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1 Executive summary 

Overview 

Community Southwark and partners commissioned Cordis Bright to carry out a 
review of social prescribing activity in Southwark. The purpose of the review is to 
understand more about the different forms of social prescribing currently taking 
place in Southwark as well investigating their current effectiveness in terms of 
improving outcomes for service users and cost savings for the system.  

This review therefore explores: 

• What is working well and what isn’t working well. 

• Where extra funds and resources are needed to support a more coordinated 
social prescribing model for local people. 

This review will inform a longer-term approach to commissioning and 
development of social prescribing in Southwark. This work will initially be focused 
on supporting people with long-term conditions who have emerging or multiple 
health, care and wellbeing needs; however, over time it will be expanded out 
across other patient/service user groups. 

We focused on13 organisations who provide social prescribing services in 
Southwark through a combination of analysing documentation and semi-
structured interviews. This process was complemented by interviews with wider 
stakeholders, a GP survey, desktop review, GP focus group and a rapid evidence 
review. More detail about our methodological approach is provided in section 2.2. 

The current landscape of social prescribing in Southwark 

The review found that there are range of social prescribing services within 
Southwark providing services to different segments of the population, for example 
older people, people with mild to moderate mental health conditions, people from 
BME communities, and people with long term conditions. 

We found that the majority of social prescribing services used a variation of a 
navigator/link worker model as recommended by NHS England. Figure 1 
summarises the typical navigator/link worker model used in Southwark. Whilst the 
services included in this review primarily used the model presented in Figure 1 
there were a number of key differences between models, including where the link 
worker is based, service user eligibility criteria, referral routes into the service, 
length of engagement with the social prescribing service, the range of activities 
prescribed by the service and whether the link worker has other job 
responsibilities besides social prescribing. 
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Figure 1: The navigator/link worker model 

 

The review also explored how different social prescribing models within 
Southwark approach training and development of link workers, referral pathways, 
quality assurance processes and funding. At present there is no standardised 
approach, which makes it difficult for referral agencies, commissioners and users 
of social prescribing to have a clear sense of what is on offer. 

In terms of training and development of link workers, the majority of 
stakeholders reported that the quality and depth of training for workers could be 
improved. At the moment most social prescribing services deliver bespoke 
training to link workers with no uniform approach being taken. A more 
standardised approach to training as suggested in NHS guidance would ensure 
that link workers were having appropriate training to carry out their roles as at the 
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moment it is not clear whether or not this is the case. A minority of stakeholders 
highlighted that more specific training in how to support people with mental health 
conditions or presenting in crisis would be particularly beneficial. Alternatively, 
GPs reported that motivational interviewing should be a key element of the link 
worker training package as again it is not clear to the extent to which this 
happening or not. 

The most common referral routes in Southwark are via primary care clinicians, 
self-referral, and via other social prescribing services. There is currently no 
standardised referral mechanism for social prescribing services in Southwark 
which can be confusing for those making referrals. Consultation with GPs 
suggests that they most commonly refer to social prescribing projects that they 
have built a relationship with or to a link worker they have built a relationship with. 

Quality assurance processes also varied with some social prescribing services 
carrying out risk assessments, collecting service user feedback and completing 
caseload reviews. The general view of primary care professionals is that quality 
assurance processes are not good enough, especially regarding clinical 
supervision. 

The majority of stakeholders and GPs highlighted that funding is pivotal in 
Southwark with the current variation between funding arrangements causing 
fragmentation across the system. Several key organisations commission many of 
the social prescribing services in Southwark, including: 

• Southwark Council (for whom social prescribing meets several key policy 
priorities) 

• Southwark CCG 

• SLAM NHS Trust.  

Strengths of existing models of social prescribing 

The general consensus is that there are multiple strengths to existing models in 
Southwark, which promote positive outcomes for individuals using social 
prescribing services and for the wider health and social care system. Four 
particular strengths were highlighted: 

1. Buy-in from key stakeholders. There is strong sense of buy-in both 
operationally and strategically amongst key stakeholders and primary care 
professionals. This is positive as our review of the literature indicates that 
buy-in from a range of stakeholders including referring professionals 
promotes an effective social prescribing model. 

2. Effective link worker skills. Consultation with stakeholders and GPs, as well 
as job descriptions provided by services, suggests that social prescribing 
services are keen to employ link workers with particular key skills. This 
includes providing person centred care, knowledge of how to support 
vulnerable individuals, flexibility in their approaches to support and a detailed 
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knowledge of the community. There was evidence across the board that this 
was being achieved by social prescribing services. 

3. A wide and varied range of social prescribing activities offered by the 
VCS sector. The VCS offer in Southwark is wide and varied and this was 
reported as a strength by stakeholders and GPs who felt that this meant there 
are services to suit the majority of service users’ needs. 

4. Mechanisms for sharing learning and best practice regarding social 
prescribing. Our review of the documentation suggests there have been 
efforts to share learning about best practice in Southwark. The Social 
Prescribing Network is a key example of this. 

Weaknesses of existing models of social prescribing 

In general, weaknesses were thought to exist due to the absence of a consistent 
approach across the borough and therefore resulting fragmentation between the 
different services involved in social prescribing. Although many stakeholders 
emphasised that there was a lot of social prescribing activity and services on 
offer, there was consensus that co-ordination and system-level thinking could be 
improved. As result five key weaknesses were highlighted by both GPs and other 
stakeholders and our review of the documentation: 

1. Different conceptualisations of social prescribing amongst different 
groups and organisations. There is a lack of clarity around what social 
prescribing is amongst different groups and organisations. 

2. Sustainability and funding of the VCS sector. Uncertainty around funding 
for VCS organisations was viewed by stakeholders and GPs as a limitation in 
guaranteeing the sustainability of social prescribing services across 
Southwark. The main issue reported was that funding was normally granted 
on a short-term basis (i.e. for one year or less) and the funding released 
relatively shortly in advance of implementation. 

3. A lack of coordination and communication between the VCS and 
primary care was viewed as a major stumbling block in developing social 
prescribing services. For instance, GPs reported that they had little 
awareness of the current social prescribing services especially whether or not 
they were still active and how to refer into them. Consultation with 
stakeholders, GPs and our review of the documentation indicates that there is 
a need for an up-to-date database or directory available to all GP practices, 
link workers and VCS organisations about the social prescribing offer. 

4. A lack of streamlined service user pathways and referral mechanisms 
were reported by GPs and stakeholders as a major weakness. The main 
concern was that after a patient had been referred into social prescribing 
there was no communication between primary care professionals, link 
workers and VCS organisations about the person’s progress. This makes it 
difficult to track patient outcomes. GPs suggested that embedding link 
workers in primary care networks might overcome some of these barriers. 
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5. Supporting link workers to carry out their roles and maintaining 
professional standards. If link workers are to be embedded in primary care 
settings then there will need to be better support so that they do not feel 
isolated from the wider social prescribing system and the expertise and 
support of colleagues within social prescribing organisations. It is important 
therefore to provide multi-professional organisational and clinical supervision. 

Outcomes from existing social prescribing services 

Most of the services which supplied documents measure outcomes in some form, 
however there was a wide variation between stakeholders in terms of approaches 
to outcomes measurement. Services tended to measure and publish outputs far 
more than outcomes. Measuring outcomes was therefore a widely recognised 
issue reported by the majority of stakeholders and GPs. Stakeholders reported 
that a lack of evidence can be a barrier to the roll-out and development of social 
prescribing in Southwark. 

The most common approach1 to measuring outcomes by social prescribing 
services was through case studies and other qualitative methods. Several social 
prescribing services also commonly used self-reported outcome measurement 
tools to gauge individuals’ perceptions of their changes in wellbeing and any 
goals achieved as a result of a social prescribing intervention. Only a small 
minority of organisations took a quantitative approach to measuring outcomes. 
This minority of organisations collected data on changes in service usage or 
health outcomes.  

Qualitative evidence highlights a number of common positive outcomes across 
different services this includes: 

• self-reported improvements in mental health and wellbeing2 

• improved confidence 

• improved home environment 

• increased capacity to self-management through confidence and relevant skills 

• increased confidence in engaging with statutory and VCS services where 
appropriate 

• more appropriate service use (in terms of the type of service and the 
frequency of use) 

                                                

1 Due to gaps in the documents received, information was not available about outcomes measurement for all of 
the services included in this review. Therefore, our analysis of common approaches to measuring outcomes 
gives an indication of the how social prescribing services within Southwark measure outcomes but it is not 
representative. 

2 National Association of Primary Care, Primary Care Navigation Programme Case Study 

https://www.qhsmembers.co.uk/wp-content/uploads/2016/03/PCN-case-study-north-Southwark-final.pdf
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• improved morale of staff and job satisfaction as a result of feeling that they 
can make a difference3 

As already discussed, only a minority of social prescribing services collect 
quantitative data and it is normally collected via self-reported wellbeing tools. The 
majority of these tools are bespoke and do not use validated scales, meaning 
that we were unable to compare quantitative outcomes. 

Service user perspectives 

Seven service users who had used social prescribing services within Southwark 
were interviewed by Healthwatch for this review. All service users reported 
improvements in their physical and mental health, expanded social networks, and 
improved confidence due to social prescribing. 

Service users were also asked what was working well in Southwark with regards 
to social prescribing with the majority of their answers mirroring the views of 
stakeholders and GPS. For instance, approachable and emphatic link workers 
were viewed as key, as were social projects which were anchored to local areas 
or community spaces. Service users also valued the role of the link work in taking 
time to help them find the social prescribing activity/project which suited their 
needs. Another positive of several service users’ experiences was that they went 
on to become volunteers or peer supporters through their engagement. 

Gaps in current services 

A minority of stakeholders reported that there was a need for more systematic 
knowledge gathering about need, demand, and capacity (particularly in terms of 
the VCS offer) for social prescribing in Southwark. Whilst many stakeholders 
commented that they thought there were gaps they reported that this was only 
based on anecdotal evidence. 

Both interviews with stakeholders and our review of the documents highlighted 
that certain demographic and ethnic groups within Southwark were not being 
adequately reached through social prescribing services. 

The majority of service users reported that more open-access health, advice, and 
health management sessions would be useful, especially for preventing health 
deterioration, because the length of time required to access support via a GP can 
be a challenge. 

Key success factors for effective social prescribing  

A range of key success factors were identified by the stakeholders interviewed 
and in the documents received from social prescribing services in Southwark. 

                                                

3 National Association of Primary Care, Primary Care Navigation Programme Case Study 

https://www.qhsmembers.co.uk/wp-content/uploads/2016/03/PCN-case-study-north-Southwark-final.pdf
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There was general agreement about the success factors for social prescribing. 
Key themes were: 

1. Effective partnership working between organisations. Stakeholders 
highlighted the importance of sharing information and building trust between 
professionals involved in social prescribing. 

2. Providing access to support, development opportunities, and resources 
for link workers. Professional development, resources, and training were 
reported as key factors for ensuring that skilled link workers are recruited and 
retained. Part of this will be to ensure that link workers have appropriate 
workloads and salaries. 

3. Professional networks and face-to-face contact between professionals. 
More formalised professional networks could help to improve teamwork and 
support, particularly for link workers who often work alone or remotely, or who 
have slightly different job roles from one another. 

4. Integrating social prescribing into primary care networks. This was 
viewed as key element to effective social prescribing. It was reported that 
having named link workers in GP surgeries would help to build relationships 
between primary care professionals and link workers which would in turn 
encourage more referrals and making social prescribing models more 
cohesive. 

5. Supporting the VCS to be able to meet demand from social prescribing. 
This was viewed as important to support the growth, development and 
sustainability of social prescribing services. 

6. Co-production in the design of social prescribing models. It was reported 
that including service users in decision making about models is key as 
behaviour change messaging is more effective when target populations see 
themselves reflected in the messenger. 

7. Ensuring that social prescribing activities are accessible. This includes 
ensuring the location, time and transport access is suitable for a range of 
service users. 

8. Involving families and carers in the planning and delivery of social 
prescribing. In cases where it is appropriate, it may be beneficial for 
families/carers to be involved in support planning as this will further promote 
person-centered and flexible support. 

9. Supporting volunteering as a part of social prescribing initiatives. Our 
review found that promoting volunteering opportunities for service users had 
the potential to lead to positive outcomes. 
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Challenges to the development of social prescribing 

There was a reasonable level of consensus amongst stakeholders about the 
challenges in developing social prescribing in Southwark. Challenges identified 
include: 

1. Responding to high levels of need amongst service users. Stakeholders 
reported that supporting service users with high levels of need within their 
services can be challenging due to taking up large amounts of link worker 
capacity. It can also draw link workers into going beyond their roles and 
providing advocacy and key working support. Stakeholders indicated that 
setting and managing realistic expectations of social prescribing services is 
therefore an important challenge to address. 

2. Meeting high levels of demand for social prescribing services. 
Approximately half of the stakeholders interviewed reported that high levels of 
demand for social prescribing services are a challenge in Southwark. 

3. Finding a balance between different operating procedures in VCS 
organisations and statutory services. A minority of stakeholders felt that 
assuring the quality of the support provided by VCS organisations can be a 
challenge, because the smaller budgets and independent nature of these 
organisations means that they do not follow the same operating procedures 
as statutory health and social care services. This is a common challenge 
when working with the VCS which is not unique to Southwark. 

Opportunities for developing social prescribing 

Our review has highlighted six key features for creating a more aligned model of 
social prescribing, summarised in Figure 2. 
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Figure 2: Suggested features of an aligned social prescribing model in Southwark 

 

Other opportunities for further developing social prescribing models within 
Southwark were also highlighted. The majority of those interviewed thought it was 
important to create a single access point to social prescribing services. It was 
reported that whilst the vast range of projects and activities provided by the VCS 
was a real positive, the multiple access points were confusing for referrers. The 
solution to this might be embedding link workers from a specific VCS organisation 
into primary care networks. 

Devising a pooled funding model was also reported as a potential opportunity for 
further developing social prescribing. This pooled funding model could include 
both statutory services and VCS organisations. Stakeholders reported that this 
could allow the VCS to become more resilient and could mitigate against the 
challenge of meeting high levels of demand for services. Stakeholders 
recognised there were several factors to consider, such as whether these models 
would be borough-wide and outcomes-focused, and how to avoid reducing the 
independence and agility of the VCS. 
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Recommendations 

Building on the findings from this review, including evidence of good practice from 
elsewhere and the guidance issued recently by NHS England (see Appendix A), 
we suggest that next steps in the development of social prescribing in Southwark 
might be: 

Recommendation 1: Set up a ‘social prescribing collaborative’ to design and 
co-produce a coherent borough-wide model. 

• This recommendation reflects the emphasis given in the literature to the 
importance of co-producing social prescribing models. 

• Membership would include commissioners, representatives from primary 
care, social prescribing organisations and VCS organisations and people 
with experience of using social prescribing. 

• We envisage that this might be some sort of time-limited task and finish 
group. 

Under the auspices of a ‘social prescribing collaborative’ we suggest the 
following recommendations: 

Recommendation Detail 

Recommendation 2: 
Agree a common 
outcomes framework 
and measurement tools 
for social prescribing 
through consultation 
with relevant 
stakeholders. 

NHS England’s guidance is a good starting point for 
developing a common outcomes framework 
 
If possible, the framework should include some 
means of determining change in health and social 
care service usage and associated costs for people 
who receive social prescribing as there is potential 
for demonstration financial impact and return on 
investment 

Recommendation 3: 
Agree on the preferred 
location of social 
prescribing services. 
 

Based on the findings from this review, it seems that 
the principle of link workers being embedded in 
primary care networks would work well. This could 
mean that link workers would be co-located in GP 
surgeries, but should also maintain closeness to a 
host voluntary organisation, who would employ the 
link workers, as link workers must have access to 
other link worker colleagues.  
 
The proposed new neighbourhood hubs being 
developed by Southwark Council might also be an 
appropriate location for teams of social prescribers, 
but visibility within GP practices would still be 
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Recommendation Detail 

important. This would support the neighbourhood 
approach to population health. 

Recommendation 4: 
Ensure there is a single 
point of access for 
social prescribing 
services. 

Whilst the vast number of VCS organisations and 
activities on offer is a positive factor, as it means that 
it is more likely that service users will be supported to 
find something that suits their needs, there needs to 
be a single point of access into social prescribing 
services. The current system is confusing for those 
referring to social prescribing services as there are 
so many to choose from and it is difficult to judge the 
quality of the service. Therefore, some consolidation 
needs to take place. 

Recommendation 5: 
Introduce a matrix 
supervision model to 
support link workers 

Link workers might benefit from a ‘team supervision’ 
arrangement, receiving supervision from host 
organisation managers in their role as VCO 
employees and from GPs or other primary care 
professionals to ensure clinical accountability and 
oversight. 

Recommendation 6: 
Agree on job 
descriptions, person 
specifications and a 
common training 
programme for social 
prescribers. 

Again, NHSE recommendations are a useful starting 
point. 
 
It is also important to distinguish between different 
levels of navigation when employing link workers so 
that they have the appropriate skills for supporting 
people in need of social prescribing. For example, 
link workers can fulfil a range of roles, from 
signposting to providing more intensive support 
and/or care navigation for people with more complex 
needs. 

Recommendation 7: 
Explore, develop and 
cost information sharing 
requirements for social 
prescribing 

This is important to demonstrate a return on 
investment for social prescribing services and might 
include acquiring new software. For example, there is 
a widespread view that VCS organisations need to 
be able to upload information onto primary care 
systems such as EMIS to improve feedback loops. 
Embedded referral forms might also be useful. 

Recommendation 8: 
Agree upon referral 
mechanisms and 
publicise them widely. 

Make sure that these are supported by primary care 
and VCS information systems that enable easy 
referral and feedback. 

Recommendation 9: 
Undertake a brief needs 
assessment of the local 

It is important to identify groups that are likely to 
benefit most and those who are likely to experience 
barriers to access. This will make the use of 
resources more efficient. 
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Recommendation Detail 

population in relation to 
social prescribing. 

Recommendation 10:  
Devise an efficient 
mechanism for 
maintaining an up to 
date directory of VCS 
groups and activities. 

An up to date directory is important so that link 
workers and GPs know what exists and can be 
confident projects are quality assured before they 
refer into them.  
 
It will be difficult to achieve an up to date directory 
but, if the other recommendations are acted upon, 
social prescribing services have the opportunity to 
become more streamlined making this 
recommendation easier to implement. 

Recommendation 11: 
Statutory 
commissioners and 
GSTC to come up with 
joint 
commissioning/funding 
package. 

As social prescribing services span health and social 
care it will be important to introduce some sort of 
pooled funding arrangement to support the longevity 
of social prescribing services. 

Recommendation 12: 
Create peer support 
opportunities for link 
workers. 

Our review highlighted that it is important that link 
workers feel supported in their roles as they can 
sometimes be quite isolated. Therefore, we suggest 
creating more opportunities for link workers to offer 
one another support and to learn from one another. 

Recommendation 13: 
Ensure that peer 
support is also 
embedded in a future 
model of social 
prescribing for 
Southwark 

People who have been referred social prescribing 
have sometimes gone on to volunteer themselves or 
to act as ‘buddies’ to other people newly referred to 
services or activities. This has proved beneficial both 
for the volunteers/buddies and for service users. 
Peer support can be an effective means of enabling 
people to improve their lives and should be 
formalised as an element of any new social 
prescribing model. 
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2 Introduction 

2.1 Aims and scope of the review 

Community Southwark and partners commissioned Cordis Bright to carry out a 
review of social prescribing activity in Southwark. The review has been overseen 
by a steering group, which includes representatives from Community Southwark, 
Partnership Southwark (an alliance of local health and care commissioner and 
provider organisations), Guy’s and St Thomas’ Charity, local GPs and primary 
care. The purpose of the scoping and landscape review is to understand more 
about the different forms of social prescribing activity currently taking place in 
Southwark, with a view to understanding their current effectiveness in terms of 
improved outcomes for service users and cost savings for the system, as well as 
what is working well, what is not working, and where extra funds and resources 
are needed to support a more co-ordinated social prescribing model for local 
people.  

This review will inform a longer-term approach to commissioning and 
development of social prescribing in Southwark. This work will initially be focused 
on supporting people with long-term conditions who have emerging or multiple 
health, care and wellbeing needs; however, over time it will be expanded out 
across other patient/service user groups.  

2.2 Methodology  

2.2.1 Focus on services known to the steering group 

The review steering group identified a number of social prescribing services 
working within Southwark to be included in the review. Additional services were 
identified through interviews with key stakeholders. 

The review team carried out semi-structured interviews with representatives from 
social prescribing organisations. We also reviewed documents supplied by the 
organisations, including internal and external reports, referral data, quantitative 
and qualitative outcomes data and case studies. 

Note about the quality of data:  

It should be noted that due to the availability of data, the scope and 
representativeness of this review is limited. Documents and interviews could 
not be secured for all of the services listed below. In addition, the documents 
which were received varied in terms of their focus, the type of data included, 
and the time period represented. As a result, there is not adequate data of 
the same type to support comparisons between services or a comprehensive 
overview of the landscape of social prescribing in Southwark. 

Figure 3 provides a summary of the organisations involved in the different 
aspects of the review process. For instance, nine organisations took part in 
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interviews and eight provided documentation for the review; ten were given as 
examples of social prescribing services in surveys completed by primary care 
clinicians for this review.  

The team also carried out interviews with other stakeholders, including local 
commissioners, funders and other members of the Southwark Social Prescribing 
Network. A total of 23 stakeholders were interviewed as part of the review 
process. A focus group involving seven GPs and a practice nurse was also 
conducted. 

Figure 3: Social prescribing services reviewed 

Organisation Interviewed Documents 
reviewed 

Included in 
Survey 

Age UK Lewisham and Southwark 
SAIL Programme 

✔ ✔ ✔ 

SAIL Care Navigators ✔ ✔ ✔ 

Alzheimer’s Society Dementia 
Care Navigators 

✔ ✔ ✔ 

The Community Health Asset 
Mapping Project Southwark 
(CHAMPS) 

✘ ✔ ✔ 

British Red Cross’ Home from 
Hospital Service 

✔ ✔ ✘ 

Guys and St Thomas’ High 
Intensity Service User Group 

✔ ✘ ✘ 

Local Settlement Embedded 
Navigators - Pembroke House 

✔ ✔ ✔ 

Local Settlement Embedded 
Navigators – Time and Talents 

✔ ✔ ✔ 

Local Settlement Embedded 
Navigators - Bede House  

✘ ✘ ✔ 

Local Settlement Embedded 
Navigators - Blackfriars 

✘ ✘ ✔ 
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Organisation Interviewed Documents 
reviewed 

Included in 
Survey 

Primary Care Navigation ✔ ✔ ✔ 

Southwark Wellbeing Hub ✔ ✔ ✔ 

Food for Purpose ✔ ✘ ✘ 

 

2.2.2 Patient case studies conducted by Health Watch 

Seven social prescribing service users were interviewed by Healthwatch for this 
review. The seven people chosen were individuals who had benefited from social 
prescribing services within Southwark. The full analysis of these interviews can 
be found in a separate stand-alone report. The interviews included:  

• Two people from Time & Talents (T&T) 

• Two people from Pembroke House 

• Two people from Paxton Green Time Bank  

• One person from Age UK Lewisham & Southwark Safe & Independent Living 
(SAIL) project.  

2.2.3 Survey of GPs 

An e-survey was developed and circulated to local GPs and other primary care 
professionals via Smart Survey. Unfortunately, only 12 responses were received. 
Therefore, analysis of survey responses are not representative of the views of 
primary care professionals regarding social prescribing in Southwark and as such 
findings have been reported qualitatively. However, the 12 responses provided 
rich data on: 

• The types of social prescribing services referred into; 

• Referral pathways; 

• Reasons why primary care professionals might not refer patients to social 
prescribing; 

• Existing strengths and gaps in services 

Appendix H presents a full review of the e-survey findings. 
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2.2.4 Focus group with GPs and primary care professionals 

To complement the GP survey, we held a focus group with seven GPs and 
primary care professionals. The focus group focussed upon finding out their 
views on social prescribing in Southwark, including what they think works and 
doesn’t work at the moment and how models might be improved in the future. 

