
Introduction
In England, more than 15 million people have a Long 
Term Condition (LTC) [1]. The numbers of people with 
chronic conditions are growing, with a particularly rapid 
rise in the number of people with three or more chronic 
conditions at once [1]. When it comes to manage chronic 
disease in the English National Health System (NHS), 
service delivery tended to fragment care, both within 
the sectors of the health service, i.e. primary, secondary, 
and tertiary care, and between sectors, i.e. health and 
social care [2]. To meet the complex needs of people 
with (multiple) chronic conditions, the development of 
delivery systems that integrate a range of professionals 
and skills from the cure and care sector are required [3, 4]. 
Integrated care is expected to improve patient safety, 
quality of care, user experience, and cost-effectiveness 
through better coordinated and more continuous care 
[2, 5]. 

There is no single model of integrated care, as there are 
different types of integration focusing on different patient 
groups. Integration may focus for example on the three 

sectors of the health service (vertical integration), the 
social and health sector (horizontal integration), and the 
integration of care within one sector [2, 5]. This paper will 
focus on the integration of the social and health sector to 
enhance quality of care and user experience.

In response to the need of a more integrated delivery 
system, there were several attempts to introduce 
the integration of the health and social sector in the 
English NHS, including social prescription interventions 
[2, 6, 7]. Social prescribing is a way of linking patients 
in primary care with sources of non-medical support, 
typically provided by the third sector (including charities, 
voluntary, and community groups) [8]. The interest in 
social prescribing is rising because of the increasing 
burden of LTCs, the cost implications this poses for 
service delivery, and the crisis in general practice [9–11]. 
Recent studies on social prescribing indicate that there 
is a potential for health and wellbeing improvements 
in people with LTCs and reductions in health resource 
use [10, 12–15]. Despite the need for more robustly 
evaluated examples in real-world conditions to proceed 
the integrated care agenda, most evaluations of social 
prescribing interventions appear to be small scale and 
limited by poor design and reporting [11, 15, 16].

This paper describes the design of a qualitative study 
looking at several outcomes: Factors that hinder and 
facilitate the implementation of social prescribing 
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interventions as well as factors that affect service user 
adherence, uptake, and completion. Previous research 
identified a standardised training programme for 
navigators, networking events to share best practice [17], 
and shared understanding of an intervention [18] as 
facilitators to the implementation of social prescribing 
interventions. Lack of partnership and service level 
agreements [18], high staff turnover [19], and low practice 
staff engagement, including low referral rates form health 
professionals [18] were identified as barriers to social 
prescribing interventions. Factors that affect service users’ 
uptake, adherence, and completion of the programme 
could be related to service users’ personality traits, health-
believes, and motivation [20]. These outcomes are fairly 
universal in evaluating interventions of integrated care, 
such as social prescription, and therefore are deemed 
to be highly generalizable [20–23]. This study aims to 
contribute to the development of an evidence base for 
social prescription programmes in the UK, to inform 
practice and policy, and to provide insights and learning 
for the implementation of future social prescription 
programmes. 

The intervention
Social prescribing is an approach that can bridge the 
existing gap between the health and third sector [7]. There 
is no single and agreed understanding of what constitutes 
social prescribing, hence interventions vary across the 
United Kingdome in terms of their referral routes, target 
groups, specific objectives, and range of non-medical 
support options [16, 24]. However, based on previous 
research in England, social prescribing interventions were 
delineated into four groups: Signposting, Light, Medium, 
and Holistic [9]. 

The research focuses on a holistic social prescribing 
pilot programme that was implemented in one Clinical 
Commissioning Group (CCG) area in the East of England 
(Luton) in 2015. The aims of the pilot are to enhance 
primary care patient outcomes and the collaboration 
between community, public, and health services. The 
social prescribing model is based in primary care and 
involves navigators who are based in general practices 
across the four clusters of Luton. In the Luton model, 
general practitioners refer primary care patients with (i) 
diabetes and pre-diabetes, (ii) mild to moderate mental 
health issues, (iii) Chronic Obstructive Pulmonary 
Disease (COPD), and (iv) carers, with non-medical needs 
to a navigator. Recognising that people’s health is also 
determined by social, economic, and environmental 
factors, the navigators’ role is to assess the non-medical 
needs of patients. In a next step, the navigators refer, or 
signpost, patients to sources of support within the third 
sector, with the aim to improve their health and wellbeing. 
In order to receive referrals from the social prescription 
programme, service providers have to complete an 
accreditation process. Examples of services and activities 
include art therapy, walking and reading groups, exercise 
classes, nature-based activities, and volunteering, as well 
as support with employment, debt, housing, and legal 

