should continue to be a primary focus given the 

evidence, but any assessment should be broad enough to continue to 
elicit and deal with wider health concerns. The existing KW team deal with 
and address a wide variety of queries in practice.  

 
 The model of continuing to link with a responsive practice (e.g. EAP) 

would help 
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 Thorough and sustained individualised support, recall, follow-up and 
tracking is needed (model similar to health coach, but also to assist with 
self-managing longer-term conditions) and already being undertaken by 
this KW team 

 
 A link with child health support is absolutely necessary (that has capacity 

to respond to and deal practically with queries and issues at the point of 
assessment) 

 
 The service needs above all to be flexible and prepared to engage at 

different times of day (evening work necessary to some extent) and 
continue to cover a wide geographical area 

 
 There is work to be done alongside G&T individuals to empower them to 

identify and train individuals in the community to consider acting as 
advocates and ‘health leaders’ as is being undertaken elsewhere in the 
UK. Use of peer (‘buddy’) systems as in Have a Heart Paisley’s model  
may be explored if they originate from the community, given the 
importance placed on trusting health beliefs from their own group (Van 
Cleemput et al 2007). Similar interventions have resulted in 71% 
engagement to community cardiac rehabilitation versus 47% in control  
(Osika cited in Beswick, Rees, West, Taylor F, Burke, Griebsch, Taylor R, 
Victory, Brown & Ibrahim 2005). 

 
 Work is needed to promote good practice within NHS (and other agencies) 

regarding G&T, and can be undertaken widely by this team as workload 
allows. This would aim to tackle health inequalities specifically by sharing 
best practice, case studies and how to work with (not against) health 
beliefs and ‘the travelling way’. Discussion with Health Inequalities could 
identify a suitable model and content regarding this.  
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Potential models of working 
 
Four options have been discussed within the KW team and are as follows (three 
local and one wider afield): 
 

1. Part-time (0.5 wte) ‘skeleton’ service (consisting of one P/T Nurse Case 
Manager (Band 6) and one Outreach Worker/clinical nurse (Band 5) 
covering mainly unauthorized sites in Lothian, but linking with the LA sites 
and visiting these as able.  

 
 

Projected approximate 
cost 

Potential pros Potential cons  

 
1 x B6 NCM 
1 x B5 OW/N = £37, 656.42 
(total for both incl. on-costs 
based on top point of band) 
 
Expenses: travel £720/yr 
estimate (based on 30 
miles/wk @ 50p/mile) 
 
Misc £4,000/yr (postage, 
stationery, equipment 
maintenance etc)  
 
Approx. annual total = £42, 
376.42 
 
 
 
(Assuming no additional cost 
for accommodation, heating 
etc) 
 
 

 Less costly than 
full-time option 

 
 Equipment 

already in use 
by KW team 

 
 

 Far less 
responsive to ad 
hoc notifications 
of unauthorized 
sites (possibility 
of missing many 
of these if 
unable to 
respond < 3-4 
days) 

 
 Ability to take on 

strategic work 
limited to when 
not clinically, 
therefore no 
guarantee of 
capacity  

 
 Only able to do 

case 
management of 
those on-sites 
ad hoc 
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2. Full-time (1.0 wte) service (consisting of one F/T Nurse Case Manager 
(Band 6) and one Outreach Worker/clinical nurse (Band 5) covering both 
unauthorized sites in Lothian, but linking with the LA sites to attend 
regularly. Capacity to immediately attend all unauthorized sites, and to 
take on strategic work (as mentioned above) 

 
 

Projected approximate 
cost 

Potential pros Potential cons  

 
1 x B6 NCM 
1 x B5 OW/N = £73, 302.06 
(total for both incl. on-costs 
based on top point of band) 
 
Expenses: travel £1, 440/yr 
estimate (based on 60 
miles/wk @ 50p/mile) 
 
Misc £4,000/yr (postage, 
stationery, equipment 
maintenance etc)  
 