2.3 What is social prescribing? 

There is increasing evidence that tackling the root causes of ill health, including 
social, economic, environmental and lifestyle factors, is just as important as 
providing individuals with good healthcare (Health Foundation 2017; Institute of 
Health Equity 2010). It is estimated that 20% of patients visit their GP for a social 
problem, placing increasing pressures on GP services (Steadman et al 2017). 
For instance, patients may present with low mood or anxiety but the root cause of 
this may be a social issue such as debt or loneliness.  

The social prescribing model offers a way to address these root causes of ill 
health and relieve pressures on health systems by offering an alternative referral 
pathway via a link worker for patients who would normally present at GP 
surgeries or in other healthcare settings with social, emotional or practical needs 
which do not need to be met solely through clinical intervention. 

Definition of social prescribing 

Social prescribing enables all local agencies to refer individuals to a link 
worker. Link workers are able to work with individuals on personalised care 
solutions and help them to access local support which is normally provided by 
voluntary and community sector (VCS) organisations for social, emotional or 
practical support (NHS England 2019; Social Prescribing Network 2016). 

There is also increasing evidence that social prescribing can help tackle these 
root causes of ill health (a full review of the evidence base for social prescribing is 
provided in Appendix A).This evidence suggests that social prescribing initiatives 
have the potential to: 

• Improve quality of life. 

• Improve emotional wellbeing.  

• Improve mental health. 

• Increase patient activation. 

• Result in high satisfaction levels from patients and healthcare professionals.  

• Result in a possible reduction in the use of NHS services and related cost 
savings. 
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• Create stronger links between healthcare services and voluntary and 
community providers. 

2.4 Structure of this report 

The remainder of this report is structured as follows: 

• Section three includes a brief overview of the demographic and economic 
context in Southwark. 

• Section four sets out our findings about the range and nature of social 
prescribing services in Southwark. 

• Section five considers the effectiveness of social prescribing in Southwark. 

• Section six summarises key learning to inform a future model of social 
prescribing. 

• Section seven contains recommendations arising from the review. 
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3 The local context in Southwark 

3.1 Overview 

This chapter aims to present an overview of the context in which social 
prescribing services are operating in Southwark. By providing a summary of 
population and demographics, the health and social care landscape and the local 
policy context we hope to provide a picture of the need for social prescribing 
within Southwark. 

3.2 Population and demographics 

The Borough of Southwark is in the South East London and has a population size 
of 314,2004. Southwark is an ethnically diverse borough with almost half of the 
population identifying as a minority group.  The population of Southwark is also 
relatively young, more densely populated and more deprived than other parts of 
England.  

Demographics in Southwark Borough5 

• The median age is 33.1 which is two years younger than the London 
average and 7 years younger than the national average6. 

• Over 120 languages are spoken in Southwark 

• The population is made up of 54% white, 25% black, 11% Asian and 
10% other ethnicities. 

• The population size has increased by 20% between 2001 and 2018 
compared to an increase of 12.5% nationally. 

• Southwark is the 40th most deprived local authority in the country (out 
of 326 local authorities). 

• 38% of Southwark residents live in communities ranked in the 20% most 
deprived communities. This is in contrast with only 2% of residents who 
live in communities considered in the most affluent communities 
nationally. 

                                                

4 JSNA Southwark. 

5 JSNA Southwark 

6 Whilst this makes the population of Southwark is comparatively young, this is not driven by high numbers of 
children and young people but rather a large number of young adults in their 20s and 30s. 

https://www.southwark.gov.uk/health-and-wellbeing/public-health/health-and-wellbeing-in-southwark-jsna
https://www.southwark.gov.uk/health-and-wellbeing/public-health/health-and-wellbeing-in-southwark-jsna
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• Population projections show a north-south divide in the borough with 
growth concentrated in the north. 

3.3 Health profile 

The health and social system in Southwark is under increasing pressure due to a 
rising population, increasing prevalence of long term conditions and health 
inequalities within the borough. There are currently 35 GP surgeries within 
Southwark CCG, spread across 45 sites with just under 330,000 patients 
registered with them. These practices are grouped into nine GP neighbourhoods 
and two Primary Care Network’s7 mirroring the GP federations in the north and 
south of the borough. These GP federations are called: 

• Quay Health Solutions in the North (17 GP practices)8 

• Improving Health Limited in the South (18 GP practices)9 

Across both the North and South of the Borough, there are health challenges. For 
instance, healthy life expectancy in Southwark is lower compared to the national 
and London averages, with residents spending more than a quarter of their lives 
in poor health. The JSNA in Southwark carried out by Southwark public health 
calls for greater focus on prevention to truly improve population health outcomes. 

Key health challenges facing Southwark1011  

• There are high levels of childhood excess weight and obesity. For 
example, 1 in 4 reception class children are overweight or obese. 

• Southwark has the second highest rate of STIs in England. 

• Approximately 47,600 adults in Southwark experience anxiety or 
depression. 

                                                

7 A primary care network consists of groups of general practices working together with a range of local 
providers, including across primary care, community services, social care and the voluntary sector, to offer more 
personalised, coordinated health and social care to their local populations. Networks serve a population of 
between 30,000 and 50,000 (NHS England). 

8 Quay Health Solutions.  

9 Improving Health Limited 

10 JSNA Southwark. 

11 Our Borough. 2018. Public health summary for Southwark. London Borough of Southwark. 

https://www.england.nhs.uk/primary-care/primary-care-networks/pcn-faqs/first/#what-is-a-primary-care-network-pcn
https://www.quayhealthsolutions.co.uk/our-population/
https://www.ihlsouthwark.co.uk/what-we-do/
https://www.southwark.gov.uk/health-and-wellbeing/public-health/health-and-wellbeing-in-southwark-jsna
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• Approximately 50,000 Southwark residents have a long term condition. 
The three most common LTC’s are Hypertension, Depression and 
Diabetes. 

• 3,503 people in Southwark have 3 or more LTC’s. More than half of whom 
are aged 70 and over 

• The air quality is affecting the health of the population in Southwark 
especially the youngest and older residents, where evidence shows that 
the air pollution is exacerbating conditions such as asthma and chronic 
respiratory disease. 

3.4 Local policy context 

Aligned to the ambitions of the joint Southwark Council and CCG Five Year 
Forward View and NHS Long Term Plan; Partnership Southwark brings together 
local health and care organisations, alongside the voluntary and community 
sector and other agencies involved in supporting Southwark residents, to change 
the way services are commissioned and delivered in the borough. 

Partnership Southwark have agreed a set of priorities for the next two years, with 
many of these driving a more robust and coordinated approach to social 
prescribing locally: 

• A neighbourhood-based approach to health, care and wellbeing, with Primary 
Care Networks as the building block for this model 

• Helping more people with long-term conditions/frailty to be supported in the 
community and in their own home  

• Increasing focus on prevention and self-management, supporting people to 
live healthier for longer and working to prevent deterioration  

• Supporting people to have greater control over their health and wellbeing 
connecting them to the community and reducing social isolation  

Social Prescribing is also a key feature of joint Council and CCG strategies, 
including the Voluntary and Community Sector Strategy12 and Mental Health and 
Wellbeing Strategy13.  

A Southwark Social Prescribing Network has been established, with Community 
Southwark coordinating this network on behalf of Partnership Southwark.  This 
Network brings together health, care and voluntary sector organisations with an 

                                                

12 https://www.southwark.gov.uk/assets/attach/3488/VCS-Strategy.pdf 

13 https://www.southwarkccg.nhs.uk/our-plans/mental-health-
services/Documents/Joint%20Mental%20Health%20and%20Wellbeing%20Strategy%202018-2021.pdf 
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interest in social prescribing as a ‘community of practice’ to inform the 
development of a locally fit for purpose approach to social prescribing. This 
model will also be co-produced with people with lived experience of long-term 
conditions and their families/carers.  

A neighbourhood approach to health, care and wellbeing 

Southwark Council is implementing a new focus on neighbourhoods in its 
organisation of how support is provided to communities. This is strategically 
driven by the Localism Act, which is intended to give local people a more hands-
on role in planning their neighbourhoods, supported by their council.14 

In terms of health and care, social prescribing is intended to play an important 
part in the development of neighbourhood-based care and wellbeing for people 
with long-term physical and mental health conditions, which is a key priority within 
Partnership Southwark15. 

 

Primary Care Networks will be the key building block for neighbourhood working.  
These Networks are an important component of the NHS Long-Term Plan, and 
are geared towards allowing collaborative working ‘at scale’ between GP 
surgeries and with other health and care providers. Amongst other services, 

                                                

14 Southwark Council 

15 Partnership Southwark 

https://www.southwark.gov.uk/planning-and-building-control/planning-policy-and-transport-policy/development-plan/neighbourhood-planning
https://www.southwarkccg.nhs.uk/our-plans/partnership-southwark/Pages/default.aspx
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Primary Care Networks will fully fund link workers in 2019/20 in areas where they 
are being implemented.16   

For 2019/20, Southwark’s Primary Care Network footprints cover the South and 
North of the borough mirroring GP federations, with practices collaborating in 
smaller neighbourhood groupings.  

The emerging neighbourhood model in Southwark will seek to incorporate link 
workers/care navigators alongside the wider voluntary and community sector; 
including community hubs.  A jointly Council/CCG commissioned Wellbeing Hub 
is already in place in the borough; and the Council are currently in the process of 
commissioning hubs for older people, people with disabilities and their carers.  
These hubs aim to assist individuals living within the borough to access 
information, advice, navigation and facilitation support that will link them with 
community opportunities and services across Southwark to support their 
independence and wellbeing. It is envisaged that the two proposed hubs for 
people with disabilities and older people and the mental health and wellbeing hub 
will be connected, with all three providing support for carers. The hubs will act as 
the central point for coordination, with services and support delivered in local 
communities (e.g. through pop-ups).   The collaborative model will see the co-
location of some Southwark council operational staff, alongside workers from key 
VCS organisations through a lead provider model. 

Voluntary and Community Sector Strategy for 2017-2022 

Southwark Council, Southwark CCG, and Community Southwark have produced 
a strategy for Southwark’s Voluntary and Community Sector for 2017-2022. 
Social prescribing forms a part of this Strategy’s aims, including building services 
around the needs of the local community and supporting person-centred 
signposting. The creation of a Social Prescribing Network by Community 
Southwark has also increased momentum around social prescribing in 
Southwark. 

Health inequality, mental health, and loneliness 

A focus on healthier lives was set out by Southwark Council as one of 8 
commitments geared towards fairer futures in 2018. Through this commitment, 
Southwark Council aims to reduce health inequality, support mental health 
services, and create a new approach to tackling loneliness, all of which are 
common objectives in social prescribing. 

Southwark Mental Health and Wellbeing Strategy  

Southwark Council and Southwark CCG have produced a joint Mental Health and 
Wellbeing Strategy. As part of this strategy there is a commitment to exploring 

                                                

16 King’s Fund, 2019 

https://www.kingsfund.org.uk/publications/primary-care-networks-explained
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the expansion of social prescribing as a way of developing new approaches to 
care and support which improve outcomes for local people. 
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4 The current landscape of social prescribing 
services in Southwark 

4.1 Services identified by this review 

4.1.1 Overview 

Appendix A provides a detailed overview of the social prescribing services 
included in this review. This section provides a commentary on the key features 
of the models reviewed and the similarities and differences between them. It was 
our intention to map the social prescribing activity we have heard about during 
the course of the review, to provide a snapshot of geographic coverage of 
services and involvement of GP surgeries in social prescribing. This mapping 
exercise is not comprehensive due to the fact that e-survey responses were low 
(n=12). This means that we have only included services provided to us by the 
steering group as no new services were mentioned in e-survey responses. 

4.2 Navigator/link worker models 

NHS England recommend that social prescribing services implement a 
navigator/link worker model as the best way of promoting holistic support for 
individuals and connecting individuals up with the most appropriate activities in 
the community (see section 3.3 for more detail). 

Evidence from stakeholder interviews and the documents reviewed indicates that 
the majority of social prescribing services included in this review use some form 
of navigator/ link worker model to connect people with social prescribing activities 
delivered by VCS organisations. Figure 4 summarises a typical navigator/link 
worker model used in Southwark according to our review of the documents and 
stakeholder interview analysis. 

One service, Food for Purpose’s Healthy Churches Programme, does not follow 
the model described below. Instead, the service provider targets faith leaders in 
specific settings - churches and mosques which are predominantly attended by 
BAME communities - to advertise an intervention which is then delivered in those 
settings over 6 weeks. The key differences are that the VCS organisation (Food 
for Purpose) performs the ‘linking’ role, and that the ‘social prescribing’ is 
delivered at a group level rather than an individual level.  
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Figure 4: The navigator/link worker model used in Southwark 
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4.2.1 Differences between social prescribing navigator/link worker models  

Whilst the social prescribing services included as part of our review use a 
navigator link/worker model, the details of the models vary. Key differences 
highlighted by the majority of stakeholders, our review of the documents and our 
focus group with GPs are: 

• Where the link worker is based. For example, in some services the link 
worker is based within primary care settings, secondary care settings, in the 
community or within a VCS organisation. 

• The criteria for service user eligibility. For example, the most common 
eligibility criteria are people with long term conditions, people with mental 
health diagnoses, and age (usually 60 years old or over). 

• Referral routes into the service. For example, common referral routes 
include a referral via a primary or secondary care clinician, self-referral, or 
referral by a counsellor. 

• Length of engagement with social prescribing services. For example, the 
majority of stakeholders reported that services generally aim to work with 
service users between 6 weeks and 3 months (and up to 6 months for one 
service). However, almost all stakeholders highlighted that they often have to 
be flexible and extend timeframes in response to the complexity and severity 
of service users’ needs. Overall, stakeholders felt that their services had the 
capacity to adapt their timeframes when needed. 

• The range of activities prescribed by the service. For example, some 
services refer to statutory services as well as VCS organisations, some 
services refer into other social prescribing services, and some services refer 
mainly to activities provided by their own organisation. 

• Whether the link worker has other job responsibilities besides social 
prescribing. For example, most services employ dedicated link workers, 
whilst others deliver social prescribing using other professionals, such as 
healthcare assistants or support workers. 
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4.3 Training and development for navigators/link workers 

The majority of stakeholders reported that many social prescribing services 
deliver training to staff. This typically runs over up to two days, and the content of 
the training varies between different social prescribing services. GPs reported 
that motivational interviewing should be a key requirement of link worker training 
but were not sure of the extent to which this was the case. Most stakeholders 
from social prescribing services felt that the provision and content of training and 
professional development could be expanded.  

The majority of stakeholders reported that the quality and depth of training for link 
workers could be improved, with a minority of stakeholders from social 
prescribing organisations noting that they had relied on free training or had 
independently sourced training to meet their needs.  

The majority of the stakeholders felt that there were gaps in the training for social 
prescribers, and several stakeholders indicated that link workers in Southwark 
rely on their background in supporting vulnerable people, and their soft skills, to 
be effective in their roles. Furthermore, a minority of stakeholders identified a 
need for more training in supporting service users with mental health concerns, 
and roughly half of the stakeholders expressed concerns about supporting 
service users with high levels of need. The desire for more training in mental 
health support skills amongst staff was also highlighted in Time and Talents’ 
strategy for 2018-21. 

Specific areas in which stakeholders felt that more training would be useful were 
advocacy, autism, and dual diagnosis. In particular, stakeholders reported that a 
lack of training in supporting service users who present in crisis was also a 
concern, however one stakeholder noted that link workers at their service had 
been provided with training in recognising high levels of risk and de-escalation. 
One stakeholder noted that due to funding and resources constraints it would be 
beneficial to train different link workers to be specialists in particular areas of 
need. They reported that targeted training could help to address skills gaps 

One stakeholder highlighted that, similar to the issue of training opportunities, 
there is a lack of professional development, something they argued is key for 
successful social prescribing models. They argued that a lack of resources was a 
key reason both for the lack of professional development through training, and for 
low pay which resulted in high staff turnover rates. They noted that high turnover 
rates are particularly problematic for social prescribers, because as staff leave 
the relationships, they have built with partner organisations and the knowledge 
they have about what is on offer locally are lost.  
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4.4 Referral pathways 

There is not a standardised referral mechanism for social prescribing services in 
Southwark, however there are some common features, summarised in   

Figure 5 and Figure 6 below.   

According to stakeholders, most social prescribing services have multiple referral 
pathways into the service. Whilst, there are a number of different referral routes 
into social prescribing services, consultation with GPs suggests that they most 
commonly refer to social prescribing projects that they have built a relationship 
with and trust or to a link worker that they have built a relationship with. The 
majority of respondents to the e-survey reported that they referred patients to link 
workers who were based in the community (4 respondents), based in their GP 
surgery (4 respondents) or somewhere else (2 respondents). 

Possible referral routes into social prescribing services 

The main routes into the social prescribing services which formed part of this 
review are summarised in   

Figure 5.The most common referral routes in Southwark are via primary care 
clinicians, self-referral, and via other social prescribing services.  

Figure 5: Referral routes into social prescribing for service users 
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Services which target service users rather than receiving referrals 

For three of the 13 services identified in this review, service users who fit 
particular criteria are targeted by link workers rather than being referred into the 
services. Figure 6 summarises the groups targeted by these services.  

Figure 6: Ways in which prospective service users are targeted by social prescribing services 

 

Most common social prescribing services referred to by GPs 

Whilst, our e-survey analysis is not representative of all GPs within Southwark it 
does given an indication of the most common social prescribing services used by 
GPs. All 12 respondents reported that they used the Age UK SAIL programme, 
whilst three quarters of respondents reported using the SAIL Care Navigators, 
the Southwark Wellbeing Hub and Primary care navigators. This is summarised 
in Figure 7. 
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Figure 7: Responses to the question: which social prescribing activities/support/services do you 
refer patients to? (n=12)17 

 

4.5 Quality assurance 

Interviews with stakeholders indicated that the approaches to quality assurance 
vary between social prescribing services in Southwark. The general view of 
primary care professionals is that quality assurance processes are not good 
enough, especially regarding clinical supervision. However, our review of 
documents indicated that the majority of services undertake some form of quality 
assurance activity, which are typically risk assessments, collecting feedback from 
service users, or reviewing caseloads. However, a minority of services reported 
that they do not undertake specific quality assurance activities, but monitor the 
quality of social prescribing and VCS services in an ongoing, informal way 
through observation. Overall, it would seem that quality assurance is happening 
in a piecemeal fashion and could be improved by implementing a consistent 
approach agreed between clinicians and service providers. 

Risk assessments 

Many services undertake some form of risk assessment as part of their initial 
assessments of service users and as an ongoing element of their work. For 
example, Southwark Wellbeing Hub includes detailed, anonymised reports of any 
safeguarding concerns, incidents, and accidents in quarterly reports. These 
reports describe how the risk or incident was handled, giving an indication that 
this sort of safeguarding is common practice in the organisation.  

                                                

17 Responses on the graph add up to 56 rather than 12. This is because respondents were able to pick multiple 
answers. 
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Service user feedback  

Many social prescribing services in Southwark collect feedback from service 
users and their friends/families in the form of questionnaires or free-flowing 
conversations, according to interviews with stakeholders and documents received 
from services. For example, two services ask service users if they would 
recommend the service to friends and family, and another service asks whether 
they were satisfied with their experience. 

Caseload reviews 

According to interviews, one service implements an intensive review of cases, 
caseloads, and associated risk factors every fortnight.  

Support for frontline staff 

To date there is little evidence to suggest that suitable clinical supervision is in 
place for link workers, although a minority of stakeholders noted that access to 
supervision is important for link workers (This is visited in more detail in section 
5.2.4). In a minority of social prescribing services, documents showed that staff 
receive support. For example, Time and Talents provide emotional and health 
assistance to staff through an employee assistance service.18 One stakeholder 
interviewed reported that their social prescribing service had run fortnightly 
reflective practice sessions with staff which was led by an external clinical 
psychologist, however this had been suspended whilst a new provider was being 
sought.  

Evidence does suggest that there is a lack of consistency across social 
prescribing services regarding supervision. GPs in particular reported that there 
was a lack of clinical supervision which made them question whether professional 
standards were being upheld such as confidentiality and professional practice. 

4.6 Funding 

There was not enough data in the documents received from services to provide a 
picture of the annual budgets for social prescribing projects in Southwark across 
multiple services. This is primarily because the budget for social prescribing 
activities was often not stated separately from the budget of the organisation as a 
whole.  

The majority of stakeholders and GPs highlighted that funding plays a key role in 
Southwark. The amount of funding and the variation between funding 
arrangements were identified as important issues across the stakeholders and 
GPs who were interviewed. 

Specific services and link worker roles tend to be commissioned in slightly 
different ways in Southwark. However, there are some common themes in social 

                                                

18 Time and Talents, Trustees’ Annual Report, 31-Mar-17 to 31-Mar-18 
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prescribing funding across the borough. For example, funding is normally 
provided in a block funding arrangement and is normally time-limited (i.e. part of 
a pilot scheme). Furthermore, several key organisations commission many of the 
social prescribing services in Southwark, including: 

•  Southwark Council (for whom social prescribing meets several key policy 
priorities) 

• Southwark CCG 

•  SLAM NHS Foundation Trust.  
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5 The effectiveness of current service 
provision 

5.1 Strengths of existing models 

The majority of stakeholders reported that there were multiple strengths to 
existing models in Southwark, which promoted positive outcomes for individuals 
using social prescribing services and for the wider health and social care system. 
For example, the majority of stakeholders reported that social prescribing link 
worker models in Southwark were supporting service users to increase their 
social connectedness and become more integrated within their communities. Our 
review of documentation also corroborated the view that there are many 
strengths in current social prescribing models in Southwark. Common strengths 
identified included: 

• Buy-in from key stakeholders. 

• Specific link worker skills (i.e. person-centred approaches, flexible support 
such as home visits, empathy and listening skills). 

• Wide and varied range of social prescribing activities offered by the voluntary 
and community sector. 

• Mechanisms for sharing learning and best practice regarding social 
prescribing. 

In general, e-survey respondents were positive about the effectiveness of 
different social prescribing services. Figure 8 shows that for 6 out of the 8 
services, the majority of respondents rated each service as either slightly 
effective or highly effective. 
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Figure 8: E-survey respondents’ views on the effectiveness of different social prescribing services 
in Southwark (n=12)19 

 

5.1.1 Buy-in from key stakeholders  

Our review of the literature indicates that social prescribing models work well 
when there is a buy-in from a range of stakeholders including those referring into 
social prescribing services. It is therefore positive that all GPs who took part in 
the focus group reported that they were actively referring into a social prescribing 
service or were keen to learn about how to refer more effectively. 

Moreover, the majority of stakeholders and all GPs who took part in the focus 
group reported that social prescribing is a necessary and suitable mechanism for 
improving the health and wellbeing of the Southwark population. There is 
therefore, a strong sense of buy-in both operationally and strategically amongst 
key stakeholders regarding social prescribing in Southwark. For example, as one 
person said: “We can coalesce around social prescribing – we all agree on it” 

5.1.2 Effective link worker skills 

Both social prescribing projects and GPs reported that there were a number of 
key skills which made for effective link workers, emphasising that these skills 
were crucial for effective social prescribing within Southwark. This included link 
workers being able to: 

                                                

19 Responses on the graph add up to 55 rather than 12. This is because respondents were able to pick multiple 
answers. 
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• Provide person centred and holistic support for individuals 

• Provide emotional and empathic support for individuals and have knowledge 
of how to support vulnerable people. 

• Be flexible in their approaches to support such as providing home visits to 
service users. 

• Have a detailed knowledge of the community services on offer to help 
coordinate and provide the right support for service users. 

Consultation with project stakeholders and GPs and evidence from our review of 
the documents suggests that current social prescribing services are keen to 
employ link workers who possess these skills. For example, job descriptions for 
link workers provided by social prescribing organisations specify skills and 
experience in person-centred working, supporting vulnerable people, and good 
knowledge of working in the community is essential.20

 
21 22 23 

Person centred and holistic support 

Providing person-centred support was identified as a key aspect of skilled link 
working in Southwark by stakeholders and GPs. For instance, stakeholders and 
GPs reported that a person-centred approach is important to ensure service 
users feel comfortable when receiving support through the language used, a non-
clinical setting, and the type of activities prescribed. 