advice. Navigators can refer patients to a maximum of 
twelve sessions, which are free of charge for service users. 
Whilst on the social prescription programme, there are no 
limits to the number of times a service user can meet with 
a navigator. Therefore, the numbers of sessions the service 
user can have with a navigator depend on the service 
user’s needs. 

Philosophical perspective
This research is based on the critical realist paradigm. 
Critical realism is a relatively contemporary philosophy 
of science that offers an alternative to the established 
purist paradigms of positivism and interpretivism [25, 26]. 
Critical realism was founded by Roy Bhaskar in the 1970s 
and 1980s, and it was further developed by Margaret 
Archer, Mervyn Hartwig, Tony Lawson, Alan Norrie 
and Andrew Sayer [27]. Although it is a relatively new 
philosophical stance in health research, it is becoming 
increasingly influential [28].

The ontological assumptions (i.e. the nature of reality) 
of critical realism is that the world is a stratified, open 
system [29–31]. Critical realism assumes an inter-related 
stratified ontology divided into three domains: the 
real (those structures and mechanisms that generate 
phenomena), the actual (those aspects of reality that 
occur but may not be observable), and the empirical 
(those aspects of reality that can be directly or indirectly 
experienced and observed) [28, 32].

Bhaskar draws a distinction between reality and the 
accepted knowledge of that reality [33]. Although reality is 
believed to be independent of knowledge and perception 
(intransitive domain), the generation of knowledge about 
that reality is socially derived and a human activity that is 
dependent on theories, methods, models, and techniques 
used by researchers at a certain time and place (transitive 
domain) [32, 34]. Hence, critical realists belief that 
knowledge is articulated in two dimensions: 

“It is a socially produced knowledge of a neutral 
(human independent) thing” [21, p. 65]

The distinction between the intransitive and transitive 
domains points out that despite ontological realism, 
epistemological (i.e. our knowledge of reality) relativism is 
adopted [35]. Therefore, critical realists view the process of 
scientific knowledge construction as socially constructed, 
historically emergent, political, and imperfect [36]. 
Contrary to positivists, critical realists do not restrict 
reality to structures, processes, and mechanisms that are 
visible and empirically observable.

Critical realists believe that observable phenomena are 
embedded in a wide range of mechanisms, processes, 
and structures which occur under certain conditions, 
and therefore consider the importance of contextual 
factors (including structural, organizational, and human 
constrains) in knowledge generation [32]. Their main 
claim is that the implementation of an intervention, as 
well as service users’ behaviour and decision-making, are 
influenced by contextual factors [37]. This has been an 
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important guiding principle in the research described in 
this paper, as the researchers aimed to embed the research 
findings in the wider research context. Thus, critical 
realism provides a strong philosophical ground for this 
qualitative research study.

Research aims
The first aim of this study is to identify factors that hinder 
and facilitate the implementation of the Luton social 
prescribing pilot. The second aim is to explore factors that 
affect service user adherence, uptake, and completion of 
this social prescribing programme. 

Research methods
Study design
A qualitative study design will be employed to address 
the two objectives of the research. In order to develop 
a comprehensive understanding of factors that hinder 
and facilitate the implementation of the Luton social 
prescribing programme, the perspectives of four 
stakeholder groups, namely health professionals, 
navigators, managers, and service providers from 
the third sector, are studied for the first objective. 
Managers include all stakeholders that are involved in 
the implementation process, for example, local CCG 
members, steering group members, the programme 
managers, and public health consultants. To gain 
an understanding of the factors that affected the 
engagement, and non-engagement, of service users, 
the perspective of service users (including those who 
didn’t engage with the programme after being referred 
by a GP) are studied. This research method enables the 
researchers to access the stakeholders’ insights into the 
details of the implementation process and engagement 
of referred primary care patients. This study is part of a 
PhD study, which takes three years. 

