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Dear Holly
I have read the transcript and its ok.  It reminds me that I said that I would send material on social
prescribing.  I have attached two early studies that give  overviews of the early stages of this work. They were
prepared to introduce the idea to Australian audiences, so they are useful summary of the model at the time
that it was gaining popularity here.  Since then its adaptation has been patchy.  An example of where it has
been trialled in Australia is in the ACT PHN.  More information is available here:
https://www.chnact.org.au/for-consumers/trials/social-workers-in-general-practice-pilot-
program/#:~:text=The%20Social%20Workers%20in%20General%20Practice%20Pilot%20Program%20is%20s
upported,15%20months%2C%20until%20March%202025.

I hope this helps the Committee in its deliberations,
Kind regards
Angela Scarfe

Angela Scarfe ​​​​

Senior Policy Advisor

The AASW respectfully acknowledges Aboriginal and Torres Strait Islander peoples as the first Australians, and
pays its respects to elders past and present.

Private & Confidential: This email and any attachments are confidential and may not be disclosed to, used by or copied in any way by
anyone other than the intended recipient. If received in error, please contact AASW with the name of the sender, email address it was
sent to and delete it. Neither AASW nor the sender accepts responsibility for viruses, it is your responsibility to scan or check this email
and any attachments. No employee or agent is permitted to conclude any binding agreement on behalf of AASW with another party
without express written confirmation by an authorised AASW representative.
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EXECUTIVE SUMMARY 


Social prescribing (SP) is “a mechanism for linking patients with non-medical sources of support 


within the community.” [1] As Australia develops its 10 Year Primary Health Care Plan and considers 


whether or not to adopt the practice of SP, it is important to understand the evidence for the 


implementation and outcomes of SP for patients, for health professionals, health systems and for 


the community organisation sector.  


In order to support potential policy development, we have synthesised current evidence on the 


effectiveness of social prescribing programs in this rapid literature review. We limited our search to 


peer-reviewed papers published between 2017-2019 with a focus on the most recent literature and 


published literature reviews. We identified six literature reviews and 24 empirical studies that met 


our study criteria.  


As social prescribing is a relatively new area, the types of programs and how patients and health care 


professionals engage with SP is constantly developing. Most studies reviewed by us originated in the 


UK, with some also from Ireland, the Netherlands and Spain. We found no empirical studies of SP 


evaluations, nor any literature reviews from Australia. Programs in other countries may exist but 


were potentially not included in our rapid review because they were published in the reports, 


guidelines or other grey literature.  


In our rapid review, we found little consistency around how social prescribing is defined. However, 


we did identify eight general types of SP: Arts on Prescription, Books on Prescription/Bibliotherapy, 


Education on Prescription, Exercise Referral/Exercise on Prescription, Green Prescriptions, Healthy 


Living Initiatives, Signposting/Information Referral, and Supported Referral. The most common social 


prescriptions included referrals for exercise or other physical activities or art or craft related 


activities. Interestingly, the use of comprehensive individualised referrals designed together with the 


patient and facilitated by a person who spanned the boundary between primary health care and 


community services was the approach reported by most of the studies. 


 


The role and what to call the people who operationalise social prescribing (e.g. “navigators” or “link-


workers”) and span the boundaries between primary health care provided by General Practitioners 


(GPs) and other health care professionals (HPs) and the community services and voluntary sectors 


was similarly nebulous. Link-workers could range from a person in a purpose-built paid role working 


in the health system or within another organisation, such as a commissioning trust, to a volunteer 


working in a charity organisation or a community group. Despite the diversity, the role of the 


navigator was viewed as a crucial enabler to the success of SP programs. 


 


Overall, GPs were the professionals who initiated social prescribing referrals most often, although all 
types of health professionals and even patients were mentioned as potential referrers. Interestingly, 
in some cases, GP practice receptionists were tasked with diverting patients away from GP 
appointments to community services.  
 