There is evidence from case studies provided by social prescribing services that 
link workers within Southwark take a person centred approach to support by 
taking the time to piece together the different needs of individual service users’ 
lives and co-ordinate support appropriately.24 For example, for some service 
users, having conversations with link workers in a non-clinical setting such as an 
art gallery improved their confidence and engagement with the link worker, while 
others felt more secure receiving support over the telephone.25 

There is also evidence from interviews with stakeholders and documentation 
provided that the majority of link workers within Southwark take the time to devise 
personalised support plans with service users and support them to set their own 
goals through mechanisms such as the wellbeing star and motivational 
interviewing. A specific example, provided by SAIL is that link workers provide 

                                                

20 Alzheimer’s Society, Job description: Dementia Adviser 

21 Alzheimer’s Society, Job description: Dementia Support Worker 

22 SAIL Care Navigation, Job description: SAIL Care Navigator (GP Programme) 

23 SAIL, Job description: SAIL Co-ordinator 

24 Southwark Wellbeing Hub, Qualitative Report, Quarter 1, Year 4 (2018) 

25 Southwark Wellbeing Hub, Qualitative Reports, Years 2-4 (2016-2018) 
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service users with ‘postcards’ which record the services that the link worker has 
referred them to, and request that VCS services update these with the actions 
they have carried out. 26  

Home visits by link workers were also reported by stakeholders and GPs as an 
effective mechanism for providing person centred approaches to care. For 
example, our review of the documents indicates that carrying out home visits is a 
common feature of many of the services in Southwark included in this review. 
Providing face-to-face support to service users, particularly through these home 
visits, was highlighted as an important strength of existing models by the majority 
of stakeholders interviewed. The benefits included improved service-user trust as 
there is more opportunity to build a relationship with service users in an 
environment they are more comfortable in rather than in clinical settings and also 
provides an opportunity for link workers to gain additional contextual information 
about the service user in their ‘normal’ environment. For example, visiting a 
person’s home may indicate whether the home was safe, had adequate 
heating/electricity etc. As one social prescriber said: 

“It’s been invaluable to support people by having contact with 
them in their home as they are more relaxed when not in a 

clinical environment. The home environment is also an 
indication of further issues.” 

Case studies for several services demonstrated how home visits provided link 
workers with important information about the severity of service users’ mental 
health needs or about their mobility. However, stakeholders noted that this is 
resource-intensive in terms of staff numbers and time due to the need for safe 
lone working practices, and therefore that pressures in terms of capacity and 
demand may threaten this important activity (see Section 5.2) 

Empathic, consistent and non-time limited support 

Consultation with project stakeholders and GPs found that social prescribing 
models were effective when the link worker provided emotional and empathic 
support to service users. GPs emphasised that a key part of a link worker’s role 
was to spend as much time as was needed to fully understand an individual’s 
needs and build a rapport with them, reporting that within their roles as GPs this 
was not possible (i.e. time limited 10-minute GP appointments). 

Evidence from case studies received as part of our review highlighted that, from 
the perspective of service users, the soft skills and emotional support provided by 
link workers throughout the course of their social prescribing intervention had 
underpinned positive outcomes for individuals in Southwark. Documents on key 
learning from the PCN programme also made this point, stating ‘it takes a special 
kind of person to perform the PCN role – they need to have good people skills’27.  

                                                

26 Age UK Lewisham and Southwark, SAIL in a nutshell. 

27 National Association of Primary Care, Primary Care Navigation Programme Case Study 

http://www.ageuk.org.uk/bp-assets/globalassets/lewisham-and-southwark/documents/southwark-sail-in-a-nutshell.pdf
https://www.qhsmembers.co.uk/wp-content/uploads/2016/03/PCN-case-study-north-Southwark-final.pdf
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Evidence from cases studies and consultation with stakeholders and GPs also 
highlights that it is important that link workers are able to provide consistency of 
support, meaning that if possible, it is important for the same link worker to 
support service users from the beginning of their social prescribing journey right 
through to when they end their support. The case studies also indicate that link 
workers are skilled in withdrawing their support as soon as this is appropriate 
which avoids building a more intensive ‘support worker’ relationship with service 
users. Linking service users into befriending services was a common intervention 
in many case studies, particularly for socially isolated service users, and may 
represent an appropriate transition in the source of emotional support away from 
the link worker. However, the focus group with GPs did note that it was important 
that engagement with social prescribing services should not be a short term 
intervention if it is to help service users make sustained change. 

Flexibility in approaches to support 

Consultation with stakeholders and GPs highlights that in the majority of cases 
link workers take a flexible approach in supporting service users, which was 
viewed as vital for effective social prescribing in Southwark. For instance, a 
minority of stakeholders noted that flexible working with service users depending 
on their individual needs and circumstances was a strength of existing models -  
specifically, being flexible with the type of support, location, pace, and timeframe 
of support. Stakeholders explained that flexibility is particularly important as it 
enables the social prescribing delivered in Southwark to be bespoke to the 
individual, rather than a one-size-fits-all offer.  

The factors underpinning flexible approaches were link worker skills (particularly 
adaptability), effective inter-organisational working, and resources. One 
stakeholder noted that their service’s capacity to be flexible was limited by their 
need to meet targets for number of service users supported. 

Detailed knowledge of the community and VCS organisations 

Stakeholders reported that a vital skill of link workers was having a detailed 
knowledge of community assets. For instance, link workers should have a good 
understanding of the VCS organisations available in the area in order to best find 
suitable social prescribing activities for service users. Furthermore, GPs reported 
that it was important for link workers to have built relationships with a wide range 
of VCS organisations, so that GPs could be confident that they were referring 
their patients to trusted organisations via a link worker. 

In general, it was reported by the majority of stakeholders that link workers had a 
detailed knowledge of the community and the VCS organisations available. There 
were many examples in the case studies received from stakeholders of link 
workers effectively referring service users into appropriate services. Documents 
and interviews showed that, in many instances, this involved supporting service 
users to access appropriate statutory services (such as social services or the 
DWP) as well as VCS organisations which were tailored to the service user’s 
interests, such as art classes or exercise groups. Where service users were 
supported to access statutory services, the case studies highlighted that the 
encouragement of link workers was often key in giving service users the 
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confidence to engage with services they found intimidating or difficult to 
navigate.28 

Furthermore, multiple case studies highlighted how link workers had proactively 
acted as a point of information and contact between the different organisations 
and individuals involved in service user’s lives. A specific example provided in a 
case study described how a link worker had liaised with the manager of an 
accommodation scheme where a service user lived. This contact allowed the link 
worker to better understand the service user’s situation and needs, ensuring that 
those who were best placed to support the service user were included in the 
service users social prescribing support plan.  

5.1.3 A wide and varied range of social prescribing activities offered by the VCS sector 

Most stakeholders highlighted the large range of VCS organisations on offer in 
Southwark as a strength of social prescribing models as it makes it more likely 
that there are services to suit service user’s needs. In addition to a large 
voluntary sector, the range of social prescribing activities within organisations 
was highlighted as a key strength by a minority of stakeholders. 

Whilst GPs also commented that the VCS offer was very comprehensive in 
Southwark, they also noted that due to a lack of information flowing between the 
VCS and primary care it was difficult to stay updated about all the organisations 
available in Southwark. This discussed more in section 5.2.3. 

5.1.4 Mechanisms for sharing learning and best practice regarding social prescribing. 

Our review of the documentation highlights that there have been efforts to collect 
and share learning about best practice in Southwark. A prime example of this is 
the Social Prescribing Network in Southwark, which has been formed to bring 
together residents, local voluntary and community sector representatives and 
health and healthcare professionals to learn about social prescribing and how 
best to develop social prescribing models within Southwark. 

Specific social prescribing interventions have also developed mechanisms for 
sharing best practice within Southwark. For example: 

• In a number of social prescribing initiatives which were evaluated, findings 
were publicly disseminated. For example, the National Association of Primary 
Care (NAPC) has produced a poster explaining key insights from the PCN 
programme.29 

                                                

28 Southwark Wellbeing Hub, Qualitative Report, Quarter 2, Year 3 (2017) 

29 National Association of Primary Care, Primary Care Navigation Programme Case Study 

https://www.qhsmembers.co.uk/wp-content/uploads/2016/03/PCN-case-study-north-Southwark-final.pdf
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• Primary Care Navigators (PCNs) do monthly visits to other PCNs to help 
share learning and best practice. 30 

• Link workers in different social prescribing initiatives are expected to reflect 
on their practice and document any learning. For example, this is a key part 
of both the SAIL Care Navigation role and the link worker role at Time and 
Talents.31 .32 

5.2 Weaknesses of existing models 

The majority of interviewees highlighted some weaknesses of existing social 
prescribing models. In general, weaknesses were thought to exist due to a lack of 
a consistent approach across the borough and therefore resulting fragmentation 
between the different services involved in social prescribing. Although many 
stakeholders emphasised that there was a lot of social prescribing activity and 
services on offer, there was consensus that co-ordination and system-level 
thinking could be improved. The common weaknesses identified by GPs and 
Stakeholders are as follows: 

• Different conceptualisations of social prescribing amongst different groups 
and organisations 

• Concerns regarding sustainability and funding of the VCS sector 

• Coordination and communication between the VCS and primary care 

• A lack of streamlined service user pathways 

• Maintaining professional standards of link workers  

• Adequate support for link workers to carry out their roles 

5.2.1 Sustainability and funding of the VCS  

Nearly half of all stakeholders reported that uncertainty around funding for VCS 
organisations was a limitation in guaranteeing the sustainability of social 
prescribing services across Southwark. The main issue reported by stakeholders 
was that funding was normally granted on a short-term basis (i.e. for one year or 
less) and the funding released relatively shortly in advance of implementation.  

Issues around time-limited funding for VCS organisations were also reported by 
GPs, who argued that for them it was important that they were referring patients 
to social prescribing services where there was guaranteed longevity so that their 

                                                

30 Quay Health Solutions, Primary Care Navigation Poster 

31 SAIL Care Navigation, Job description: SAIL Care Navigator (GP Programme) 

32 Time and Talents, Job description: Care Co-ordinator 

https://www.quayhealthsolutions.co.uk/wp-content/uploads/2017/06/Primary-Care-Navigation-Poster.pdf
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patients were receiving consistent support from good quality services. GPs used 
the example of the Ways to Wellness service in Newcastle whose Social Impact 
Bond (SIB) funding model has ensured continuous funding allowing time for the 
service to become embedded in Primary Care and for thorough evaluation. GPs 
argued that at the moment social prescribing projects are small in nature and 
“come and go” which doesn’t provide much confidence in referrals. 

The importance of adequate funding was also emphasised in our review of 
documentation33. For instance, a summary of learning gathered about effective 
social prescribing initiatives through the CHAMPS project highlighted that long-
term funding from multiple streams enables VCS organisations to say ‘yes’ to 
ideas and requests from the community, and to try new things. Time and Talents’ 
strategy for 2018-21 also highlights that key work being delivered with young 
service users is being threatened by insecure funding. 

Reports were made by a number of stakeholders that the differences in how link 
worker roles in Southwark are funded can present issues, particularly when there 
are distinct commissioning arrangements for colleagues within the same service. 
Stakeholders reported that these funding arrangements sometimes resulted in 
competing priorities and job responsibilities for link workers which could hinder 
joined-up working. For instance, some GP-based link worker responsibilities had 
expanded to include contributing to care plans alongside social prescribing. 

5.2.2 Coordination between VCS and Primary Care 

A key concern reported by both the majority of stakeholders and GPs was around 
a lack of coordination between the VCS and primary care. The prime example 
given by both stakeholders and GPs was that within primary care there was very 
little awareness of the range of social prescribing services on offer, which social 
prescribing services were still active and how to refer into them. Stakeholders 
also reported that VCS organisations were also not always clear what other 
social prescribing services were on offer within Southwark, risking duplication of 
resources.  

Interviews with stakeholders indicate that, currently, information about available 
activities that social prescribing services can refer to is gathered through 
networking, attending events, and accessing directories published by other 
services. Consultation with GPs corroborated this, reporting that they often only 
knew about a few services that they trusted to refer patients to. GPs reported that 
they were aware that there were many groups and organisations but it was 
difficult to keep on top of so they chose to refer patients to a small range of 
projects that they trusted.  

Consultation with stakeholders, GPs and our review of the documentation 
indicates that there is a need for an up-to-date database or directory available to 
all GP practices, link workers and VCS organisations. This database/directory 
should be updated regularly and include a map to indicate accessibility for 

                                                

33 Time and Talents, Strategy for 2018-2021 
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service users, referral criteria, and up-to-date information on waiting times. An 
information resource would also better support link workers in their roles to 
prescribe appropriate activities to service users. At the moment, in many of the 
link worker job descriptions reviewed it is a requirement that they build their own 
data base of VCS organisations offering groups/activities to which they can refer 
service users. However, interviews with stakeholders suggests that link workers 
don’t often have the time to do this, so pooling resources and scaling this task 
between services might be a more effective approach.  

5.2.3 Lack of streamlined service user pathways 

Both GPs and project stakeholders reported that a major weakness of existing 
social prescribing models in Southwark is that service user pathways and referral 
mechanisms are not streamlined. The main concern was that after a patient had 
been referred into social prescribing there was no communication between 
primary care professionals, link workers and VCS organisations about a patient’s 
progress. For example, GPs reported that rarely knew whether their patients had: 
engaged with the link worker or were actively receiving support from a social 
prescribing project, had waited a long time to access a social prescribing activity, 
had seen an improvement in their outcomes or seen a deterioration in outcomes 
and so required further clinical intervention. A minority of stakeholders and the 
majority of GPs reported that as the system stands, primary care professionals 
normally rely upon their patient to provide informal feedback on the social 
prescribing services they have attended or any outcomes achieved when they 
attend for a GP appointment. 

Therefore, communication and feedback loops need to be improved to make 
service user pathways less fragmented and to improve primary care 
professionals’ confidence in the social prescribing pathway. A number of 
suggestions were made to make these improvements. For example, at the 
moment it is generally the case that link workers or VCS organisations cannot 
access primary care systems such as EMIS. Stakeholders and GPs reported that 
if this was rectified then it would be easier to make referrals but also to keep track 
of patients’ progress/outcomes through the social prescribing pathway. 

GPs suggested that social prescribing models would be more effective if link 
workers were embedded in GP practices or primary care settings. GPs felt that 
that this would improve communication and make the service user pathway more 
streamlined. The GPs consulted as part of this review all gave examples of how 
personal contact with link workers had been beneficial and improved their 
confidence in referring. For example, it was helpful when the link workers built 
relationships with staff and felt like members of the team. One GP gave the 
example of the social prescribing service in Hackney which they cited as a 
success because the link workers are embedded in GP practices. Some GPs 
also reported that the SAIL programme, whereby GP surgeries were assigned a 
named link worker, was effective, as the link worker got to know GP staff and 
attended clinical meetings which provided a mechanism for sharing information 
about patients’ progress and fostered collaborative working relationships. GPs 
felt that the SAIL checklist on its own was less effective because it involved a 
telephone triage system, meaning that it was difficult to build relationships with 
link workers, and there was often a six week waiting list to get any response. 
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Several stakeholders also noted that contact between link workers and clinicians 
in GP surgeries was key to gaining trust and facilitating conversations about the 
factors affecting service users, with one stakeholder saying: 

“having a link worker in the practice is key to developing the 
confidence of practice staff around social prescribing.” 

5.2.4 Supporting link workers to carry out their roles and maintaining professional 
standards 

Whilst there was a widespread view (especially amongst GPs) that having link 
workers embedded in GP practices would strengthen social prescribing models, it 
was also noted that if this is to happen there will need to be better support for link 
workers so that they do not feel isolated. There is some evidence from 
experience in Southwark and elsewhere that link workers located in GP surgeries 
could feel isolated from the wider social prescribing system and therefore the 
expertise and support of colleagues within social prescribing organisations. 

GPs argued that to overcome this and make link workers feel part of the GP 
practice team it is important to provide multi professional clinical supervision. In 
general, this is where supervision is carried out by a member of a different 
professional group providing link workers the opportunity to: 

• Review professional standards 

• Keep up to date with developments in their profession  

• Identify professional training and continuing development needs 

• Ensure that they are working within professional codes of conduct and 
boundaries. 

A minority of GPs reported that informal mechanisms of supervision would be 
enough rather than formal multi-disciplinary meetings which were often time 
consuming for GPs and other professionals whose time is already stretched. 

Finally, GPs also reported that it was important that link workers felt supported 
enough to be able to escalate care if they felt that providing support for a 
particular individual was beyond their remit. It was generally agreed that a blend 
of link worker and health professional support was necessary throughout the 
social prescribing pathway. 

5.2.5 Consistency in link worker training 

The majority of stakeholders involved in social prescribing reported that training 
was important for their work. This was echoed by wider stakeholders who also 
noted that in order to develop the link worker workforce, standardized training 
would be beneficial. For example, for the Primary Care Navigation service 
training has been linked to an increase in frontline staff’s confidence and 
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networking skills.34 This training consisted of 6 hours of e-learning and a one-day 
training course and workshop. 35 

5.2.6 Service user accessibility to social prescribing 

A minority of stakeholders expressed concern about access as a weakness in 
current models. They felt that the variation in referral mechanisms into social 
prescribing meant that access was not uniform across the borough. Embedding 
‘single point of access’ thinking and mechanisms across Southwark could help to 
tackle this weakness.  

The need for a digital, shared referral mechanism which is easy to use was 
raised by several stakeholders. A minority of stakeholders also felt that making 
sure there is adequate access into social prescribing without being referred via a 
health professional, and people could refer themselves, for example, should be 
an aim. 

Several stakeholders also highlighted that the physical accessibility of social 
prescribing activities through transport links can be an issue, and that more 
support for service users with transport is needed. 

Additionally, a minority of stakeholders felt that existing models could do more to 
address technology as a common barrier to access, because computers or 
telephones tend to be required for self-referral, and people who are older, who 
struggle with their mental health, or with long-term conditions may have low 
technology access or literacy. 

5.3 Outcomes from existing services 

5.3.1 Approaches to identifying and measuring outcomes 

Most of the services which supplied documents measure outcomes in some form, 
however there was a wide variation between stakeholders in terms of approaches 
to outcomes measurement. Services tended to measure and publish outputs far 
more than outcomes.  

While a minority of stakeholders interviewed reported that their service’s 
approach to measuring outcomes was minimal, many stakeholders’ comments 
indicated an enthusiasm for capturing the positive outcomes of social prescribing 
work and a capacity to do so within existing service models. 

Measuring Outputs 

Many of the services in Southwark monitor their service outputs on an ongoing 
basis and include these figures in reports. This is consistent with the 

                                                

34 Quay Health Solutions, Primary Care Navigation Poster 

35 National Association of Primary Care, Primary Care Navigation Programme Case Study 

https://www.quayhealthsolutions.co.uk/wp-content/uploads/2017/06/Primary-Care-Navigation-Poster.pdf
https://www.qhsmembers.co.uk/wp-content/uploads/2016/03/PCN-case-study-north-Southwark-final.pdf
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recommendation from NHS England36 to social prescribers that outputs are 
consistently measured to help build up a national picture of the size and nature of 
social prescribing and to complement the measurement of outcomes. 

NHS England have recommended a number of output measures that social 
prescribing services should collect. Our review of documentation and interviews 
with stakeholders highlights that in Southwark, 7 out of the 13 recommended 
output measures are commonly collected by services and 6 are not commonly 
collected. This is summarised in Figure 9. 

One output measured by several services in Southwark which is not included in 
the NHS guidance is the property type of the service user, which some services 
used as a proxy for deprivation. 

Figure 9: Output measures recommended by NHS England for social prescribing by whether they 
are commonly or not commonly measured in Southwark 

Outputs commonly measured in 
Southwark 

Outputs not commonly measured in 
Southwark 

The number of people referred into 
social prescribing connector schemes 

The number of people taking up 
referrals and rejecting referrals 

The referral process and pathway 
(e.g. who refers into the scheme) 

The referral criteria (e.g. LTCs or in 
receipt of social care packages) 

The characteristics of people referred 
including age, race, religion or belief, 
and sex 

The characteristics of people referred 
including disability, gender 
reassignment, marriage or civil 
partnership, pregnancy and maternity, 
and sexual orientation 

The number of community groups 
referred to 

The number of personalised support 
plans co-produced with people 
receiving support 

                                                

36 NHS England, 2019 

https://www.england.nhs.uk/publication/social-prescribing-and-community-based-support-summary-guide/
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Outputs commonly measured in 
Southwark 

Outputs not commonly measured in 
Southwark 

The number of community groups 
referred to – what kind of support they 
provide 

The average amount of time spent 
with each person 

The number of volunteers working for 
the service 

Total investment in the social 
prescriber connector scheme (input 
measure). 

The number of link workers.  

 

Common approaches to measuring outcomes 

Due to gaps in the documents received, information was not available about 
outcomes measurement for all of the services included in this review. Therefore, 
the discussion of the common approaches to measuring outcomes gives an 
indication of the how social prescribing services within Southwark measure 
outcomes but it is not representative. A more detailed overview of the 
approaches to measuring outcomes for each individual service reviewed can be 
found in Appendix B. 

The most common approach to measuring outcomes is through case studies and 
other qualitative methods such as feedback from service users and their family 
and friends. A minority of services also indicated an interest in capturing the 
experiences of staff and volunteers. For example, Southwark Wellbeing Hub 
collected case studies about volunteers’ experiences37, and SAIL Care 
Navigation aimed to capture how positive staff felt about the work they do. 

Several social prescribing services also commonly used self-reported outcome 
measurement tools to gauge individuals’ perceptions of their changes in 
wellbeing and any goals achieved as a result of a social prescribing intervention. 
This included: 

                                                

37 Southwark Wellbeing Hub, Qualitative Report, Quarter 3, Year 4 (2018) 
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• ‘I Statements’ to measure individuals’ views on their health, wellbeing, 
happiness, confidence, independence, and activity level before and after 
engagement with the social prescribing service.  

• Bespoke wellbeing tools such as surveys to gauge whether a services users 
wellbeing had improved as result of social prescribing. 

• Tracking of goals that services users wanted to achieve through their 
engagement with social prescribing (e.g. Top Three Goals) 

• Validated wellbeing measures such as Warwick-Edinburgh Mental Wellbeing 
Scale (WEMWBS), Generalised Anxiety Disorder Questionnaire (GAD-7), 
Patient Health Questionnaire (PHQ-9) and the family and friends test. 

A small minority of stakeholders reported that their social prescribing service took 
a quantitative approach to measuring outcomes by collecting data on whether 
there had been changes in service usage or health outcomes as a result of their 
social prescribing service. For example, data was collected on: 

• Reduction in A&E Attendances  

• Reduction in unplanned hospital admissions  

• Number of bed days saved 

• Reduction in the number of ambulance callouts 

• Reduction in the number of GP appointments 

• Changes in weight, waist circumference, blood pressure 

5.3.2 Positives of the approaches taken to measure outcomes 

Many of the services reviewed had generated case studies, and stakeholders 
reported a number of positives of using cases studies to collect outcomes: 

• Case studies are easy to collect and produce 

• Case studies increase positive feelings amongst staff about their work  

• A flexible approach to outcomes measurement was important for capturing 
individually-specific outcomes, and the case study method is quite adaptable;  

• A minority of stakeholders highlighted that case studies are powerful tools for 
increasing understanding and buy-in to social prescribing from key 
stakeholders. 
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5.3.3 Issues with outcomes measurement 

Measuring outcomes of social prescribing was a widely recognised issue 
reported by the majority of stakeholders and GPs who took part in the focus 
group. Stakeholders reported that a lack of evidence can be a barrier to the roll-
out and development of social prescribing in Southwark. Many of the problems 
reported by stakeholders and GPs are issues which were reflected in our review 
of the literature. For example, stakeholders reported that: 

• There is no standardised approach to measuring outcomes across Southwark 
with many programmes developing organically. 

• Most social prescribing services in Southwark only use qualitative 
approaches such as case studies or self-reported outcomes measures 
making it difficult to assess impact. 

• Validated measurement tools are rarely used. 

• There have been no impact evaluations carried out whose methodology 
includes a control group. 

The stakeholders interviewed expressed some shared concerns around how best 
to measure outcomes. For example, several stakeholders felt that what a positive 
outcome consists of is highly dependent on the individual service user. Therefore, 
there was a perception that a standardised, validated measure might not capture 
the difference made in individuals’ lives in comparison to more flexible, 
personalised outcomes measures. For instance, one stakeholder mentioned that 
sometimes they felt the need to ‘shoehorn’ service users into a particular answer 
when taking collecting outcomes data.  