Approx. annual total = £78, 
742.06   
 
(Assuming no additional cost 
for accommodation, heating 
etc) 
 
 

 
 Can 

immediately 
attend all 
unauthorized 
sites as soon as 
notified  

 
 Continued case 

management of 
those on LA 
sites 

 
 Capacity for 

additional work 
ad hoc (e.g. 
specialist health 
promotion, 
strategic work re 
best practice) 

 
 Equipment 

already in use 
by KW team 

 More expensive 
than p/t option  

 
3. Full-time (1.0 wte) service (consisting of one F/T Nurse Case Manager 

(Band 6) and two Outreach Worker/clinical nurses (Band 5) (either 2 x F/T 
OR 1 x F/T and 1 x P/T) covering both unauthorized sites in Lothian, but 
linking with the LA sites to attend regularly, case manage individuals there 
and provide other input, e.g. a sexual health/family planning service as 
well as capacity to undertake additional basic assessments. Capacity to 
immediately attend all unauthorized sites, and to take on specific strategic 
work (as mentioned above) and more work with voluntary sector parties.  
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Projected approximate 
cost 

Potential pros Potential cons  

 
1 x B6 NCM 
2 x B5 OW/N F/T = £108, 
893.48 (total for both incl. on-
costs based on top point of 
band) 
 
1 x B6 NCM 
1 x B5 OW/N F/T  
1 x B5 OW/N P/T= £92, 
101.40 (total for both incl. on-
costs based on top point of 
band) 
 
 
Expenses: travel £1, 440/yr 
estimate (based on 60 
miles/wk @ 50p/mile) 
 
Misc £4,000/yr (postage, 
stationery, equipment 
maintenance etc)  
 
Approx. annual total = £114, 
333.48 (1 x B6 NCM 
2 x B5 OW/N F/T 
 
Approx. annual total = £97, 
534.08 (1 x B6 NCM 
1 x B5 OW/N F/T 
1 x B5 OW/N P/T)  
 
 
 
(Assuming no additional cost 
for accommodation, heating 
etc) 
 
 

 
 Can 

immediately 
attend all 
unauthorized 
sites as soon as 
notified  

 
 Continued case 

management of 
those on LA 
sites 

 
 Capacity for 

additional 
clinical work 
(e.g. sexual 
health/family 
planning/mental 
health) 

 
 Capacity for 

wider 
geographical 
coverage (if/as 
able) 

 
 Capacity for 

increased 
linking with 
voluntary sector  

 
 Capacity for 

additional work 
ad hoc (e.g. 
specialist health 
promotion, 
strategic work re 
best practice) 

 
 Equipment 

already in use 
by KW team 

 More expensive 
than p/t option  
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4. Scotland-wide service: team of 7-10 practitioners to cover most of 
Scotland, with suggested features as below, but as is rough illustration 
only, so no costings suggested here:  

 
 A combination of senior Registered Nurses (B6 Nurse Case 

Managers, with potentially one B7 team leader) to case manage 
individuals and manage/support junior staff. Envisage at least one 
nurse prescriber.  

 
 Will need to be flexible in terms of boundaries to reflect patterns of 

travelling (e.g. more in west? What’s the evidence?) Split into: 2 to 
cover North & islands, 2-4 to cover Glasgow and west down to 
Ayrshire and 2-4 to cover East (e.g. from Perthshire?) down to 
Borders and (potentially) Dumfries-shire etc. 

 
 Either combo screening RN/outreach workers AND/OR healthcare 

support workers, should include a health visitor: will cover large 
areas to engage, refer to each other, arrange follow-up for number 
of issues etc.  

 
 Aim to set up the ‘network’ of practitioners within this as above. If 

health boards were to work together to establish this team, this 
would be part of the set-up.  

