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ABSTRACT

Objective: Our aim was to systematically review, and qualitatively evaluate, the aims and
measures of social referral programmes. Our first objective is to identify the aims of social
referral initiatives. Our second objective is to identify the measures used to evaluate whether
the aims of social referral were met.

Design: Systematic literature review.

Background: Social referral programmes, also called social prescribing and emergency case
referral, link primary and secondary health care with community services, often under the
guise of decreasing health system costs.

Method: Following the PRISMA guidelines we undertook a literature review to address that
aim. We searched in five academic online databases and in one online non-academic search
engine, including both academic and grey literature, for articles referring to ‘social
prescribing’ or ‘community referral’.

Results: We identified 41 relevant articles and reports. After extracting the aims, measures
and type of study, we found that most social referral programmes aimed to address a wide
variety of system and individual health problems. This included cost savings, resource
reallocation and improved mental, physical and social wellbeing. Across the 41 studies and
reports, there were around 133 different kinds of measures or methods of evaluation used. Of
these, the most commonly used individual measure was the Warwick-Edinburgh Mental
Wellbeing Scale, used in nine studies and reports.

Conclusions: These inconsistencies in aims and measures used, pose serious problems when
social prescribing and other referral programmes are often advertised as a solution to health
services budgeting constraints, as well as a range of chronic mental and physical health
conditions. We recommend researchers and local community organisers alike critically
evaluate for whom, where and why their social referral programmes ‘work’.

ARTICLE SUMMARY
Strengths and limitations of this study

e A strength of this study was the inclusion of both grey and academic literature to
ensure a broad representation of social referral programmes.

e A strength of this study was the systematic nature of the literature search, following
PRISMA guidelines and including two independent reviewers.

e A limitation of this study was, that although systematic, there is no guarantee of an
entirely comprehensive inclusion of all relevant articles, for example we only
accessed articles and reports available online or through the British Library.

e A limitation of this study was the use of the search term ‘social prescribing’ as this is
a generalised UK region-specific term, however this is the term used colloquially to
describe social referral programmes.
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INTRODUCTION

“The tonic effect of fun and play has long been recognized as an antidote to the stresses,
worries, labors, and responsibilities of our workaday life...we must diagnose and prepare the
prescription.” In 1958, Walt Disney wrote this commentary on film and American life for
the 75" anniversary of the Journal of the American Medical Association. Although few
would argue Disney was a great early adopter of the social determinants of health model, this
demonstrates a timely understanding of the impact of social activities on well-being.
Academic research demonstrates that social well-being is closely tied to physical health, a
well-known example being the impact of socioeconomic positioning on mortality as
demonstrated in the Whitehall Studies, as well as other more recent work by Michael Marmot
%3 Though this common understanding has not fully translated into clinical practice and
public health. Particularly in the context of publicly funded medical systems like the United
Kingdom’s National Health Service (NHS), resource limitations and unclear evidence on the
causal mechanisms between social activities and improved health make it challenging to

incorporate social well-being in treatment models®.

Over the past decade, one proposed method of addressing this linking up of health and
care services is referral out of primary care health systems and in to the community’ . This
‘emerging model of care’ was alluded to in the NHS 5 Year Forward View’ in the context of
health care needing to move to a partnership rather than discrete episodes of treatment. More
substantially, social prescribing was recommended as a key resource for primary care, noting
that “non-medical interventions such as social prescribing can contribute to primary care
teams meeting the physical, psychological and social care needs of an individual in the
round”® (pg.7). Sometimes with alternative descriptors such as ‘community referral’,
‘community links’, and ‘arts on prescription’, these programmes link health care to

opportunities and events provided by third sector organisations. A rapid evidence review by
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the University of York defined ‘[social] prescribing [as] a way of linking up patients in
primary care with sources of support in the community’, however the authors highlight that
there is no agreed definition °. It is theorised that these types of programmes improve social
well-being through group and individual community activities and, ultimately, physical and
mental health. Although social prescribing is a commonly used term, we use ‘social referral’
to be as inclusive as possible in describing links between health care and third sector
organisations. In cases where a study specifically uses terms like ‘arts on prescription’ or
‘social prescribing’ we refer to it as such. We also do not specify primary care as the only

source of social referral, we include referrals by other health care workers.

Evidence for the effectiveness of social referral services has been characterised as
inconclusive’. Although there is significant, if piecemeal, investment in social referral

programmes and many advocates of their value’ '°

attempts to summarise the current
evidence, and thus address these criticisms, have similarly been inconclusive in evidencing
the health, social, or service-related benefits of social referral'''°. Mossabir, et al."?

conducted a scoping review of seven studies on social prescribing and found that although

potentially beneficial for psychosocial health, there had been too few empirical studies to

draw clear conclusions. The University of York Centre for Reviews and Dissemination ~ goes

as far as to argue ‘there is little in the way of supporting evidence of effect to inform the

commissioning of a social prescribing programme’(pg. 4).

The first step in evaluating any programme is determining what it aims ‘to do’ and

deciding on the measures that will be used to ascertain effectiveness. There has thus far been

little reflection on the intended aims of social referral and the measures used to judge whether

the aims have been met. Accordingly, our purpose is to summarise the aims and measures of
social referral through a systematic review of the literature. Our first objective is to identify

the aims of social referral initiatives. Our second objective is to identify the measures used to

4
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evaluate whether the aims of social referral were met. This creates a foundation to inform
further programme development and evaluation and for theorising the various mechanisms
that may, in specified contexts, be responsible for changes in particular outcomes. We can
thus better understand what is meant by ‘social prescription’ with a view to informing
evaluations to consider the contexts in which social prescribing works, for whom and through

. . 16
which mechanisms .

LITERATURE SEARCH METHODOLOGY

As part of the ‘Collaborating to Deliver Social Prescribing in Bath and North East
Somerset’ project we conducted a review of empirical and grey literature related to ‘social
prescribing’. We identified PubMed suggested terms associated with SP. The final terms
were ‘social prescribing’, ‘social prescribing services’, ‘social prescription’, ‘social
prescriptions’, ‘community referrals’, ‘community referred’, ‘community referred patients’,
‘community refers’ OR ‘community referring physicians’. We searched SCOPUS, Web of
Science, PubMed, NICE Evidence Guidelines database and PsycNET for academic peer-
reviewed articles. We also hand searched the reference and citation lists of the peer-reviewed
articles. Finally, we examined the first five pages of results identified by internet search
engine Google to identify grey literature reports related to ‘social prescribing’. After the
online database search, academic and non-academic literature reference lists were hand-
searched. Only the academic literature’s citations were searched as several of the non-
academic reports were not held on an academic database therefore citation searches could not
be conducted. The initial search, including citations and reference searching, took place in
February 2016 and an updated search was conducted in November 2016 to include recent

articles and reports.

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml



©CoO~NOUTA,WNPE

BMJ Open Page 6 of 52

Identified articles were deemed relevant for inclusion if they reported the assessment
of a referral programme of patients from a health context to a social context. A health context
was considered any form of health or mental care, for example emergency departments,
primary care, and mental health professionals. A social context was considered any form of
community programme including cultural programmes, arts classes, or community groups.
This excluded programmes evaluating a single programme, e.g. a diabetes health
management courses. We excluded these ‘single intervention’ studies as by definition social
referral programmes are premised on referring an individual to a range of interventions. After
searching using this broad criteria, additional inclusion criteria were added due to the
unexpected range of study methodologies, including many interview studies focused on
clinical or provider perspectives. These criteria included the use of empirical methodology
(qualitative, mixed methods, or quantitative), assessment of a patient sample and the
production of a final article or report. This therefore excluded empirical articles that were
evaluating the service provider’s views of a social referral programme. Reports or articles
that were not in their final version (e.g. commissioner or funding interim reports) were
excluded as were conference reports and book chapters. No language or region restrictions
were applied. After identification of relevant articles and reports, we extracted the study type,
stated aim(s), and measures of each social referral programme. We categorised each study’s
aim(s) as mental, health, social, service use, service cost, and/or other and also extracted
number of aims and whether a study aimed to address both individual and system-level aims.
We did not assess study quality as we were not concerned with the results of social referral
only the stated aims and measures. We also extracted the social referral programme name,
study design, referral criteria, programme location, programme type, number of programme

participants, and number of study participants.
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The first coder, E. Rempel, developed the initial coding framework and the second
coder, E. Wilson, separately coded all articles to this framework, any differences between the
coding of aims or measures were subsequently discussed and agreed upon. Due to the

qualitative nature of the review, we did not calculate percentage agreement.

RESULTS

The initial academic database search resulted in 603 articles. After duplicate removal,
title and abstracts were reviewed according to inclusion and exclusion criteria, 41 articles
were identified. On assessment of these full-text articles, 20 were removed for being non-
empirical (e.g. discussion or review articles that did not evaluate a specific social referral
programme but rather provided a general discussion on social prescribing), two were
removed for containing non-patient samples and one was removed as it was a book chapter.
After a forwards and backwards citation search, a further 23 articles were identified as
relevant. At the initial February 2016 search, six review articles or articles with non-patient
samples were also hand-searched for references and citations. Three non-academic articles
referenced in grey literature reports that may have been relevant could not be found as copies
of these reports were not held online, were not available through inter-library loans and were
not held at the British Library. Furthermore after contacting the citing author and place of
publication, these articles could still not be found. In total, 41 texts were analysed. See Figure

1 for a PRISMA diagram of the search strategy and results.

Of the 41 empirical studies, seven were qualitative, 17 were quantitative and 18
employed mixed methodologies. Figure 2 outlines the process of ‘social referral” programmes
described in these studies. The broad nature of the search, led to a braod range of
programmes but all followed the basic outline seen in Figure 2. There was considerable

variation in indicators of need, referral process and types of activities undertaken. For
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example, emergency case management as described by Lee and Davenport'® specifies the
population as those who have three or more emergency department visits per month, as well
as a list of specific health concerns, e.g. no general practitioner. Their referral process is
nurse-led case management, where they refer to community services as well as other health
services. The activities varied including both community-based as well as more traditional
health referrals. In contrast, Stickley and Hui' describe a prescriptive arts programme. They
do not specify a population, only the referral mechanism. The referral was from a primary or
secondary mental health worker. The activity was a ten-week arts programme and the
anticipated outcome was personal health improvement. Appendix 1 outlines the various types
of programmes and study designs. Of the 41 studies, there were 38 unique social referral
projects. There were two repeated programmes (Arts on Prescription and the BRIGHT trial),
however the four studies were all individual evaluations of these services. As well the Health
Trainer and Social Prescribing Service'’ was based on a previous pilot of the CHAT
programme'?. The majority of these texts described either a social prescription programme or
an emergency department case management programme. All of the social prescribing
programmes were set in the United Kingdom. The emergency department case management
programmes were located in the United States, United Kingdom, Canada and Taiwan. All
studies included only adult populations with study size ranging from four to 784. Patient
samples varied greatly, from kidney patients to elderly adults. Programme size also greatly

varied from 12 to 1848 referrals. See Appendices 1 and 2 for more details.

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml



Page 9 of 52

©CoO~NOUTA,WNPE

BMJ Open

Table 1: Summary of Aims of Social Referral Programmes* (n=41)

Aim Level

Core Aim

Stated Aim

References

Number

of

Individual
Level Aim

Improved
Mental
Well-being

Improved
Physical
Well-being

Improved
Social
Well-being

Other

To enhance skills/behaviours that improve mental
Wellbeing.20

To help individual retain/recover functional capacity
to study or work.”!

To improve/address psychosocial health®2°

To improve mental health and well-being.” °
2027-39

To improve patient quality of life™ *’

To improve resilience, confidence, and self-
esteem.”’ !

To improve spiritual well-being’

To support emotional needs.*

To empower and support individuals to choose a
healthier lifestyle.*

To improve physical health and well-being.
3234 35 43-46

51822 28-30

To improve self-assessed health status.*’

To support the self-management of long-term health
conditions.”’ #* **

To increase connection to community-based
support.20 28

To improve/address psychosocial health.*°

To improve resilience, confidence, and self-
esteem.!

To improve social inclusion/engagement.
34

2123293033

323545
17 27 42 46 49

To improve social well-being
To support social needs/outcomes.
To address practical needs e.g. employment.*
To improve connection to nature.””

25

16

21

System
Level Aim

Optimised
Health
Service Use

To broaden health service provision in the
community'?

To improve service use.”

To increase take-up of community activities
To optimise health care coordination™

To provide appropriate arts course
recommendations.’’