There were also more practical concerns, for instance that outcomes may not 
have materialised by the time data are collected; that collecting outcomes 
measures could make interactions with service users seem overly medical; and 
that collecting baseline data when first meeting service users could risk them 
disengaging. Contrastingly, one stakeholder reported that measuring baseline 
data had been a key tool for encouraging buy-in from community leaders who 
can influence service users. Stakeholders’ comments indicate that any 
standardised outcome measure should be easily integrated into conversations 
with service users and quick and easy to use so that it does not impinge on link 
workers’ capacity.  

GPs reported that it was vital for them that social prescribing services collect 
outcomes consistently which are fed back to them if they refer a patient to the 
social prescribing service. They argued that this is important for two key reasons. 
Firstly, if they know that a social prescribing service is producing good outcomes 
for their patients then they are more likely to refer. Secondly, they reported that it 
was important for outcomes of the individuals that they referred to social 
prescribing service be fed back to them so they knew whether they were getting 
better or needed further clinical intervention. 
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5.3.4 Qualitative evidence of outcomes achieved 

The qualitative evidence in the documents received from stakeholders came in 
the form of detailed case studies or quotes from the perspectives of service 
users, link workers, friends or family members. There were common themes 
across a lot of the qualitative evidence of outcomes in the documents received, 
including:  

• self-reported improvements in mental health and wellbeing38 

• improved confidence 

• improved home environment 

• increased capacity to self-management through confidence and relevant skills 

• increased confidence in engaging with statutory and VCS services where 
appropriate 

• more appropriate service use (in terms of the type of service and the 
frequency of use) 

• improved morale of staff and job satisfaction as a result of feeling that they 
can make a difference39 

In many of the case studies, there were multiple positive outcomes for the service 
user and multiple interventions had taken place. For example, one case study 
from the Home from Hospital service described how a 76-year-old patient had 
been supported with an application for supported housing via Southwark 
Wellbeing Support at Home (SWISH), joined a befriending service, gained a 
pendant alarm through Careline, and received an urgent Occupational Therapy 
assessment. The outcomes for this individual included increased feeling of safety 
and independence in the home environment, improved mood, and increased 
mobility.40  

5.3.5 Quantitative evidence of outcomes achieved 

As already discussed, only a minority of social prescribing services collect 
quantitative data and it is normally collected via self-reported wellbeing tools. The 
majority of these tools are bespoke, meaning that we were unable to compare 
quantitative outcomes. However, in cases where quantitative data was collected 
there is evidence of improvements to individual wellbeing. Specific examples 
include: 

                                                

38 National Association of Primary Care, Primary Care Navigation Programme Case Study 

39 National Association of Primary Care, Primary Care Navigation Programme Case Study 

40 British Red Cross, King’s College Hospital Report, Quarter 1, 2019 

https://www.qhsmembers.co.uk/wp-content/uploads/2016/03/PCN-case-study-north-Southwark-final.pdf
https://www.qhsmembers.co.uk/wp-content/uploads/2016/03/PCN-case-study-north-Southwark-final.pdf
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• The Southwark Wellbeing Hub’s Peer Support Programme where they 
measured change in time using ‘yes/no’ questions at the end of the activity. 
The questions focused on feelings of confidence, self-management, and 
social life, such as whether service users feel they understand how to 
manage their own wellbeing better or whether they feel more able to cope 
with stigma.  

• The SAIL Care Navigators programme used ‘I statements’ to measure 
changes in wellbeing. For five out the seven wellbeing domains the average 
score increased indicating that on average individuals’ wellbeing had 
improved. 

A minority of services collected data on hospital usage. For example, the Home 
from Hospital service, produced a proxy measure of reduced healthcare service 
use based on the number and type of social prescribing interventions delivered 
which showed that there had been a reduction in healthcare services however 
this measure is lacking in robustness and also in comparability with other 
services because the method is not standardised. 

Finally, there were some isolated quantitative outcome measurements included in 
reports for different services. For example, one patient who received signposting 
support from a PCN subsequently boked 5 appointments over 9 months, when 
previously they had booked 32 appointments in one year. However, these 
isolated statistics may give an indication of outcomes for particular service users 
or give a snapshot of a particular point in time, however they do not appear to be 
systematically collected and their methods are not disclosed and so they offer a 
limited insight into the effectiveness of services or models as a whole. 

5.4 Who benefits from social prescribing? 

The documents received from stakeholders showed that a majority of 
organisations collect some demographic information about their service users, 
including Home from Hospital, SAIL, SAIL Care Navigation, and Southwark 
Wellbeing Hub. However, this information is often recorded for the organisation 
as a whole rather than social prescribing specifically, and is patchy in terms of the 
timeframe it reflects and the demographic categories used. Therefore, this 
information does not allow a comprehensive picture of who is benefitting from 
social prescribing across Southwark. 

However, the majority of stakeholders interviewed and e-survey respondents felt 
that a number of groups were benefitting from social prescribing services within 
Southwark. These groups include: 

• People with long term conditions 

• People who were socially isolated 

• Older people 

• People with mental health conditions 
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• Patients with a low level of knowledge, skills, confidence and engagement in 
managing their health and care (only e-survey respondents). 

• Patients with higher than average monthly GP attendances (only e-survey 
respondents). 

Stakeholders also reported that social prescribing services within Southwark 
tended to reach people who were more activated and able to navigate the system 
more easily. For instance, stakeholders reported that for service users who were 
the most isolated with low levels of engagement in their own healthcare (e.g. 
individuals who might be house bound) a concentrated effort needed to be made 
to reach these people through social prescribing. 

5.5 Service user perspectives 

Seven service users who had used social prescribing services within Southwark 
were interviewed by Healthwatch for this review. Interviews with service users 
highlighted the different service user pathways into social prescribing, outcomes 
for services users, and learning around what is working well in Southwark and 
what else is needed. 

This section contains a short summary of key themes emerging from the 
interviews. A full account of the findings, compiled by the Healthwatch team, can 
be found in a stand-alone report (Annex A).  

5.5.1 Pathways into social prescribing 

The most common route into social prescribing amongst service users 
interviewed was referral from a GP to an IAPT counsellor41 and then to a link 
worker from a social prescribing service. One person learnt about the service, 
Time and Talents, via a friend and two people were referred directly from their 
GP to a social prescribing service project (Time and Talents and SAIL 
programme). 

5.5.2 Outcomes for service users 

All service users reported improvements in their physical and mental health, 
expanded social networks, and improved confidence due to social prescribing. 
There were particular improvements in the following areas: 

• Sleep routine  

• Diet  

• Physical activity (due to being ‘out and about’ or new exercise habits)  

                                                

41 In one case the referral was from a GP to a CBT counsellor based in the GP surgery to a link worker from a 
social prescribing service. 
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• Reduced social isolation and loneliness 

• Self-management of substance misuse  

• Helping others and volunteering 

• Providing and receiving peer support 

Another outcome identified by service users is that social prescribing can 
produce a positive ‘ripple effect’, because people often become more involved in 
their communities and link new people into activities run by VCS organisations.  

5.5.3 What is working well in Southwark 

In common with to wider stakeholders, service users felt that that having 
approachable, proactive, and empathic link workers who provide person-centred 
support and follow up on service user progress is valuable. Social prescribing 
projects which were anchored in some way to local areas or community spaces 
were particularly valued by service users, as this brought a sense of belonging. 
This was particularly true of Time and Talents and Pembroke House, where 
service users had built up relationships with staff and other visitors and therefore 
visited the centres frequently. 

Service users also commented that it took some time to find an activity which was 
right for them, and that being supported through this process by a link worker and 
having multiple options was a positive factor in their experience. Another positive 
of several service users’ experiences was that they went on to become 
volunteers or peer supporters through their engagement with social prescribing. 
This helped them to establish a regular routine and become more integrated into 
the community. 

5.5.4 Gaps in service provision from a service user perspective 

The majority of service users reported that more open-access health, advice, and 
health management sessions would be useful, especially for preventing health 
deterioration, because the length of time required to access support via a GP can 
be a challenge. This was particularly true of weight management. 

Service users also felt that social prescribing could be expanded across 
Southwark. They noted that more professionals could be aware of and involved in 
social prescribing, both within and outside of health services.  

5.6 Gaps in current services 

Interviews with stakeholders and documents reviewed from social prescribing 
services both indicated that there are gaps within the current service offer. The 
majority of stakeholders reported that it was hard for them to comment on what 
these gaps were beyond anecdotal evidence. A particular stakeholder reported 
that the amount and spread of provision was not enough, and that there may be 
a perception that more activity is taking place than there is in reality. 
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A minority of stakeholders also reported that there was a need for more 
systematic knowledge gathering about need, demand, and capacity (particularly 
in terms of the VCS offer) for social prescribing in Southwark. Similarly, learning 
gathered as part of the CHAMPS project highlights having time to get to know a 
community and their needs is key to successful social prescribing interventions. 
To improve knowledge of the gaps in service provision, one stakeholder 
suggested using knowledge that the Council gather for other purposes to inform 
social prescribing. For example, they noted that as part of the Council’s planning 
around regeneration, knowledge is being gathered about which community 
assets are most valued by the population, which could provide insight into which 
type of VCS groups/activities the population of Southwark might have a 
preference for if they were socially prescribed (such as library-based activities, or 
park-based exercise groups). 

As well as, being flexible in approaches to support, a minority of stakeholders 
reported that it was important that eligibility criteria not be rigid. For example, a 
minority of stakeholders reported that they had supported service users who were 
younger than the age requirements of the social prescribing service, reporting 
that this allowed them to support a cohort who may experience a gap in service 
provision.  

Both interviews with stakeholders and our review of the documents highlighted 
that certain groups within Southwark were not being adequately reached through 
social prescribing services; these included: 

• People from ethnic minority backgrounds 

• People from the LGBT community  

• Younger people (especially those transitioning from CAMHS to adult mental 
health services, at which point people often experience a ‘dip’ in care) 

• People who are generally not connected into services (for instance, who do 
not see their GP) 

• Carers 

• People who do not speak English (the need for translation services was 
highlighted) 

• People in their mid-50s who do not meet the age criteria for certain services 

• People at an earlier stage with LTCs. 

• Geographical gaps across the borough. The north of the borough generally 
has more provision than the south according to a minority of stakeholders 
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• Families with children42 

• Disadvantaged areas43 

• Housing Estates which social prescribing initiatives may have found harder to 
reach44 

• Older men45 46 

Targeting gaps 

The documents received indicated a few instances where services had attempted 
to target gaps. For example, Time and Talents aim to create a programme 
specifically targeting older men. One stakeholder shared learning about how to 
better integrate cultural and minority communities which social prescribing 
initiatives may have found ‘hard to reach’ into public health approaches. They 
found that getting community leaders from minority groups to engage with and 
promote social prescribing, and also to be involved in stakeholder networks and 
the co-production of models, was an effective way to increase engagement. They 
also noted that adapting messaging around why social prescribing is important to 
different cultural groups is an important mechanism. 

                                                

42 Time and Talents, Strategy for 2018-2021 

43 Time and Talents, Strategy for 2018-2021 

44 Time and Talents, Strategy for 2018-2021 

45 Time and Talents, Strategy for 2018-2021 

46 SAIL, Impact Report, 2017-18 
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6 Key learning to inform a future model of 
social prescribing 

6.1 Key success factors for effective social prescribing 

A range of key success factors were identified by the stakeholders interviewed 
and in the documents received from social prescribing services in Southwark. 
There was generally agreement about the success factors for social prescribing. 
Key themes were: 

• Effective partnership working between organisations 

• Providing access to support, development opportunities, and resources for 
link workers 

• Professional networks and face-to-face contact between professionals 

• Integrating social prescribing into GP surgeries 

• Supporting the VCS to be able to meet demand from social prescribing 

• Co-production in the design of social prescribing models 

• Ensuring that social prescribing activities are accessible 

• Involving families and carers in the planning and delivery of social prescribing 

• Supporting volunteering as a part of social prescribing initiatives 

There is a strong overlap between these themes and NHS England’s 
recommended ‘checklist’ for implementing social prescribing.47 

Effective partnership working between organisations 

Stakeholders highlighted the importance of sharing information and building trust 
between professionals involved in social prescribing. Documents provided by the 
CHAMPS learning-gathering project also noted the importance of relationships 
between partners in local networks. They recommend that partners see one 
another as equals and work together to co-produce social prescribing services. 

Our review of the literature found further evidence of the importance of 
partnership working. For example, the Social Prescribing Network suggests that 
collaborative working between sectors is needed to ensure that social prescribing 

                                                

47 NHS England, 2019. 

https://www.england.nhs.uk/publication/social-prescribing-and-community-based-support-summary-guide/


   Community Southwark  
Social prescribing review  

 

 

 

© | July 2019 59 

 

initiatives reflect the local context in terms of patient cohorts, needs, and VCS 
organisations.48 

Providing access to support, development opportunities, and resources for link 
workers 

The information gathered highlighted that effective link working is critical to the 
strength of social prescribing in Southwark and elsewhere. To enable this, 
professional development, resources, and training are key factors for ensuring 
that skilled link workers are recruited and retained. NHS England also 
recommends that link workers have access to clinical supervision and are 
provided accredited learning and qualifications as part of workforce 
development.49  

Link workers being able to take the time to provide quality, person-centred 
support and to work flexibly with service users was highlighted as an important 
factor.50 This aligns with NHS England’s recommendation that link workers have 
appropriate workloads and salaries.51 There was a shared concern amongst a 
minority of stakeholders about capacity being a growing issue in Southwark. For 
example, an external evaluation of the Home from Hospital service noted that 
where link workers were stretched and could not balance their time evenly 
between working the community and the office, they were left with little time for 
writing case notes, signposting, and learning about available services and best 
practice.52 A minority of stakeholders also noted that social prescribing projects 
need to have the capacity to respond in a timely way to referrals, and to 
accompany service users to activities if needed.  

A key aspect of effective link working which relies on resourcing is visiting service 
users at home. The majority of stakeholders interviewed, as well as a minority of 
the documents received from social prescribing services, indicated that home 
visits are a key ingredient in link workers being able to effectively support service 
users.53 54 They are also recommended by NHS England55, however they depend 
on capacity from social prescribing services. One stakeholder emphasised that 

                                                

48 Social Prescribing Network 2016. 

49 NHS England, 2019. 

50 CHAMPS, Time and Talents 

51 NHS England, 2019. 

52 British Red Cross, Evaluation of Home from Hospital service, m.e.l. research 

53 British Red Cross, Evaluation of Home from Hospital service, m.e.l. research 

54 Southwark Wellbeing Hub, Qualitative Report, Quarter 4, Year 3 (2017) 

55 NHS England, 2019 

http://www.onewestminster.org.uk/files/onewestminster/compressed_social-prescribing-network-conference-report_111.pdf
https://www.england.nhs.uk/publication/social-prescribing-and-community-based-support-summary-guide/
https://www.england.nhs.uk/publication/social-prescribing-and-community-based-support-summary-guide/
https://www.england.nhs.uk/publication/social-prescribing-and-community-based-support-summary-guide/
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staff capacity is central to this function because volunteers may lack the 
confidence or experience to perform home visits. 

Professional networks and face-to-face contact between professionals 

Some interviewees noted that having professional networks and opportunities for 
face-to-face contact amongst professionals (including link workers, clinicians, and 
the VCS) were key success factors for social prescribing in Southwark. More 
formalised professional networks could help to improve teamwork and support, 
particularly for link workers who often work alone or remotely, or who have 
slightly different job roles from one another. Creating networks amongst volunteer 
staff was also highlighted as a key aim in Time and Talent’s Strategy for 2018-
21.56 However, stakeholders noted that arranging face-to-face contact requires 
time and resources, which could pose a challenge for clinicians and professionals 
who have other responsibilities alongside social prescribing.  

Documents from social prescribing services indicated that there are some 
networks amongst services in Southwark, however these are not specific to 
social prescribing. This include: 

• The Consortium of Older People’s Services in Southwark (COPSINS), which 
shares knowledge of local VCS groups as well as information and advice. 
Members include: SAIL Care Navigation, Time and Talents, Blackfriars, 
Southwark Pensioner’s Centre, Alzheimer’s Society, and Link Age 
Southwark. 

• The VCS Liaison Committee. Time and Talents are a member57. 

• London Borough of Southwark Commissioning Working Group. Time and 
Talents are a member58. 

• Southwark Voice. Time and Talents are a member59. 

Meeting in person is important, as it allows professionals involved in social 
prescribing to understand one another’s roles, provides them the opportunity to 
informally feedback on service user outcomes, and builds trust in the VCS, which 
was seen as key. As one stakeholder said:  

“people need to know someone, not just a form.” 

There was also evidence in documents provided by services to suggest that face-
to-face meetings between organisations can support the formation of successful 

                                                

56 Time and Talents, Strategy for 2018-2021 

57 Time and Talents, Strategy for 2018-2021 

58 Time and Talents, Strategy for 2018-2021 

59 Time and Talents, Strategy for 2018-2021 
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partnerships and can increase the sources of referrals into social prescribing. For 
example, Southwark Wellbeing Hub has created numerous partnerships and 
increased awareness of their social prescribing service through in-person contact 
with other organisations, including: 

• pop-ups in different locations such as cafes, estates, and GP surgeries 

• attending events in the community (including an Anti-Knife Crime Event and 
their own Wellbeing Fair) 

• inviting other organisations to their team meetings to set up referral pathways 

• sourcing training from other organisations (for example about LGBTQ 
awareness).60  

Face-to-face contact was also seen as a way of working around some of the 
issues with current models in Southwark, particularly information sharing and 
gaps in training. For example, documents about the Primary Care Navigation 
project highlighted that for Primary Care Navigators, regular contact with SAIL 
and Dementia navigators was a key element of training61, and that networking 
with the VCS sector enabled them to ‘access a wealth of local resources which 
they had previously been unaware of.’62 

Implementing standardised communication channels and shared information 
resources (see Section 4.2) in Southwark could reduce the pressure on face-to-
face contact between professionals as a way to share information about the VCS 
offer and feedback about service user outcomes. This could free up face-to-face 
contact time between professionals for building up trust and relationships.  

Integrating social prescribing into GP primary care networks 

A minority of stakeholders highlighted that integrating social prescribing activities 
and professionals into GP surgeries within primary care networks is a key factor 
for success. Documents provided by services in Southwark and our review of the 
wider literature also indicated the importance of this factor. 

Interviewees suggested factors for enabling effective integration and co-working 
in between social prescribers and primary care clinicians, rather than simply co-
location. These included: 

• having a specific, named link workers attached to each GP surgery delivering 
social prescribing. One stakeholder noted that this is useful for building 
relationships and familiarity.  

                                                

60 Southwark Wellbeing Hub, Qualitative Report, Quarter 1, Year 2 (2016) 

61 Quay Health Solutions, Primary Care Navigation Poster 

62 National Association of Primary Care, Primary Care Navigation Programme Case Study 

https://www.quayhealthsolutions.co.uk/wp-content/uploads/2017/06/Primary-Care-Navigation-Poster.pdf
https://www.qhsmembers.co.uk/wp-content/uploads/2016/03/PCN-case-study-north-Southwark-final.pdf
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• creating a critical mass of social prescribers in a GP surgery. Learning 
gathered by the GP Federation for north Southwark as part of the Primary 
Care Navigator programme found that having two or more PCNs per surgery 
encouraged and supported idea-sharing.63  

• continually engaging with practice staff, community pharmacy and senior 
management. Learning from the Primary Care Navigation programme found 
that ongoing engagement is needed to sustain momentum and build the case 
for change in primary care settings.64 

• making surgeries ‘link worker ready’. This recommendation arose in our 
review of the wider literature, and included the following mechanisms65: 

- ensuring the scope of the social prescribing programme and the link 
worker’s role and skills are understood 

- providing a room for the link worker which is accessible for patients and 
allows meetings without interruptions 

- providing an induction including available staff facilities, safety 
procedures, computer log-in details, and telephone access. 

- inviting the link worker to relevant meetings 
- clarifying how and when the link worker can contact GP clinicians 

directly 
- providing a lead staff member who can answer queries relating to 

surgery systems and communications 
- providing a secure place for link workers to keep their files, working 

material, and confident records in the general practice. 

Supporting the VCS to be able to meet demand from social prescribing 

Documents from several services, as well as a minority of stakeholders 
highlighted that supporting the VCS is a key longer-term factor in the success of 
social prescribing. This was seen as important for ensuring that there will be 
adequate activities to refer service users into as social prescribing projects grow. 
Opinions diverged about how best to support the VCS. Suggestions included: 

• adopting an approach used in Lewisham, where a Community Development 
Officer is employed to work with the VCS to complement social prescribing 
models 

                                                

63 Quay Health Solutions, Primary Care Navigation Poster 

64 Quay Health Solutions, Primary Care Navigation Poster 

65 Pescheny et al. 2018 

https://www.quayhealthsolutions.co.uk/wp-content/uploads/2017/06/Primary-Care-Navigation-Poster.pdf
https://www.quayhealthsolutions.co.uk/wp-content/uploads/2017/06/Primary-Care-Navigation-Poster.pdf
file://///cbsvrdc/Company/Business/Clients/Community%20Southwark/Documents%20from%20them/Document%20review/Social%20Prescribing%20Network%202016.
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• focusing on inputs for a strong VCS. For example, the CHAMPS learning-
gathering project produced a list of recommended inputs based on Time and 
Talents66, including: 

- stable funding from a source with a focus on supporting communities, 
rather than simply targeting populations or illnesses 

- a strong vision 
- coherent values 
- continually getting to know the community and its needs by ‘opening the 

doors’ and dedicating time 
- affordable premises – for instance, Time and Talents aim to offer free 

space for partner activities which are for community benefit67 
- long-serving, multi-talented, and flexible staff 
- developing a relationship of equals with other local services - this was 

seen as important in moving past paternalistic relationships among 
partners 

- avoiding domination by much larger charities. 

NHS England suggest that link workers should collaborate with local partners to 
support community groups to be accessible and sustainable, and to help people 
start new groups.68 

Co-production in the design of social prescribing models 

A minority of stakeholders highlighted the importance of including service users in 
decision-making about models, and of service users seeing themselves reflected 
in the activities delivered. For example, one stakeholder reported that behaviour 
change messaging is more effective when target populations see themselves 
reflected in the messenger; this applies especially to minority communities. 

There was limited information in the documents provided by social prescribing 
services to indicate the extent to which co-production is a feature of current social 
prescribing models. 

Ensuring that social prescribing activities are accessible 

A minority of stakeholders reported that the accessibility of socially prescribed 
activities is an important success factor. Several relevant aspects of accessibility 
were highlighted, including: 

• the location of prescribed activities 

                                                

66 CHAMPS, Time and Talents 

67 Time and Talents, Strategy for 2018-2021 

68 NHS England, 2019 

https://www.england.nhs.uk/publication/social-prescribing-and-community-based-support-summary-guide/
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• the time of day when prescribed activities are delivered, because service 
users may work in the day or have childcare responsibilities 

• transport links for service users to access prescribed activities.  

Involving families and carers in the planning and delivery of social prescribing 

A minority of the services who provided documents noted the importance of 
including families and carers in the support that is provided, depending on the 
service user’s situation. This was evident in case studies, which highlighted that 
providing person-centered and flexible support goes hand-in-hand with including 
families/carers in support planning and delivery when appropriate. For example, 
one case study from SAIL Care Navigation explained that making a family 
member aware of the support being arranged for a service user gave the link 
worker assurance that someone other than the service user was aware of the 
support which should continue long-term.69  

Supporting volunteering as a part of social prescribing initiatives 

Volunteering was highlighted as an important aspect of effective social 
prescribing services in Southwark in a minority of documents received from 
services as well as by a minority of service users who were interviewed. For 
example, two of the seven service users interviewed went on to become 
volunteers and peer supporters, which supported positive outcomes for 
themselves and helped to increase engagement from other service users. 