SP was recommended for people with a wide variety of conditions, including mental health 


disorders, or with psychosocial problems or social isolation, those with long-term conditions (with or 


without mental health concerns) or with co-morbidities. The elderly, especially those with the above 


conditions, were amongst those listed as potentially benefitting from SP.  
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Regarding the impact on patients, GPs, link-workers, community care organisations, and on the 


health system, our review found mixed results with some positive, mixed and negative outcomes 


reported. This highlights the uncertainty and difficulty in assessing the effectiveness of SP, as 


reported in the peer reviewed literature. Quantitative outcome studies were few and showed 


inconsistent results. This may be because the quantitative measures used for evaluation of 


outcomes tended to focus on health-related outcomes and may not adequately capture more 


complex concepts, such as community connectedness, social engagement, confidence, willingness to 


give and receive peer-support, and confidence to access services and self-determination and self-


care. These hard to quantify concepts were captured in qualitative studies, which predominantly 


reported positive outcomes for patients.   


The included studies reported enablers of implementation of SP programs including: a phased roll-


out with clear and appropriate organisation, infrastructure and management. Strong stakeholder 


engagement from all relevant sectors, good communication and a clear understanding of shared 


goals were also cited. Identified barriers included a lack of coordination and collaboration among 


stakeholders, and limited understanding of SP and limited engagement with frontline health 


professionals including GPs.   


Concerns about sustainable funding for community services and equitable access for patients were 


considered important for the sustainability of SP programs. 


Our rapid review reveals the emerging state of SP. It highlights the need for long-term quantitative 


and qualitative evaluations. This rapid literature review only covered studies published in the peer-


reviewed literature. This is a limitation because the implementation of SP programs is often led by 


health services or not-for-profits and non-governmental organisations, and evaluations tend to be 


published in policy documents, unpublished reports, and guidelines that do not appear in peer-


reviewed journals. Therefore, this rapid review of the peer reviewed literature should be 


supplemented by a review of the grey literature. 


RECOMMENDATIONS 


Based on our literature review, we have developed a set of recommendations that should be 


implemented if Australia were to adopt SP.  


1. The RACGP, CHF and the Australian Department of Health should work together in consultation 
with the National Social Prescribing Roundtable to include social prescribing in the 10 Year Primary 
Health Care Plan and the National Preventive Health Strategy. 


2. Funding is needed for the development, implementation and evaluation of Australian SP. 


3. The development of models should be co-designed with all relevant stakeholders. 


4. Models of SP should involve a navigator/link worker whose role is clearly defined but flexible 
enough to enable creativity and individual tailoring of needed interventions for patients. 


5. The role and personal skills and attributes of navigators/link-workers should be defined. 


6. Developed models should undergo rigorous evaluation using robust implementation science and 
systems science approaches and mixed methods research (qualitative and quantitative) to ensure 
sufficient depth of understanding of what worked, why it worked and in what contexts, to support 
future scaling up and spreading of successful models. 


7. That any models of SP developed in the Australian context consider model sustainability at the 
core of evaluations.  







4 
 


INTRODUCTION AND RATIONALE 


 


Social prescribing (SP) is “a mechanism for linking patients with non-medical sources of support 


within the community.” [1] As Australia develops its 10 Year Primary Health Care Plan and considers 


whether or not to adopt the practice of SP, it is important to understand the evidence for the 


implementation and outcomes of SP for patients, for health professionals, health systems and for 


the community organisation sector. As the practice of social prescribing is developing, scaling up, 


and spreading, robust evaluations are increasingly being published in peer-reviewed literature, 


especially in the last three to four years.  


 


In order to support potential policy development, we have synthesised current evidence on the 


effectiveness of social prescribing programs in this rapid literature review. As the notion of social 


prescribing is relatively new across the world, and there is limited Australian literature on social 


prescribing programs and their evaluations, we aimed to describe the methodological approaches 


and challenges of conducting evaluations of social prescribing programs, including identifying 


frameworks, and validated tools.  


 


Understanding the latest literature about what types of SP interventions have been developed and 


implemented, which groups of patients have been targeted, which outcomes have been measured 


and whether there are significant benefits of SP is important to inform future development of SP 


programs. This information will be particularly valuable if trials of social prescribing programs are 


undertaken in Australia in the future. 


 


There is little consistency around how social prescribing is defined, what to call the people (e.g. 


“navigators” or “link-workers”) who operationalise social prescribing and span the boundaries 


between primary health care provided by General Practitioners (GPs) and other health care 


professionals (HPs) and the community services and voluntary sectors. For the purposes of this 


review, we will refer to the SP coordinators, facilitators or SP practitioners as navigators/link-


workers as these are the most common emerging terms. Although general opinion is that 


navigators/link-workers are essential to make social prescribing happen, there are few descriptions 


of the front-line role that they perform. Furthermore, there is inadequate information about the 


attributes, attitudes, and skills that navigators/link workers require to perform their role. 