 

Pros Cons 

 

 Wide geographical spread 

 Network would make follow-up 
care for G&T far easier, more 
accessible and less chance of 
‘slipping through net’ 

 Setting up of a supportive NHS 
culture and dedicated service for 
G&T Scotland-wide 

 Would promote avoidable ill-
health and reduced risks on far 
wider scale than local service 

 

 Would require multi-health board 
investment 

 Significant regular travelling 
required by all staff 

 Would require consistent 
positive calibre of staff, 
committed to the needs of the 
G&T group and willing to work in 
innovative and flexible ways 

 Potentially costly overall costs 

 Overall co-ordination a 
challenge given different health 
boards’ policies and ways of 
working 
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Features of local service in options 1-3 locally 
 

Core skills that could be offered Approaches and ways of working 

 Holistic health assessment in 
the model of KW 

 Individual plans for those at all 
levels of CVD risk 

 Long-term conditions 
management/ monitoring service 
(including medication review): 
CHD, stroke, hypertension, 
diabetes, asthma, COPD, 
thyroid, rheumatoid arthritis etc. 

 Tailored 1:1 work to support 
smoking quit attempts 

 1:1 alcohol support 

 Initial encounter and referral on 
for child health needs 

 Mental health assessment, initial 
support and onward referral 

 Sexual health/family planning 
(female only) 

 Cardiac rehabilitation (Heart 
Manual) 

 Specialised health promotion 

 Ongoing lifestyle support (in 
model of health coaching) 

 Ongoing mental health and 
wellbeing support 

 Referral for lifestyle 
interventions 

 Work with voluntary sector for 
joint projects for health and 
wellbeing 

 Awareness that multi-agency 
working is paramount, as health 
substantially affected by racism 
and discrimination  

 Immediate response (if F/T 
model) to unauthorized sites 

 Evening working and/or early 
morning (when appropriate) to 
accommodate seeing men and 
those working 

 Continued work with those on 
LA sites to assist with lifestyle 
changes (and motivational 
support) 

 Linking with staff in other health 
boards (as done so far) to 
follow-up those who are 
travelling far afield and with 
those who become 
uncontactable 

 Prescribing taken on by ‘parent’ 
practice, consider training B6 as 
nurse prescriber 

 Close monitoring and support of 
all those started on medications, 
starting on a lifestyle support 
plan (regular review in person, 
different venues, telephone) 

 Link with protected HV resource 

 Comprehensive and sustained 
follow-up: it is usual for G&T to 
be highly mobile, including times 
when they are due 
appointments.  
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Conclusions 
 
Local evidence has demonstrated that G&T are a group with very high levels of 
risk for CVD both short and longer-term. This risk will deepen with far greater, 
longer-term NHS costs unless work can continue to engage, assess, treat and 
monitor individuals in line with the proposal to continue funding a CVD primary 
prevention service to the most deprived communities within Scotland. Alongside 
the adverse health profiles is the picture of a marginalized community, for whom 
terminating the service may reinforce the low perceived priority given to the 
group and reduce the chances for longer-term multi-agency ‘building’ work.  
 
Continuing to fund a local service will build on the numbers seen and the 
strategies already used successfully to work with individuals to improve their 
health, with clear longer-term benefits both resource and otherwise. It will also 
act as an example of appropriate and successful care relating to G&T, with staff 
able to make longer-term links within the NHS to mainstream approaches that 
promote best practice. There are models of good practice elsewhere in the UK of 
dedicated health links which have a less directly clinical but more strategic focus 
(The Sussex Traveller Health & wellbeing Team, Pavee Point in Ireland, 
Nottinghamshire PCT), elements of which we could aim to adapt locally. 
However the main focus locally would remain on a clinical health service targeted 
towards the evidence of greatest need with additional strategic work as capacity 
allows. In other words, health inequalities will only be addressed if work can 
continue both with the flexible health service but also wider multi-agency work by 
the team to address accommodation, access to wider healthcare, 
misconceptions and racism, as G&T perceive these as most directly affecting 
their health (Department of Health Ireland 2010).  
 