To protect the participants’ safety, rights, wellbeing 
and dignity, this research has been reviewed and given 
favourable opinion by the Institute for Health Research 
Ethics Committee at the University of Bedfordshire, 
National Research Ethics Committee (REC), and the 
National Health Research Authority (HRA). 

Setting
The research described in this protocol will take place in 
the East of England in Luton.

Sample
Purposive sampling is a method of non-probability 
sampling, in which participants are selected based 
on certain predefined criteria, such as experiences 

or knowledge [38]. Purposive sampling is often used 
when small samples are studied using focused data 
collection methods such as semi-structured interviews 
[39]. A purposive sampling strategy will be employed 
to maximise the representativeness and diversity 
of stakeholders involved in the social prescription 
programme. Hence, a purposive sampling strategy will 
be adopted to select health professionals, managers, 
navigators, and service providers involved in the 
implementation of the pilot, as well as service users 
across different engagement levels. Based on the 
number of stakeholders involved in the implementation 
of the social prescription pilot, it is planned to recruit 
between 22 and 25 stakeholders (GPs = 4 (one from 
each participating surgery), navigators = 4 (total number 
of employed navigators), service providers = 5–8 (of 
different: size, commissioning status, and services) 
managers = 9 (based on the number of managers in 
the pilot) to address the first objective of the study.

To address the second objective, it is planned to recruit 
between 15 and 20 service users, i.e. primary care patients 
who were referred to the social prescription programme, 
across different engagement levels. The inclusion and 
exclusion criteria for all service users, including those 
who didn’t engage after the referral to the programme, 
are displayed in Table 1. 

Recruitment
Managers and navigators
Managers and navigators will be invited to take part in 
the study via email. The email will contain: an invitation 
letter, an information sheet, and a contact sheet on which 
potential participants can indicate whether they wish to 
take part in the study. 

General practitioners
Navigators, the project manager, and members of the 
CCG agreed to help with the recruitment of general 
practitioners for the study. They were asked because they 
have established relationships with involved GPs, which 
could increase the response rates to the invitation emails. 
Navigators, the project manager, and members of the 
CCG will inform GPs about the study through various 
ways, for example during routine meetings or via email. 
An invitation to the study, the information sheet, and a 
contact form will be send out to all involved GPs via email.

Service providers in the third sector
The project manager and the navigators agreed to help 
with the recruitment of service providers from the third 
sector, as they have established relationships with service 

Table 1: Inclusion and exclusion criteria for the service user sample.

Inclusion criteria Exclusion criteria

•	 Referred to the SP service by a GP
•	 Referred to SP some time over the past year (from the point 

on when recruitment of participants start in the study)
•	 Sufficient English speaking skills to take part in the study

•	 Service users with significant hearing impairments
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providers and communicate with them on a regular basis. 
They will explain the research study to selected service 
providers and ask them whether they are interested in 
participating in the study. If so, prospective participants 
will receive an invitation email, the information sheet, 
and contact form via the provided email address. To 
avoid that service providers feel pressured to take part 
in the study, managers and navigators will highlight that 
participation in the study is voluntary.

Service users
To protect the privacy of service users, navigators were 
asked to help with service user recruitment for this 
study. Navigators will hand out or send out by post a 
recruitment pack to eligible service users, consisting of 
an invitation letter, information sheets, a contact form, 
and a pre-paid envelope to return the contact form to 
the researchers. To support navigators and to ensure that 
consistent information is provided to eligible service 
users, navigators are provided with a guide for service 
user recruitment. Additionally, to avoid that eligible 
service users feel coerced into participation, navigators 
will highlight that participation is voluntary, confidential, 
and that taking part will not affect the care patients 
receive, when handing out the recruitment pack.

Interview schedules
Given that each stakeholder group has different roles 
and responsibilities in the implementation process 
of the social prescription programme, four different 
interview schedules are developed to explore facilitators 
and barriers to the implementation. To explore factors 
affecting the uptake, adherence, and completion of the 
social prescription programme, a fifth interview schedule 
is developed for service users. It is planned to conduct all 
interviews face-to-face. The interviews will last between 
30 and 45 minutes. 