To provide better management of psychosocial
problems in primary care*’

To reduce emergency department use/acute hospital
care, 182628445157

To reduce health service use®' *> #4720

To reduce hospital care use.” >*>*
To reduce primary care service use.
To support the self-management of long-term

2029 37

17 252829
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physical or mental health conditions®’ ** **

Decreased  To reduce cost associated with long-term health

Health conditions.* 6
Service .

Cost To reduce health services costs® 2° 3> 4633

Other To reduce environmental cost (carbon footprint)™ 1

* Aims of social referral programmes, not study aims.

Table 1 outlines the aims of the programmes described in the empirical studies. The
stated aims were those listed in the individual studies, while the core aims were derived by
grouping together similar aims across programmes. The core aims were then grouped in
relation to the level at which the intervention was aimed: individual or system. The core
individual aims identified included improved mental well-being, improved physical well-
being and improved social well-being. The core system level aims included optimised health
service use and decreased health service cost. Only nine studies stated a single aim. The
majority of studies thus stated multiple aims: 16 stated two, 10 stated three, four stated four
and one study stated five aims. Nineteen studies focused on both individual and system level
outcomes (see Supplementary Appendix 2 for full details). Improved mental well-being was
the most common core aim, with 25 of 41 studies. Physical well-being, social well-being and
optimised service use were also frequently cited with 16, 21 and 23 studies, respectively. Six

studies addressed the least common core aim of cost savings.

The mental well-being core aim was generally characterised by mental health or
general well-being. Improved psychosocial state was considered to be both related to social
and mental well-being. Physical well-being included both general health and the
improvement of long term health conditions, like kidney disease. Social well-being included
improvements in social and community engagement and quality of life. Health service use
and cost aims included reductions in emergency department use, GP use, hospital stay length

and other forms of primary care costs. The service use aim also included instances where

10
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1

2

3 researchers were aiming to increase the uptake of community services. See Appendix 2 for
4

2 more detail on aims.

2

8 Table 2 outlines the measures and methods used to evaluate the social referral projects
9

12 by frequency. Across all aims these included administrative data/analysis, physical health
ig questionnaires, mental health diagnostic measures, qualitative assessments and

14

15 social/behavioural questionnaires. Across the 41 studies and reports, there were around 133
16

17 different kinds of measures or methods of evaluation used. Twenty-one measures or methods
18

-'218 were used more than once, however many of these were forms of administrative data counts.
g% The most commonly used scale was the Warwick-Edinburgh Mental Well-being Scale, used
23 L. .

24 in nine studies.

25

g? Table 2: Measures and Methods Used in Studies/Reports of Social Referral by

28 Frequency (n=41)*

29 Number of Examples of Progamme
30 Studies/Reports Aims Addressed**

31 Using Measure/

32 Measure/Method Method

33 ;- . .

" Semi stmctur'ed interviews to explore 14 A

35 patient experience.

36 Improved Mental Well-
37 being

33 Warwick Edinburgh Mental Wellbeing 9 Improved Physical Well-
39 Short Scale being

40 Improved Social Well-
41 being

42 Optimised Health

43 Service Use

j‘é Number of GP Appointments 6 Reduced Health Service
46 (administrative) Cost

47 Improved Physical Well-
48 being

49 Improved Physical Well-
50 being

51 Short case description of participant 6 Improved Social Well-
52 experience being

53 Optimised Health

o4 Service Use

o5 Improved Mental

56 i i .

o Demographic questions 5 Wellbeing.

58 Cost Analysis 5 Reduced Health Service
59

60 11
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Hospital Anxiety and Depression Scale

Focus group with patients to explore patient
outcomes

Emergency Department
Admissions/Hospital Episode Statistics
(administrative)

General Health Questionnaire-12

Number of Secondary Referrals
(administrative)

Geriatric Depression scale

Focus Group with family members who
engaged with the service to explore service
experience

Hospital Admissions Length
(administrative)

Reason for Referral

Referral records (e.g. what activities were
referred to)

Social Return on Investment Analysis

Work and Social Adjustment Scale
Number of Hospital Admissions
(administrative)

Number of Prescriptions for Psychosocial
Reasons (administrative)

Page 12 of 52

Cost

Optimised Health
Service Use

Improved Mental Well-
being

Improved Physical Well-
being

n/a***

Optimised Health
Service Use

Improved Mental
Wellbeing

Improved Physical
Wellbeing

Optimised Health
Service Use

Reduced Health Service
Cost

Improved Mental
Wellbeing

n/a***

Optimised Health
Service Use
Improved Mental
Wellbeing
Optimised Health
Service Use
Improved Social
Wellbeing
Reduced Health Service
Cost

Improved Mental
Wellbeing
Improved Social
Wellbeing
Optimised Health
Service Use
Optimised Health
Service Use
Improved Mental
Wellbeing

*Where the measure or method was used in n>1 report or study.

**These are only example aims because it was not always clear how each aim and measure

matched up

*#*Not applicable as the qualitative semi-structured interviews and focus groups were
exploratory and did not have a specific programme aim to measure.

12
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DISCUSSION

Examination of the aims of studies seeking to evaluate social referral initiatives and the
measures used to evaluate their outcome has revealed extensive heterogeneity. This is
unsurprising considering the variability in populations and types of programmes and is not
problematic per se. We will discuss the various aims of social referral and the implications of
the variety of measures used before considering what this variability means for the future of
social referral programmes. In doing so it is important to reiterate the hugely varied nature of
the events and opportunities to which people are being referred, as well as the substantial
variety of recipients of this referral. Whilst we expect variation in programme aims and
measures, these varied programmes were included because they all aimed to link individuals
with community and health care services. It is therefore reasonable to assume that there

would be some kind of consistency in how they measured and evaluated that ‘linking up’.

Aims of social referral

The vast majority of studies, 32 out of the total 41, included multiple aims. Nineteen
of these were concerned with both individual and system level outcomes (see Table 1 and
Supplementary Appendix 2), for example mental wellbeing and health service costs. While a
single study containing aims at individual and system level is not problematic as such, what is
problematic is the lack of articulation of the presumed causal pathways from the treatment
programme to improved individual health and to better health care resource allocation. As a
thought experiment, an individual who is a frequent health service user and has poor control
over their diabetic care could, in theory, be empowered by a social referral service and
continue high levels of primary care access as they take greater ownership of their health.

3453 54
1 d

Indeed a few studies have found an uptake in medical service use post-social referra t

13
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is reasonable for programmes to try to address multiple aims, however it is not acceptable for
these programmes not to theorise, test and critically evaluate the relationship between them.

Measures of social referral

Measuring what ‘works’ is inherently linked to defining what these programmes
intend to do and requires meaningful, specific and comparable indices. The diversity of
measures evident in social referral initiatives, often associated with a series of vaguely similar
aims, suggests that what programmes are aiming to do is often unclear. As seen in Table 2,
measures used in social referral initiatives are considerably more plentiful than their aims.
For example, Bragg, et al.*® used 12 different tools in their evaluation of an eco-therapy
programme. The multiple measures both within and between studies renders comparability
between studies, even those addressing the same or similar aims, impossible. Similarly, we
could not meaningfully narrow them to provide recommendations on preferred measures.
Where there were multiple aims, papers rarely stated which measure was meant to address
which aim. While we might infer that administrative counts of GP visits would measure GP
use, it is less clear how GP visits would relate to physical wellbeing. Clarity of reporting in
the hypothesised relationship between aims and outcomes measures is vital in understanding
the causal mechanism between a programme and an outcome. From one perspective,
measuring the same outcome in several ways could lead to a more robust proof of effect. In
theory this could lead to a stronger evidence base about the effect of social referral on
individual and system level outcomes. A less generous explanation behind the proliferation of
measures is that researchers and evaluators do not have a definitive understanding of what
exactly the exact aim of their social referral service is. It certainly suggests that one of the
essential building blocks for an evaluation of a complex health system™, that is establishing

what the existing evidence is, has not been established.

14
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In the final analysis, whilst there is a notable policy push for the implementation of
social referral programmes, definitive and systematic evaluations of social referral
programmes are not possible while aims and measures are so inconsistent. We hope that this
review provides a first step towards categorising the aims of social referral programmes, i.e.
to improve physical, mental, and social health, as well as reducing costs and improving health
care resource allocation. Although these aims are broad, they provide a framework for
highlighting what it is programmes intend to do, and not do, and identifying which measures
might best be used to assess different types of aims. This would be a start in applying a more

consistent methodology.

The solution to the issue of aim and measurement variability in programmes is not to
give up on social referral in general. Certainly the incorporation of social and mental well-
being within traditional biomedical health systems seems an essential step in tackling
relatively recent problems in health care, e.g. services for aging populations, and may create
new opportunities for people who are stagnated in their ability to access services that improve
their health. However at this time, despite policy claims of value and claims of the
effectiveness of individual programmes, reviews of these programmes are clear that we do
not have evidence that this is the case ° '*'°°**® We would argue that whilst aims and
measures remain diffuse and the links between them under theorised and under specified that
we actually cannot know that this is the case. We call on researchers and evaluators alike to
consider the active ingredients of their programmes and in doing so echo a similar call made
by the University of York asking, simply, for whom, in what context, how, and why do they
intend to prescribe social activities’? And while these can be challenging to answer, if we do

not know the answers to these simple questions, how can we possibly prepare a prescription?

Strengths and weaknesses

15
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Although systematic, we cannot guarantee this is a comprehensive review of all social
referral programmes. ‘Social prescribing’ is a generalised UK region-specific term for
medical-based referral to non-medical services. There are likely social referral-like
programmes in other countries that are not easily identified. Every effort was made to be as
inclusive as possible in phrasing but there will inevitably be some studies missed.
Conversely, the strength of our analysis is our inclusion of both grey and academic literature.
By including non-academic reports we analysed valuable literature that would normally not
be included in reviews. As well, this review is a first step in creating consistency and
justification for the inclusion of social referral programmes in broader nationwide initiatives
to address the social ills of health. The contribution of our approach to reviewing social
referral is valuable due to its focus on aims and measures rather than, as is the case in other

reviews, the outcomes of programmes.

CONCLUSION

This review aimed to analyse and summarise the aims and measures used in the
evaluation of social referral programmes. Social referral is variously described as social
prescribing, community referral and emergency case management among other terms. We
found great variation in the aims of these projects including aims to improve mental well-
being, physical health, social well-being and costs savings. We further found that measures
used to analyse these aims were highly varied. We would suggest that a next step to
addressing the social determinants of health in primary and secondary care is to derive more
differentiated and concrete definitions of social referral that more specifically reflect what
practitioners and commissioners intend for programmes to achieve and thus to dispense with
a general notion of social referral often uncritically considered as the ‘golden child’ of cost
savings and improved mental health. However, by setting clear aims and using appropriate
measures, social referral can move beyond pilot studies and in to general practice. To that

16
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end, we must endeavour to respond to Walt Disney’s call to “diagnose and prepare the

prescription™.
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Reference Programm  Peer- Study type  Study design Stated aim of social Programme Referral criteria Study/Progamm  Number of Number of
e name reviewed? referral programme design e location programme study
participants  participants
BAKER, K. AND Not listed. Yes Qualitative  Qualitative To reduce isolation / Non-specific Individuals with early onset  NE England, UK Not listed. n=30
A. IRVING interview and loneliness and improve  social dementia and depression
(2016) focus group wellbeing. prescribing living semi or fully-
study. service independent.
BLAKEMAN, T., | BRinging Yes Quantitativ ~ Pragmatic, two-  To support the self- Telephone- Patients with stage 3 Greater N=436 n=436
ET AL. (2014) Information e arm, patient management of long- guided access to  Chronic Kidney Disease Manchester, UK (n=215 to
and Guided level term health conditions, Community intervention
Help randomised improving health / Support arm)
Together control trial wellbeing and at a
(BRIGHT) reduced cost.
BLICKEM, C,, Patient-Led ~ Yes Qualitative  Qualitative To improve the self- Telephone Patients with stage 3 Greater N=207 n=20
ET AL. (2014) Assessment interview, management of long- support service.  Chronic Kidney Disease Manchester, UK
for focus group, term health conditions
Network and observation  through community
Support study. support and
(PLANS) engagement.
as part of
BRIGHT
trial
BRAGG, R, ET Ecominds No Quantitativ. ~ Before-after To improve Eco-therapy Individuals with mental England, UK Not listed. n=803
AL. (2013) e study. psychological health programme. health problems.