Support for volunteering is therefore a factor for success. For example, 
documents received from Time and Talents highlight the importance of casting 
volunteering as an integral part of programmes rather than an add-on.70  

6.2 Challenges to the development of social prescribing 

There was a reasonable level of consensus amongst stakeholders about the 
challenges in developing social prescribing in Southwark. Challenges identified 
include: 

• Responding to high levels of need amongst service users 

• Meeting high levels of demand for social prescribing services 

• Finding a balance between different operating procedures in VCS 
organisations and statutory services 

                                                

69 SAIL Care Navigation, Case study: social isolation and benefits 

70 Time and Talents, Trustees’ Annual Report, 31-Mar-17 to 31-Mar-18 
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Responding to high levels of need amongst service users 

Approximately half of the stakeholders interviewed shared a concern about being 
able to appropriately respond to service users with high levels of need, 
particularly mental health needs. For example, one goal stated in Time and 
Talents’ strategy for 2018-21 is to seek out and work with specialist organisations 
to deliver services which they cannot deliver themselves, especially professional 
advice and specialist health support. Stakeholders reported that supporting 
service users with high levels of need within their services can be challenging 
due to taking up large amounts of link worker capacity. It can also draw link 
workers into going beyond their roles and providing advocacy and key working 
support.  

According to the documents received from services, a small number of 
mechanisms are in place in Southwark for social prescribing services to link 
service users with professionals who may be better placed to respond to their 
level of need. For example, some services may refer into more specialist social 
prescribing projects, such as Southwark Wellbeing Hub for mental health 
issues71. Another mechanism for addressing levels of need is some social 
prescribers attending Community Multi-disciplinary Team (CMDT) meetings, 
where case allocation and complex cases are discussed. These are led by 
primary care and attended by health and social care. In terms of social 
prescribers, SAIL also attend. The final mechanisms identified by this review are 
that Southwark Wellbeing Hub have the ability to fast-track service users into 
Care Assessments, and have had partnerships with an Assessment and 
Reablement Team and the Community Mental Health Team.72 

However, a minority of stakeholders reported that meeting high levels of need 
remains a key challenge in Southwark, particularly when there is difficulty linking 
service users into more specialist or statutory services. Stakeholders noted that 
navigating the boundary between levels of need which social prescribing can 
support, and needs which require clinical intervention, is a challenge. For 
example, one stakeholder commented that supporting service users with 
personality disorders was particularly challenging, as their level of need 
sometimes stretched beyond the scope of social prescribing services’ capacity, 
however they felt that specialist support across the healthcare system for this 
condition is lacking. 

Stakeholders indicated that setting and managing realistic expectations of social 
prescribing services is therefore an important challenge to address. They also 
noted the need to establish more direct communication pathways and trust from 
statutory services for linking in service users which social prescribers cannot 
support, particularly to social services, hospitals, and GPs. 

                                                

71 British Red Cross, Guy’s and St Thomas’ Hospital Report, Dec-18 to Feb-19 

72 Southwark Wellbeing Hub, Qualitative Report, Quarter 1, Year 2 (2016) 
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As a result of encountering service users with high levels of need, stakeholders 
also felt that social prescribers could benefit from more training in mental health. 

Meeting high demand 

Approximately half of the stakeholders interviewed reported that high levels of 
demand for social prescribing services are a challenge in Southwark. For 
example, some stakeholders reported that their service is working at or into 
capacity, and that some services have waiting lists of several months. One 
stakeholder reported that managing demand has also become a challenge for 
VCS organisations, one of which has implemented waiting lists and restricted 
some activities only to service users who have been referred. 

The documents received from stakeholders did not contain data on whether 
demand was an issue for all services, or about the scale of the issue in 
quantitative terms. 

A minority of stakeholders noted that the variation in the level of service user 
need is a contributing factor to the challenge of meeting service demand. This is 
because link workers need to remain flexible with how much support they provide 
different service users, and often cannot accurately gauge a service user’s level 
of need until they have begun working with them. As a result, it is difficult to make 
predictions about how well-matched capacity and demand are for social 
prescribing services. A minority of stakeholders also cited the resourcing of 
services as a contributing factor to this challenge. 

Finding a balance between different operating procedures in VCS organisations 
and statutory services 

A minority of stakeholders felt that assuring the quality of the support provided by 
VCS organisations can be a challenge, because the smaller budgets and 
independent nature of these organisations means that they do not follow the 
same operating procedures as statutory health and social care services. This is a 
common challenge when working with the VCS which is not unique to Southwark. 

6.3 Opportunities for developing social prescribing 

There was a consensus amongst the majority of stakeholders that the key 
opportunity for development is to increase alignment and co-ordination in how 
social prescribing is organised and delivered in Southwark. A minority of 
stakeholders suggested creating a shared approach across the borough and 
noted some features that this could include. 

Several other opportunities for developing social prescribing in Southwark were 
mentioned by stakeholders, including implementing new funding models and 
expanding the number and type of access points for social prescribing. 
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Creating a single co-ordinated and aligned model in Southwark 

The majority of stakeholders felt that creating a more aligned model across 
Southwark was a key opportunity for development. There was a strong level of 
agreement amongst these stakeholders as to the rationale for a shared model, 
and the features that it should include. As one stakeholder commented, there are 
many social prescribing resources in Southwark but they lack co-ordination. 

A minority of stakeholders highlighted that a more aligned and strategic approach 
across Southwark would be key to maximising the opportunities presented by 
future projects in the borough, such as neighbourhood hubs and link workers 
funded through a Primary Care Network, by ensuring that these do not develop in 
a fragmented way from social prescribing services. It was also reported by a 
minority of stakeholders that a shared infrastructure would enable more scaling of 
social prescribing in Southwark. 

Another potential benefit to an aligned model which one stakeholder highlighted 
is the opportunity to establish consensus about who stands to benefit the most 
from social prescribing, and therefore where efforts should collectively be 
focussed. It was noted that this could mitigate against thinking about services in 
silos, for example in terms of service users’ conditions.  

Several features of a more aligned model of social prescribing were suggested. 
These are presented in Figure 10 below. 
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Figure 10: Suggested features of an aligned social prescribing model in Southwark 

 

The stakeholders interviewed highlighted some key points regarding some of the 
features identified in Figure 10, including: 

• Shared outcomes framework: A minority of stakeholders noted that this would 
be key to meeting the requirements of commissioners to enable them to 
release more long-term funding, as it would produce robust quantitative 
evidence that may demonstrate improvements in health and reductions in 
statutory service use. A minority of stakeholders also highlighted that a single 
outcomes framework would provide a shared vision across Southwark of 
what good social prescribing looks like. 

• Co-production: A minority of stakeholders reported the VCS and service 
users should be involved in co-producing a new shared model. For example, 
one stakeholder noted that co-production could create more balanced 
ownership of social prescribing beyond healthcare professionals. One 
stakeholder reported that consulting with local residents will be part of the 
process of implementing new neighbourhood-based care models via 
Partnership Southwark. Our review of the literature found that NHS England 
and others also recommend co-production in social prescribing, particularly 
between the VCS, service users, families, and carers in collaborative 
commissioning and partnership working.  
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• Integrated commissioning: Several stakeholders emphasised that moving 
towards integrated commissioning of social prescribing in Southwark should 
be a key aim. One stakeholder noted that integrated commissioning generally 
is a strategic aim for Southwark CCG.  

Creating a pooled funding model 

A minority of stakeholders reported that another opportunity for development lies 
with devising funding models in Southwark which include the VCS as well as 
social prescribing services. They noted that this could allow the VCS to become 
more resilient and could mitigate against the challenge of meeting high levels of 
demand for services. Stakeholders recognised there were several factors to 
consider, such as whether these models would be borough-wide and outcomes-
focused, and how to avoid reducing the independence and agility of the VCS. 

There were diverging ideas about how this type of model could work. For 
example: 

• documents received from Time and Talents included the view that where 
VCS organisations are asked to work with the NHS, Southwark CCG should 
support them with funding.73  

• documents from the CHAMPS learning-fathering project signalled that paying 
for high quality staff who can generate activity, bring people together, and 
provide opportunities for engagement is more valuable than a social 
prescribing funding model wherein money follows the patient or wherein there 
is payment for outputs and services.74 

Creating a single access point for social prescribing  

Stakeholders expressed enthusiasm for expanding social prescribing to people 
who could benefit but had not yet been reached by social prescribing services. 
For example, a minority of stakeholders reported that embedding a principle of 
‘no wrong door’ and a ‘single access point’ throughout Southwark’s social 
prescribing system is one opportunity for development.  

Some stakeholders also felt that expanding initial access points for social 
prescribing into the community (for instance using shopkeepers, funeral partners, 
or barbershops) could be an opportunity for development. This was seen as a 
way to increase the reach of services to cohorts with very little or no engagement 
with services. Rather than being a formalised triage and onward referral service, 
it may be that community spaces such as shops could have access to information 
about how to direct people to social prescribing if they came across people who 
they thought would benefit. The documents received from services indicated that 

                                                

73 Time and Talents, Strategy for 2018-2021 

74 CHAMPS, Time and Talents 
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one service, Time and Talents, may already be doing something similar through 
working with funeral directors, pubs, and charity shops. 75 

Developing outcomes measurement 

Whilst both interviews and documents indicated that tools currently used such as 
the Outcomes Star and a ‘Top 3 Goals’ approach are important for facilitating 
effective person-centred support, there is an appetite amongst stakeholders in 
Southwark for more robust outcomes measurement. For instance, the Social 
Prescribing Network has recently organised a workshop for stakeholders to think 
about shared outcomes measures, and one service has previously commissioned 
an independent evaluation into its outcomes.76 

There was a general sense across stakeholders that ideally, outcomes 
measurement should include measuring a reduction in cost to the health and 
social care system as a result of social prescribing. One service measures 
change in service use, and another indicated that they would like to re-initiate a 
measurement used in the past to demonstrate reduced service use by linking 
service users’ NHS numbers with data from hospitals. They highlighted that they 
were able to navigate the data sharing arrangements needed for this measure 
because the commissioner of the service sat within an NHS body. 

 

                                                

75 Time and Talents, Strategy for 2018-2021 

76 British Red Cross, Evaluation of Home from Hospital service, m.e.l. research 
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7 Summary and recommendations 

7.1 Overview 

This review has highlighted pockets of effective practice in social prescribing in 
Southwark. There is a commitment amongst all stakeholders to develop social 
prescribing, and workers in the projects we reviewed bring a great deal of skill 
and experience to their work with vulnerable people. However, the review has 
also revealed the limitations of the current approach, which are well known to the 
majority of those we interviewed in the course of this work. In summary, these 
are: 

• There is no common and easily accessible source of information for residents 
and agencies that might want to refer people to social prescribing. Even 
within the health and social care system knowledge of social prescribing 
projects and services is variable. Social prescribing is not uniformly 
accessible to all Southwark residents. 

• There has been no systematic assessment of which groups might most 
benefit from social prescribing and therefore no targeting of resources. 

• The funding of social prescribing services is piecemeal and often short term 
and this is a barrier to a strategic, borough-wide approach. This is also true of 
the voluntary and community sector organisations running the activities to 
which link workers refer. 

• Training, development, supervision and support for link workers is variable. 

• Social prescribing services lack a comprehensive source of information about 
groups and activities in the borough. 

• Information-sharing between social prescribing services and primary care 
professionals is inconsistent and ad hoc. 

• Social prescribing services are, for the most part, not measuring the 
outcomes they achieve in a rigorous way. There is no common agreement on 
what outcomes services should be measuring and how they should do it. 

7.2 Recommendations 

Building on the findings from this review, including evidence of good practice from 
elsewhere and the guidance issued recently by NHS England (see Appendix A), 
we suggest that next steps in the development of social prescribing in Southwark 
might be: 

Recommendation 1: Set up a ‘social prescribing collaborative’ to design and 
co-produce a coherent borough-wide model. 
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• This recommendation reflects the emphasis given in the literature to the 
importance of co-producing social prescribing models. 

• Membership would include commissioners, representatives from primary 
care, social prescribing organisations and VCS organisations and people 
with experience of using social prescribing. 

• We envisage that this might be some sort of time-limited task and finish 
group. 

Under the auspices of a ‘social prescribing collaborative’ we suggest the 
following recommendations: 

Recommendation Detail 

Recommendation 2: 
Agree a common 
outcomes framework 
and measurement tools 
for social prescribing 
through consultation 
with relevant 
stakeholders. 

NHS England’s guidance is a good starting point for 
developing a common outcomes framework 
 
If possible, the framework should include some 
means of determining change in health and social 
care service usage and associated costs for people 
who receive social prescribing as there is potential 
for demonstration financial impact and return on 
investment 

Recommendation 3: 
Agree on the preferred 
location of social 
prescribing services. 
 

Based on the findings from this review, it seems that 
the principle of link workers being embedded in 
primary care networks would work well. This could 
mean that link workers would be co-located in GP 
surgeries, but should also maintain closeness to a 
host voluntary organisation, who would employ the 
link workers, as link workers must have access to 
other link worker colleagues.  
 
The proposed new neighbourhood hubs being 
developed by Southwark Council might also be an 
appropriate location for teams of social prescribers, 
but visibility within GP practices would still be 
important. This would support the neighbourhood 
approach to population health. 

Recommendation 4: 
Ensure there is a single 
point of access for 
social prescribing 
services. 

Whilst the vast number of VCS organisations and 
activities on offer is a positive factor, as it means that 
it is more likely that service users will be supported to 
find something that suits their needs, there needs to 
be a single point of access into social prescribing 
services. The current system is confusing for those 
referring to social prescribing services as there are 
so many to choose from and it is difficult to judge the 
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Recommendation Detail 

quality of the service. Therefore, some consolidation 
needs to take place. 

Recommendation 5: 
Introduce a matrix 
supervision model to 
support link workers 

Link workers might benefit from a ‘team supervision’ 
arrangement, receiving supervision from host 
organisation managers in their role as VCO 
employees and from GPs or other primary care 
professionals to ensure clinical accountability and 
oversight. 

Recommendation 6: 
Agree on job 
descriptions, person 
specifications and a 
common training 
programme for social 
prescribers. 

Again, NHSE recommendations are a useful starting 
point. 
 
It is also important to distinguish between different 
levels of navigation when employing link workers so 
that they have the appropriate skills for supporting 
people in need of social prescribing. For example, 
link workers can fulfil a range of roles, from 
signposting to providing more intensive support 
and/or care navigation for people with more complex 
needs. 

Recommendation 7: 
Explore, develop and 
cost information sharing 
requirements for social 
prescribing 

This is important to demonstrate a return on 
investment for social prescribing services and might 
include acquiring new software. For example, there is 
a widespread view that VCS organisations need to 
be able to upload information onto primary care 
systems such as EMIS to improve feedback loops. 
Embedded referral forms might also be useful. 

Recommendation 8: 
Agree upon referral 
mechanisms and 
publicise them widely. 

Make sure that these are supported by primary care 
and VCS information systems that enable easy 
referral and feedback. 

Recommendation 9: 
Undertake a brief needs 
assessment of the local 
population in relation to 
social prescribing. 

It is important to identify groups that are likely to 
benefit most and those who are likely to experience 
barriers to access. This will make the use of 
resources more efficient. 

Recommendation 10:  
Devise and efficient 
mechanism for 
maintaining an up to 
date directory of VCS 
groups and activities. 

An up to date directory is important so that link 
workers and GPs know what exists and can be 
confident projects are quality assured before they 
refer into them.  
 
It will be difficult to achieve an up to date directory 
but, if the other recommendations are acted upon, 
social prescribing services have the opportunity to 
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Recommendation Detail 

become more streamlined making this 
recommendation easier to implement. 

Recommendation 11: 
Statutory 
commissioners and 
GSTC to come up with 
joint 
commissioning/funding 
package. 

As social prescribing services span health and social 
care it will be important to introduce some sort of 
pooled funding arrangement to support the longevity 
of social prescribing services. 

Recommendation 12: 
Create peer support 
opportunities for link 
workers. 

Our review highlighted that it is important that link 
workers feel supported in their roles as they can 
sometimes be quite isolated. Therefore, we suggest 
creating more opportunities for link workers to offer 
one another support and to learn from one another. 

Recommendation 13: 
Ensure that peer 
support is also 
embedded in a future 
model of social 
prescribing for 
Southwark 

People who have been referred social prescribing 
have sometimes gone on to volunteer themselves or 
to act as ‘buddies’ to other people newly referred to 
services or activities. This has proved beneficial both 
for the volunteers/buddies and for service users. 
Peer support can be an effective means of enabling 
people to improve their lives and should be 
formalised as an element of any new social 
prescribing model. 
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8 Appendix A: Review of ‘what works in social 
prescribing?’ 

8.1 Overview  

This chapter presents a review of the evidence for the key ingredients necessary 
for successful social prescribing services based on our review of the literature. 
The review also explores potential barriers to the widespread adoption of social 
prescribing services. 

A full bibliography is provided in Appendix D. 

8.2 The policy context for social prescribing  

Social prescribing has become an increasingly important part of health and social 
care policy. For instance, over the last two decades there has been a drive by 
academics, think tanks, the NHS and central and local government to improve 
individuals’ health and ensure the sustainability of the healthcare system through 
a greater focus on prevention and wellbeing, personalised approaches to care 
and better integration of services including the voluntary and third sector.  

Social prescribing encapsulates these principles and has thus featured more and 
more prominently in policy documents such as the 2006 white paper ‘Our health 
our care our say’ the NHS Five Year Forward View in 2014 and the General 
Practice Forward View 2016. These papers highlighted social prescribing as a 
mechanism not only for better integrating primary care services with the voluntary 
sector but also for potentially reducing the ever-growing pressures on GP 
services.  

Social prescribing also relates to the public health agenda. With its focus on 
holistic care, social prescribing views individuals’ health and wellbeing as being a 
result of much more than good health care. It instead views health as being 
influenced by different social factors such as work, poverty, social isolation, 
education and environment. This social determinant approach was evidenced in 
the 2010 Marmot review and has gained momentum over the last decade. For 
example, the Government’s recent strategy on combating loneliness shows how 
widely Marmot’s ideas have been adopted. Loneliness would not previously have 
been viewed as a health or wellbeing issue, yet social prescribing has been 
singled out as one of the key ways in which loneliness can be tackled (HM 
Government 2018). 

This building momentum around the importance of social prescribing in national 
policy is now being steadily reflected in policy implementation. In fact, 50% of 
CCGs are now investing in social prescribing programmes and one in five GPs 
now regularly refer patients to a social prescribing programme (NHS England). 
Moreover, the recent NHS Long Term Plan published in 2019 has led to the 
establishment of primary care networks. Primary care networks have been tasked 
with delivering commitments associated with social prescribing set out in the NHS 
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Long Term Plan and the ‘Universal personal care: Implementing the 
Comprehensive Model’ guidance. These tasks include ensuring that over 1,000 
trained link workers are in place by 2020/21 and ensuring that over 900,000 
people will be able to be referred to social prescribing schemes. 

8.3 NHS core model for social prescribing 

A core model of social prescribing has been developed by the NHS. This model 
is centred around a social prescribing link worker to whom individuals can be 
easily referred to from a wide range of local agencies77. The link worker is 
responsible for connecting individuals with local services and working with 
individuals to devise personalised support plans. 

Figure 11 gives an overview of what NHS England reports as the key elements of 
a good social prescribing scheme and what needs to be in place locally for it to 
work effectively.  

Figure 11: Model for social prescribing 

 

                                                

77 This might include: General practice, local authorities, pharmacies, multi-disciplinary teams, hospital 
discharge teams, allied health professionals, fire service, police, job centres, social care services, housing 
associations and voluntary and community sector organisations. 



   Community Southwark  
Social prescribing review  

 

 

 

© | July 2019 77 

 

Source: NHS England 2019 

8.3.1 Is there a target group? 

There is no specific target group for social prescribing, with different services 
targeting different groups of need. However, most people accessing social 
prescribing services do tend to fall into specific categories of need, e.g.  those 
with mild to moderate mental health conditions; people with long term conditions 
(LTCs) such as diabetes; vulnerable groups; people who are socially isolated or 
people who frequently attend primary or secondary care (Kings Fund 2017; NHS 
England). 

8.4 Common outcomes framework 

To date, there has not been a consistent approach to measuring outcomes in 
social prescribing across England which is a real barrier to social prescribing 
because it makes it difficult to measure or bench mark what an effective social 
prescribing service should be (see section 8.7 for a more detailed overview of the 
barriers to social prescribing). NHS England have recently developed a common 
outcomes framework for measuring the impact of social prescribing. This is very 
much a working document with NHS England stating they are still in the 
consultation process. However, it offers a useful starting point for improving 
approaches to measuring the impact of social prescribing which is more joined up 
and consistent. The outcomes framework centres around three key themes: 
measuring the impact on the individual, on community groups and on the health 
and care system. A summary of the suggested measures for each are presented 
in Figure 12. 
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Figure 12: NHS England recommended impact measures 

Source: NHS England 2019 

Measuring impact on the individual  

To date there is not one common measurement tool being used to measure 
wellbeing outcomes with many social prescribing initiatives implementing their 
own bespoke wellbeing tools. NHS England suggest that it might be better to 
employ validated tools. Examples of validated tools include: the patient activation 
measure (PAM), the ONS wellbeing scale and the Short Warwick-Edinburgh 
Mental Wellbeing Scale (SWEMWBS). 

A recent study investigating the psychometric abilities of a new shorter version of 
the ONS wellbeing scale developed to be used in social prescribing services 
showed the potential benefits of having a wellbeing measure which is validated, 
specific for social prescribing, short in length and only requires limited literacy 
levels to complete. For example, more than 68% of people who completed the 
surveys as part of the study were aged over 80, and many were in poor health, 
demonstrating practicality of using the survey with this cohort of people (Benson 
et al 2019). Therefore, length of survey and literacy levels are perhaps something 
which should be considered when developing measurement tools. 

NHS England are currently in the process of seeking feedback from a range of 
stakeholders on different existing wellbeing outcome measurement tools in the 
hope that they will be able to co-produce a new free wellbeing measure that all 
social prescribing services can use, including small community groups. 
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Measuring impact on community groups 

NHS England are keen to test whether or not VCS organisations are more 
resilient as a result of their involvement in social prescribing services at a local 
level and therefore plan to conduct a survey to assess the impact on VCS 
organisations who accept social prescribing referrals. 

Measuring impact on the health and social care system 

NHS England argue that there a number of key outcomes that all social 
prescribing schemes (and their commissioners) should be collecting in relation to 
the health and social care system. In order to be able systematically collect data 
and follow-patients through the system data sharing agreements and partnership 
working need to be well established. 

SNOMED CT coding78 for social prescribing has now been established in GP IT 
systems to support the collection of social proscribing referrals from primary care 
at the national level.  

8.5 Best practice principles for effective social prescribing 

The evidence regarding elements of practice that make for effective social 
prescribing is increasingly improving as it becomes central to the health and 
social care agenda. For example, in January 2019 a best practice guide was 
produced by NHS England to support individuals and organisations leading in the 
local implementation of social prescribing initiatives (Social Prescribing and 
community-based support - Summary Guide). This summary guide offers the first 
nationally joined up approach to social prescribing. Other sources of evidence for 
best practice in social prescribing identified by this review are primarily drawn 
from specific social prescribing interventions and the National Social Prescribing 
Network. 

Therefore, in this section we explore best practice principles outlined by the NHS 
England Social Prescribing Summary Guide and the National Social Prescribing 
Network as they offer the principal sources of consensus around what a good 
social prescribing service should look like. Where possible, we have provided 
further evidence for each best practice principle, drawing on evidence from 
existing social prescribing initiatives. The best practice principles should therefore 
be viewed as a useful starting point for future social prescribing services rather 
than prescriptive guidelines for social prescribing. 

Best practice principles for effective social prescribing: 

• Collaborative commissioning and working between different sectors 

                                                

78 SNOMED CT is a structured clinical vocabulary for use in an electronic health record (NHS Digital). 
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• Effective funding models 

• Buy-in of referring professionals 

• Straightforward and streamlined referral processes 

• Effective link workers and patient centred care  

• Workforce training and development 

• Communication and integration and partnership working between different 
sectors 

8.5.1 Best practice principles 

Collaborative commissioning and working between different sectors 

According to NHS England and the National Social Prescribing Network, for 
social prescribing models to work well, all local partners should be involved in 
building the social prescribing scheme together, including the commissioning 
arrangements. Due to the fact that a social prescribing scheme requires input 
from a variety of professionals and organisations then collaborative working 
between different sectors is vital. VCS organisations therefore need to be 
involved as early as possible in the design of the service to establish 
collaborative working from the outset (Social Prescribing Network 2016). 