The interview guides are drafted based on knowledge 
gained from a literature review and the pathway of 
the social prescription programme in Luton. Interview 
schedules are discussed with experts and researchers in 
the field, as well as piloted with a convenient sample 
of one or two stakeholders per stakeholder group. 
The questions in the interview schedules for health 
professionals, navigators, and service providers are 
structured around the roles and relevant pathways 
for each stakeholder group. Hence, questions to 
health professionals are structured around setting 
up the programme in a practice, the first part of the 
social prescription pathway, i.e. the identification and 
referral of primary care patients, and their reasons 
for engagement and disengagement. Questions for 
navigators are structured around their experience 
of performing the navigator role and establishing 
themselves in a surgery. Questions for service providers 
are structured around their reasons for engagement, 
the accreditation process, and final path of the social 
prescription programme, i.e. receiving referrals and 
providing services. As managers are not directly involved 
in delivering the service, questions for managers are 

structured around the implementation process in 
general. By asking a general question, for example 
‘What facilitated the implementation process?’, managers 
have the opportunity to talk about factors that are 
relevant from their perspective, determined by their 
role and responsibilities. In general, all four interview 
schedules are deigned to support the development 
of an understanding of facilitators and barriers to the 
implementation of the social prescription programme. 

Similar to the interview schedules for health 
professionals, navigators, and service providers, the 
interview questions for service users are structured 
around the social prescription pathway from a service 
user’s perspective. This provides the opportunity to 
explore the reasons for a service user’s behaviour or 
decisions, by asking, for example, ‘Why did you agree 
to be referred to the social prescription programme?’ 
or ‘Why did you attend the services/activities as 
agreed with the navigator? Why not?’ Going through 
each stage of the social prescription pathway from a 
service user’s perspective, supports the development 
of an understanding of factors affecting the uptake, 
adherence, and completion of the programme.

Data collection and storage
Given the context and the aim of the study, stakeholders 
involved in the implementation and delivery of the 
social prescribing pilot work together on a daily-basis. 
Thus, the existing power imbalances between potential 
participants, i.e. managers and employees, may limit 
disclosure during group discussion, for example in the 
form of focus groups [40]. Similarly, it is likely that 
service users would not feel comfortable discussing their 
experiences, and reasons for engaging, or not engaging 
with the programme, in a group [41]. Therefore, semi-
structured interviews are the most appropriate data 
collection tool to explore the insights’ of stakeholders 
in details while offering a private and confidential 
environment. 

All interviews will be recorded with an audio-recorder, 
transferred to a password protected work computer, and 
then transcribed verbatim as a Microsoft Word document. 
The audio-recordings and Microsoft Word documents will 
be stored at a password- protected work computer, in a 
password-protected file. 

Consent
Written consent for the participation in the study, that 
the interview is audio-recorded, and the use of verbatim 
anonymised quotes in the PhD thesis, research reports, 
and articles will be obtained from each participant 
immediately before the interview.

Data analysis
Each transcript will be compared to the original audio-
recordings for accuracy. To protect the privacy of 
participants, identifiable information, such as participants’ 
and their organisations’ names, are removed from the 
transcripts. Iterative thematic analysis will be used to 
analyse the data. As described by Braun and Clarke (2006) 
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[42], this study follows the following phases of iterative 
thematic analysis: 

Phase 1: Familiarisation with the data.
Phase 2: Generating initial codes.
Phase 3: Searching for themes.
Phase 4: Reviewing themes.
Phase 5: Defining and naming themes.
Phase 6: Producing the report.

One researcher will conduct the coding and data analysis, 
under the supervision of two experienced qualitative 
researchers. The created codes will be developed into 
categories and themes, and reviewed and refined 
throughout the process. The computer assisted qualitative 
data analysis programme QSR NVivo 11 will be used to 
assist the analysis. Following the critical realist philosophy, 
contextual factors and their influences on participants’ 
experiences, behaviour, and decisions will be considered 
in the analysis. Hence, the experiences and views of 
participants will be related to social structures, networks, 
and other contextual factors. This is in line with critical realist 
research that aims to look beyond surface appearances in 
order to understand the underlying processes that may 
account for the phenomena under study [26].

Discussion
This paper presents a design of a qualitative study 
to be conducted on service user engagement, the 
implementation, and delivery of a social prescribing 
pilot across the four clusters in Luton. The methods of 
data collection and analysis will enable a thorough study 
of barriers and facilitators to the implementation and 
delivery of the pilot, as well as factors affecting service 
user engagement and disengagement, from various 
stakeholder perspectives. The critical realist philosophy 
makes it possible to go beyond lived experiences of 
interviewees, by exploring possible relationships between 
contextual factors and the participants’ experiences, 
views, and behaviour.