 
James Lambie 
Practice Nurse 
Edinburgh Access Practice 

23 May 2012 
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Appendix 1 
 
Figures relating to clinical encounters by NHS Lothian KW team 
 

ASSIGN Score band G&T seen by KW 
team (n= 88) 

Homeless seen by KW 
team (n= 244) 

 
<10% (‘Low risk’) 

 
38/88 (43%) 

 
143/244 (59%) 

 
10-20%  (‘Intermediate 
risk’) 

 
30/88 (34%) 

 
58/244 (24%) 

 
> 20% (‘High risk’) 

 
13/88 (15%) 

 
26/244 (11%)  

 
Table 1. Comparison of ASSIGN scores between G&T, and homeless individuals 
engaged by the KW team, January-November 2010. Some data missing for G&T 
individuals, hence total of completed data lower than those seen.  
 
Note: Usual SIGN guidance for management of these bands (not ratified for any 
ethnic groups however) is: <10%, repeat assessment 5 years, 10-19%, repeat 
assessment between 1-5 years (as individually appropriate) and >20%, start 
simvastatin 40mgs and consider aspirin 75mgs (unless contra-indicated) and 
medication for BP if > 140/90 (and risk factor monitoring every 6-12 months). All 
should receive tailored lifestyle advice (SIGN 97, Annex 1, p.57).  
 

Description of 
individual 

Lipids  & BP results Comments 

Male age 27yrs Total Cholesterol (TC) 
4.5 
High Density Lipoproteins 
(HDL) 0.9 
TC/HDL ratio 5.0 
Low Density Lipoprotein 
(LDL) 3.1 
Triglycerides 1.0 
 
BP 1. 143/89 (June 2010) 
2. 143/86 (August 2010) 
 
 

BMI 26.1 
 
Alcohol 55 units/wk 
(approx), FAST Score 7 
 
Has reduced alcohol & 
increased activity since 
first seen.  
 
Smoker 20-30 cigs/day 
 

Male age 27yrs TC 3.11 
HDL 0.8 
TC/HDL ratio 4.1 
(capillary lipids only) 
 
BP 140/83 

BMI <25 
 
Alcohol c. 20 units/wk 
(approx), FAST Score 1 
Smoker 20-30 cigs/day 
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Male age 21yrs TC 5.2 
HDL 1.0 
TC/HDL ratio 5.2 
LDL 3.0 
Triglycerides 2.7 
 
BP 132/79 
 
 
Alk. Phos 185 U/L (range 
40-125) 

BMI 28.0 (initially) 
 
Smoker 15-20 cigs/day 
 
Alcohol c. 30 units/wk 
(approx), FAST Score 3 
 
4 litres full-sugar Irn Bru 
daily 
 
Has greatly reduced 
alcohol, started going to 
the gym and switched to 
sugar-free soft drinks 
since first seen.  
 
We had agreed to 
rescreen him in January 
2011 
 

Male age 23yrs TC 3.8 
HDL 1.2 
TC/HDL ratio 3.2 
LDL 2.2 
Triglycerides 0.9 
 
BP 138/86 
 

BMI <25 
 
Smoker 10-15 cigs/day 
 
Has just reduced alcohol: 
approx. 35 units/wk, 
FAST Score 2 

Female age 26yrs TC 4.3 
HDL 1.1 
TC/HDL ratio 3.9 
LDL 2.6 
Triglycerides 1.3 
 
BP 122/77 

BMI 45.7 
 
Known PCOS 
 
Smoker 20 cigs/day 
 
No alcohol, FAST 0 
 
Red Bull 500mls (full-
sugar) x 5 most days 
 
Started Counterweight 
with Outreach Worker on-
site, being referred to 
dietitians 

Female age 25yrs TC 4.2 
HDL 1.1 
TC/HDL ratio 3.8 

BMI 25 
 
Ex-smoker >5yrs before 
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LDL 2.6 
Triglycerides 1.2 
 