and wellbeing
(confidence, self-
esteem, physical and
mental health), social
inclusion and
connection to nature
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CITY AND City and No Mixed 8-month To reduce social GP-referred, Non-specific, targeted London, UK N=737 n-15
HACKNEY Hackney Methods follow-up, isolation, better manage  facilitated social ~ social isolation but includes qualitative,
CLINICAL Social prospective long-term conditions, prescribing a range of social and n-486
COMMISSIONIN | Prescribing cohort- control  improve health/well- programme. mental health problems. quantitative
G GROUP AND and interview being, increase take-up (n=184 to
UNIVERSITY OF study of community activities intervention
EAST LONDON and support individuals arm)
(2014) to visit GP/hospital
less.
COHEN, G. D., Creativity Yes Quantitativ. ~ Quasi- To improve physical Self-referred Ambulatory individuals Washington DC, N=>300 n=166
ET AL. (2006) and Aging e experimental and mental health and weekly cultural over 64. USA
Study prospective social engagement. activity groups.
cohort-
comparison
study.
CRAWFORD, M., | Community No Mixed Semi-structured  To improve service use, ~ GP or primary Individuals diagnosed with  London, UK N=76 n=11
ET AL. (2007) Links Methods interview address psychosocial care referred a personality disorder, or (assumed quantitative,
Service study, 12- needs and decrease the facilitated social ~ exhibiting interpersonal based on n=12 for
month follow- risk for social exclusion  prescribing problems. report, but qualitative
up, before-after  for individuals with programme. service was
study. personality disorder. anonymised)
DAYSON, C. Rotherham  No Mixed 6- and 12- To improve health and GP referred Individuals with long-term  Rotherham, UK N=1607 n-280
AND N. BASHIR | Social Methods month before- social outcomes of facilitated social  health conditions. quantitative
(2014) Prescribing after cohort individuals with long prescribing (wellbeing),
Pilot study for term conditions and to programme. n-108
administrative reduce the use of NHS quantitative
data. 3-4-month  services to decrease (12 month
follow-up cost. follow-up),
cohort study for n=451 (6
wellbeing month
measures. Plus follow-up),
qualitative case n=unknown
studies. qualitative
(case studies)
ERS RESEARCH | Newcastle No Mixed Before-after To improve the GP referred link ~ Mostly individuals with Newcastle, UK N=124 n=9
AND Social Methods study and physical, mental and worker social long term health conditions qualitative,
CONSULTANCY | Prescribing interview social wellbeing of prescribing and mental health problems n=16
(2013) Project. study. Plus individuals managing programme. but also problems with quantitative
general long-term conditions social networks/lifestyle.
demographic and to reduce health
analysis. service use to reduce

cost.
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FAULKNER, M. Patient Yes Qualitative ~ Semi-structured ~ To improve the GP or Practice Patients 18 or over, with Doncaster, UK N=34 n=11
(2004) Support interview 1- psychosocial state of Nurse referred psychosocial problems,
Service month post individuals. voluntary without other co-occurring
(PSS) intervention community concerns like behavioural
referral service.  problems.
FRIEDLI, Sources of No Mixed Before-after To improve mental GP referred, Open but targeting Dundee, UK N=123 n=16 for
THEMESSL- Support Methods comparison wellbeing uptake of facilitated social  individuals with poor before-after
HUBER & from the study, local services, prescribing mental wellbeing related to study, n=12
BUTCHART Dundee interview participation in service social circumstances, mild interview
(2012) Equally study, and community activities, to moderate depression or study, n=123
Well Test cross-sectional social anxiety, long term Cross-
Site demographic support/contact/networ mental/physical conditions sectional,
analysis. ks. And to enhance and frequent attenders.
skills/behaviours that
improve mental
wellbeing.
GARETY, P.A., Lambeth Yes Quantitativ ~ Randomised To help individual Individuals aged 16-40 for Lambeth, UK N=144 n=71 to
ET AL. (2006) Early Onset e control trial retain/recover present for a first time with intervention,
Team Care with 18-month functional capacity to a non-affective psychosis. n=73 control
follow-up study or work and/or
re-establish supportive
social networks.
GOODHART, C., WellFamily  Yes Mixed Semi-structured  To support individuals GP referred, Families in need who fall London, UK N=136 n=20
ET AL. (1999) Project Methods interviews with  experience social facilitated below social services patients or interview
patients and difficulties. family and threshold. Specifically families study, n=136
before-after individual individuals who are referrals
study social isolated, depressed,
(following prescribing frequent attenders with
whether what service. psychosocial problems,

patients wanted
from service
was met by
referral)

families concerns about
child's behaviour, families
that have difficulty
providing adequate levels
of care, and individuals

concerned about welfare of

other family members.
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GRANT, C.,ET Almathea Yes Quantitativ. ~ Two-arm To improve patient GP referred, Patients 16 or over who Avon, UK N=161 n=161 (n=90
AL. (2000) Project e randomised quality of life and referrals have psychosocial to
control trial provide better facilitation problems intervention
with one and management of service between arm)
four month psychosocial problems primary care
follow-up. in primary care. and voluntary
sector
GRAYER,J.,ET Graduate Yes Quantitativ ~ Three month To improve patient Primary care Patients 18 or over with London, UK N=108 n=108
AL. (2008) Primary e follow-up psychosocial wellbeing ~ team referred, psychosocial problems.
Care before-after and to reduce primary GPC MHW
Mental study care service use. facilitated
Health community and
Workers voluntary
(GPC referrals service
MHW)
Community
Link
Scheme
GREAVES, C. J. Upstream Yes Mixed Qualitative To improve physical A self- or Socially isolated older Devon, UK N=229 n=26
AND L. FARBUS | Healthy Methods semi-structured  and psychosocial health ~ community adults over the age of 50. qualitative,
(2006) Living interview study  through active social referred n=172
Centre and focus contact. mentoring quantitative
groups. And 5- service with at baseline
6 month and referrals to
10-12 month social activities.
before-after
study.
GUPTA, K., ET Not listed. Yes Quantitativ ~ Cross-sectional ~ To reduce hospital care A Psychiatrically at-risk West Lambeth, N=971 n=109
AL. (1996) e GP and Patient ~ use among elderly multidisciplinar  elderly individuals. UK
experience people and promote y, community
survey and independent living psychogeriatric
retrospective service with
study. telephone
support service
HUDON, C., ET VISAGES Yes Qualitative ~ Retrospective To optimise health care ~ Nurse- Patients aged 18-80 with at ~ Quebec, Canada Not listed. n=25
AL. (2015) project descriptive coordination and reduce  facilitated case least one chronic health

semi-structured
interview study

health service use.

management
service for
frequent
primary care
users

condition and who are
frequent primary care
users.
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HUXLEY, P. The Artson  No Mixed Before-after To increase the level of ~ Primary care People with mild to Stockport, UK n=83 n=33
(1997) Prescriptio Methods prospective mental well-being of referred arts on moderate depression.
n Project study. participants using a prescription
wide range of creative programme,
processes'. Other aims which
to provide arts assessment by
opportunities, psychiatric
recommend appropriate  nurse.
arts activities, raise
self-esteem/self-
confidence, to
‘encourage individuals
to look after their own
health by developing
skills in self-assessment
and making choices'
and to 'encourage
participants to take up
further arts/leisure
activities'. Pg 5.
INNOVATION Wigan No Mixed Semi-structured ~ To improve health and Primary care Individuals with ‘non Wigan, UK N=784 n=784
UNIT (2016) Community Methods interview study  wellbeing and reduce referred clinical needs’ quantitative,
Link and primary / acute care use  community n=3
Worker retrospective through connections to social qualitative
Service study. community-based prescribing.
support.
INNOVATION Bromley- No Mixed A short case Not stated. Healthy Living Not stated. London, UK N=700 'in Not stated.
UNIT AND by-Bow Methods study. Centre with GP last year'
GREATER Centre referred
MANCHESTER facilitated social
PUBLIC prescribing
HEALTH
NETWORK
(2016)
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JONES, M., ET South West ~ Yes Quantitativ. ~ Follow-up time ~ To improve physical Community- “A focus on individuals’ SW England, UK N=1848 n=687 at
AL. (2013) Wellbeing e varying, and mental health and based arts, experiencing low level follow-up
(SWWB) before-after social wellbeing. leisure, and mental ill health, long term
Programme study social activity health conditions, low
service. levels of physical activity
and/or diet related ill
health. These criteria were
combined with low income
and/or social isolation.”
p.1950
KILROY, A., ET Invest to No Mixed Before-after (Various) To Multi-referred, Varying across six Manchester, UK Six
AL. (2007) Save Arts Methods study. Plus empower/support including GP programmes including age programmes
in Health interview individuals to choose a  referred, arts on  (55+) and individuals with ranging from
Evaluation study. healthier lifestyle. And prescription moderate/mild depression. n=7 to n=35
to create a sense of programme. for
well-being/transform quantitative,
quality of life for unknown
communities and qualitative
individuals.
KIMBERLEE, R., | Wellspring  No Quantitativ =~ 3- and 12- To improve wellbeing GP referred Individuals with long term Bristol, UK n-70
ET AL. (2014) Healthy e month before- (mental, spiritual and facilitated social  health conditions. quantitative
Living after cohort physical) and reduce prescribing (3 month
Centre's study. Plus health service cost. programme. follow-up),
Social semi-structured n=40
Prescribing interview qualitative,
Programme study. n-40 (12
month
follow-up 1),
n-80 (12
month
follow-up 2)
LEE, K.-H. AND Not listed. Yes Quantitativ ~ 5-month To reduce the number Nurse- Patients with three or more  Not listed (USA) n=50
L. DAVENPORT e before-after of emergency facilitated case emergency department

(2006)

study.

department visits and
improve patient health.

management for
emergency
department
frequent users.

visits in one month.
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LIAO, M.-C, ET Not listed. Yes Mixed Detailed case To reduce emergency Comprehensive  Patients 65 or older who Not listed Not listed. n=4
AL. (2012) Methods description. department use and geriatric make five emergency (Taiwan)
improve health through ~ assessment department visits over 30
targeted care. (CGA)-based days at any time in one
multidisciplinar ~ year.
y team (MDT)
care.
MAUGHAN, D. The Yes Quantitativ ~ Retrospective To reduce healthcare GP and Adults with a ‘common’ Carlisle, UK Not listed. n=55 (n=26
L., ET AL. (2016) | Connect e 18-month service use and the healthcare staff ~ mental health conditions, to
Project/The follow-up subsequent financial referred not in care, who had used intervention
Eden cohort study. and environmental community Connect services for at arm)
Timebank costs. social least 6 months
prescribing
programme
MORTON, L., ET | Not listed. Yes Quantitativ. =~ Before-after To improve mental Mental health Individuals with mild to Fife, UK N=262 n=136
AL. (2015) e study. wellbeing. professional moderate mental health
referred cultural  conditions.
prescribing
programme.
NEW ROUTE New No Mixed Before-after To improve wellbeing. GP referred, Individuals with Keynsham, N=312 N=240
BATH Routes Methods prospective facilitated social ~ low/moderate mental England
study prescribing health issues, housebound,
service lack of mobility, physical

health problems related to
mental health/wellbeing,
low income/unemployed,
recently redundant, long-
term sick, retired, carers,
ex-carers, learning
disabilities, and other
vulnerable adults.
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NEWCASTLE Social No Mixed 3-and 9-month ~ To improve general Link worker Individuals who have Newcastle, UK N=21 n=20
WEST Prescribing Methods follow-up wellbeing and reduce social mental health needs alone quantitative,
CLINICAL for Mental before-after health service use. prescribing or in conjunction with a n=2 case
COMMISSIONIN | Health study. Plus four programme and  long term condition. studies,

G GROUP (2014) focus groups a ‘light touch’ n=unknown
and two signposting qualitative
detailed case social
studies. prescribing

programme.

OKIN, R. L., ET Not listed. Yes Quantitativ. ~ 12-month To reduce the use of Psychiatric Patients who use an San Francisco, N=53 n=53

AL. (2000) e follow-up acute hospital services social-worker emergency department 5 or  USA
before-after and service cost, and facilitated case more times in 12 months,
study. reduce the psychosocial ~ management 18 years or older.

problems of frequent programme.
emergency department
users.
RAMSBOTTOM, | The Social No Mixed Detailed case To support people aged ~ GP referred Older persons with mild to Yorkshire and N=117 n-4 case
H., ET AL. (N.D.) | Prescribing Methods descriptions 55 and over with their social moderate depression or Humber, UK studies,
Pilot and a social, emotional and prescribing social isolation/loneliness. n=unknown
Project. retrospective practical needs. service quantitative
study.