It is clear from the literature that the majority of social 
prescribing interventions in the United Kingdom were 
not evaluated or limited by poor design and reporting 
[11, 15, 16]. Despite the need for a robust evidence 
base for the emerging concept of social prescribing, 
most studies that were evaluated poorly report the 
methodologies, which leaves the quality of the research 
studies questionable [8, 43]. Additionally, most available 
evaluation reports on social prescribing made reference 
to factors that facilitate or hinder implementation and 
delivery, but none looked specifically at these factors. 
Despite available evidence that patient-level factors 
predict the implementation and delivery of health 
interventions [44, 45], to the best of the researchers 
knowledge, there is no study that aimed to understand 
why primary care patients engage, or do not engage, 
with social prescribing. Findings of this study aim to fill 
this existing knowledge gap and may serve as a useful 
resource to improve the implementation and delivery of 
future social prescribing interventions.

There are also some limitations to this study, which 
need to be taken into consideration. For this study, 
service users, i.e. primary care patients who were referred 
to the social prescription programme, were interviewed 
only. There is no data on primary care patients who 
refused to be referred to the social prescription 
programme in Luton when a GP suggested a referral 
during a routine consultation. Therefore this group is not 
included in the study, and factors that affect the uptake 
of primary care patients who agree to be referred to the 
programme is explored exclusively. Future research, 
including primary care patients who refused to be 
referred to a SP intervention, is required to understand 
the barriers to the user uptake of social prescribing  
programmes.

Conclusion
The proposed methodology allows a robust qualitative 
assessment of factors hindering and facilitating the 
implementation and delivery of social prescribing 
interventions, as well as factors affecting the engagement, 
and non-engagement, of service users. Findings of this 
research can contribute to strengthen the evidence base 
for social prescription, inform policy and practice, and 
inform future research in this field.

Reviewers
Dr Janet Brandling, Research Fellow, University of the 
West of England, Bristol, UK.

Dr Agnieszka Ignatowicz, Qualitative and PPI Lead for 
Research Design Service WM, Warwick Medical School, 
The University of Warwick, UK.

Dr Richard H. Kimberlee, Senior Research Fellow, 
Faculty of Health and Life Sciences, University of the West 
of England, Bristol, UK.

Competing Interests
The authors have no competing interests to declare.

Author Contribution
All authors were involved in the conception and design of 
the study. JVP drafted the manuscript. YP and GR helped 
to critically revise the manuscript. All authors read and 
approved the final manuscript.

References
	 1.	Department of Health. 2010 to 2015 

government policy: Long term health conditions 
[Internet]; 2015. Available from: https://www.
gov.uk/government/publications/2010-to-
2015-government-policy- long-term-health-
conditions/2010-to-2015-government-policy-long-
term-health-conditions.

	 2.	Shaw, S, Rosen, R and Rumbold, B. An overview 
of integrated care in the NHS. What is integrated 
care? 2011; London.

	 3.	Goodwin, N, Smith, J, Davies, A, Perry, C, Rosen, 
R, Dixon, A, et al. Integrated care for patients and 
populations: Improving outcomes by working 
together. 2012; London.

https://www.gov.uk/government/publications/2010-to-2015-government-policy-long-term-health-conditions/2010-to-2015-government-policy-long-term-health-conditions
https://www.gov.uk/government/publications/2010-to-2015-government-policy-long-term-health-conditions/2010-to-2015-government-policy-long-term-health-conditions
https://www.gov.uk/government/publications/2010-to-2015-government-policy-long-term-health-conditions/2010-to-2015-government-policy-long-term-health-conditions
https://www.gov.uk/government/publications/2010-to-2015-government-policy-long-term-health-conditions/2010-to-2015-government-policy-long-term-health-conditions
https://www.gov.uk/government/publications/2010-to-2015-government-policy-long-term-health-conditions/2010-to-2015-government-policy-long-term-health-conditions


Pescheny et al: Evaluating the Implementation and Delivery of a Social Prescribing InterventionArt. 13, page 6 of 7  

	 4.	NHS Confederation. The 2015 Challenge 
Declaration. 2014; London.

	 5.	Ham, C and Curry, N. Integrated care. What is it? 
Does it work? What does it mean for the NHS? 2011; 
London.

	 6.	Department of Health. Delivering better 
integrated care [Internet]. NHS Engl. [cited 2017 Mar 
28]. Available from: https://www.gov.uk/guidance/
enabling-integrated-care-in-the-nhs.