BP 112/72 

 
Trivial alcohol, FAST 0 
 
 

Female age 19yrs TC 4.0 
HDL 0.9 
TC/HDL ratio 4.4 
LDL 2.5 
Triglycerides 1.4 
 
BP 117/70 

BMI 30 
 
Smoker 10-15 cigs/day 
 
Low Iron levels 
 
2-3 litres full sugar 
cola/day 
 
Trivial alcohol, FAST 0 

 
Table 2. CVD Risk Profiles of G&T < 30yrs old with 1st degree relative premature 
CVD <55yrs. Note first four are siblings.  
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Appendix 2 
 
Data relating to the Metabolic Syndrome (MetSd)  
 

 MetSd is used widely internationally to identify those at high risk both of 
cardiovascular disease (CVD) and diabetes, though Scottish guidance 
focuses on the risk relating to Diabetes only. CVD risk is assessed 
through formal frameworks such as ASSIGN, though it is acknowledged 
that MetSd is also highly atherogenic (SIGN 97 p.14). The CVD risk of 
those who meet criteria for MetSd is almost identical to those with 
Diabetes, and it will develop into Type 2 Diabetes unless the risk factors 
are addressed. Best practice states those with MetSd should be identified 
and followed up to prevent risks escalating.  

 

 MetSd is defined (consensus opinion, SIGN 97) as three or more of the 
following: increased waist circumference (‘in the red’), elevated 
Triglycerides, low HDL Cholesterol, elevated BP or on treatment for BP 
and elevated fasting glucose (e.g. IGT/IFG). The guidance does not 
specify that Triglycerides must be fasted. 

 

 G/T Females seen: 13/30 (43%) met the criteria for MetSd. 
 

 G/T Males seen: 18/39 (46%) met the criteria for MetSd. (almost half!)  
 

 Many more than this also met two out of three criteria. Additionally, 
Triglyceride testing was not used in 10 men and 2 women with elevated 
waist circumference or BP, so the actual figure may be higher still.  

 

 Contrast this to the breakdown of CVD risk via ASSIGN scoring, which 
does not factor in either BMI or waist circumference: 

 

 Females: low CVD risk (ASSIGN 10% or lower) = 18/28 (64%), 
intermediate (ASSIGN 10-19%) = 4/28 (14%) and high CVD risk (ASSIGN 
20% or greater) = 6/28 (21%) 

 

 Males: low CVD risk (ASSIGN 10% or lower) = 21/43 (49%), intermediate 
(ASSIGN 10-19%) = 15/43 (35%) and high CVD risk (ASSIGN 20% or 
greater) = 7/43 (16%) 

 

 Therefore, does missing out factoring in either BMI or waist circumference 
under-predict cardiometabolic risk? Note that the (English) QRISK CVD 
risk assessment tool factors in BMI to also predict Diabetes risk as well as 
CVD. If we are assessing risk for global CVD, surely we should also factor 
in risk relating to weight and insulin resistance? 
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Appendix 3 
 
Feedback from G&T individuals about healthcare and the KW service 
 
Anecdotal feedback given to the team: 
 
‘if I hadn’t met you I’d never have known I have diabetes, now I can get it sorted 
and keep travelling’ 
 
‘can’t get registered at any doctors when travelling, get asked for ID and told to 
go to another surgery’ 
 
‘been turned away from three doctors surgeries near here’  
 
‘bus was in Sheffield and came round for Gypsies and they got you doctors and 
did clinics, like smears. That was 20 years ago, not sure if they do it now’ 
 
‘if you’re going to get a health problem, you can’t avoid it’ 
 
 ‘why does Gypsies die younger?’ 
 