Evidence from the wider literature also shows that collaborative working is key to 
social prescribing. This is because social prescribing services need to adapt to 
the local context as the profile of the patient cohort and patient needs will differ 
between different local areas. Social prescribing services also need to adapt to 
reflect the VCS services available in the local area. Stakeholders can work 
together to balance these factors to ensure that there is a shared understanding 
between clinical and non-clinical staff, commissioners, service users, the link 
workers and other stakeholders of the scope of the social prescribing service 
(Age UK; Pescheny et al. 2018). 

To aid collaborative working, Pescheny et al. (2018) argue that applying a 
phased roll-out to implementation can facilitate success because it allows time for 
relationships between GP surgeries, link workers and the VCS organisations to 
develop and for all stakeholders to build a shared understanding of what the 
programme is aiming to offer and what is expected of each stakeholder. 

Commissioning arrangements should also be a collaborative effort between VCS 
organisations, primary care networks, local authorities and CCG commissioners 
and other organisations. This collaborative approach to commissioning means 
that local areas are able to build upon existing community assets, strengthen 
partnership working and provide support for VCS organisations whose survival is 
often dependent on grants and so this ensures a more sustainable approach to 
social prescribing (NHS England 2019). 
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The National Social Prescribing Network also reports that commissioning 
arrangements for social prescribing schemes need to be tailored to the local 
context whilst creating a return on investment for key stakeholders. They argue 
that this is more likely to encourage commissioners to continue funding the 
service (Social Prescribing Network 2016). This view is supported by an 
evaluation of a social prescribing service in City and Hackney (Health Foundation 
2014). In this evaluation, securing long term funding from commissioners was 
seen as very important with the authors arguing that this gave the service time to 
develop and become embedded within local structures. The report notes that this 
is particularly important for complex interventions. 

Funding models 

To date there is a little agreement about what funding models should be used to 
support a social prescribing service. NHS England outlines a number of possible 
funding options for local commissioners. These include: 

• Developing a ‘shared investment fund’, bringing together all local partners 
who can provide funding to charities and community groups, including the 
private sector. 

• Commission existing, staffed VCS organisations that provide services such 
as welfare benefits advice, befriending to deliver social prescribing. 

• Provide small grants for volunteer-led community groups providing peer 
support and activities such as walking groups, choirs and art classes. 

• Micro-commission new groups where there are gaps in community provision 
which may be in the form of a start-up grant and development support. 

• Enable people to use their Personal Health Budgets (PHB) to pay for support 
in the VCS sector. 

• Explore social investment opportunities, as well as outcomes-based 
commissioning. This is particularly suited to co-commissioning with health 
and social care, where set outcomes are agreed, money is loaned and paid 
back when outcomes are achieved. 

However, in the wider literature there are currently two common funding models: 
a GP practice-based model and a CCG/local authority-based model (University of 
Westminster 2017). Both have different strengths and weaknesses. In a general 
practice-based model, the practice controls the budget to facilitate a redesign of 
services to feature a social prescribing aspect. This means that the service is 
small in scale but tailored to the local community context. These kinds of services 
have most commonly been funded by the Big Lottery Fund or other charitable 
funds (Social Prescribing Network 2016). Alternatively, in a whole system 
CCG/local authority-based model, a social prescribing service is commissioned at 
the CCG/local authority level rather than the service being an intrinsic part of a 
specific GP practice. This means the service is potentially less tailored to the 
local context (Social Prescribing Network 2016). 
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Kimberlee (2016) makes the case for the second model, arguing that sharing the 
cost of social prescribing between the NHS and the local authority improves 
return on investment. Kimberlee highlights that the financial risks associated with 
running a social prescribing programme are reduced when the costs of the 
programme do not sit with one organisation. Therefore, by distributing costs 
between different commissioners, the business case is strengthened for social 
prescribing services to be considered as a widespread service option. A strong 
business case also encourages buy-in from referring healthcare professionals 
and non-NHS organisations, which in turn increases the likelihood of long-term 
social prescribing programmes becoming embedded in the community. 

Studies also highlight the importance of the funding model considering the 
partner organisations in the social prescription pathway. As already mentioned, 
VCS organisations often rely upon grants to sustain their activities and so social 
prescribing schemes which only offer financial rewards for the commissioner 
rather than the provider may not be that sustainable. For example, the City and 
Hackney CCG SHINE project found that it was challenging to involve the 
voluntary and community sector (VCS) after the initial consultation in the social 
prescribing pathway because there was little direct funding to support the VCS 
organisations. This reduced their sense of belonging to the social prescribing 
pathway, which in turn affected working relationships (Health Foundation 2014). 
Alternatively, the Newham community prescribing scheme introduced a ‘payment 
by results’ system which, although presents challenges in administration, in this 
instance made joined-up working more successful. It has the potential to make 
VCS organisations more accountable, sustainable and facilitate better monitoring 
of the intervention (Health Foundation 2014). However, further research into the 
best funding model is required. 

In Newcastle, a social impact bond (SIB) funding model was used to fund ‘Ways 
to Wellness’ a social prescribing intervention this is similar to a payment by 
results model79 

Buy-in of referring professionals 

Time needs to be taken to educate healthcare professionals on the different 
aspects of social prescribing. This is important as for many it will still be a 
relatively new concept. This will hopefully help to manage demand and regulate 
the flow of referrals to local and community services (National Social Prescribing 
Network 2016). Part of the process of encouraging buy-in will be to create easy 
referral pathways. 

Straightforward and streamlined referral processes 

NHS England highlight the importance of creating referral pathways that are easy 
and accessible so that a wide range of local agencies including general practices 

                                                

79 Payment by results allows the government to pay a provider of services on the basis of the outcomes their 
service achieves rather than the inputs or outputs the provider delivers. Social impact bonds are a form of 
payment by results which allow the financing of social outcomes via private investment (Fox and Albertson 
2019). 
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are able to refer people to social prescribing (NHS England 2019). The whole 
referral pathway needs to streamlined due to the potential for many organisations 
being involved in the process (i.e. referral to a link worker, referral from a link 
worker to a local service, referral from a link worker back to a GP for crisis 
support) (Social Prescribing Network 2016). NHS England also argue that there 
needs to be a clear process for self-referrals with awareness and understanding 
of this in all agencies (NHS England 2019). 

This view was supported in a number of evaluations, with many highlighting the 
importance of central referral processes (Bickerdike et al 2017; ERS Research 
and Consultancy 2013). For example, in the Ways to Wellness Project where 
GPs were provided with a specific social prescribing referral form, they reported 
in evaluation interviews that the form was successful because it was specific to 
social prescribing and straightforward to use (ERS Research and Consultancy 
2013). The National Social Prescribing network also highlights that all 
stakeholders need to agree upon the referral pathway to better establish multi-
agency working but also so that GPs are able to follow a patient’s journey to 
ensure their needs have been met. For instance, link workers should regularly 
ensure that participating practices know about the social prescribing service, and 
that it is accessible to practice staff and GPs through the referral process (Bragg 
and Leck 2017). One possible option is to build upon existing referral pathways 
used in primary care (Pescheny et al. 2018). 

National social prescribing referral codes have now been developed for General 
practice creating a mechanism for all social prescribing referrals to be captured 
by GP surgeries (NHS England 2019) which has the potential to help streamline 
referral pathways. 

Effective link workers and patient centred care 

According to NHS England, an important feature of social prescribing is that 
support is personalised and holistic for each individual. NHS England argue that it 
is the link worker which plays this pivotal role in developing trusting relationships 
and providing personalised support to individuals. Moreover, both the National 
Social Prescribing Network and NHS England argue that the role of a skilled link 
worker in a social prescribing service is instrumental to its success as they must 
be able to: engage with referring professionals, engage with patients and engage 
with the local, community and social enterprise sector. They must therefore have 
a diverse set of skills (Social Prescribing Network 2016).Key features of the link 
workers role might include a co-produced personalised care and support plan,  
personalised coaching approach, home visits to individuals needing support and 
introducing individuals to community groups (NHS England 2019). 

Key features of a co-produced personalised care and support plan: 

• A detailed list of what matters to the individual including their priorities, 
interests, values and motivations. 

• A summary of what community groups and services the individual will be 
connected up to. This should include a summary of what the individual 
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can expect from the community support and services they are connected 
with. 

• A summary of what the individual can do for themselves to support their 
wellbeing and help them to stay active. 

• A list of the positive assets individual already have such as their family, 
friends, hobbies, skills and passions. 

Many evaluations have supported the view that the link worker plays an important 
role in social prescribing, as they are responsible for taking referrals and then 
linking the patient to relevant services (Langford et al 2013; Bragg and Leck 
2017). For example, according to Bragg and Leck (2017) the most successful 
social prescribing services are those with link workers who have good local 
knowledge, as this helps to forge effective relationships between primary care 
and the VCS. In the early stages of a social prescribing programme, link workers 
are particularly vital for championing the benefits of the scheme to encourage 
buy-in from health professionals (Community Action Southwark 2015).  

Link workers are also important as they have more time to spend with patients 
than the typical 10-minute GP appointment. This means patients are given time 
to talk in detail about their condition and any lifestyle factors which may be 
impacting negatively on their health (Community Action Southwark 2015). This 
holistic process means link workers are able to empower and motivate individuals 
to take control of their own health (University of Westminster 2017). The Shine 
project also reported that the ability to have hour long appointments meant that 
link workers were able to accurately assess their patients’ needs (Health 
Foundation 2014). 

The effectiveness of the role of link worker is further evidenced by a large social 
prescribing pilot in Rotherham where, three to four months after they had starting 
working with a link worker, 83% out of 280 patients felt they had made progress 
in one of the following areas: feeling positive, lifestyle, looking after yourself, 
managing symptoms, work, money, and family and friend relationships 
(Community Action Southwark 2015; Dayson and Bashir 2014). Furthermore, an 
evidence review based upon link worker intervention found that on average there 
was a 28% reduction in demand for GP services following a referral from a link 
worker (7 studies) and a 24% fall in A&E admissions (5 studies)  (University of 
Westminster 2017). 

Workforce training and development 

For social prescribing to work successfully, link workers need suitable support 
and training (NHS England 2019). This is corroborated by the National Social 
Prescribing network who argue that a diverse range of skills are expected of link 
workers. Part of this will be to ensure that the wider workforce have an 
understanding of social prescribing to enable appropriate referrals. 
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NHS England make a number of recommendations about supporting the 
development of the link worker workforce. Key examples include80: 

• Link workers should have regular access to ‘clinical supervision’ to support 
them in their roles. This is because link workers will be working with 
individuals in crisis and vulnerable situations meaning that link workers 
should be given dedicated time to de-brief with clinical supervisors and have 
a clear understanding of safeguarding procedures. 

• Link workers should have at least an NVQ Level 3, Advanced level or 
equivalent qualifications. 

• Link workers should receive accredited training and ongoing development to 
support their role.  

Length of engagement 

An evaluation of the Ways to Wellness service in Newcastle examined the 
continued engagement of clients with link workers for up to two years. They found 
that for those with complex issues clients were more likely to engage with a link 
worker for longer. This is because many clients had experienced set-backs and 
so required continued support to overcome problems due to multi-morbidity, 
family circumstances and social, economic and cultural factors. Therefore, long 
term intervention by link workers may be required to achieve long lasting 
outcomes for patients with complex needs and conditions (Wildman et al 2019). 

Communication and integration between different sectors 

Effective communication and feedback loops need to be established between 
different sectors to ensure transparency (Social Prescribing Network 2016). This 
includes: 

• Commissioners being clear about the service they are commissioning, and 
relaying to all stakeholders the parameters of the service so everyone is clear 
on expectations. 

• Healthcare referrers knowing whether or not a patient has received the 
support they need. Read codes should therefore be added to the data 
management system for basic tracking of referrals. 

• The link worker should act as the communication hub between organisations 
to communicate with healthcare referrers and develop knowledge of the local 
service landscape.  

A number of evaluations support the need for effective communication between 
different stakeholders (Dayson and Bennett 2016; Bragg and Leck 2017; ERS 

                                                

80 A draft job description and person specification is provided by NHS England in their Social prescribing and 
community-based support summary guide. 
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Research and Consultancy 2013; Bickerdike et al 2017; Farenden et al 2015; 
Health Foundation 2015).  

For example, in the evaluation of the Rotherham Carers Resilience service, 
which aimed to support the carers of people with dementia through a social 
prescribing service, the success of the pilot was attributed to the close working 
relationships between different stakeholders. For example, in the early stages of 
the programme there were issues in terms of clarity of roles and responsibilities 
but these were quickly resolved through open communication and a flexible 
response to delivery. Meetings between the project partners were held every two 
months to ensure that feedback could be incorporated in a process of continuous 
improvement. One stakeholder reported the importance of close working 
relationships: 

"I think settling-in time, and roles and responsibilities and 
partnership working has now gelled. People know what their 

roles are now and we've worked through that really well. 
[We've] had some frank discussions about [what] our speciality 
is from and [what theirs] is, and I think that's now working a lot 
better…everybody's talking, communicating and we're working 

very much together as a team"  

Stakeholder, Carers Resilience. (Dayson and Bennett 2016) 

8.6 Examples of effective social prescribing models 

Our review of the literature has demonstrated a number of effective social 
prescribing models currently taking place across England. Figure 13 gives four 
examples of social prescribing models. There are wealth of social prescribing 
services across England but these have been chosen as they all have a unique 
feature: 

• East Merton Social Prescribing Service. The Link worker was able to 
feedback patient consultation notes into the EMIS IT System. 

• Ways to Wellness. This service uses a Social Impact Bond (SIB) funding 
model and clients are able to use the service for up to 2 years. 

• Rotherham Social Prescribing Service. The link workers were embedded 
into primary care mechanisms such as attending LTC MDT meetings. 

• Clapham Park Practice. This service has been piloting Elemental Software 
which is software especially designed for to streamline social prescribing 
referrals from primary care to VCS organisations. 
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Figure 13: Case studies of existing social prescribing services 
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8.7 Overcoming barriers to social prescribing  

8.7.1 Refining definitions 

Whilst definitions of social prescribing have become increasingly more uniform, 
with the majority of definitions centring around addressing the social determinants 
of health, the mechanism of a link worker, and involvement of VCS organisations 
to provide a social prescription (see section xx), social prescribing still remains 
broad in nature especially the types of intervention offered by VCS organisations 
(Veasey et al) .For example, Figure 14 summaries just some of the activities 
which fall under social prescribing. 

Figure 14: Examples of local community services in social prescribing 

Source: Veasey et al 

This diversity may not be an issue for patients as long as they receive the 
intended service and gain benefit from it. However, a common definition and a 
shared language might overcome barriers to engaging key stakeholders and 
commissioners, whose support is needed for funding and national take-up (Social 
Prescribing Network 2016). It would also be useful for evaluators and 
commissioners because comparison of different programme outcomes is very 
difficult without clarity of concept (Social Prescribing Network 2016; Healthy 
London Partnership 2017; Polley et al 2017). As mentioned in section 3.2.4, this 
standardisation may be achieved through guidance from national bodies. 

8.7.2 Identifying a target cohort 

The majority of social prescribing programmes have tended to target specific 
cohorts of the population, as mentioned in section 8.3.1. The Healthy London 
Partnership recommends that, whilst social prescribing services have the 
potential to benefit a whole range of people, catering for the general population 
through a social prescribing service may cause barriers when attempting to set-
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up or scale-up a programme as it may cause confusion around who is eligible to 
be referred into the programme or discourage buy-in from health care 
professionals. Therefore, it may be better to target specific groups of need within 
the population. Local areas can identify their target population by using existing 
knowledge of the local area such as their Strategic Needs Assessment, 
Sustainability and Transformation Plans (STPs), other planning processes and 
through risk stratification (Healthy London Partnership 2017). 

The Healthy London Partnership report that there is not yet consensus over 
which groups to target through social prescribing but commissioners and 
providers could target those who are most in need; vulnerable or are frequent 
users of healthcare services to help alleviate pressure in the system. They 
suggest the following groups that could be targeted: 

• Those who have one or more long term conditions. 

• Those at specific activation levels on the Patient Activation Measure (PAM) 
scale or similar. 

• Those who use >£x of medication per week. 

• Those who attend >x number of clinical contacts per month. 

• Those presenting with a social problem/social isolation, or presenting 
frequently to primary care with a range of diffuse issues. 

• Those presenting with mild to moderate mental health conditions. 

• Those known to have health conditions, but don’t currently use health 
services. 

• Those who live alone. 

• Those at risk of developing or worsening health conditions (e.g. pre-diabetic). 

8.7.3 Low programme uptake and adherence 

Low uptake and adherence have been reported in a number of evaluations as a 
problem. Reasons for this have been cited as: long waiting times for assessment; 
transport problems; literacy; concerns about confidentiality and disclosure in VCS 
organisations; and the availability, accessibility and appropriateness of the 
services that participants were referred to (Public Health Wales Observatory 
2017). These barriers to uptake have been observed through qualitative reporting 
and have not been explored quantitatively. 

8.7.4 Regulation and standards 

As mentioned previously, there is no national statutory best practice guidance for 
social prescribing services and yet there is increasing support for these services 
from national bodies (King’s Fund 2017). It has been argued that set standards 
for social prescribing would help reduce barriers to commissioning; as it currently 
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stands, commissioners may be wary about commissioning a social prescribing 
service because it is unregulated. The implementation of professional standards 
is one other possible solution to quality assurance as this avoids rigid regulation, 
which could affect innovation in the sector (Social Prescribing Network 2016). 

8.7.5 Lack of robust evidence 

According to Polley et al. (2017) the most effective role for a national body at this 
point would be to direct the evolution of social prescribing services so as to 
ensure that any models and services being scaled-up and replicated are models 
which “work”. There is therefore a need for the quality of evidence to be improved 
and for the benefits presented in evaluation findings to be consistent. This will 
allow for clear comparison between different social prescribing services. This 
could be achieved by encouraging further evaluation of existing services and 
helping to develop a common evaluation framework to properly assess impact 
and draw clear comparisons of effectiveness (Polley et al. 2017). 

To date, most evaluations have been small in scale and limited by poor design. 
For instance, a systematic review found that social prescribing evaluations have 
been flawed by a lack of comparative controls, short follow-up durations, a lack of 
standardised and validated measuring tools, missing data and failure to consider 
potential confounding factors (Bickerdike et al. 2017). Furthermore, much of the 
evidence available is qualitative and relies on self-reported outcomes. It is also 
difficult to measure the impact of complex interventions. (King’s Fund 2017) 

Below are some recommendations for improving the evidence base81.  

Recommendations for improving the evidence base: 

• Evaluation studies should assess the effectiveness of the social 
prescribing model rather than the specific intervention (King’s Fund 2017). 

• A set of standardised measures and validated tools should be used to 
measure outcomes so that comparison between different social 
prescribing programmes is possible.  

• Evaluations which seek to use a control group such as in an RCT would 
improve the quality of evidence available. 

• A mix of qualitative and quantitative methods should be used to measure 
perceptions and feasibility of social prescribing but also impact. 

• Evaluations of existing social prescribing programmes should be 
conducted to ensure that they are improving outcomes of patients and are 
good value for money. 

                                                

81 Recommendations without a named reference are based on recurring issues identified through our review 
and our expertise in evaluations of complex programmes and interventions. 
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• The goals and ambitions of social prescribing should be better defined 
and translated into specific and measurable objectives (Goodwin et al 
2012).  This is something that could be achieved through a logic model 
tool which ensures a close connection or relationship between activities 
undertaken, outputs produced, impact achieved and the outcomes 
delivered. 

8.7.6 The business case for social prescribing  

A lack of clarity around cost presents a barrier to social prescribing as it makes 
building a strong business case difficult. For example, approaches to measuring 
the cost effectiveness of social prescribing has varied with some researchers 
concentrating on short term costs (which tend to be higher due to the initial cost 
of the intervention) and others investigating longer term costs through a return on 
investment methodology (ROI) which has shown positive cost savings. Evidence 
is thus mixed due to a lack of standardised measuring tools being used and lack 
of clarity around where money is intended to be saved in the system. For 
example, are programmes looking to make cost savings for the CCG, local 
authority, the overall health and social care system or wider society?  

Our review identified the main difficulties when trying to measure the cost-
effectiveness of social prescribing to be the variable case-mix, complexity of 
patient problems and the diversity of social prescribing models, all of which make 
it hard to quantify the costs of social prescribing in a consistent and standardised 
way. Below are some recommendations to consider when investigating the cost 
of social prescribing programmes which may help the business case. 

Recommendations for measuring cost effectiveness82:  

The varied case-mix and diversity of different models poses challenges for 
monetisation. Therefore, a set of the same, standard tools is needed to 
measure outcomes to ensure equivalence in assigning value to various social 
prescribing approaches (Social Prescribing Network 2016; Bickerdike et al 
2017). 

• Health services should use proper read codes for social prescribing to 
make sure that social prescribing activity in GP services is captured in 
order for social prescribing to be properly validated and monetised within 
the NHS. This will also make cost comparisons between different services 
easier (Social Prescribing Network 2016). 

• Whilst commissioners prefer unit cost data when calculating the cost of an 
intervention, this is not appropriate for social prescribing where there is a 
variable case-mix. Therefore, it may be beneficial to compare cost-
efficiency ratios with therapies such as ‘Improving Access to 

                                                

82 Recommendations without a named reference are based on recurring issues identified through our review 
and our expertise in evaluations of complex programmes and interventions. 



   Community Southwark  
Social prescribing review  

 

 

 

© | June 2019 93 

DRAFT 

Psychological Therapies’ (IAPT) which are broadly commissioned across 
CCGs (Social Prescribing Network 2016). 

• Both the short-term and long-term costs of social prescribing should be 
considered when deciding whether it is good value for money or not. 

• Before deciding whether a programme is economically viable, clarity 
should be established regarding where costs are anticipated to be saved 
in the health and social care system or wider society. 
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9 Appendix B: Key features of current link worker / navigator services 

Figure 15: Key features of social prescribing services included in this report 

Project / 
service name 
and target 
group 

Location of 
link worker 

Number of paid staff and roles Referral 
source(s) 

Number of 
clients in last 
12 months 

Activities prescribed / 
interventions delivered 

Funding 
source(s) 

Safe and 
Independent 
Living (SAIL) 
 
Residents of 
Southwark who 
are over 50 
years old and 
generally suffer 
from social 
isolation and/or 
malnutrition. 

Based in 
one of two 
offices in 
Southwark, 
but often 
carry out 
visits in 
service 
user’s 
homes or 
the 
community.  

n/a Any 
professional 
across 
health and 
social care 
and VCS 
including 
self-referral, 
carers, 
family/friend
s, mental 
health 
services, 
hospitals.  

1952 checklists 
were received 
in the 2017-
2018 financial 
year. 

Police, AUKLS Handyperson 
Team, Fire Safety Team, 
Southwark Council Trading 
Standards (if concerned about 
fraud/scams), Stop Smoking 
Service, Lifeline Southwark, 
Strength and Balance Line (for falls 
or near misses), BlindAid, pendant 
alarms from Southwark Council, 
SAIL Care Navigation, Talking 
Therapies Southwark, Alzheimer’s 
Society Southwark, Southwark 
Carers (to support carers), 
Healthwatch Southwark (to give 
feedback about experiences of 
healthcare services), Citizens 
Advice Southwark (to help with 
heating and insulation), information 
and advice on the condition of 
service user’s homes and about 
bills and income, accessing 
occupational therapy via 

Southwark 
Council83 

                                                

83 Age UK Lewisham and Southwark, SAIL in a nutshell. 

http://www.ageuk.org.uk/bp-assets/globalassets/lewisham-and-southwark/documents/southwark-sail-in-a-nutshell.pdf
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Project / 
service name 
and target 
group 

Location of 
link worker 

Number of paid staff and roles Referral 
source(s) 

Number of 
clients in last 
12 months 

Activities prescribed / 
interventions delivered 

Funding 
source(s) 

Southwark Council, substance 
misuse support via Change Grow 
Live, help with living independently 
with alarms and sensors via 
Telecare, Southwark Monitoring 
and Alarm Response Team 
(SMART). 

SAIL Care 
Navigation 
service 
 
Residents of 
Southwark who 
are over 50 
years old, and 
generally suffer 
from social 
isolation and/or 
malnutrition 

3 in GP 
surgeries. 2 
are bases in 
the 
Southwark 
office. 
 
SAIL staff 
and 
volunteers 
are hosted 
by 16 
surgeries in 
total, and 
work closely 
with 5 of 
them. 