	 7.	South, J, Higgins, TJ, Woodall, J and White, 
SM. Can social prescribing provide the missing 
link? Prim. Health Care Res. Dev, 2008; 9: 310–8.
Cambridge: Cambridge University Press.

	 8.	Centre for Reviews and Dissemination. Evidence 
to inform the commissioning of social prescribing. 
2015.

	 9.	Kimberlee, R. What is Social Prescribing? Adv. 
Soc. Sci. Res. J, 2015; 2: 102–10. DOI: https://doi.
org/10.14738/assrj.21.808

	 10.	Moffatt, S, Steer, M, Lawson, S, Penn, L and 
Brien, N. Link worker social prescribing to improve 
health and well-being for people with long-term 
conditions: Qualitative study of service user 
perceptions. BMJ Open, 2017; 7. DOI: https://doi.
org/10.1136/bmjopen-2016-015203

	 11.	Bickerdike, L, Booth, A, Wilson, PM, Farley, K 
and Wright, K. Social prescribing: Less rhetoric and 
more reality. A systematic review of the evidence. 
BMJ Open, 2017; 7. DOI: https://doi.org/10.1136/
bmjopen-2016-013384

	 12.	Mossabir, R, Morris, R, Kennedy, A, Blickem, C 
and Rogers, A. A scoping review to understand the 
effectiveness of linking schemes from healthcare 
providers to community resources to improve the 
health and well-being of people with long-term 
conditions. Health Soc. Care Community, 2015; 23: 
467–84. England. DOI: https://doi.org/10.1111/
hsc.12176

	 13.	Kilgarriff-Foster, A and O’Cathain, A. Exploring 
the components and impact of social prescribing. J. 
Public Ment. Health, 2015; 14: 127–34. DOI: https://
doi.org/10.1108/JPMH-06-2014-0027

	 14.	Dayson, C and Bashir, N. The social and economic 
impact of the Rothereham Social Prescribing pilot: 
Summary evaluation report. 2014.

	 15.	Polley, M, Bertotti, M, Kimberlee, R, Pilkington, 
K and Refsum, C. A review of the evidence assessing 
impact of social prescribing on healthcare demand 
and cost implications. 2017.

	 16.	Thomson, LJ, Camic, PM and Chatterjee, HJ. 
Social prescribing: A review of community referral 
schemes. 2015; London: University College London. 

	 17.	ERS Research and Consultancy. Newcastle Social 
Prescribing Project. 2013; Final Report. 

	 18.	Farenden, C, Mitchell, C, Feast, S and Verdenicci, 
S. Community navigation in Brighton & Hove. 
Evaluation of a social prescribing pilot. 2015.

	 19.	The Health Foundation. Shine 2014 final report 
social prescribing: Integrating GP and community 
assets for health. 2015.

	 20.	Chaudoir, SR, Dugan, AG and Barr, CH. Measuring 
factors affecting implementation of health 
innovations: A systematic review of structural, 
organizational, provider, patient, and innovation 
level measures. Implement. Sci. 2013; 8. DOI: https://
doi.org/10.1186/1748-5908-8-22

	 21.	Ling, T, Brereton, L, Conklin, A, Newbould, J and 
Roland, M. Barriers and facilitators to integrating 
care: Experiences from the English Integrated Care 
pilots. Int. J. Integr. Care. 2012; 12: 1–12. DOI: 
https://doi.org/10.5334/ijic.982

	 22.	Goderis, G, D’hanis, G, Merckx, G, Verhoevven, 
W, Sijbers, P, Gaethofs, D, et al. Barriers and 
facilitators towards an integrated chronic care model 
as experienced by primary care health providers. 
Int. J. Integr. Care, 2016; 16: 1–8. DOI: https://doi.
org/10.5334/ijic.2626

	 23.	Valentijn, PP and Goodwin, N. Value-based 
integrated care: Exploring strategies to enhance the 
uptake of integrated care. Int. J. Integr. Care. 2017; 
17: 1–8. DOI: https://doi.org/10.5334/ijic.3754

	 24.	Kimberlee, R, Ward, R, Jones, M and Powell, J. 
Proving our value: Measuring the economic impact of 
Wellspring Healthy Living Centre’s social prescribing 
wellbeing programme for low level mental health 
issues encountered by GP services. Bristol. 2014.