REINIUS, P., ET Not listed. Yes Quantitativ.  1-year follow- To improve self- Telephone- Patients with three or more  Stockholm N=271 n=211

AL. (2013) e up zelen-design  assessed health and based case emergency visits over 6 County, Sweden intervention,
randomised reduce health service management months, over 18 years of n=57 control,
control trial. use among frequent intervention. age and without n=3 deceased

emergency department dementia/psychotic
users. diseases or terminal illness.

SKINNER, J., ET | Not listed. Yes Quantitativ.  6-month To reduce emergency Nurse and Patients who visited the Edinburgh, UK N=57 n=57

AL. (2009) e before-after department visits emergency emergency department 10
study. among frequent users. department or more times in 6 months.

specialist
facilitated case
management
programme.
SOUTH, J., ET Community  Yes Qualitative ~ Semi-structured  To broaden health GP or self- Not listed. Bradford, UK Not listed. n=10
AL. (2008) Health interview study  service provision in the  referred
Advice community. facilitated social
Team prescribing
programme.
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STICKLEY, T. Arts on Yes Qualitative ~ Semi-structured ~ To improve mental Mental health Not listed. Not listed (UK) N=>400 n=16
AND A. HUI Prescriptio interview health. professional
(2012) n study. referred arts
programme based activity
groups.
STICKLEY, T. Art on Yes Qualitative ~ Average 24 To create positive Mental health Not listed. Not listed (UK) (see Stickley — n=10
AND M. EADES Prescriptio month post- mental health and professional & Hui 2012)
(2013) n intervention wellbeing outcomes. referred arts
Programme interview based activity
study. groups. (see
Stickley & Hui,
2012)
TADROS, A. S., San Diego Yes Quantitativ. =~ Before-after To reduce emergency Emergency Patients with 10 or more San Diego USA N=51 n=51
ET AL. (2012) Resource e retrospective medical services and services emergency service
Access study hospital use. referred, nurse transports in preceding 12
Programme facilitated case months.
management
programme.
VOGELPOEL, N. | Not listed. Yes Mixed Detailed case To improve health and GP referred “[Older] people Rotherham, UK N=12 n=12
AND K. Methods study, social wellbeing. cultural social experiencing social
JARROLD (2014) interview prescribing isolation and associated
study, and programme. health problems who have
before-after single or multi-sensory
study. impairment” p.41
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WHITE, Health No Mixed Before-after To support patients GP referred, Individuals with mild South and West N=484 n=12
KINSELLA, & Trainer and Methods prospective with social needs (study facilitated social — mental health problems, Bradford, interview
SOUTH (2010) Social study (single aim to examine if prescribing who are socially isolated, England study, n=484
Prescribing item question) patients make more service with relationship quantitative
Service and structured appropriate use of GP difficulties, facing study
(based on interviews. practice after referral) problems with
CHAT finance/housing/employme
pilot) nt, carer, parent, struggling
with long-term condition or
disability, coming to terms
with bereavement or
wishing to adopt healthier
lifestyle.
WHITE, M. AND | Arts for No Mixed A cross- To improve resilience, Community arts  Individuals with long term South and West N=608 n=22
E. SALAMON Well-being Methods sectional confidence, and self- for health conditions, new parents or Bradford, quantitative,
(2010) quantitative and  esteem. improvement, carers. England n=42
qualitative social qualitative
analysis of prescribing (focus
feedback programme. groups), n=3
forms. Plus qualitative
qualitative (other).

analysis of five
focus groups,
one participant
interview, and
two written
testimonials.
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Appendix 2: Programme Aims and Measures
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Indi
Core Aim @« vidu
£ ag
Syst 5 % Syst
em = s em
Individual = Lev =] Z  Aim
Level el ?
-
g oper Bg. o 88 T % % I % 3§ % 3 3 % 3 =
s - E 2 = F 3 3 Stated Aim E 5 E 5 E 5 E 5 E 5 5 5
> . > o S b4 2 9 7] @» 7] @» 7] @» 7] @» 7] 4 4 4
g revi T s 2 & z B of SP B g B g g ] S g ] g g g
& ewe & 3 3 Programm = = = = = = = = = s s s
d? e
Semi- Focus
Focus structur  groups
Group ed (infor
with (inform mal)
family al) with
membe intervie  partici
rs who  wswith  pants
engage  particip to
d with antsto  explore
the explore  service
To reduce service  service  experie
Baker, isolation / to experie nce
K. and loneliness explore  nce and and
A. and service  wellbei  wellbei
Irving Quali improve experie ng ng
(2016) Yes  tative 1 1 2 0 wellbeing. nce impact  impact
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BMJ Open
Medic
ation
Know
Four ledge
Physic and
al and Medic
Psycho ation
logical Motiv
Wellbe ation Social
ing subsca  capital
To support Health les service
the self- Emotio Educat from  usevia  Sum
managemen nal ion the freque  mary
t of long- respon  EuroQ Outco Modif  ncy of of
term health se item oL me ied contact  Diab
conditions, from EQ5-D  Measur Moris with etes UCL
improving Anxiet  Dichot  Educat Brief  (generi esfrom Increm ky primar  SelfC A
Blake health / y omous ion illness c Medica ental Medic  yand are Lone
man, wellbeing Questio blood Impact  Percept  health 1 cost Level ation outpati  Activ  lines
T, et Quan and ata nnaire pressur  Questi ion related Outco effecti sof  Adher ent ities s
al. titativ reduced from e onnaire  Questi  quality mes veness illnes ence service Meas  Scal
(2014) Yes e cost. HADS control (heiQ)  onnaire  oflife) Study Ratio s Scale s ure e
Semi-
To improve  structur
the self- ed
managemen intervie
t of long- ws with
term health  particip
conditions ants
through using
Blicke community  normali
m, C., support and sing
et al. Quali engagement  process
(2014) Yes  tative theory
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To improve
psychologic
al health Socia  War
and 1 wick
wellbeing enga -
(confidence geme Edin
, self- nt burg
esteem, and h
physical Supp  Men
1 and mental Comm Enviro Neighb ort tal
(Envir health), unity Connec  nmenta ourhoo  Neighb meas  Well
onment social Activit  tedness 1 d ourhoo  Perceiv  Perce Rosenb ure -
Bragg, al inclusion y to Behavi  Health  Belong d ed ived Profil erg (CLE  bein
R., et Quan Conne and involve  Nature our y ing satisfac ~ Health  Positi e of Self S g
al. titativ ctednes connection ment Scale Likert Eating (from tion Scale vity Mood Esteem modu Scal
(2013) No e 1 1 1 s) 3 0 to nature (novel)  (novel) Scale (novel) CLES) (novel) (novel) Scale States Scale le) e
To reduce
social
City isolation,
and better
Hackn manage
ey long-term Semi-
Clinica conditions, struct
1 improve Region ured
Commi health/well- al intervi
ssionin being, Genera ews
g increase 1 with
Group take-up of Practic patien
and community Cost Hospit e Self- ts to
Univer activities A&E Analysi al Quality Consul  repor  explor
sity of and support  Attend s of Anxiet Numbe  oflife tation ted e
East Mixe individuals ances Deliver ~ Genera  yand rof (EQ5D Rates past servic  Social
Londo d to visit (admini ing 1 Depres  regular ) (admin  week e Integra
n Meth GP/hospital ~ strative  Interve ~ Health sion activiti  Questi  istrativ.  wellb  experi tion
(2014) No ods 1 1 1 1 4 1 less. ) ntion Score Scale es onnaire e) eing ence Score
Phila
Numbe delph
rof ia
To improve  Geriatri Over- Geria
physical c the- Other tric
and mental ~ Depres Numbe Numbe counter health  Overall Cente Social
Cohen, health and sion Lonelin rof rof GP  medica  proble health r Activi
G.D., Quan social Scale ess falls visits tions ms rating Mora ty
et al. titativ engagement Short Scale (Self- (self- (self- (Self- (self- le Invent
(2006) Yes e 1 1 1 3 0 Form 111 report)  report)  report)  report)  report)  Scale ory
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To improve
service use, Semi-
address structu Singl
psychosocia red e-
I needs and Focus intervi item Standa
decrease the Groups ews quest rdised
risk for with with ion Assess
social service Four- service explo ment
exclusion users item users ring Social of
for Current  explori  Patient explori  Service motiv Functi  Person
Crawfo Mixe individuals Care use of ng Satisfa ~ Mental ng utilisati  ation  oning ality —
rd, M., d with Pathwa  alcohol  service ction Health  service on to Questi  Abbrev
et al. Meth personality y orillicit experie  Questi Invent  experie questio chan  onnair iated
(2007) No ods 3 1 disorder. Record drugs nce onnaire ory nce nnaire ge e Scale
To improve
health and
social
outcomes of
individuals Case
with long Study Hospit
term Intervie al
conditions  ws with Episod
and to benefic € Unspec
Dayso reduce the iaries Statisti ified
n, C. Mixe use of NHS to Cost- cs Social ~ wellbei
and N. d servicesto  explore  Benefit  (admin ROI ng
Bashir Meth decrease social  Analysi istrativ  Analys  outcom
(2014) No ods 4 1 cost. impact s e) is es tool
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BMJ Open
To improve
the
physical,
mental and
social
wellbeing
of Semi-
individuals structur ~ Warwi
managing ed ck-
long-term intervie  Edinbu
conditions Trends  ws with rgh
ERS and to in patients  Mental
Resear reduce Social to Well-
ch and Mixe health Prescri  explore being
Consul d service use bing service Scale Confid
tancy Meth to reduce Referra  experie Short ence
(2013) No ods 1 1 1 1 1 5 1 cost. Is nce Form Scale
Semi-
structur
ed
intervie
ws with
patients
To improve to
the explore
Faulkn psychosocia  service
er, M. Quali 1 state of effectiv
(2004) Yes  tative 1 1 2 0 individuals. eness
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To improve
mental
wellbeing,
uptake of
local
services,
participatio
nin
community
activities, Semi-
social structur ~ Warwi
support/con ed ck-
Friedli, tact/networ (assum  Edinbu
Theme ks. And to ed) rgh
ssl- enhance intervie ~ Mental
Huber skills/behav ws to Wellbe Work
& Mixe iours that Demog  explore ing Social  Reason
Butcha d improve raphics  patient Scale Adjust for
t Meth mental Analysi  experie Short ment Referra
(2012) No ods wellbeing. s nce. Scale Scale 1
To help
individuals
retain/recov
er
functional Manch Scale Vocati
capacityto  Advers Housin ester Positiv  Relatio for Veron  onal or
study or e Global g Short e and nship the a Educat
work and/or  inciden Calgary  Assess Record Assess Negati Record Asses Servic ional
Garety, re-establish ts Depres ment s ment ve s smen e Status
P.A, et Quan supportive  (admini sion of (admin of Syndro  (admin tof Satisf  (admin
al. titativ social strative  Rating Functi  istrativ  Quality me istrativ. Insig  action  istrativ
(2006) Yes e networks. ) Scale on e) of Life Scale e) ht Scale e)
Referra Semi-
1 structur
records ed
(e.g. intervie
To support what ws to
Goodh Mixe individuals activiti  explore
art, C,, d experience  es were  patient
et al. Meth social referre  experie
(1999) Yes ods difficulties. d to) nces.
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To improve
patient Dartmo
quality of uth-
life and COOP/ Duke-
provide WONC UNC
better A Functi  Hospit
managemen Functio onal al
tof nal Delight ~ Social  Anxiet
Grant, psychosocia Health ed- Suppor y and
C.,et Quan 1 problems Cost Assess  terrible t Depres
al. titativ in primary  Analysi ment Faces Questi sion
(2000) Yes e 1 2 1 care. s Chart Scale onnaire Scale
Numbe Numbe
r of GP rof
Clinical visits Prescri
To improve Outco Numbe (includ  ptions
patient mes in rof ing for for Work
psychosocia Routine Special  psycho  Psycho and
1 wellbeing Evaluat Comm  Genera ist MH social social  Socia
and to Client ion - unity 1 Referra  proble  Reason 1
Grayer reduce Satisfa Outco Link Health Is ms) s Adju
,J., et Quan primary ction mes Evalua  Questi (admin (admin (admin  stme
al. titativ care service  questio  Measur tion onnaire  istrativ  istrativ  istrativ nt
(2008) Yes e 1 3 1 use. nnaire e (novel) -12 e) e) e) Scale
Semi-
structu
red
To improve Focus intervi
physical group ews
and with MOS with Health
psychosocia  patients Social patient and
Greave 1 health to Geriatri ~ Suppor sto Social
s, C. J. Mixe through explore c t Partici  explore Short Care
and L. d active patient ~ Depres  Survey pant patient form Usage
Farbus Meth social outcom sion (altere  Demog  outcom 12 (survey
(2006) Yes ods 1 3 0 contact. es scale d) raphics es Scale )
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raise self-
esteem/self-
confidence,
to
'encourage
individuals
to look after
their own
health by
developing
skills in
self-
assessment
and making
choices' and
to
'encourage
participants
to take up
further
arts/leisure
activities'.
Pg 5

Innova Mixe
tion d
Unit Meth
(2016) No ods 1 1 1 1 4 1

To improve
health and
wellbeing
and reduce
primary /
acute care
use through
connections
to
community-
based
support.