‘can’t stop smoking: is my only comfort’ 
 
‘what is destined for you, you can’t avoid’ 
 
‘but you don’t know what’s out there: chemicals and all that: you can get ill with 
these things too’ 
 
‘feels like I don’t hear much about health because travelling around’ 
 
‘not sure where to get advice (about health)’ 
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Appendix 4 
 

Details of all other G&T encountered outwith KW age (<35yrs) by KW team 
and interventions undertaken (n to date = 48) 
 

GYPSY TRAVELLER NON-KEEP WELL INTERVENTIONS 
(Total patients 48)   

 AGE GROUP 

 <10 
10-
14 

15-
24 

25-
34 

35-
64 65-74 

Infectious diseases 
(not STI)             

STI       1     

Depression             

Mental/Behavioural 
problem             

Respiratory problem 2           

GI problem             

Musculoskeletal 
problem         1 2 

Pregnancy and 
puerperium             

Perinatal problem       1     

ENT problem 2           

Injury 1   1   1 1 

Routine 
vaccinations             

Support to access 
secondary care 
services             

Benefits advice             

Literacy advice             

Alcohol advice     1       

Housing advice             

Physical activity 
advice     1       

Weight 
management advice     4       

Smoking cessation 
advice             

Referral to other 
service             

Contraception/family 
planning     4 1     

Skin complaints     2       
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Interventions for <10 year olds
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Blood pressure 
check & advice   1 4 2   3 

Advice/support 
accessing GP   1 1  2   

Advice/support 
accessing Dentist   1 1   2   

NHS24 details given       1     

Other 
Baby needing to be 
weighed           

  
Child with rash (not 
measles) advice           

  Baby with fever. Advice           

  
Swollen testicle of 20 
year old. Advice           

  
Feverish 16 month 
baby. Advice           

  
1 Baby needing 
weighing           
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Interventions for 10-14 year olds

0

1

2

Blood pressure

check & advice

GP Dentist

Issues

N
u

m
b

e
r 

o
f 

p
a
ti

e
n

ts

 
 

Interventions for 15-24 year olds
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Interventions for 25-34 year olds

0

1

2

3

S
T

I

P
e
ri
n
a
ta

l p
ro

b
le

m

C
o
n
tr

a
c
e
p
tio

n
/f
a
m

i

ly
 p

la
n
n
in

g

B
lo

o
d
 p

re
s
s
u
re

c
h
e
c
k
 &

 a
d
v
ic

e

N
H

S
2
4

Issues

N
u

m
b

e
r 

o
f 

p
a
ti

e
n

ts

 
 



 30 

Appendix 5 
Case Studies 

 
Case study 1: Mr. & Mrs. X 
 
Mr. & Mrs. X were first engaged by the team when visiting an unauthorized site in 
Currie. Both were actually just under the KW age range, at 33 and 31 yrs old 
respectively and had two young children but were keen to see us. Mrs. X had 
received tablets from her GP in the Midlands for blood pressure a year previously 
but had not taken them as she was worried about side-effects. Both had BMI >30 
and waist circumference in the ‘red area’. Mr. X had a strong family history of 
premature CHD, his brother having had coronary artery bypass graft (CABG) at 
the age of 46yrs following an earlier heart attack.  
 
Both had very elevated BP at first encounter, so it was agreed we would pay a 
second visit to the site two days later to recheck. We did so, and it was no better. 
Mr. X also had a plus for protein in urine dipstick. I arranged for them to come 
within a week to see us in the Cowgate clinic. They were travelling on from Currie 
within this time, but agreed to the suggestion to enter the Cowgate postcode into 
their Sat Nav to find us. They attended, and with explanation, both agreed to 
drive to Leith to have an ECG performed to assess for left ventricular hypertrophy 
(LVH) (important given duration of hypertension for Mrs. X and the proteinuria for 
Mr. X). Mr. X had LVH so was started on anti-hypertensive medication prescribed 
by a GP in the EAP. Mrs. X didn’t have LVH, but was given a new prescription of 
her medication. Both were also started on statin treatment, and we had a chance 
to discuss the treatment at length, the risks we were looking to reduce and the 
potential for side-effects. We drove to Fife to follow them up within four weeks as 
appropriate given the medication.  
 