5 link workers. 3 work specifically 
with GP surgeries: 1 link worker 
covers the north of the borough, 
and 2 cover the south. The other 
2 cover referrals from all other 
sources. 

Primary 
care 
clinicians; 
PCNs; SAIL 
signposting 
service. 

Data not 
available. 
 
665 people 
were referred 
into SAIL Care 
Navigation in 
the 2018-2019 
financial year.  

Help with unintended weight loss 
or appetite loss, befriending, help 
around the home, social activities, 
exercise classes, and health, care, 
and support services. 

GP Federations: 
Quay Health 
Solution (north 
Southwark) and 
Improving 
Health Limited 
(south 
Southwark), 
which are both 
funded by 
Southwark 
CCG.8485 

                                                

84 SAIL, Impact Report, 2017-18 

85 Southwark Primary Care Commissioning Committee 

http://www.southwarkccg.nhs.uk/news-and-publications/meeting-papers/Southwark%20Primary%20Care%20Commissioning%20Committee/Commissioning%20Committee%20documents/Primary%20Care%20Commissioning%20Committee%20-%2028%20November%202017%20(6).pdf
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Project / 
service name 
and target 
group 

Location of 
link worker 

Number of paid staff and roles Referral 
source(s) 

Number of 
clients in last 
12 months 

Activities prescribed / 
interventions delivered 

Funding 
source(s) 

Time & Talents 
Local 
Settlement 
Embedded 
Navigator  
 
People with 3 or 
more long-term 
conditions. For 
self-referral, they 
must also have a 
mental health 
diagnosis. 

Data not 
available. 

2 link workers who work with a 
Senior Psychiatric Practitioner 
Nurse to co-produce service user 
support plans. The Senior 
Psychiatric Nurse Practitioner 
takes responsibility for the clinical 
side of the service user’s care. 
 
 
1 of the link workers work with 
people over 60 years old, and the 
other works with people under 60 
years old.  

People are 
referred by 
Senior 
Psychiatric 
Nurse 
Practitioners 
who meet 
patients in 
GP 
surgeries, 
where they 
assist with 
Holistic 
Assessment 
Pathway 
Plans. 
Additionally: 
self-referral 
through 
website; 
primary care 
clinicians 
through 
EMIS; and 
PCNs. 
 
Time and 
Talents also 
have strong 
relationship
s with 5 

Data not 
available. 

Arts, physical activity, older 
people’s social group, stroke 
support group, befriending service, 
weekly fitness class for older 
people, intergenerational projects, 
stroke club, visually impaired 
group, social contact group, ESOL 
for elders, older men programme, 
free counselling services, dementia 
cafes, minibus service. 

Guy’s and St 
Thomas’ Charity 
and the 
Southwark 
CCG.   
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Project / 
service name 
and target 
group 

Location of 
link worker 

Number of paid staff and roles Referral 
source(s) 

Number of 
clients in last 
12 months 

Activities prescribed / 
interventions delivered 

Funding 
source(s) 

schools, 
Docklands 
settlement, 
and Surrey 
Dock 
Farms.86 
 
 

Pembroke 
House 
 
People with mild 
to moderate 
mental health 
issues 
throughout the 
SLAM area - 
mainly for people 
using IAPT 
services at 
Pembroke 
House. 

Across 
Pembroke 
House and 
in the 
community. 

1 link worker. Primary 
care 
clinicians; 
self-referral; 
social 
services; 
IAPT 
clinicians; 
IAPT career 
coaches; 
schools; 
PCNs. 
People 
using 
IAPT/Talkin
g Therapies 
are also 
targeted 
through 

192 social 
prescribing 
appointments 
were made 
between 
September 
2017 and May 
2019. 

Anything available in Southwark, 
including dance lessons, gardening 
projects, volunteering project, Time 
and Talents, other support 
agencies e.g. Shelter. 

SLAM NHS. 

                                                

86 Time and Talents, Strategy for 2018-2021 
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Project / 
service name 
and target 
group 

Location of 
link worker 

Number of paid staff and roles Referral 
source(s) 

Number of 
clients in last 
12 months 

Activities prescribed / 
interventions delivered 

Funding 
source(s) 

talks from 
Pembroke 
House 
representati
ves. 

British Red 
Cross’ Home 
from Hospital 
service. 
 
People over 60 
years old or 
approaching 60 
years old who 
are being 
supported to be 
discharged from 
King’s College 
Hospital (if they 
live in 
Southwark, 
Lambeth, or 
Lewisham) or 
Guy’s and St 
Thomas’ 
Hospital (if they 
live in Southwark 
or Lambeth), and 
who support 
workers feel 
could benefit 

Data not 
available 
about where 
link workers 
are based. 
 
Most of the 
support is 
delivered in 
service 
users’ 
homes and 
in the 
community. 

1 service co-ordinator who 
assesses patients who are 
referred in the hospital, allocates 
referrals to support workers, 
monitors service delivery, and 
undertakes home delivery if 
possible. 
 
2.6 support workers in GST 
hospital, 1 support worker in 
King’s hospital, who support 
service uses practically with 
returning from home when being 
discharged from hospital and to 
recover with an aim to reducing 
the likelihood of readmission. This 
involves making preparations 
before the patient is discharged, 
supporting them for roughly 6 
weeks once they are discharged, 
and signposting them to VCS and 
other services if this is 
appropriate. 

In Guy’s 
and St 
Thomas’ 
Hospital: 
A&E and 
acute 
medical 
wards, with 
an 
expansion 
to all wards 
from July 
2019; self-
referral in 
King’s 
College 
Hospital. 
 
In King’s: 
A&E and 
acute 
medical 
wards. 
Referrals of 
vulnerable 
adults from 

Approximately 
800 signposts 
were made in 
2018 (data not 
available about 
how many 
people this 
was). Staff 
estimate that in 
2018, nearly all 
service users 
received some 
form of 
signposting. 
 
The service as 
a whole has a 
target of 
supporting 60 
new patients in 
King’s College 
Hospital and 
42 in GST 
Hospital each 
month. 

TaxiCard, Dial-A-Ride, benefits 
checks, South London Carers, 
community groups, Blind Aid, 
British Red Cross Community 
Connector Service, private carers 
and cleaners, other social 
prescribing services, housing 
repairs, Alzheimer’s society, eye 
and hearing tests, Contact the 
Elderly, Southwark Irish 
Pensioner’s Group, Repowering 
London, Southwark Wellbeing 
Hub, telephone befriending, 
Freedom Pass, GPs, Community 
Occupational Therapy, Age UK, 
social service, housing support, 
community/district nurse, Every 
Pound Counts, Food2You (food 
delivery service), GoodGym, 
energy suppliers, 

Guy’s and St 
Thomas’ NHS 
Foundation 
Trust. 
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Project / 
service name 
and target 
group 

Location of 
link worker 

Number of paid staff and roles Referral 
source(s) 

Number of 
clients in last 
12 months 

Activities prescribed / 
interventions delivered 

Funding 
source(s) 

from signposting 
in addition to the 
other practical 
support they are 
receiving.  
 
Includes 
referrals from 
boroughs other 
than Southwark, 
including 
Lambeth, 
Lewisham, 
Westminster, 
and 
Wandsworth. 

health and 
social care 
professional
s are also 
accepted if 
the service 
has 
capacity.  

Southwark 
Wellbeing Hub 
 
People with low 
to medium 
mental health 
support needs 
who are 
residents of 
Southwark or 
have a 
Southwark-
based GP. 

Thames 
Reach 
Employment 
Academy, 
29 Peckham 
Road, Se5 
8AU. 

5 Hub Support Co-ordinators, 
including: 

•  Hub Support Coordinator – 
Referral Lead 

• Peer Support Coordinator 

• Volunteer & Training 
Coordinator 

• Communication Coordinator – 
Online Resources 

• Deputy Project Manager 

• Project Manager. 

Self-referral; 
other social 
prescribing 
services; 
SLAM 
services; 
primary care 
clinicians;  

1,579 service 
users 
accessed 
signposting 
over the 2017-
18 financial 
year. 

Peer support groups (peer 
supporters receive 4 days of 
training to support people with 
similar lived experience to them), 
workshops with SLAM and with 
Talking Therapies Southwark, 
yoga, reading, self-management 
group course, Care Act 
assessments, 

Southwark 
Council and 
Southwark 
CCG. 
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Project / 
service name 
and target 
group 

Location of 
link worker 

Number of paid staff and roles Referral 
source(s) 

Number of 
clients in last 
12 months 

Activities prescribed / 
interventions delivered 

Funding 
source(s) 

Alzheimer’s 
Society and 
Dementia 
Support 
 
People 
diagnosed with 
dementia. 

GP 
surgeries. 

1 Dementia Adviser, who 
advertises the dementia adviser 
scheme, is the first point of 
contact for referrals, makes 
information plans with service 
users (similar to support plans), 
and helps them to access and 
understand other services, 
 
3 Dementia Support Workers, 
who support and advise a 
caseload of clients with dementia, 
involving some signposting if 
appropriate.  

Primary 
care 
clinicians; 
memory 
clinic; care 
professional
s; Age UK; 
self-referral. 

Data not 
available. 

Social events, physical activities, 
drama activities, arts activities, 
craft activities, theatre activities.  
 

SLAM and 
Southwark 
CCG. 

Guy’s and St 
Thomas’ 
Community 
Health 
Services, High 
Intensity User 
Project 
 
People who use 
A&E at GST and 
King’s College 
hospitals higher 
than expected 
(i.e. more than 5 
times in the past 
quarter), who are 
from Lambeth or 

Gracefields 
Garden 
Health 
Centre, 
Streatham. 
Also attend 
appointment
s with 
service 
users in the 
community. 

2 frontline workers who each have 
a caseload of 15 service users 
per quarter. They assist service 
users with social inclusion, 
administration, and social 
prescribing with an aim to 
reducing their high intensity use of 
A&E and ambulances. 

Service 
users are 
not referred. 
The service 
accesses a 
list from 
GST and 
King’s 
Hospitals of 
high 
intensity 
users, and 
targets (by 
telephone) 
the 15 
highest 
users who 

Data not 
available.  
 
The service 
has a target of 
120 service 
users per year. 

Activities with a social focus 
generally, other social prescribing 
services (e.g. SAIL), befriending, 
gardening clubs, plus NHS 
services (e.g. accessing district 
nurses, hospital transport, 
healthcare services). 

Southwark and 
Lambeth CCGs. 
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Project / 
service name 
and target 
group 

Location of 
link worker 

Number of paid staff and roles Referral 
source(s) 

Number of 
clients in last 
12 months 

Activities prescribed / 
interventions delivered 

Funding 
source(s) 

Southwark. The 
amount of 
ambulance use 
and non-elective 
transmissions 
also provides 
context when 
deciding who to 
target. 

are 
interested in 
engaging. 

Primary Care 
Navigation 
 
Older people 
accessing GP 
surgeries or 
community 
pharmacies with 
non-medical 
needs who 
frontline staff feel 
may benefit from 
social 
prescribing. 

15 GP 
surgeries 
and 8 
pharmacies 
in north 
Southwark 
(North 
Southwark 
GP 
Federation 
area) 

Data not available.  
 
PCNs are frontline GP practice 
receptionists or healthcare 
assistants working in community 
pharmacies 

Service 
users are 
not referred. 
PCNs 
approach 
individuals 
who they 
think would 
benefit 

Data not 
available.  
 
 
Between 
October 2015 
and February 
2017, Primary 
Care 
Navigators 
made over 600 
referrals (over 
50% to SAIL) 

SAIL Care Navigation if cases are 
too complex for Primary Care 
Navigators; other activities 
unknown. 
 
 
One stated goal of the project is to 
increase referral to local settlement 
embedded navigators at Time & 
Talents, Pembroke House, Bede 
House, and Blackfriars. 

Southwark 
CCG. 

Healthy 
Churches 
Programme 
 
Members of 
predominantly 
BME churches 

Interventions 
are 
delivered in 
churches or 
mosques. 

3 staff members who are 
registered dieticians.  
They advertise the Programme to 
BME churches and mosques, 
deliver the 6-week programme in 
weekly 30 minutes sessions, 
measure baseline and outcome 

Service 
users are 
not referred 
they are 
targeted via 
their 

Data not 
available.  
 
Over the past 
year, an 
estimated 65 
predominantly-

Healthy Churches Programme.  Initially, the 
service was paid 
for per head by 
churches or 
mosques. Now, 
it is using a 
grant from a 
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Project / 
service name 
and target 
group 

Location of 
link worker 

Number of paid staff and roles Referral 
source(s) 

Number of 
clients in last 
12 months 

Activities prescribed / 
interventions delivered 

Funding 
source(s) 

and mosques in 
Southwark and 
Lewisham. 

data for service users, and 
analyse data provided every 3 
months after the end of the 
scheme.  

church/mos
que leader.  
 
There are 
plans to 
encourage 
awareness 
and 
signposting 
to the 
service 
amongst 
GPs, 

BME churches 
have received 
the service. 

large Christian 
charity, so 
Programme will 
be delivered for 
free in 2020. 
Service leaders 
are discussing 
commissioning 
options.  
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10 Appendix C: Outcome measures collected 

Figure 16: Outcome measures used by different services 

Organisation/service Measurement of outcomes 

SAIL signposting service • Case studies (service provider’s perspectives) 

• Quotes from service users and their families 

SAIL Care Navigation • Case studies 

• ‘I statements’ (7 questions about social activities/hobbies, amount of social contact, mobility, 
home environment, independent living, access to services, and overall quality of life), 1-5 scale of 
agreement), comparing baseline with outcomes. 

Time & Talents • Wellbeing survey measuring whether self-ratings have improved or maintained across 7 
wellbeing measures for LT service users across a 3-month interval. Includes activities, 
confidence, wellbeing, health, contribution of centre/activity, social life, happiness. Also includes 
open-ended questions about changes to health over past year, what informal support the person 
receives, and anything more that local health services could do to help. 

• Use of the Warwick-Edinburgh Mental Wellbeing Scale reported but not seen documents. 

Pembroke House None reported. 

British Red Cross, Home 
from Hospital service. 

• Case studies 

• Numbers of bed days saved (calculated by looking at the number of activities delivered which are 
intended to avoid readmission e.g. ‘re-directing patients to GP’, ‘accepting 
OT/physiotherapist/nurse referrals’, ‘organising community prescriptions’, ‘avoiding 999 calls 
through giving advice on alternative numbers’) 
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Organisation/service Measurement of outcomes 

• Whether service users achieved their Top 3 Goals set at the beginning of their engagement 
(categories used to guide goals include: ability to manage own affairs, home environment, 
meaningful use of time, improved access to and awareness of services, improved social 
networks, improved feelings of safety and security, improved ability to cope in a caring role) 

• Anonymous feedback from friends and family  

• Anonymous feedback from service users through service quality questionnaires and quotes given 
over telephone 

Alzheimer’s Society None reported. 

Southwark Wellbeing Hub • Case studies (some from service user perspective, some from service provider perspective) 

• Number of positive outcomes recorded from participants in different areas (e.g. ‘education’, 
benefits, social isolation), sometimes for service users in general and sometimes for service 
users of particular activities (e.g. Wellbeing Workshops) – not always regularly collected 

• Number of service users who achieved their goals for some particular activities. 

• Number of service users satisfied with support, sometimes in general and sometimes for 
particular activities. 

• Outcomes from wellbeing workshop attendees including increased in activity, social contact, self-
management, and confidence. 

• Use of the Warwick-Edinburgh Mental Wellbeing Scale reported but not seen documents. 

GST High Intensity 
Service User Group 

• Reduction in A&E attendances and ambulance call-outs over 12 months after service use 

• Loneliness, measured using GAD-7 at baseline and during engagement with service (validated 
scale) 

• Depression, measured using a validated scale, at baseline and during engagement with service 
(information not available on which scale this is) 

• Feedback from service users about their experience of the service 

• General conversation with service users after 3 months about how they are doing 
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Organisation/service Measurement of outcomes 

Primary Care Navigation • Brief case study 

• ‘Family and friends’ test feedback following every intervention87 

• Analyse use of health services by patients before and after a PCN intervention, including GP 
appointments, A&E attendances, and unplanned hospital admissions.88 

Further information was not available. 

Healthy Churches 
Programme 

• Weight, waist circumference, blood pressure, and qualitative self-reported rating of confidence 
about health and wellbeing, measured: at the beginning of the intervention (baseline), after the 6-
week programme, and again through self-measuring every 3 months after the programme. 

 

 

 

 

 

                                                

87 Quay Health Solutions, Primary Care Navigation Poster 

88 Quay Health Solutions, Primary Care Navigation Poster 

https://www.quayhealthsolutions.co.uk/wp-content/uploads/2017/06/Primary-Care-Navigation-Poster.pdf
https://www.quayhealthsolutions.co.uk/wp-content/uploads/2017/06/Primary-Care-Navigation-Poster.pdf
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11 Appendix D:  List of interviewees 

Table 2: List of stakeholders interviewed for this review 

Role Organisation 

Health Links Co-ordinator Time and Talents 

Project Manager Southwark Wellbeing Hub 

Manager SAIL Care Navigation 

SAIL Links Co-ordinator SAIL 

Director of Projects Pembroke House 

Community Co-ordinator and 
Partnerships with Pembroke House 

SLAM IAPT 

Services Manager for Lambeth, 
Southwark, and Croydon 

Alzheimer’s Society 

Project Lead High Intensity Service User Group, Guy’s 
and St Thomas’ Charity 

Service Manager Home from Hospital service, British Red 
Cross 

CEO Food for Purpose 

Interim Programme Director Partnership Southwark 

Head of Healthy Places 
Programme, Public Health Division 

Southwark Council 

Head of Programmes for Health 
and Social Care, Public Health 
Division 

Southwark Council 

Public Health Policy Officer, Public 
Health Division 

Southwark Council 

Senior Commissioning Manager Southwark Council 

Service user and carer n/a 

Executive Director Quay Health Solutions (GP Federation 
North) 

Deputy Director Quay Health Solutions (GP Federation 
North) 

Managing Director Improving Health Limited (GP Federation 
South) 
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Role Organisation 

GP and Social Prescribing 
Champion 

Quay Health Solutions 

Director of Development and 
Partnerships 

Community Southwark 

Director of Integrated 
Commissioning 

Southwark CCG 
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13 Appendix F: Schedule of documents 
received 

This appendix includes a list of documents received from social prescribing 
services we reviewed. 

Source Document 

Time and Talents 
 

Trustees’ Annual Report, 31-Mar-17 to 31-Mar-18 

Job description: Care Co-ordinator 

Strategy for 2018-2021 

Mental Wellbeing Survey for service users 

Southwark 
Wellbeing Hub 

Qualitative Report, Quarter 1, Year 2 (2016) 

Qualitative Report, Quarter 2, Year 2 (2016) 

Qualitative Report, Quarter 3, Year 2 (2016) 

Qualitative Report, Quarter 4, Year 2 (2016) 

Quantitative Report, Year 2 (2016) 

Qualitative Report, Quarter 1, Year 3 (2017) 

Qualitative Report, Quarter 2, Year 3 (2017) 

Qualitative Report, Quarter 3, Year 3 (2017) 

Qualitative Report, Quarter 4, Year 3 (2017) 

Quantitative Report, Year 3 (2017) 

Qualitative Report, Quarter 1, Year 4 (2018) 

Qualitative Report, Quarter 2, Year 4 (2018) 

Qualitative Report, Quarter 3, Year 4 (2018 

Quantitative Report, Quarters 1-3, Year 4 (2018) 

List of staff roles 

SAIL Checklist for referrals 

Impact Report, 2017-18 

Job description: SAIL Co-ordinator 

Referrals out data, April-15 to May-19 

Job description: SAIL Care Navigator (GP Programme) 
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SAIL Care 
Navigation 

Case study: social isolation and benefits 

‘I statements’ outcome measurement tool and results 

Operation costs 

Aims for 2019-20 

Closed cases data, April-18 to Mar-19 

Referrals and signposts onwards data, April-18 to Mar-
19 

Referrals in data, April-18 to Mar-19 

British Red Cross 
Home from Hospital 
Service 

King’s College Hospital Report, Quarter 1, 2019 

Guy’s and St Thomas’ Hospital Report, Dec-18 to Feb-
19 

Evaluation of Home from Hospital service, m.e.l. 
research 

Pembroke House IAPT Social Prescribing Pilot 

CHAMPS CHAMPS Time and Talents 

Alzheimer’s Society Job description: Dementia Adviser 

Job description: Dementia Support Worker. 
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14 Appendix G: Research tools 

14.1 Social prescribing GP survey 

Community Southwark have commissioned Cordis Bright to undertake a review 
of social prescribing in Southwark. Cordis Bright is an independent research and 
consultancy organisation specialising in health and social care, adult and 
children’s social services, and criminal justice.  

The overall purpose of our review is to understand more about the different forms 
of social prescribing activity currently taking place in Southwark and people’s 
views about what works in social prescribing. The review will inform a longer term 
approach to social prescribing in Southwark, which will be based on an 
understanding of needs in the borough, what services exist to meet need, which 
approaches are likely to be effective and for whom, and where the gaps are. We 
would very much welcome your involvement through this short questionnaire, in 
particular information about your understanding of social prescribing and referring 
to services.  

Please note: 

• Participation is voluntary, and you are under no obligation to complete 
this questionnaire, or all parts of it. However, participation is much 
appreciated as it enables a more robust understanding of social 
prescribing in Southwark. 

• If there are any questions that you would prefer not to answer, please 
leave these blank. 

• Your responses to this questionnaire will remain confidential.  

• Please complete this survey by 31st May 2019. 

We hope you will be happy to complete this questionnaire. Thank you for your 
time.  

If you have any questions please contact Jane Harris at Cordis Bright at 
janeharris@cordisbright.co.uk. 

  

mailto:janeharris@cordisbright.co.uk
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A) Background information 
 

Your role: Click or tap here to enter text. 

Name of the GP 
surgery where 
you work 
(optional): 

Click or tap here to enter text. 

 

B) Social prescribing in your surgery 
 

Q1. Does your surgery support patients to access social prescribing? By 
‘social prescribing’ we mean a referral to ‘services, support and activities’ in the 
community (normally provided by voluntary and community sector organisations) 
for patients presenting with social, emotional or practical needs which do not 
necessarily need to be met solely through clinical intervention. This is often 
provided via a link worker, care navigator or community connector.  

☐ Yes ☐ No ☐ Don’t know 

 

Q2. If your surgery does support patients to access social prescribing, how 
does it work? Please tick all that apply: 

☐ Clinicians refer to link worker/navigator* who is based in the surgery. 

If so, how many link workers/navigators are based in the surgery and 
how often are they based in the surgery (e.g. full-time, once a 
month)? 

Click or tap here to enter text. 

 

What are their job titles and who are they employed by? 

Click or tap here to enter text. 
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☐ Clinicians refer to link worker/navigator* who is based in the community. 
Please select which types of link workers/navigators you tend to refer 
people to: 

A) Safe and Independent Living Navigator (Age UK Lewisham 
and Southwark) 

B) Southwark Wellbeing Hub 
C) Alzheimer’s’ Society 
D) Other – please provide details 

☐ Clinicians refer to link worker/navigator* who is based elsewhere. Please 
provide details: 

Click or tap here to enter text. 

 

☐ Clinicians refer to someone else. Please provide details:  

Click or tap here to enter text. 

 

☐ Clinicians use alternative resources and signposting to community 
activities. Please provide details:  

Click or tap here to enter text. 

 

☐ A different process is used. Please provide details: 

Click or tap here to enter text. 

 

*A link worker, sometimes known as a community connector or care navigator, 
works with individuals to access local support which is normally provided by 
voluntary and community sector organisations. 

 

Q3. If you do support patients to access social prescribing, is there a 
system in place for tracking referrals and/or patient-level outcomes from 
referrals? 

☐ Yes ☐ No ☐ Don’t know 
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If so, please briefly describe how this system it works: 

 

Q4. If there is a system, does this system use ‘read codes/SNOMED 
codes’? 

☐ Yes ☐ No ☐ Don’t know 

 

 

C) Your experience with social prescribing 
 

Q5. Have you ever referred patients to any ‘social prescribing’ 
activities/supports/services (i.e. those typically delivered by the voluntary 
and community sector)? If your answer is no please go to question 8) 

☐ Yes ☐ No ☐ Don’t know 

 

Q6. If yes, how often do you refer patients to ‘social prescribing’ 
activities/support/services? Please choose the closest matching option: 

☐ Once per week. 