 


The views and experiences of General Practitioners and other Health care Professionals with regards 


to SP are extremely important as it is usually GPs and other HPs who initiate SP referrals. 


Knowledge about the barriers and enablers of SP implementation is also needed to support future 


implementation strategies, whilst maximising enablers and overcoming known barriers as early as 


possible.  
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Research Questions: 


1. How is social prescribing defined in the recent literature? 


2. What theories or frameworks are used to underpin studies on social prescribing? 


3. Who initiates social prescriptions and are care navigators/link-workers always involved? 


4. Which groups of patients or people are targeted for social prescribing? 


5. What interventions are included under social prescribing?  


6. What outcomes measures or tools have been used for patients/clients, health care 


professionals, care navigators/link-workers, community service providers and health and 


community service systems? 


7. What impacts, outcomes or effects of social prescribing have been reported for patients, 


health professionals, navigators/link workers, community services, and health and 


community service systems? 


8. What are the barriers and enablers for the implementation of social prescribing programs? 


 


METHODS 


We conducted a rapid review for studies relevant to social prescribing according to the strategy 


described in Text Box 1 and inclusion and exclusion criteria (Table1). We included published 


literature reviews and empirical published studies. 


 


Table 1. Inclusion and exclusion Criteria 


 Inclusion Exclusion 


Date 2000-2019 Not 2000-2019 


Language English Other language 


Databases Medline, Scopus Other databases 


Study type 
Peer-reviewed published research or evaluation 
study or report, or literature review 


Grey literature 


Study Methods Qualitative or quantitative methods 
Published opinion pieces or descriptions 
that do not report any qualitative or 
quantitative data 


Study details 
relevant to the 
research questions 


Reports on an SP program or presents a review 
of studies that report on SP programs 


Does not report on an SP program 


Describes an implemented SP program  
Describes an SP model or program that 
has not been implemented 


Reports data (qualitative or quantitative) about 
the impacts or outcomes of SP program(s) for 
patients, providers, or health and community 
care systems 


Does not report outcomes 


 


The search strategy (Text Box 1) was developed by the medical librarian. As this is a rapid literature 


review [2], only three databases were searched, the search terms were focussed on social 


prescribing, and only peer-reviewed papers published during a limited time period were included. 
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Text Box 1. Search strategies 


 


 


RESULTS 


 


Included studies 


One hundred and twenty-three articles were identified in the search. There were six relevant 


literature reviews, all published 2017-2019. The six reviews covered articles published in the last 15-


20 years. There were 43 potentially relevant journal articles published between 2008 and 2019. 


Most (30; 70%) were published 2017-2019 (Figure 1). We therefore focussed our analysis only on the 


last three years, 2017-2019, to ensure that we captured the state of current knowledge, while 


providing synthesised data for earlier years through the six reviews.   


On full-text review, we all six literature reviews and 24 journal articles met our inclusion and 


exclusion criteria and were included in analysis, (Table 2A, 2B). 


 


Medline (ALL) 1946 - October 2019 
 
1. social prescri*.mp.  
2. general practice/ or family practice/ or social medicine/  
3. comprehensive health care/ or primary health care/  
4. (general practi* or (primary adj2 health*)).ti,ab.  
5. 2 or 3 or 4  
6. 1 and 5  
 
Embase 
1. social prescri*.mp.  
2. general practice/  
3. primary health care/ or primary medical care/  
4. ((general practi* or primary) adj2 care).ti,ab.  
5. 2 or 3 or 4  
6. 1 and 5  
 
Scopus 
( ABS ( "social prescri*" )  AND  TITLE-ABS-KEY ( "general practi*"  OR  "primary health*"  OR  
"primary care"  OR  "family doctor"  OR  "family physician*" ) )  
TITLE ( "social prescri*" )  
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Figure 1. Number of journal articles reporting on SP programs identified in the search per annum  


 


 


 


 


Table 2A. Characteristics of the included literature review articles 


Reference Location 
Study 
type 


Methods 
included 


Outcomes, 
impacts 


for 
patients 


Outcomes, 
impacts for 
GPs, HPs or 
Navigators 


Outcomes, 
impacts for 
the health 


care system 


Other 
outcomes 
or impacts If other, what? 