	 25.	Houston, S. Beyond social constructionism: Critical 
realism and social work. Br. J. Soc. Work, 2001; 31: 
845–61. United States, North America: Oxford 
University Press. DOI: https://doi.org/10.1093/
bjsw/31.6.845

	 26.	McEvoy, P and Richards, D. Critical realism: A 
way forward for evaluation research in nursing? J. 
Adv. Nurs, 2003; 43: 411–20. Wiley-Blackwell. DOI: 
https://doi.org/10.1046/j.1365-2648.2003.02730.x

	 27.	Gorski, PS. “What is critical realism? And why 
should you care?” Contemp. Sociol, 2013; 42: 
658–70. SAGE Publications. DOI: https://doi.
org/10.1177/0094306113499533

	 28.	McEvoy, P and Richards, D. A critical realist 
rationale for using a combination of quantitative 
and qualitative methods. J. Res. Nurs. Bolton, 2006; 
11: 66–78. Salford and Trafford Mental Health 
NHS Trust: Sage Publications, Ltd. DOI: https://doi.
org/10.1177/1744987106060192

	 29.	Bhaskar, R. A realist theory of science. 1975; Leeds: 
Leeds Books.

	 30.	Bhaskar, R. The possibility of naturalism. Third, 
1979; New York: Routledge.

	 31.	Bhaskar, R. Reclaiming reality. 1989; New York: 
Routledge.

	 32.	Zachariadis, M, Scott, S and Barrett, M. 
Methodological implications of critical realism for 
mixed-methods research. MIS Q, 2013; 7: 855–79. 
DOI: https://doi.org/10.25300/MISQ/2013/37.3.09

	 33.	Cruickshank, J. Positioning positivism, critical 
realism and social constructionism in the health 
sciences: A philosophical orientation. Nurs. Inq, 
2012; 19: 71–82. Wiley-Blackwell. DOI: https://doi.
org/10.1111/j.1440-1800.2011.00558.x

https://www.gov.uk/guidance/enabling-integrated-care-in-the-nhs
https://www.gov.uk/guidance/enabling-integrated-care-in-the-nhs
https://doi.org/10.14738/assrj.21.808
https://doi.org/10.14738/assrj.21.808
https://doi.org/10.1136/bmjopen-2016-015203
https://doi.org/10.1136/bmjopen-2016-015203
https://doi.org/10.1136/bmjopen-2016-013384
https://doi.org/10.1136/bmjopen-2016-013384
https://doi.org/10.1111/hsc.12176
https://doi.org/10.1111/hsc.12176
https://doi.org/10.1108/JPMH-06-2014-0027
https://doi.org/10.1108/JPMH-06-2014-0027
https://doi.org/10.1186/1748-5908-8-22
https://doi.org/10.1186/1748-5908-8-22
https://doi.org/10.5334/ijic.982
https://doi.org/10.5334/ijic.2626
https://doi.org/10.5334/ijic.2626
https://doi.org/10.5334/ijic.3754
https://doi.org/10.1093/bjsw/31.6.845
https://doi.org/10.1093/bjsw/31.6.845
https://doi.org/10.1046/j.1365-2648.2003.02730.x
https://doi.org/10.1177/0094306113499533
https://doi.org/10.1177/0094306113499533
https://doi.org/10.1177/1744987106060192
https://doi.org/10.1177/1744987106060192
https://doi.org/10.25300/MISQ/2013/37.3.09
https://doi.org/10.1111/j.1440-1800.2011.00558.x
https://doi.org/10.1111/j.1440-1800.2011.00558.x


Pescheny et al: Evaluating the Implementation and Delivery of a Social Prescribing Intervention Art.13, page 7 of 7

	 34.	Lipscomb, M. Events and event identity: Under-
explored topics in nursing. Nurs. Philos, 2010; 
11: 88–99. Wiley-Blackwell. DOI: https://doi.
org/10.1111/j.1466-769X.2010.00435.x

	 35.	Archer, M, Bhaskar, R, Collier, A, Lawson, T and 
Norrie, A. Critical realism: Essential readings. 1998; 
London: Routledge.