Health
Service
Data
Counts
(admini
strative

)

Semi-
structur
ed
intervie
ws with
clients
to
explore
service
experie
nce

Short
case
descrip
tion of
partici
pant
experie
nce
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Innova
tion
Unit
and
Greater Intervie ~ Warwic
Manch ws with k-
ester practiti  Edinbu
Public oners rgh
Health Mixe about Mental
Networ d patient ~ Wellbei
k Meth progres ng
(2016) No ods Not Listed. s Scale
Social War
Centre Wellbe  wick
for ing Edin
Epidem GP Scale burgh
To improve  iologic Physic (Europ  Ment
physical al Genera al Health Life ean al
Jones, and mental ~ Studies  Demog 1 Activit y satisfac ~ Social =~ Well
M., et Quan health and Depres raphic Health y Eating tion Survey  being
al. titativ social sion questio Likert Questi Questi Questi  Round  Short
(2013) Yes e 1 1 1 3 wellbeing. Scale ns Scale onnaire ons ons 3) Scale
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ABSTRACT

Objective: Our aim was to review, and qualitatively evaluate, the aims and measures of
social referral programmes. Our first objective is to identify the aims of social referral
initiatives. Our second objective is to identify the measures used to evaluate whether the aims
of social referral were met.

Design: Literature review

Background: Social referral programmes, also called social prescribing and emergency case
referral, link primary and secondary health care with community services, often under the
guise of decreasing health system costs.

Method: Following the PRISMA guidelines we undertook a literature review to address that
aim. We searched in five academic online databases and in one online non-academic search
engine, including both academic and grey literature, for articles referring to ‘social
prescribing’ or ‘community referral’.

Results: We identified 41 relevant articles and reports. After extracting the aims, measures
and type of study, we found that most social referral programmes aimed to address a wide
variety of system and individual health problems. This included cost savings, resource
reallocation and improved mental, physical and social wellbeing. Across the 41 studies and
reports, there were 154 different kinds of measures or methods of evaluation identified. Of
these, the most commonly used individual measure was the Warwick-Edinburgh Mental
Wellbeing Scale, used in nine studies and reports.

Conclusions: These inconsistencies in aims and measures used, pose serious problems when
social prescribing and other referral programmes are often advertised as a solution to health
services budgeting constraints, as well as a range of chronic mental and physical health
conditions. We recommend researchers and local community organisers alike critically
evaluate for whom, where and why their social referral programmes ‘work’.

ARTICLE SUMMARY
Strengths and limitations of this study

e A strength of this study was the inclusion of both grey and academic literature to
ensure a broad representation of social referral programmes.

e A strength of this study is in the review of aims and measures of social referral
programmes, rather than outcomes.

e A limitation of this study was, that there is no guarantee of an entirely comprehensive
inclusion of all relevant articles, for example we only accessed articles and reports
available online or through the British Library.

e A limitation of this study was the use of the search term ‘social prescribing’ as this is
a generalised UK region-specific term, however this is the term used colloquially to
describe social referral programmes.
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INTRODUCTION

“The tonic effect of fun and play has long been recognized as an antidote to the stresses,
worries, labors, and responsibilities of our workaday life...we must diagnose and prepare the
prescription.” In 1958, Walt Disney wrote this commentary on film and American life for
the 75" anniversary of the Journal of the American Medical Association. Although few
would argue Disney was a great early adopter of the social determinants of health model, this
demonstrates a timely understanding of the impact of social activities on well-being.
Academic research demonstrates that social well-being is closely tied to physical health, a
well-known example being the impact of socioeconomic positioning on mortality as
demonstrated in the Whitehall Studies, as well as other more recent work by Michael Marmot
%3 Though this common understanding has not fully translated into clinical practice and
public health. Particularly in the context of publicly funded medical systems like the United
Kingdom’s National Health Service (NHS), resource limitations and unclear evidence on the
causal mechanisms between social activities and improved health make it challenging to

incorporate social well-being in treatment models®.

Over the past decade, one proposed method of addressing this linking up of health and
care services is referral out of primary care health systems and in to the community’ . This
‘emerging model of care’ was alluded to in the NHS 5 Year Forward View’ in the context of
health care needing to move to a partnership rather than discrete episodes of treatment. More
substantially, social prescribing was recommended as a key resource for primary care, noting
that “non-medical interventions such as social prescribing can contribute to primary care
teams meeting the physical, psychological and social care needs of an individual in the
round”® (pg.7). Sometimes with alternative descriptors such as ‘community referral’,
‘community links’, and ‘arts on prescription’, these programmes link health care to

opportunities and events provided by third sector organisations. A rapid evidence review by
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the University of York defined ‘[social] prescribing [as] a way of linking up patients in
primary care with sources of support in the community’, however the authors highlight that
there is no agreed definition ?. Kimberlee' suggests that social prescribing consists of a range
of different services, from more traditional smoking cessation programmes, and describes
social prescribing as “a route to reducing social exclusion, both for disadvantaged, isolated

)

and vulnerable populations in general, and for people with enduring mental health problems.’

(pg 105).

Although social prescribing is a commonly used term, we use ‘social referral’ to be as
inclusive as possible in describing links between health care and third sector organisations. In
cases where a study specifically uses terms like ‘arts on prescription’ or ‘social prescribing’
we refer to it as such. We also do not specify primary care as the only source of social

referral, we include referrals by other health care workers.

Evidence for the effectiveness of social referral services has been characterised as
inconclusive’. Although there is significant, if piecemeal, investment in social referral
programmes and many advocates of their value’ '° attempts to summarise the current
evidence, and thus address these criticisms, have similarly been inconclusive in evidencing
the health, social, or service-related benefits of social referral'''°. Mossabir, et al."?
conducted a scoping review of seven studies on social prescribing and found that although
potentially beneficial for psychosocial health, there had been too few empirical studies to
draw clear conclusions. The University of York Centre for Reviews and Dissemination ’ goes
as far as to argue ‘there is little in the way of supporting evidence of effect to inform the

commissioning of a social prescribing programme’(pg. 4).

The first step in evaluating any programme is determining what it aims ‘to do’ and

deciding on the measures that will be used to ascertain effectiveness. There has thus far been
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little reflection on the intended aims of social referral and the measures used to judge whether
the aims have been met. Accordingly, our purpose is to summarise the aims and measures of
social referral through a review of the literature. Our first objective is to identify the aims of
social referral initiatives. Our second objective is to identify the measures used to evaluate
whether the aims of social referral were met. This creates a foundation to inform further
programme development and evaluation and for theorising the various mechanisms that may,
in specified contexts, be responsible for changes in particular outcomes. We can thus better
understand what is meant by ‘social prescription’ with a view to informing evaluations to
consider the contexts in which social prescribing works, for whom and through which

mechanisms'®.

LITERATURE SEARCH METHODOLOGY

As part of the ‘Collaborating to Deliver Social Prescribing in Bath and North East
Somerset’ project we conducted a review of empirical and grey literature related to ‘social
prescribing’. We identified PubMed suggested terms associated with social prescribing, as
this is the most commonly used term to identify these kinds of community linking
programmes. The final terms were ‘social prescribing’, ‘social prescribing services’, ‘social
prescription’, ‘social prescriptions’, ‘community referrals’, ‘community referred’,
‘community referred patients’, ‘community refers’ OR ‘community referring physicians’. We
used exactly these terms to search each of the following databases: SCOPUS, Web of
Science, PubMed, NICE Evidence Guidelines database and PsycNET for academic peer-
reviewed articles. See Supplementary File 1 for a full example search strategy. The term
‘social referral” was not included as we defined this term post-hoc, to subsume programmes
that did not label themselves as ‘social prescribing’ as well as those that did. Finally, we
examined the first five pages of results identified by internet search engine Google to identify

grey literature reports related to ‘social prescribing’. After the online database search,
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academic and non-academic literature reference lists were hand-searched. Only the academic
literature’s citations were searched as several of the non-academic reports were not held on
an academic database therefore citation searches could not be conducted. The initial search,
including citations and reference searching, took place in February 2016 and an updated
search was conducted in November 2016 to include recent articles and reports. There were no

date restrictions applied in either of these searches.

Identified articles were deemed relevant for inclusion if they reported the assessment
of a referral programme of patients from a health context to a social context. A health context
was considered any form of health or mental care, for example emergency departments,
primary care, and mental health professionals. A social context was considered any form of
community programme including cultural programmes, arts classes, or community groups.
This excluded programmes evaluating a single programme, e.g. a diabetes health
management courses. We excluded these ‘single intervention’ studies as by definition social
referral programmes are premised on referring an individual to a range of interventions. After
searching using this broad criteria, additional inclusion criteria were added due to the
unexpected range of study methodologies, including many interview studies focused on
clinical or provider perspectives. These criteria included the use of empirical methodology
(qualitative, mixed methods, or quantitative), assessment of a patient sample and the
production of a final article or report. This therefore excluded empirical articles that were
evaluating the service provider’s views of a social referral programme. Reports or articles
that were not in their final version (e.g. commissioner or funding interim reports) were
excluded as were conference reports and book chapters. No language or region restrictions
were applied. After identification of relevant articles and reports, we extracted the study type,
stated aim(s), and measures of each social referral programme. We categorised each study’s

aim(s) as mental, health, social, service use, service cost, and/or other and also extracted
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number of aims and whether a study aimed to address both individual and system-level aims.
We did not assess study quality as we were not concerned with the results of social referral
only the stated aims and measures. We also extracted the social referral programme name,
study design, referral criteria, programme location, programme type, number of programme

participants, and number of study participants.

E. Rempel screened all initial articles for title and abstract relevancy, and E. Wilson
then read these articles, identified by E. Rempel, for verification that they met inclusion
criteria. The first coder, E. Rempel, developed the coding framework and the second coder,
E. Wilson, separately coded all articles to this framework. Any differences between the
coding of aims or measures, or the inclusion of articles, were subsequently discussed and
agreed upon. Due to the qualitative nature of the review, we did not calculate percentage

agreement.

RESULTS

The initial database search resulted in 645 articles or reports. After duplicate removal,
title and abstracts were reviewed according to inclusion and exclusion criteria, 41 articles
were identified. On assessment of these full-text articles, 20 were removed for being non-
empirical (e.g. discussion or review articles that did not evaluate a specific social referral
programme but rather provided a general discussion on social prescribing), two were
removed for containing non-patient samples and one was removed as it was a book chapter.
After a forwards and backwards citation search, a further 23 articles were identified as
relevant. At the initial February 2016 search, six review articles or articles with non-patient
samples were also hand-searched for references and citations. Three non-academic articles
referenced in grey literature reports that may have been relevant could not be found as copies

of these reports were not held online, were not available through inter-library loans and were
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not held at the British Library. Furthermore after contacting the citing author and place of
publication, these articles could still not be found. In total, 41 texts were analysed. See Figure

1 for a PRISMA diagram of the search strategy and results.