Bickerdike 
et al. 2017 


UK R 
QL, QT,  


MM 
X X X   


Chatterjee 
et al. 2018 


UK R 
QL, QT, 


MM 
X  X   


Husk et al. 
2019 


UK R QL, QT X X X  


Patient 
enrolment, 


engagement 
and adherence - 


SP 
programming 


Pescheny 
et al. 2018 UK R QL    X 


Facilitators and 
barriers to SP 


implementation 


Pescheny 
et al. 2019 


UK R QL X     


Pilkington 
et al. 2017 


UK and 
Ireland 


R 
QL, QT, 


MM 
X  X   


R= Review; QL=Qualitative methods; QT=Quantitative methods; MM=Mixed methods 


  


N
u


m
b


er
 o


f 
jo


u
rn


al
 a


rt
ic


le
s 


Year of publication 
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Table 2B. Characteristics of included peer reviewed studies reporting primary data 


Reference Location 
Study 
type 


Methods 
Outcomes 


impacts for 
patients 


Outcomes 
impacts for 
GPs, HPs or 
navigators 


Outcomes 
impacts for 
the health 


care system 


Bertotti et 
al. 2018 


UK EM MM - Realist 
approach 


X X 
 


Carnes et 
al. 2017 


UK EM MM X 
  


Chesterm
an and 
Bray 2018 


UK EM QL - Action 
Research 


X X 
 


Elston et 
al. 2019 


UK EM - QT before and 
after study 


X 
 


X 


Hamilton-
West et 
al. 2019 


UK EM MM, 
Evaluability 
assessment 


X 
 


X 


Hanlon et 
al. 2019 


UK EM QL X 
  


Heijnders 
and Meijs 
2018 


Netherlands EM QL X 
  


Loftus et 
al. 2017 


UK EM QT 
 


X X 


Moffatt et 
al. 2017 


UK EM QL X 
  


Pescheny 
et al. 2018 


UK EM QL X X 
 


Pescheny 
et al. 2019 


UK EM QT X 
  


Pons-
Vigués et 
al. 2019 


Spain EM QL X X 
 


Redmond 
et al. 2019 


UK EM QL X 
  


Skivington 
et al. 2018 


UK EM QL X X CP 
 


Southby 
and 
Gamsu 
2018 


Northern 
England 


EM QL 
 


HP, CP X 


Sumner et 
al. 2019 


England EM QT X 
  


Swift 
2017 


England ED QL X 
  


Thomson 
et al. 2018 


England EM QT X 
  


Tierney et 
al. 2019 


UK EM QT X 
  


White et 
al. 2017 


UK - 
Scotland 


EM QL X X X 


Whitelaw 
et al. 2017 


UK - 
Scotland 


EM QL - 
interpretivist 


approach 


X X X 


Wildman 
et al. 2019 


UK EM QL 
 


X ? 


Wildman 
et al. 2019 


England EM QL X X 
 


Woodall 
et al. 2018 


England EM MM X 
  


1. How is social prescribing defined in recent literature? 
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The Social Prescribing Network definition was used in one literature review to support study 
selection and analysis, and in four journal articles (Table 3). The Social Prescribing Network provides 
a comprehensive definition: “Social Prescribing is a means of enabling GPs and other frontline health 
care professionals to refer patients to a link worker - to provide them with a face-to-face 
conversation during which they can learn about the possibilities and design their own personalised 
solutions, i.e. ‘co-produce’ their ‘social prescription’- so that people with social, emotional or 
practical needs are empowered to find solutions which will improve their health and wellbeing, 
often using services provided by the voluntary and community sector. It is an innovative and growing 
movement, with the potential to reduce the financial burden on the NHS and particularly on primary 
care.” [3] 
 
Most commonly, the definition included at its core the referral by a GP or another health 
professional to non-medical services, community services or social care organisations and most 
definitions mentioned referral via a link-worker, coordinator or care navigator (Table 3). 
 