	 36.	Smith, ML. Overcoming theory-practice 
inconsistencies: Critical realism and information 
systems research. Inf. Organ, 2006; 16: 191–211. DOI: 
https://doi.org/10.1016/j.infoandorg.2005.10.003

	 37.	Pawson, R and Tilley, N. Realist Evaluation. 1997; 
1–36. Sage.

	 38.	Saks, M and Allsop, J. Researching health: 
Qualitative, quantitative and mixed methods. 2007; 
Los Angeles: SAGE Publications.

	 39.	Curtis, S, Gesler, W, Smith, G and Washburn, 
S. Approaches to sampling and case selection in 
qualitative research: Examples in the geography 
of health. Soc. Sci. Med, 2000; 50: 1001–14. 
Elsevier Ltd. DOI: https://doi.org/10.1016/
S0277-9536(99)00350-0

	 40.	Bowling, A. Research methods in health: 
Investigating health and health services. Fourth, 
2014; Maidenhead: Open University Press.

	 41.	Holloway, I. Qualitative research in Health Care. 
2005; Open University Press.

	 42.	Braun, V and Clarke, V. Using thematic analysis in 
psychology. Qual. Res. Psychol, 2006; 3: 77–101. DOI: 
https://doi.org/10.1191/1478088706qp063oa

	 43.	Kinsella, S. Social Prescribing. A review of the 
evidence. 2015; Wirral.

	 44.	Feldstein, AC and Glasgow, RE. A practical, robust 
implementation and sustainability model (PRISM) 
for integrating research findings into practice. 
Jt. Comm. J. Qual. patient Saf, 2008; 34: 228–43. 
Netherlands. DOI: https://doi.org/10.1016/
S1553-7250(08)34030-6

	 45.	Rycroft-Malone, J. The PARIHS Framework – 
A framework for guiding the implementation 
of evidence-based practice. J. Nurs. Care Qual, 
2004; 19: 297–304. Lippincott Williams & 
Wilkins. DOI: https://doi.org/10.1097/00001786- 
200410000-00002

How to cite this article: Pescheny, JV, Pappas, Y and Randhawa, G. Evaluating the Implementation and Delivery of a Social 
Prescribing Intervention: A Research Protocol. International Journal of Integrated Care, 2018; 18(1): 13, 1–7. DOI: https://doi.
org/10.5334/ijic.3087

Submitted: 21 April 2017      Accepted: 20 February 2018     Published: 21 March 2018

Copyright: © 2018 The Author(s). This is an open-access article distributed under the terms of the Creative Commons 
Attribution 4.0 International License (CC-BY 4.0), which permits unrestricted use, distribution, and reproduction in any medium, 
provided the original author and source are credited. See http://creativecommons.org/licenses/by/4.0/.
 

     	   OPEN ACCESS International Journal of Integrated Care is a peer-reviewed open access journal published 
by Ubiquity Press.

https://doi.org/10.1111/j.1466-769X.2010.00435.x
https://doi.org/10.1111/j.1466-769X.2010.00435.x
https://doi.org/10.1016/j.infoandorg.2005.10.003
https://doi.org/10.1016/S0277-9536(99)00350-0
https://doi.org/10.1016/S0277-9536(99)00350-0
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1016/S1553-7250(08)34030-6
https://doi.org/10.1016/S1553-7250(08)34030-6
https://doi.org/10.1097/00001786-200410000-00002
https://doi.org/10.1097/00001786-200410000-00002
https://doi.org/10.5334/ijic.3087
https://doi.org/10.5334/ijic.3087
http://creativecommons.org/licenses/by/4.0/

	Introduction 
	The intervention 
	Philosophical perspective 
	Research aims 

	Research methods 
	Study design 
	Setting 
	Sample 
	Recruitment 
	Managers and navigators 

	General practitioners 
	Service providers in the third sector 
	Service users 
	Interview schedules 
	Data collection and storage 
	Consent 
	Data analysis 

	Discussion 
	Conclusion 
	Reviewers 
	Competing Interests 
	Author Contribution 
	References 
	Table 1