Of the 41 empirical studies, seven were qualitative, 17 were quantitative and 18
employed mixed methodologies. Figure 2 outlines the process of ‘social referral’ programmes
described in these studies. The broad nature of the search, led to a broad range of
programmes but all followed the basic outline seen in Figure 2. There was considerable
variation in indicators of need, referral process and types of activities undertaken. For
example, emergency case management as described by Lee and Davenport'’ specifies the
population as those who have three or more emergency department visits per month, as well
as a list of specific health concerns. Their referral process is nurse-led case management,
where they refer to community services as well as other health services. The activities varied
including both community-based as well as more traditional health referrals. In contrast,
Stickley and Hui'® describe a prescriptive arts programme. They do not specify a population,
only the referral mechanism. The referral was from a primary or secondary mental health
worker. The activity was a ten-week arts programme and the anticipated outcome was
personal health improvement. Appendix 1 outlines the various types of programmes and
study designs. Of the 41 studies, there were 38 unique social referral projects. There were two
repeated programmes (Arts on Prescription and the BRIGHT trial), however the four studies
were all individual evaluations of these services. As well the Health Trainer and Social
Prescribing Service'® was based on a previous pilot of the CHAT programme'?. The majority
of these texts described either a social prescription programme or an emergency department
case management programme. All of the social prescribing programmes were set in the
United Kingdom. The emergency department case management programmes were located in

the United States, United Kingdom, Canada and Taiwan. All studies included only adult
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1
2
3 populations with study size ranging from four to 784. Patient samples varied greatly, from
4
g kidney patients to elderly adults. Programme size also greatly varied from 12 to 1848
; referrals. See Appendices 1 and 2 for more details.
9
10
11
12
13
14
15
16
17
18
19
20
21
22 Table 1: Summary of Aims of Social Referral Programmes* (n=41)
23 Number
;g Aim Level Core Aim Stated Aim of
26 References
27 To enhance skills/behaviours that improve mental
28 wellbeing.*
29 To help individual retain/recover functional capacity
30 to study or work.?'
31 To improve/address psychosocial health®°
32 Improved To improve mental health and well-being.” '
33 Mental 20 27_39p g
gg Well-being To improve patient quality of life* *’ 25
36 To improve resilience, confidence, and self-
37 esteem.”” *!
38 To improve spiritual well-being’
39 To support emotional needs.**
22 o To empower and support individuals to choose a
4 Individual healthier lifestyle.”
43 Level Aim  Improved  To improve physical health and well-being,’ '7 2 #%3°
44 Physical 3234354346
45 Well-being  To improve self-assessed health status.*’ 16
46 To support the self-management of long-term health
47 conditions.” ** **
48 To increase connection to community-based
49 support.20 28
50 To improve/address psychosocial health.*°
51 . -
50 Improved To improve resilience, confidence, and self-
Social esteem.”! 21
53 . . 1 . 2123293033
54 Well-being ;1;0 improve social inclusion/engagement.
55
56 To improve social well-being®*>> +°
57 To support social needs/outcomes.'” %7 240+
58
59
60 9
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To address practical needs e.g. employment.**

Other . .
To improve connection to nature.”’

To broaden health service provision in the

community'

To improve service use.”

To increase take-up of community activities

To optimise health care coordination™

To provide appropriate arts course

recommendations.®’

Health To provid§ betj[er management of psychosocial
problems in primary care

Service Use .
To reduce emer%ency department use/acute hospital
System 172628 44 51 5

Level Aim care
. 3135 46 47 50 53
To reduce health service use

To reduce hospital care use.” **>*
To reduce primary care service use.
To support the self-management of long-term
physical or mental health conditions®” * **
Decreased  To reduce cost associated with long-term health
Health conditions.*
gzrs\ilce To reduce health services costs® 2¢** 40

Other To reduce environmental cost (carbon footprint)™ 1

202937

Optimised
23

18252829

* Aims of social referral programmes, not study aims.

Table 1 outlines the aims of the programmes described in the empirical studies. The
stated aims were those listed in the individual studies, while the core aims were derived by
grouping together similar aims across programmes. The core aims were then grouped in
relation to the level at which the intervention was aimed: individual or system. The core
individual aims identified included improved mental well-being, improved physical well-
being and improved social well-being. The core system level aims included optimised health
service use and decreased health service cost. Only nine studies stated a single aim. The
majority of studies thus stated multiple aims: 16 stated two, 10 stated three, four stated four
and one study stated five aims. Nineteen studies focused on both individual and system level
outcomes (see Supplementary Appendix 2 for full details). Improved mental well-being was
the most common core aim, with 25 of 42 studies. Physical well-being, social well-being and
optimised service use were also frequently cited with 16, 21 and 23 studies, respectively. Six
studies addressed the least common core aim of cost savings.

10
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The mental well-being core aim was generally characterised by mental health or
general well-being. Improved psychosocial state was considered to be both related to social
and mental well-being. Physical well-being included both general health and the
improvement of long term health conditions, like kidney disease. Social well-being included
improvements in social and community engagement and quality of life. Health service use
and cost aims included reductions in emergency department use, GP use, hospital stay length
and other forms of primary care costs. The service use aim also included instances where
researchers were aiming to increase the uptake of community services. See Appendix 2 for

more detail on aims.

Table 2 outlines the measures and methods used to evaluate the social referral projects
by frequency. Across all aims these included administrative data/analysis, physical health
questionnaires, mental health diagnostic measures, qualitative assessments and
social/behavioural questionnaires. Across the 41 studies and reports, 154 different kinds of
measures or methods of evaluation were identified (see Appendix 2). Twenty-one measures
or methods were used more than once, however many of these were forms of administrative
data counts. The most commonly used scale was the Warwick-Edinburgh Mental Well-being

Scale, used in nine studies.

Table 2: Measures and Methods Used in Studies/Reports of Social Referral by
Frequency (n=41)*

Number of Examples of Progamme
Studies/Reports Aims Addressed**
Using Measure/

Measure/Method Method

Semi-structured interviews to explore

. . 14 n/a***

patient experience.
Improved Mental Well-
being

Warwick Edinburgh Mental Wellbeing Improved Physical Well-

9 .

Short Scale being
Improved Social Well-
being

Number of GP Appointments 6 Optimised Health
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(administrative)

Short case description of participant
experience

Emergency Department
Admissions/Hospital Episode Statistics
(administrative)

Demographic questions

Cost Analysis

Hospital Anxiety and Depression Scale

Focus group with patients to explore patient
outcomes

General Health Questionnaire-12

Number of Secondary Referrals
(administrative)

Geriatric Depression scale

Focus Group with family members who
engaged with the service to explore service
experience

Hospital Admissions Length
(administrative)

Reason for Referral

Referral records (e.g. what activities were
referred to)

Social Return on Investment Analysis

Page 12 of 56

Service Use

Reduced Health Service
Cost

Improved Physical Well-
being

Improved Physical Well-
being

Improved Social Well-
being

Optimised Health
Service Use

Optimised Health
Service Use

Improved Mental
Wellbeing.

Reduced Health Service
Cost

Optimised Health
Service Use

Improved Mental Well-
being

Improved Physical Well-
being

n/a***

Improved Mental
Wellbeing

Improved Physical
Wellbeing

Optimised Health
Service Use

Reduced Health Service
Cost

Improved Mental
Wellbeing

n/a***

Optimised Health
Service Use
Improved Mental
Wellbeing
Optimised Health
Service Use
Improved Social
Wellbeing
Reduced Health Service
Cost

Improved Mental
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Wellbeing
Work and Social Adjustment Scale 2 Improvgd RSt
Wellbeing
Number of Hospital Admissions Optimised Health
.. . 2 .
(administrative) Service Use
Optimised Health
Number of Prescriptions for Psychosocial ) Service Use
Reasons (administrative) Improved Mental
Wellbeing

*Where the measure or method was used in n>1 report or study.

**These are only example aims because it was not always clear how each aim and measure
matched up

***Not applicable as the qualitative semi-structured interviews and focus groups were
exploratory and did not have a specific programme aim to measure.

DISCUSSION

Examination of the aims of studies seeking to evaluate social referral initiatives and the
measures used to evaluate their outcome has revealed extensive heterogeneity. This is
unsurprising considering the variability in populations and types of programmes and is not
problematic per se. We will discuss the various aims of social referral and the implications of
the variety of measures used before considering what this variability means for the future of
social referral programmes. In doing so it is important to reiterate the hugely varied nature of
the events and opportunities to which people are being referred, as well as the substantial
variety of recipients of this referral. Whilst we expect variation in programme aims and
measures, these varied programmes were included because they all aimed to link individuals
with community and health care services. It is therefore reasonable to assume that there

would be some kind of consistency in the measures used to address particular aims.

Aims of social referral

The vast majority of studies, 32 out of the total 41, included multiple aims. Nineteen
of these were concerned with both individual and system level outcomes (see Table 1 and
Supplementary Appendix 2), for example mental wellbeing and health service costs. While a
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single study containing aims at individual and system level is not problematic as such, what is
problematic is the lack of articulation of the presumed causal pathways from the treatment
programme to improved individual health and to better health care resource allocation. As a
thought experiment, an individual who is a frequent health service user and has poor control
over their diabetic care could, in theory, be empowered by a social referral service and
continue high levels of primary care access as they take greater ownership of their health.
Indeed a few studies have found an uptake in medical service use post-social referral®* > >*. It
is also important to note that when reviewing the grey literature, and indeed some of the
academic literature as well, the aims of the programme were not always clearly stated. It is
reasonable for programmes to try to address multiple aims, however it is not acceptable for

these programmes not to theorise, test and critically evaluate the relationship between them.

Measures of social referral

Measuring what ‘works’ is inherently linked to defining what these programmes
intend to do and requires meaningful, specific and comparable indices. The diversity of
measures evident in social referral initiatives, often associated with a series of vaguely similar
aims, suggests that what programmes are aiming to do is often different despite having
notionally similar programme structures. Additionally of course it is important to take into
account the role of population type and activity type in how aims are translated in to
measures. However, as seen in Table 2, measures used in social referral initiatives are
considerably more plentiful than their aims. For example, Bragg, et al.*® used 12 different
tools in their evaluation of an eco-therapy programme. The multiple measures both within
and between studies renders comparability between studies, even those addressing the same
or similar aims, impossible. Similarly, we could not meaningfully narrow them to provide
recommendations on preferred measures. Where there were multiple aims, papers rarely
stated which measure was meant to address which aim. While we might infer that
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administrative counts of GP visits would measure GP use, the assumed relationship between
number of GP visits and physical wellbeing is less clear. Clarity of reporting in the
hypothesised relationship between aims and outcome measures is vital in understanding the
causal mechanisms that link a programme and with its outcomes. From one perspective,
measuring the same outcome in several ways could lead to a more robust proof of effect. In
theory this could lead to a stronger evidence base about the effect of social referral on
individual and system level outcomes. A less generous explanation behind the proliferation of
measures is that researchers and evaluators do not have a definitive understanding of how
exactly the aim of their social referral service can translate in to measures. Where the aims
are not clearly set out, it may be that they are not being communicated well but the possible
explanation that the aims are unknown or unclear cannot be ruled out. It certainly suggests
that one of the essential building blocks for an evaluation of a complex health system™, that
is, establishing the current evidence base, has not been undertaken and/or understood.
Establishing the evidence base constitutes a crucial springboard for developing hypotheses as
to the mechanisms through which social prescribing programmes might improve social
wellbeing and, ultimately, physical and health outcomes. Identification with the group, for

example, rather than simply engaging in group activities may be one such mechanism>®.

In the final analysis, whilst there is a notable policy push for the implementation of
social referral programmes, definitive and systematic evaluations of social referral
programmes are not possible while aims and measures are so inconsistent. As a caveat, one
can expect that where populations, and activities vary one can expect different measures.
However, where social referral programmes aim to do similar things, measures that are
similar should follow, for example the Short Warwick-Edinburgh Mental Wellbeing Scale is
not population, nor activity specific. We hope that this review provides a first step towards
categorising the aims of social referral programmes, i.e. to improve physical, mental, and
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social health, as well as reducing costs and improving health care resource allocation.
Although these aims are broad, they provide a framework for highlighting what it is
programmes intend to do, and not do, and identifying which measures might best be used to
assess different types of aims. This would be a start in applying a more consistent

methodology.