☐ Once per month. 

☐ Once every 6 months. 

☐ Once per year. 

☐ Less often than once per year. 

Click or tap here to enter text. 
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☐ Never 

 

Q7. If you do refer patients to ‘social prescribing’ activities/support/services 
which ones do you typically use? For each initiative, please rate how 
effective you think this is: 

Initiative: Please choose an item: 

If ‘Other’, please provide the name:  

Click or tap here to enter text. 

How effective 
do you think 
this initiative 
is? 

☒ 

Highly 
ineffective. 

☐ 

Slightly 
ineffective. 

☐ 

Neither 
effective 
nor 
ineffective. 

☐ 

Slightly 
effective. 

☐ 

Highly 
effective. 

Any other 
comments? 

Click or tap here to enter text. 

 

 

 

Initiative: Please choose an item: 

If ‘Other’, please provide the name:  

Click or tap here to enter text.  

How effective 
do you think 
this project 
is? 

☐ 

Highly 
ineffective. 

☐ 

Slightly 
ineffective. 

☐ 

Neither 
effective 
nor 
ineffective. 

☐ 

Slightly 
effective. 

☐ 

Highly 
effective. 

Any other 
comments? 

Click or tap here to enter text. 
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Initiative: Please choose an item:  

If ‘Other’, please provide the name:  

Click or tap here to enter text.  

How effective 
do you think 
this project 
is? 

☐ 

Highly 
ineffective. 

☐ 

Slightly 
ineffective. 

☐ 

Neither 
effective 
nor 
ineffective. 

☐ 

Slightly 
effective. 

☐ 

Highly 
effective. 

Any other 
comments? 

Click or tap here to enter text. 

 

 

Initiative: Please choose an item: 

If ‘Other’, please provide the name:  

Click or tap here to enter text.  

How effective 
do you think 
this project 
is? 

☐ 

Highly 
ineffective. 

☐ 

Slightly 
ineffective. 

☐ 

Neither 
effective 
nor 
ineffective. 

☐ 

Slightly 
effective. 

☐ 

Highly 
effective. 

Any other 
comments? 

Click or tap here to enter text. 
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Please use the final sheet of this questionnaire if you have more responses to 
this question. 

Q8. If you don’t refer patients to ‘social prescribing’ 
activities/support/services, why is this? Please tick all that apply 

☐ I don’t have enough time 

☐ I am not sure what ‘social prescribing’ activities/support/services are 
available 

☐ I do not know how to refer patients to ‘social prescribing’ 
activities/support/services 

☐ I am not confident of the effectiveness of ‘social prescribing’ 
activities/support/services 

☐ Other. Please specify: 

Click or tap here to enter text. 

 

 

D) General views on social prescribing 
 

Q9. Which groups of patients do you think benefit most from social 
prescribing? Please tick up to three:  

☐ Patients who are socially isolated 

☐ Patients with mild to moderate physical health conditions 

☐ Patients with mild to moderate mental health conditions 

☐ Patients at risk of developing or worsening health conditions (e.g. pre-
diabetic) 

☐ Patients with one or more long term conditions (e.g. diabetes) 

☐ Patients who are considered to be vulnerable 

 Patients with a low level of knowledge, skills, and confidence in 
managing their own health and care, and/or who feel a low level of 
engagement and confidence in taking care of their condition 

☐ Patients under 12 years old.  



   Community Southwark  
Social prescribing review  

 

 

 

© | June 2019 121 

DRAFT 

 Patients 12-17 years old 

 Patients 18-24 years old 

 Patients 25-49 years old 

☐ Patients 50- 65 years old.  

 Patients 65 years old or above 

☐ Patients with higher than average monthly GP attendances 

☐ None. 

☐ Other. Please specify: 

Click or tap here to enter text. 

 

 

Q10. Are there groups of patients who you think might benefit from social 
prescribing but there are currently no services for them to access?  

☐ Yes ☐ No ☐ Don’t know 

 

Q11. If you answered yes to question 10, which groups of patients does this 
apply to? 

☐ Patients who are socially isolated 

☐ Patients with mild to moderate physical health conditions 

☐ Patients with mild to moderate mental health conditions 

☐ Patients at risk of developing or worsening health conditions (e.g. pre-
diabetic) 

☐ Patients with one or more long term conditions (e.g. diabetes) 

☐ Patients who are considered to be vulnerable 

 Patients with a low level of knowledge, skills, and confidence in 
managing their own health and care, and/or who feel a low level of 
engagement and confidence in taking care of their condition 
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☐ Patients under 12 years old.  

 Patients 12-17 years old 

 Patients 18-24 years old 

 Patients 25-49 years old 

☐ Patients 50- 65 years old.  

 Patients 65 years old or above 

☐ Patients with higher than average monthly GP attendances 

☐ None. 

☐ Other. Please specify: 

Click or tap here to enter text. 

 

 

Q11. Do you think social prescribing in Southwark should be further 
developed in the future? 

☐ Yes ☐ No ☐ Don’t know 

 

If yes, please explain how you think social prescribing should be further 
developed in the future: 

 

Click or tap here to enter text. 
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If no, please explain why not: 

 

Q.10 If you have any other comments about social prescribing in 

Southwark, please add them here: 

 

Thank you for completing this survey. You can find out more about Cordis 

Bright at our website.  

Click or tap here to enter text. 

Click or tap here to enter text. 

http://www.cordisbright.co.uk/
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Space for more responses to Q6.: 

Initiative: Please choose an item: 

If ‘Other’, please provide the name:  

Click or tap here to enter text.  

How effective 
do you think 
this project is? 

☐ 

Highly 
ineffective. 

☐ 

Slightly 
ineffective. 

☐ 

Neither 
effective 
nor 
ineffective. 

☐ 

Slightly 
effective. 

☐ 

Highly 
effective. 

Any other 
comments? 

Click or tap here to enter text. 

 

 

Initiative: Please choose an item: 

If ‘Other’, please provide the name:  

Click or tap here to enter text.  

How effective 
do you think 
this project is? 

☐ 

Highly 
ineffective. 

☐ 

Slightly 
ineffective. 

☐ 

Neither 
effective 
nor 
ineffective. 

☐ 

Slightly 
effective. 

☐ 

Highly 
effective. 

Any other 
comments? 

Click or tap here to enter text. 
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14.2 GP focus group topic guide 

14.2.1 Introduction 

• Introduction to the social prescribing review (JH) 

• What we mean by social prescribing: 

“The aim of social prescribing is to help people live their lives 
as well as possible, with a focus on supporting them to take 
control of and to improve their health, wellbeing and social 

welfare. Social prescribing links people into personal networks 
as well as practical and emotional support within communities 
and the voluntary sector. This is often via their GP, nurse or 

other primary care professional.” 

• Introductions: names, surgeries, roles, brief overview of experience of social 
prescribing in Southwark and elsewhere, e.g. referring people to a link 
worker; hosting a social prescriber or team in the surgery 

14.2.2 Focus group questions 

1. What do you think are the potential benefits and impacts of social prescribing for 
patients on your list? 

2. What is your view on the availability of activities and initiatives that broadly fit 
within a working definition of ‘social prescribing’ in the borough? 

• Are there enough social prescribing services? 

• Are there enough suitable activities or services for social prescribers to 
refer people to?  Are these funded appropriately? 

• Are they serving the right people? 

• Is there any overlap or duplication? 

• Are there any gaps? 

3. What is your view on the quality and effectiveness of the social prescribing 
services being delivered? What evidence do you have for this? Are there any 
organisations or approaches that you think are particularly effective, and why 
is this? 

4. When you refer people to social prescribing, do you have a system in place 
for coding and following up referrals afterwards? How does this work? 

5. Have you found that particular approaches work better for people with 
particular backgrounds or levels of need or complexity? If so, can you explain 
more? Are you aware of any commonalities between people who seem to 
benefit most, or least, from social prescribing? 

6. In your view, what training, supervision and support do social prescribing link 
workers need and how should this be provided? 
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7. Are you involved in forming a primary care network and do you have plans to 
access funding to recruit social prescribers? Can you say anything about your 
proposals? 

8. What would you say are the key success factors for a good social prescribing 
service model?  What outcomes would you want to see delivered? 

9. Do you have any ideas about how a more coordinated and robust model of 
social prescribing could or should develop in the future?  How might this be 
funded or supported? 

10. Is there anything else you would like to say? 
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14.3 Topic guide for interviews with key stakeholders 

14.3.1 Introduction 

Thank you for agreeing to take part in this interview, which should take around 45 
minutes.  

Community Southwark has engaged my company, Cordis Bright, to carry out a 
review of social prescribing in Southwark. We are working with a steering group, 
which is led by Community Southwark and the Southwark Local Care Network 
and also includes representatives from the, Guy’s and St Thomas’ Charity, local 
GPs and primary care. The overall purpose of our review is to understand more 
about the different forms of social prescribing activity currently taking place in 
Southwark and people’s views about what works in social prescribing. The review 
will inform a longer-term approach to social prescribing in Southwark, which will 
be based on an understanding of needs in the borough, what services exist to 
meet need, which approaches are likely to be effective and for whom, and where 
the gaps are. 

This work will initially be focused on supporting people with long-term conditions 
who have emerging or multiple health, care and wellbeing needs; however, over 
time it will be expanded out across other patient/service user groups.   

What you say in this interview will remain confidential. However, if you tell us 
something which makes us think you or someone else is at risk of harm, we 
would have to report this through relevant safeguarding procedures. We would try 
to discuss this with you before doing so.  We will not attribute comments or your 
views to you in any report that we produce on the basis of this interview. 

If you have any questions as we go through the interview please do ask.  Thank 
you again for your time and taking part. 

14.3.2 Background 

1. Are you a commissioner, service user/carer, provider of services or other 
stakeholder (if other expand)? 

2. What is your understanding of the term ‘social prescribing’? (Prompts: where 
does your definition come from; is it based on any research or theory; what 
does it mean in practice?) (Prompt definition: “The aim of social prescribing is 
to help people live their lives as well as possible, with a focus on supporting 
them to take control of and to improve their health, wellbeing and social 
welfare. Social prescribing links people into personal networks as well as 
practical and emotional support within communities and the voluntary sector. 
This is often via their GP, nurse or other primary care professional.”) 

14.3.3 Your views on social prescribing 

3. How does social prescribing fit with local strategies and plans for the 
development of health and social care services in Southwark? 
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4. What do you think are the potential benefits and impacts of social 
prescribing? 

5. What is your view on the availability of activities and initiatives that broadly fit 
within a working definition of ‘social prescribing’ in the borough? 

• Are there enough social prescribing services? 

• Are there enough suitable activities or services for social prescribers to 
refer people to?  Are these funded appropriately? 

• Are they serving the right people? 

• Is there any overlap or duplication? 

• Are there any gaps? 

6. What is your view on the quality and effectiveness of the social prescribing 
services being delivered? What evidence do you have for this? Are there any 
organisations or approaches that you think are particularly effective, and why 
is this? 

7. (For funders and commissioners) How do you assure the quality of social 
prescribing activity? 

8. What are the main lessons you have learnt from your experience of being 
involved with social prescribing? What do you think are the strengths and 
weaknesses of current provision in Southwark? 

9. Have you found that particular approaches work better for people with 
particular backgrounds or levels of need or complexity? If so, can you explain 
more? Are you aware of any commonalities between people who seem to 
benefit most, or least, from social prescribing? 

10. What would you say are the key success factors for a good social prescribing 
service model?  What outcomes would you want to see delivered? 

11. Do you think there are any groups of people who could potentially benefit 
from social prescribing but aren’t currently getting a service? If so, why is this 
and what are the barriers for this group? What can be done to address this, 
do you think? 

12. Do you have any ideas about how a more coordinated and robust model of 
social prescribing could or should develop in the future?  How might this be 
funded or supported? 

13. Is there anything else you would like to say? 
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14.4 Topic guide for interviews with social prescribing projects/initiatives 

14.4.1 Introduction 

Thank you for agreeing to take part in this interview, which should take around 45 
minutes.  

Community Southwark has engaged my company, Cordis Bright, to carry out a 
review of social prescribing in Southwark. We are working with a steering group, 
which is led by Community Southwark and the Southwark Local Care Network 
and also includes representatives from Guy’s and St Thomas’ Charity, local GPs 
and primary care. The overall purpose of our review is to understand more about 
the different forms of social prescribing activity currently taking place in 
Southwark and people’s views about what works in social prescribing. The review 
will inform a longer term approach to social prescribing in Southwark, which will 
be based on an understanding of needs in the borough, what services exist to 
meet need, which approaches are likely to be effective and for whom, and where 
the gaps are. 

This work will initially be focused on supporting people with long-term conditions 
who have emerging or multiple health, care and wellbeing needs; however, over 
time it will be expanded out across other patient/service user groups.   

What you say in this interview will remain confidential. However, if you tell us 
something which makes us think you or someone else is at risk of harm we would 
have to report this through relevant safeguarding procedures. We would try to 
discuss this with you before doing so.  We will not attribute comments or your 
views to you in any report that we produce on the basis of this interview. 

If you have any questions as we go through the interview please do ask.  Thank 
you again for your time and taking part. 

14.4.2 Background 

1. What is your job role and how long have you been in post? What attracted 
you to the role? What skills and experience make you effective in post? 

2. What is your understanding of the term ‘social prescribing’? (Prompts: where 
does your definition come from; is it based on any research or theory; what 
does it mean in practice?) 

3. What are the aims and objectives of your social prescribing service/initiative? 
What was the rationale for setting it up and how long has it been in 
existence?  Is it a commissioned service, if so by whom? 

14.4.3 How your service/initiative works 

4. Can you explain how your service/initiative works? For example: 

• Where is it based?  

• How are people referred to you? 
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• Who makes referrals to your service (GPs, social care?) 

• How are referrals assessed and do you have criteria for working with 
people? 

• What is the usual pathway once people are accepted? 

• What types of activities do you either deliver or direct people to?  Are these 
activities funded? 

• Where are people referred on to? 

• What is the length of time you work with people? Is this flexible? 

5. Does your service/initiative work with a specific group (e.g. older people, 
people with a long-term condition) or in a specific neighbourhood or 
geographical area? Are there any groups you can’t or don’t work with? 

6. How many paid staff work in your service/initiative as link 
workers/navigators/support staff? Are you able to give us copies of job 
descriptions and person specifications for their roles, so that we can 
understand more about what they do? 

7. How is your service/initiative funded? What is its total annual budget, 
excluding overheads?  If you are a commissioned service, what it the length 
of your contract? 

8. Have any link workers/navigators/support staff within your team received any 
formal training and development? If so, who delivered the training, in what 
format and how useful was this? Are there any specific training opportunities 
you would want to access through this work? [prompt - with what kinds of 
cases do you feel out of your depth?]  

9. How does your organisation assure the quality of social prescribing activity? 
For example, do you have any quality assurance processes or protocols? 
What direct supervision is available to you? 

10. What outcomes is your service/initiative trying to achieve? (Prompts, 
outcomes for people, such as change in behaviour, attitudes, knowledge or 
skills; outcomes for local services, such as keeping people out of hospital or 
from attending the GP surgery or A&E as often) 

11. Do you have any means of measuring these outcomes, for example 
questionnaires you give to people? If so, would you be able to share the 
results with us? How effective do you think these tools are? 

14.4.4 Learning about social prescribing 

12. What challenges have you found in setting up and/or running your 
service/initiative? How have you overcome these? 

13. What are the main lessons you have learnt from your experience of 
implementing your service/initiative? What do you think are the strengths and 
weaknesses of your model? 
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14. Have you found that particular approaches work better for people with 
particular backgrounds or levels of need or complexity? If so, can you explain 
more? Have you noticed any commonalities between people who seem to 
benefit most, or least, from social prescribing? 

15. What would you say are the key success factors for a good social prescribing 
project? 

16. Do you have any case studies you could share with us? 

17. Do you think there are any groups of people who could potentially benefit 
from social prescribing but aren’t currently getting a service? If so, why is this 
and what are the barriers for this group? What can be done to address this, 
do you think? 

14.4.5 Your project and the local system 

18. Which other organisations do you work most closely with? What are the 
benefits of these relationships? Are there any organisations you would like to 
have closer relationships with? 

19. How does your project complement or support other work that is going on to 
support your client group? 

20. Do you have any ideas about how a more coordinated and robust model of 
social prescribing in Southwark could or should develop in the future? 

14.4.6 Finally 

21. What are your aspirations for your service/initiative in the future? 

22. Is there anything else you would like to say? 

Thank you again for your time 
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15 Appendix H: GP E-Survey analysis 

The GP e-survey was intended to capture the views of local GPs and other 
primary care professionals regarding social prescribing. 

The survey received 12 responses. Figure 17 shows that the majority (8) of 
respondents were GPs. Given the small sample size, the results of the survey 
should not be considered to be representative of the views of all GPs in 
Southwark and any analysis of the results should take this into account. 

Figure 17: What is your role (n=12) 

 

15.1 Social prescribing usage 

The majority (10) of respondents to the GP survey reported that their GP surgery 
does social prescribing. When respondents were asked whether they had ever 
referred patients to any social prescribing activities/support/services, the majority 
(11) of respondents answered yes, and none reported that they had not made 
any referrals. This is summarised in Figure 18. 
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Figure 18: Have you ever referred patients to any 'social prescribing' activities/supports/services 
(i.e. those typically delivered by the voluntary and community sector)? (n=12) 

 

Respondents appeared to make regular use of social prescribing activities, 
support and services, with half (6) reporting that they make referrals once a 
week. This is summarised in  

Figure 19: If yes, how often do you refer patients to 'social prescribing' activities/support/services? 
(n=12) 

 

15.2 Referral pathways 

Figure 20 shows that the most commonly reported pathway for social prescribing 
in the GP survey was clinicians referring to someone else (7), followed by 
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referring to a link worker based in the community (4) and a link worker based in 
the surgery (4).  

In free text questions, the most commonly described pathways were referring 
through a link worker or coordinator (five respondents), referring through a Health 
Care Assistant (three respondents) and to community groups and classes e.g. 
yoga and other exercise classes (two respondents). One respondent described 
how their practice does not have an official referral system but at times clinicians 
will make referrals to the local settlements themselves 

Figure 20: If your surgery does do social prescribing, how does it work? (n=12)89 

 

Four survey respondents who have link workers/navigators based in their surgery 
gave further details about them. All reported that only one link worker/navigator is 
based in their surgery and there was a range in how often they work, with one 
employed full time and all other link workers/navigators working in this role only 
part of the week. The job titles included SAIL navigator (employed by a charity), 
administrator and SAIL coordinator (employed by the surgery) and Health Care 
Assistant (employed by the surgery).   

Of survey respondents who refer to a link worker/navigator, all reported referring 
to SAIL navigators (Age UK Lewisham and Southwark) (Figure 4). In comments, 
other types of link workers/navigators which were noted include those associated 

                                                

89 Respondents were able to pick multiple responses for this particular question which is why responses on the 
graph add up to more than 12. 
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with Pembroke House, Self-Management UK, Age UK, Community IAPT and a 
wellbeing hub. 

Figure 21: What types of link workers/navigators do you tend to refer people to? (n=6) 

 

15.3 Patient pathways 

Half (6) of the survey respondents noted that there is no system in place for 
tracking referrals and/or patient-level outcomes once they have referred their 
patient to social prescribing. This is summarised in Figure 22.In free text 
questions, where respondents were aware of systems in place for tracking patient 
pathways, the majority referred to the coding systems used in their GP surgeries 
to make referrals and in a minority of cases respondents commented that there 
was a coding system for outgoing referrals but no way of tracking patient 
outcomes. The majority of respondents reported using ‘read codes’/SNOMED 
codes. 
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Figure 22: If you do support patients to access social prescribing, is there a system in place for 
tracking referrals and/or patient-level outcomes from referrals? (n=12) 

 

15.4 Effectiveness of current social prescribing services in Southwark 

Respondents who answered the survey, most commonly referred to the Age UK 
and SAIL programme whilst three-quarters of respondents reported also using 
Primary Care Navigators, the Southwark Wellbeing Hub and SAIL Care 
Navigators. In free text questions, respondents reported use of other social 
prescribing services which included: exercise programmes and other physical 
activity opportunities, gardening activities, the Dragon café and Citizens advice. 

As part of this question, respondents were also asked to rate how effective they 
though the service was. Figure 23 shows that for 6 out of the 8 services, the 
majority of respondents rated each service as either slightly effective or highly 
effective. Respondents who had referred to the Local Settlement Embedded 
Navigators were mixed in their views, with two people rating it as highly effective 
but one person considering it to be highly ineffective. Respondents were less 
clear about their opinion on Guys’ and St Thomas’ Charity Learning Partnerships 
and the Community Health Asset Mapping Project Southwark (CHAMPS), with all 
respondents rating it to be neither effective nor ineffective. 

A minority of respondents commented that it was difficult to judge the 
effectiveness of different social prescribing services as no feedback is provided 
by the services on patient outcomes. 



   Community Southwark  
Social prescribing review  

 

 

 

© | June 2019 137 

DRAFT 

Figure 23: If you do refer patients to 'social prescribing' activities/support/services which ones do 
you typically use? For each initiative, please rate how effective you think it is. (n=12)90 

 

The majority (4) of respondents who don’t refer patients to social prescribing 
services attributed this to not knowing how to make referrals. Half of the 
respondents to this question answered ‘other’ and commented that their practice 
does not have a system in place and that somebody else in the surgery carries 
out the role. This is summarised in  

                                                

90 Respondents were able to pick multiple responses for this particular question which is why responses add up 
to more than 12 on the graph. 
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Figure 24: If you don't refer patients to 'social prescribing' activities/support/services, why is this 
(n=6) 

 

15.5 Strengths and gaps in social prescribing service provision 

Respondents were asked to choose the top three groups of patients they think 
benefit most from social prescribing. Xx shows that the most popular choices 
were: 

• Patients who are socially isolated (8) 

• Patients with a low level of knowledge, skills and confidence in managing 
their own health and care, and/or who feel a low level of engagement and 
confidence in taking care of their condition (7) 

• Patients with mild to moderate mental health conditions (5) 

In free text questions, respondents who had specified ‘other’ reported additional 
categories including people with learning difficulties and anybody who feels 
isolated. One respondent also noted that they had chosen socially isolated 
patients and patients over 65 because there are a lot of options for these patients 
already but considered that patients with mental health issues would benefit from 
further support. 
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Figure 25: Which groups of patients do you think benefit most from social prescribing? Please 
choose your top 3 (n=12) 

 

Respondents were also asked whether there were groups of patients who might 
benefit from social prescribing services but there was not currently any services 
for them. The majority of respondents to this question answered yes (7) and the 
rest did not know (4). Respondents considered that the patients who would most 
benefit from social prescribing and currently have limited access to services are: 

• Patients with a low level of knowledge, skills and confidence in managing 
their own health and care, and/or who feel a low level of engagement and 
confidence in taking care of their condition (5) 

• Patients who are socially isolated (4) 

This is similar to the answers to the previous question, which corroborates the 
sense that these are the groups of patients who clinicians most consider social 
prescribing to be beneficial to. In free text questions, participants noted that other 
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groups of patients which social prescribing could benefit are people with learning 
disabilities and people at risk. 

Figure 26: Which groups of patients currently do not receive sufficient social prescribing services 
and should do? (n=9) 

 

15.6 Future development of social prescribing in the future 

Respondents unanimously agreed that social prescribing in Southwark should be 
further developed in the future (see figure  
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Figure 27: Do you think social prescribing in Southwark should be further developed in the future? 
(n=12) 

 

In free text questions, respondents offered examples of how they thought social 
prescribing should be further developed. The main themes which emerged 
included: 

• Recommendations for new pathways, such as local gardening groups, art 
groups and exercise groups.  

• Expanding link workers’ skills and knowledge. Particular suggestions 
included: 

• Helping patients with benefits and forms  

• Link workers having greater knowledge of local support and how to connect 
patients so that they are able to support a broader demographic of clients 

• Link workers offering greater support for people with ‘low level’ mental 
health concerns and teenagers with weight concerns. 

• Better embedding link workers within practices, ensuring there is only one 
point of access to them and providing education for GPs so they are 
comfortable making referrals. 

• Increasing the patient-centred nature of the programme, including link 
workers physically accompanying patients on their first visit to the support 
services they are referred to. 

 



 

 

 

 

 