BP was slightly better, although Mr. X had not taken several days of his tablets 
and had shared some with his brother (had CABG as above) who had run out of 
his (though not the same tablets they were in the same ‘group’). Blood tests were 
fine for follow-up, but Mr. X had increasing protein in his urine (++ this time). I 
obtained advice from the Renal Dept at the RIE to bring his BP target down to < 
130/80, which would mean increasing his tablets dose. This was done over the 
telephone over a few encounters, and as they were now in Kilmarnock I sought 
help locally to follow them up. I had been put in contact after much enquiry with a 
nurse who could help, so she organized their blood tests and BP to be repeated, 
and the results to be sent back to me, along with giving them a new prescription I 
had sent them from the EAP. Mr. X’s BP was improved, though still over target.  
 
They then became uncontactable for several weeks due to a family 
bereavement, but had traveled to Glasgow. I had contacted a surgery they tried 
to register at and sent a copy of notes. However, they did not attend a given 
appointment and the practice destroyed the notes after the non-attendance. I 
have now managed to re-establish contact with them a month after this (after 



 31 

trying regularly each week): Mrs. X is now under 6 to 12-month review, and 
taking her medication with a stable BP. I had taken opportunity at each visit to 
discuss lifestyle and she has now reduced cigarettes, and reduced her biscuits. 
Mr. X currently reports he is taking his tablets, has reduced his alcohol from 12 
cans daily to 4 and both are very grateful for the continued follow-up. I will 
continue to follow them up remotely, and they have our number if they arrive 
back in Lothian. 
 
Case Study 2: Mr. Y  
 
Mr. Y is a 58yr old man who originates from Ireland but has lived in Perthshire 
with his wife for the past few years, they have a baby daughter. They travel 
widely throughout Scotland, and we met them at an unauthorized site at the Park 
& Ride facility at Sherrifhall. We actually met his wife separately a few months 
previously at a similar unauthorized site at Straiton Park & Ride.  
 
He had a health check done ‘about six months before’ by another team when 
near Glasgow. He hadn’t identified any issues that had arisen as a result, but 
now reported passing unusually large amounts of urine. His BP was initially high, 
and he had large amount of glucose in urine dipstick. He agreed to attend the 
EAP fasting within the week, and he was diagnosed with new diabetes but with 
better BP. He was seen by the GP for a chest infection who also noted likely 
circulatory insufficiency: cold feet.  
He attended as requested for a further appointment which he couldn’t attend in a 
morning as less convenient. This allowed his HbA1c to be taken, and initial 
education re new diabetes. With the Diabetes, his ASSIGN score was 70% (but 
would have been 40% without, and he would require a statin in any case given 
his age) so he was started this time on Simvastatin and aspirin.  
 
With ongoing support via telephone he managed these medications and endured 
some side-effects which lessened, and is now safely on the correct doses of 
these, taking them daily and feels well. He became uncontactable for over a 
week, I learned afterwards this was due to a family issue, and I remained trying 
to contact him daily during this time. I subsequently drove out to meet him at a 
service station to give him his new prescription (for metformin) and his repeat 
ones: he was labouring so couldn’t take more time. I gave him the Diabetes UK 
CVD made specifically for G&T with diabetes, and we have arranged to speak on 
the phone over the next week to assess for side-effects and concordance, and 
then to discuss increasing his dose. He has now been stabilized through follow-
up over about 6 weeks, and has stated he was happy to return for follow-up 
(although he is currently in Fife) as he felt he had received explanations that 
hadn’t ‘frightened him off’. He is now thinking about addressing his smoking (50-
60 cigs/day) so can be supported 1:1 for this if he wishes to tackle it! 
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Appendix 6 
 

Questionnaire 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