The solution to the issue of aim and measurement variability in programmes is not to
give up on social referral in general. Certainly the incorporation of social and mental well-
being within traditional biomedical health systems seems an essential step in tackling
relatively recent problems in health care, e.g. services for aging populations, and may create
new opportunities for people who are stagnated in their ability to access services that improve
their health. However at this time, despite policy claims of value and claims of the
effectiveness of individual programmes, reviews of these programmes are clear that we do
not have evidence that this is the case ° '*'°°"*°, We would argue that whilst aims and
measures remain diffuse and the links between them under theorised and under specified that
we actually cannot know that this is the case. We call on researchers and evaluators alike to
consider the active ingredients of their programmes and in doing so echo a similar call made
by the University of York asking, simply, for whom, in what context, how, and why do they
intend to prescribe social activities’? And while these can be challenging to answer, if we do

not know the answers to these simple questions, how can we possibly prepare a prescription?
Strengths and weaknesses

Although this review has been systematically conducted providing a transparent account of
the process, we cannot guarantee this has included all relevant social referral programmes.
‘Social prescribing’ is a generalised UK region-specific term for medical-based referral to

non-medical services. There are likely social referral-like programmes in other countries that
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are not easily identified. Every effort was made to be as inclusive as possible in phrasing but
there will inevitably be some studies missed. Conversely, the strength of our analysis is our
inclusion of both grey and academic literature. By including non-academic reports we
analysed valuable literature that would normally not be included in reviews. As well, this
review is a first step in creating consistency and justification for the inclusion of social
referral programmes in broader nationwide initiatives to address the social ills of health. The
contribution of our approach to reviewing social referral is valuable due to its focus on aims

and measures rather than, as is the case in other reviews, the outcomes of programmes.
CONCLUSION

This review aimed to analyse and summarise the aims and measures used in the
evaluation of social referral programmes. Social referral is variously described as social
prescribing, community referral and emergency case management among other terms. We
found great variation in the aims of these projects including aims to improve mental well-
being, physical health, social well-being and costs savings. We further found that measures
used to analyse these aims were highly varied. We would suggest that a next step to
addressing the social determinants of health in primary and secondary care is to derive more
differentiated and concrete definitions of social referral that more specifically reflect what
practitioners and commissioners intend for programmes to achieve and thus to dispense with
a general notion of social referral often uncritically considered as the ‘golden child’ of cost
savings and improved mental health. However, by setting clear aims and using appropriate
measures, social referral can move beyond pilot studies and in to general practice. To that
end, we must endeavour to respond to Walt Disney’s call to “diagnose and prepare the

.. 1
prescription”.
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Figure Legends:
Figure 1: PRISMA Flow Diagram

Figure 1 shows the PRISMA Flow Diagram for the literature search strategy for ‘social referral’
programmes. The main criteria for inclusion was an empirical assessment of a programme that
contained a patient referral out of the health care system and in to the community or voluntary
system. 645 articles and reports were initially identified and assessed for duplication and relevance.
41 articles and reports were then assessed for full-text eligibility. 18 articles or reports were
identified. The citations and reference lists for the academic articles were searched for additional
literature, alongside other non-eligible review papers, as well as the reference lists of the non-
academic reports. This resulted in 23 articles further identified as relevant. A final 41 studies were
included in the qualitative synthesis.

Figure 2: ‘Social Referral’ Process

Figure 2 shows a summary of the social referral process identified in the literature search. All
programmes’ participants were identified by various indicators of need, for example low level
mental health conditions, within the health care sector. The participants were then provided with
either a facilitated or non-facilitated referral to a community or voluntary activity. Patient
identification and referral represent the ‘process’ while the activity represents the ‘treatment’ of
social referral programmes. Finally, the proposed outcomes included either improved individual
well-being, for example mental wellbeing, and/or system-level improvement, for example
reallocated health care resources.
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Supplementary File 1: Search strategy
Example Database Search Terms: PubMed*

1- ("social prescribing"[All Fields] OR "social prescribing services"[All Fields] OR "social
prescription"[All Fields] OR "social prescriptions"[All Fields]) OR ("community referrals"[All
Fields] OR "community referred"[All Fields] OR "community referred patients"[All Fields] OR
"community referring physicians"[All Fields] OR "community refers"[All Fields])

*No other restrictions were applied, for example there were no date or article type restrictions.
Other databases searched:

SCOPUS, Web of Science, NICE Evidence Guidelines, Google, and PsycNET.
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Appendix 1: Social Referral Programme Design
Reference Programme Study Stated aim of social Programme Referral criteria Study/Progamme  Number of Number of
name design* referral programme design location programme  study
participants  participants
BAKER, K. AND Not listed. Immediate To reduce isolation / Non-specific Individuals with early onset NE England, UK Not listed. n=30
A.IRVING (2016) post- loneliness and improve social prescribing  dementia and depression
intervention wellbeing. service living semi or fully-
qualitative independent.
interview and
focus group
study.
BLAKEMAN, T., BRinging 6-month To support the self- Telephone- Patients with stage 3 Chronic ~ Greater N=436 n=436
ET AL. (2014) Information ~ pragmatic, management of long- guided access to Kidney Disease Manchester, UK (n=215 to
and Guided two-arm, term health conditions, Community intervention
Help patient level improving health / Support arm)
Together randomised wellbeing and at a
(BRIGHT) control trial reduced cost.
BLICKEM, C., ET Patient-Led Two-week To improve the self- Telephone Patients with stage 3 Chronic ~ Greater N=207 n=20
AL. (2014) Assessment  follow-up management of long- support service. Kidney Disease Manchester, UK
for Network  qualitative term health conditions
Support interview, through community
(PLANS)as  focus group, support and engagement.
part of and
BRIGHT observation
trial study.
BRAGG, R., ET Ecominds Flexible To improve Eco-therapy Individuals with mental England, UK Not listed. n=803
AL. (2013) timeline psychological health and ~ programme. health problems.

before-after
study.

wellbeing (confidence,
self-esteem, physical and
mental health), social
inclusion and connection
to nature
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CITY AND City and 8-month To reduce social GP-referred, Non-specific, targeted social London, UK N=737 n-15
HACKNEY Hackney follow-up, isolation, better manage facilitated social isolation but includes a range qualitative,
CLINICAL Social prospective long-term conditions, prescribing of social and mental health n-486
COMMISSIONING | Prescribing cohort- improve health/well- programme. problems. quantitative
GROUP AND control and being, increase take-up of (n=184 to
UNIVERSITY OF interview community activities and intervention
EAST LONDON study support individuals to arm)
(2014) visit GP/hospital less.
COHEN, G. D, ET | Creativity Baseline to To improve physical and ~ Self-referred Ambulatory individuals over ~ Washington DC, N=>300 n=166
AL. (2006) and Aging 12-month mental health and social weekly cultural 64. USA
Study follow-up engagement. activity groups.
quasi-
experimental
prospective
cohort-
comparison
study.
CRAWFORD, M., Community  Semi- To improve service use, GP or primary Individuals diagnosed witha  London, UK N=76 n=11
ET AL. (2007) Links structured address psychosocial care referred personality disorder, or (assumed quantitative,
Service interview needs and decrease the facilitated social exhibiting interpersonal based on n=12 for
study, 12- risk for social exclusion prescribing problems. report, but qualitative
month follow-  for individuals with programme. service was
up, before- personality disorder. anonymised)
after study.
DAYSON, C. AND | Rotherham 6-and 12- To improve health and GP referred Individuals with long-term Rotherham, UK N=1607 n-280
N. BASHIR (2014) Social month before-  social outcomes of facilitated social health conditions. quantitative
Prescribing after cohort individuals with long prescribing (wellbeing),
Pilot study for term conditions and to programme. n-108
administrative  reduce the use of NHS quantitative
data. 3-4- services to decrease cost. (12 month
month follow- follow-up),
up cohort n=451 (6
study for month
wellbeing follow-up),
measures. Plus n=unknown
qualitative qualitative
case studies. (case
studies)
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ERS RESEARCH Newcastle Before-after To improve the physical, =~ GP referred link Mostly individuals with long ~ Newcastle, UK N=124 n=9
AND Social study and mental and social worker social term health conditions and qualitative,
CONSULTANCY Prescribing interview wellbeing of individuals prescribing mental health problems but n=16
(2013) Project. study. Plus managing long-term programme. also problems with social quantitative
general conditions and to reduce networks/lifestyle.
demographic health service use to
analysis. reduce cost.
FAULKNER, M. Patient Semi- To improve the GP or Practice Patients 18 or over, with Doncaster, UK N=34 n=11
(2004) Support structured psychosocial state of Nurse referred psychosocial problems,
Service interview 1- individuals. voluntary without other co-occurring
(PSS) month post community concerns like behavioural
intervention referral service. problems.
FRIEDLI, Sources of Before-after To improve mental GP referred, Open but targeting Dundee, UK N=123 n=16 for
THEMESSL- Support comparison wellbeing uptake of local ~ facilitated social individuals with poor mental before-after
HUBER & from the study, services, participation in prescribing wellbeing related to social study, n=12
BUTCHART Dundee interview community activities, service circumstances, mild to interview
(2012) Equally study, and social moderate depression or study,
Well Test cross-sectional  support/contact/networks. anxiety, long term n=123
Site demographic And to enhance mental/physical conditions Cross-
analysis. skills/behaviours that and frequent attenders. sectional,
improve mental
wellbeing.
GARETY, P.A.,ET | Lambeth Randomised To help individual Individuals aged 16-40 for Lambeth, UK N=144 n=71 to
AL. (2006) Early Onset  control trial retain/recover functional present for a first time with a intervention,
Team Care with 18-month  capacity to study or work non-affective psychosis. n=73 control

follow-up

and/or re-establish
supportive social
networks.
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GOODHART, C., WellFamily Semi- To support individuals GP referred, Families in need who fall London, UK N=136 n=20
ET AL. (1999) Project structured experience social facilitated family ~ below social services patients or interview
interviews difficulties. and individual threshold. Specifically families study,
with patients social prescribing  individuals who are isolated, n=136
and before- service. depressed, frequent attenders referrals
after study with psychosocial problems,
(following families concerns about
whether what child's behaviour, families
patients that have difficulty providing
wanted from adequate levels of care, and
service was individuals concerned about
met by welfare of other family
referral) members.
GRANT, C., ET Almathea Two-arm To improve patient GP referred, Patients 16 or over who have ~ Avon, UK N=161 n=161
AL. (2000) Project randomised quality of life and referrals psychosocial problems (n=90 to
control trial provide better facilitation intervention
with one and management of service between arm)
four month psychosocial problems in ~ primary care and
follow-up. primary care. voluntary sector
GRAYER, J., ET Graduate Three month To improve patient Primary care Patients 18 or over with London, UK N=108 n=108
AL. (2008) Primary follow-up psychosocial wellbeing team referred, psychosocial problems.
Care Mental  before-after and to reduce primary GPC MHW
Health study. care service use. facilitated
Workers community and
(GPC voluntary
MHW) referrals service
Community
Link
Scheme
GREAVES, C. J. Upstream Qualitative To improve physical and A self- or Socially isolated older adults ~ Devon, UK N=229 n=26
AND L. FARBUS Healthy semi- psychosocial health community over the age of 50. qualitative,
(2006) Living structured through active social referred n=172
Centre interview contact. mentoring quantitative
study and service with at baseline
focus groups. referrals to social
And 5-6 activities.
month and 10-
12 month
before-after
study.
GUPTA, K., ET Not listed. Cross- To reduce hospital care A Psychiatrically at-risk elderly =~ West Lambeth, N=971 n=109
AL. (1996) sectional GP use among elderly people  multidisciplinary, individuals. UK
and Patient and promote independent ~ community
experience living psychogeriatric
survey and service with
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1
2
3 two-year telephone
4 retrospective support service
5 study.
6
7 HUDON, C., ET VISAGES Retrospective To optimise health care Nurse-facilitated ~ Patients aged 18-80 with at Quebec, Canada Not listed. n=25
8 AL. (2015) project descriptive coordination and reduce case management  least one chronic health
9 semi- health service use. service for condition and who are
10 structured frequent primary  frequent primary care users.
11 interview care users
study.
12
13
14
15
HUXLEY, P. The Arts on ~ Before-after To increase the level of Primary care People with mild to moderate ~ Stockport, UK n=83 n=33
16
17 (1997) Prescription  prospective mental well-being of referred arts on depression.
Project study. participants using a wide ~ prescription
18 range of creative programme,
19 processes'. Other aims to  which
20 provide arts assessment by
21 opportunities, psychiatric nurse.
20 recommend appropriate
arts activities, raise self-
23 esteem/self-confidence,
24 to 'encourage individuals
to look after their own
25 h ;
ealth by developing
26 skills in self-assessment
27 and making choices' and
28 to 'encourage participants
to take up further
29 arts/leisure activities'. Pg
30 5.
31 INNOVATION Wigan Semi- To improve health and Primary care Individuals with ‘non clinical ~ Wigan, UK N=784 n=784
UNIT (2016 Communit structured wellbeing and reduce referred needs’ uantitative,
32 y g q
Link interview primary / acute care use community n=3
33 Worker study and through connections to social qualitative
34 Service retrospective community-based prescribing. n=43 small
35 study (Plus a support. quantitative
36 small, case before-after
study of 5 component
37 months before
38 and after).
39
40
41
42
43
44 . . . . -
45 For peer review only - http://omjopen.bmj.com/site/about/guidelines.xhtml
46
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INNOVATION Bromley- A short case Not stated. Healthy Living Not stated. London, UK N=700 'in Not stated.
UNIT AND by-Bow study. Centre with GP last year'
GREATER Centre referred
MANCHESTER facilitated social
PUBLIC HEALTH prescribing
NETWORK (2016)
JONES, M., ET South West Follow-up To improve physical and ~ Community- “A focus on individuals’ SW England, UK~ N=1848 n=687 at
AL. (2013) Wellbeing time varying mental health and social based arts, experiencing low level follow-up
(SWWB) (average 110 wellbeing. leisure, and mental ill health, long term
Programme days) before- social activity health conditions, low levels
after study service. of physical activity and/or
diet related ill health. These
criteria were combined with
low income and/or social
isolation.” p.1950
KILROY, A,,ET Invest to Before-after (Various) To Multi-referred, Varying across six Manchester, UK Unknown Six
AL. (2007) Save Artsin  study. Plus empower/support including GP programmes including age programmes
Health interview individuals to choose a referred, arts on (55+) and individuals with ranging
Evaluation study. healthier lifestyle. And to  prescription moderate/mild depression. from n=7 to
create a sense of well- programme. n=35 for
being/transform quality quantitative,
of life for communities unknown
and individuals. qualitative
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KIMBERLEE, R., Wellspring 3-and 12- To improve wellbeing GP referred Individuals with long term Bristol, UK N=128 n-70
ET AL. (2014) Healthy month before-  (mental, spiritual and facilitated social health conditions. quantitative
Living after cohort physical) and reduce prescribing (3 month
Centre's study. Plus health service cost. programme. follow-up),
Social semi- n=40
Prescribing structured qualitative,
Programme interview n-40 (12
study. month
follow-up
1), n-80 (12
month
follow-up 2)
LEE,K.-H. AND L. | Not listed. 5-month To reduce the number of ~ Nurse-facilitated ~ Patients with three or more Not listed (USA) N=50 n=50
DAVENPORT before-after emergency department case management emergency department visits
(2006) study. visits and improve patient  for emergency in one month.
health. department
frequent users.
LIAO,M.-C,, ET Not listed. Detailed case To reduce emergency Comprehensive Patients 65 or older who Not listed Not listed. n=4
AL. (2012) description. department use and geriatric make five emergency (Taiwan)
improve health through assessment department visits over 30
targeted care. (CGA)-based days at any time in one year.
multidisciplinary
team (MDT)
care.
MAUGHAN, D. L., | The Retrospective To reduce healthcare GP and Adults with a ‘common’ Carlisle, UK Not listed. n=55 (n=26
ET AL. (2016) Connect 18-month service use and the healthcare staff mental health conditions, not to
Project/The follow-up subsequent financial and referred in care, who had used intervention
Eden cohort study. environmental costs. community Connect services for at least arm)
Timebank social prescribing 6 months
programme
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MORTON, L., ET Not listed. Before-after To improve mental Mental health Individuals with mild to Fife, UK N=262 n=136
AL. (2015) study. wellbeing. professional moderate mental health
referred cultural conditions.
prescribing
programme.
NEWCASTLE Social 3-and 9- To improve general Link worker Individuals who have mental =~ Newcastle, UK N=21 n=20
WEST CLINICAL Prescribing month follow-  wellbeing and reduce social prescribing  health needs alone or in quantitative,
COMMISSIONING | for Mental up before- health service use. programme anda  conjunction with a long term n=2 case
GROUP (2014) Health after study. ‘light touch’ condition. studies,
Plus four signposting n=unknown
focus groups social prescribing qualitative
and two programme.
detailed case
studies.
OKIN, R. L., ET Not listed. 12-month To reduce the use of Psychiatric Patients who use an San Francisco, N=53 n=53
AL. (2000) follow-up acute hospital services social-worker emergency department 5 or USA
before-after and service cost, and facilitated case more times in 12 months, 18
study. reduce the psychosocial management years or older.
problems of frequent programme.
emergency department
users.
RAMSBOTTOM, The Social Detailed case To support people aged GP referred Older persons with mild to Yorkshire and N=117 n-4 case
H.,ET AL. (N.D.) Prescribing descriptions 55 and over with their social prescribing  moderate depression or social ~ Humber, UK studies,
Pilot and a social, emotional and service isolation/loneliness. n=unknown
Project. retrospective practical needs. quantitative
study.
REINIUS, P., ET Not listed. 1-year follow-  To improve self-assessed ~ Telephone-based  Patients with three or more Stockholm N=271 n=211
AL. (2013) up zelen- health and reduce health case management emergency visits over 6 County, Sweden intervention,
design service use among intervention. months, over 18 years of age n=57
randomised frequent emergency and without control, n=3
control trial. department users. dementia/psychotic diseases deceased

or terminal illness.

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

Page 34 of 56



Page 35 of 56

P OO~NOUILAWNPE

NNNNNNNNNRRRRRE R
BONOURWNRPOOONOOUIDWNRO

BMJ Open

SKINNER, J., ET Not listed. 6-month To reduce emergency Nurse and Patients who visited the Edinburgh, UK N=57 n=57
AL. (2009) before-after department visits among emergency emergency department 10 or
study. frequent users. department more times in 6 months.
specialist
facilitated case
management
programme.
SOUTH, J., ET AL. | Community Semi- To broaden health service ~ GP or self- Not listed. Bradford, UK Not listed. n=10
(2008) Health structured provision in the referred
Advice interview community. facilitated social
Team study prescribing
programme.
STICKLEY, T. Arts on Semi- To improve mental Mental health Not listed. Not listed (UK) N=>400 n=16
AND A. HUI Prescription  structured health. professional
(2012) programme interview referred arts
study. based activity
groups.
STICKLEY, T. Art on Average 24 To create positive mental ~ Mental health Not listed. Not listed (UK) (see Stickley n=10
AND M. EADES Prescription ~ month post- health and wellbeing professional & Hui 2012)
(2013) Programme intervention outcomes. referred arts
interview based activity
study. groups. (see
Stickley & Hui,
2012)
TADROS, A. S., San Diego 15-month both ~ To reduce emergency Emergency Patients with 10 or more San Diego USA N=51 n=51
ET AL. (2012) Resource before-after medical services and services referred, ~ emergency service transports
Access retrospective hospital use. nurse facilitated in preceding 12 months.
Programme study case management

programme.
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THE CARE New Routes ~ Before-after To improve wellbeing. GP referred, Individuals with Keynsham, N=312 N=240
FORUM (2015) prospective facilitated social low/moderate mental health England
study prescribing issues, housebound, lack of
service mobility, physical health
problems related to mental
health/wellbeing, low
income/unemployed, recently
redundant, long-term sick,
retired, carers, ex-carers,
learning disabilities, and
other vulnerable adults.
VOGELPOEL, N. Not listed. Detailed case To improve health and GP referred “[Older] people experiencing ~ Rotherham, UK N=12 n=12
AND K. JARROLD study, social wellbeing. cultural social social isolation and
(2014) interview prescribing associated health problems
study, and programme. who have single or multi-
unspecified sensory impairment” p.41
length before-

after study.

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

Page 36 of 56



Page 37 of 56

P OO~NOUILAWNPE

NNNNNNNNNRPRRRRRRRRR
NOURWNRPOOWONOOUDWNRO

BMJ Open

WHITE, Health Before-after To support patients with GP referred, Individuals with mild mental ~ South and West N=484 n=12
KINSELLA, & Trainer and 9-month social needs (study aim facilitated social health problems, who are Bradford, England interview
SOUTH (2010) Social prospective to examine if patients prescribing socially isolated, with study,
Prescribing study (single make more appropriate service relationship difficulties, n=484
Service item question)  use of GP practice after facing problems with quantitative
(based on and structured  referral) finance/housing/employment, study
CHAT interviews. carer, parent, struggling with
pilot) long-term condition or
disability, coming to terms
with bereavement or wishing
to adopt healthier lifestyle.
WHITE, M. AND Arts for A cross- To improve resilience, Community arts Individuals with long term South and West N=608 n=22
E. SALAMON Well-being sectional confidence, and self- for health conditions, new parents or Bradford, England quantitative,
(2010) quantitative esteem. improvement, carers. n=42
and qualitative social prescribing qualitative
analysis of programme. (focus
feedback groups), n=3
forms. Plus qualitative
qualitative (other).
analysis of
five focus
groups, one
participant

interview, and
two written
testimonials.

*FOLLOW-UP TIME INCLUDED WHERE REPORTED.
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Appendix 2: Programme Aims and Measures
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*Where 1 indicates the study aimed to address both a system and individual level aim.
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; TITLE
9| Title 1 | Identify the report as a systematic review, meta-analysis, or both.
11 ABSTRACT
12 Structured summary 2 | Provide a structured summary including, as applicable: background; objectives; data sources; study eligibility 2
13 criteria, participants, and interventions; study appraisal and synthesis methods; results; limitations; conclusions and
14 implications of key findings; systematic review registration number.
1
1L INTRODUCTION
17 Rationale Describe the rationale for the review in the context of what is already known. 4-5
1
19 Objectives 4 | Provide an explicit statement of questions being addressed with reference to participants, interventions, 4-5
20 comparisons, outcomes, and study design (PICOS).
g-g METHODS
2:; Protocol and registration 5 | Indicate if a review protocol exists, if and where it can be accessed (e.g., Web address), and, if available, provide n/a
24 registration information including registration number.
i Eligibility criteria 6 | Specify study characteristics (e.g., PICOS, length of follow-up) and report characteristics (e.g., years considered, 5-76
language, publication status) used as criteria for eligibility, giving rationale.
3 Information sources 7 | Describe all information sources (e.g., databases with dates of coverage, contact with study authors to identify 5-76
2 additional studies) in the search and date last searched.
im Search 8 | Present full electronic search strategy for at least one database, including any limits used, such that it could be 5-76
1 repeated.
;; Study selection 9 | State the process for selecting studies (i.e., screening, eligibility, included in systematic review, and, if applicable, 65-7
34 included in the meta-analysis).
3 Data collection process 10 | Describe method of data extraction from reports (e.g., piloted forms, independently, in duplicate) and any processes | 5-7
for obtaining and confirming data from investigators.
;J; Data items 11 | List and define all variables for which data were sought (e.g., PICOS, funding sources) and any assumptions and 65-7
39 simplifications made.
j i Risk of bias in individual 12 | Describe methods used for assessing risk of bias of individual studies (including specification of whether this was n/a
4', studies done at the study or outcome level), and how this information is to be used in any data synthesis.
43 Summary measures 13 | State the principal summary measures (e.g., risk ratio, difference in means). n/a
jl 14 | Describe the methods of handling data and combining results of studies, if done, including measures of consistency | 65-7
4
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funders for the systematic review.

Risk of bias across studies 15 | Specify any assessment of risk of bias that may affect the cumulative evidence (e.g., publication bias, n/a
selective reporting within studies).

E Additional analyses 16 | Describe methods of additional analyses (e.g., sensitivity or subgroup analyses, meta-regression), if done, n/a
b indicating which were pre-specified.
3 RESULTS
[ Study selection 17 | Give numbers of studies screened, assessed for eligibility, and included in the review, with reasons for 7-8
i exclusions at each stage, ideally with a flow diagram.

Study characteristics 18 | For each study, present characteristics for which data were extracted (e.g., study size, PICOS, follow-up by

period) and provide the citations. 12/suppk-Appendix
1and 2

1 Risk of bias within studies 19 | Present data on risk of bias of each study and, if available, any outcome level assessment (see item 12). n/a
; Results of individual studies | 20 | For all outcomes considered (benefits or harms), present, for each study: (a) simple summary data for each | Z-
1 intervention group (b) effect estimates and confidence intervals, ideally with a forest plot. 12/suppk-Appendix
L land2
; Synthesis of results 21 | Present results of each meta-analysis done, including confidence intervals and measures of consistency. n/a
8 Risk of bias across studies 22 | Present results of any assessment of risk of bias across studies (see Item 15). n/a
y Additional analysis 23 | Give results of additional analyses, if done (e.g., sensitivity or subgroup analyses, meta-regression [see n/a
1 Item 16]).
¢ DISCUSSION
z; Summary of evidence 24 | Summarize the main findings including the strength of evidence for each main outcome; consider their 143-16
5 relevance to key groups (e.g., healthcare providers, users, and policy makers).
fi Limitations 25 | Discuss limitations at study and outcome level (e.g., risk of bias), and at review-level (e.g., incomplete 16
é retrieval of identified research, reporting bias).
g Conclusions 26 | Provide a general interpretation of the results in the context of other evidence, and implications for future 163-176
) research.
1 FUNDING
; Funding 27 | Describe sources of funding for the systematic review and other support (e.g., supply of data); role of 18
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