Table 3. Definitions of SP included in the six literature reviews and 24 empirical studies 
 


Definition categories* 
Literature 
Reviews 


(N=6) 


Empirical 
studies 
(N=24) 


No definition provided 
 


- 7 


Social Prescribing Network definition  
 


1 4 


Referring by GPs or other health professionals to non-medical services, 
community services or social care organisations with or without referral 
to a link worker or navigator  


5 12 


Mentions developing action plans 
 


- 2 


Mentions addressing or helping with social or economic factors 
specifically 


2 5 


Mentions building resilience or ability to self-care or independence for 
the patient 


- 3 


Other** - 3 


*Some publications provided wide ranging definitions that included multiple categories 
**Other includes use of exercise prescriptions, or various art activities, clubs, or prescribing reading books for 
pleasure 


 


2. What theories or frameworks are used to underpin studies on social prescribing? 


Frameworks and theories were seldom reported in the included articles. The review articles mainly 


aimed to examine the impacts and effectiveness of SP programs, schemes, or practices for patients, 


or for health professionals or community providers. One review focussed on identifying factors that 


help or hinder the implementation and delivery of SP programs, but they did not mention a 


particular framework. [4]  


Only one of the six literature reviews reported using a framework to support their review synthesis. 


Husk et al. (2019) used program theory and a realist synthesis approach to underpin their research 


questions. [5] They formulated a number of “if-then” statements to guide their review, for example: 


“IF the transit to first session is supported, THEN the patient may be more likely to attend.” [5] 
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3. Who initiates social prescriptions and are care navigators/link-workers always involved? 


General practitioners were the professionals who initiated social prescribing referrals most often 


(Table 4). GPs tended to refer to link-workers or care navigators who were based in the GP practice 


or in a local community health service or a local non-health community organisation. Other health 


workers included GP practice nurses, community nurses, allied health professionals and rarely 


hospital discharge teams or multidisciplinary teams looking after people with long-term conditions.  


In some instances, GP practice receptionists were tasked with diverting patients away from an 


appointment with a GP to a more suitable community service, however, the effectiveness of this 


strategy was not well-evaluated. Staff from community organisations or staff working in community 


care organisations also sometimes referred patients into SP programs and in some instances, 


patients could self-refer. 


Table 4. People who initiate social prescriptions 


Person initiating referral* 
Literature 
reviews 


(N=6) 


Empirical 
Studies 
(N=24) 


GPs 5 21 


Other health workers (e.g. community health workers, 
practice nurses) 


1 6 


Community organization staff or social care staff (not 
community health staff) 


1 4 


Self-referral 1 4 


Allied Health Professionals 2 2 


Other GP practice staff (e.g. receptionists) 2 1 


Hospital staff or Multi-Disciplinary Teams - 1 


Not specified 1 2 


*Multiple referrers were reported by some individual studies 


 


4. Which groups of patients or people are targeted for social prescribing 


In the literature review articles, a wide variety of patient groups were identified that might benefit 


from social prescribing, [6, 7] including people with mental health disorders, such as anxiety and 


mild to moderate depression or low mood, [5, 8, 9] people of all ages with psychosocial problems or 


social isolation, and people with long-term conditions with or without accompanying mental health 


disorders. [10, 11] Elderly people were identified as a specific group that would benefit from social 


prescribing, especially those who had long-term conditions, multi-morbidity, mild to moderate 


mental health problems, psychosocial problems, socio-economic issues, or people experiencing 


social isolation. People experiencing recent life changing circumstances, such as bereavement or 


receiving a diagnosis of a long-term condition, were also identified as a group that would benefit 


from social prescribing. [5, 12, 13] We found only one literature review focussed on people with a 


single condition – type-2 diabetes. [14]  


Among the 24 journal articles, 16 reported on the patients or clients of social prescribing services. 


The target groups identified in these 16 studies included those identified in the review articles and 


described above. However, additional target groups included carers of patients with long-term 


conditions or disabilities, [13] “people who had medical causes of their problems ruled out,” [15] 


and people with polypharmacy of five or more repeat medications. [16] Several papers reported 


referring people according to need without identifying any particular target conditions or issues, or 


simply any person identified by the GP as having social issues that impact on their wellbeing. [17]  
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5. What interventions are included under SP?  


The systematized review by Chatterjee et al. (2018) described the different types of SP which we 


summarise briefly below. Although this list is not exhaustive, it provides a broad overview of the 


types of interventions that may be prescribed. [7]  


 
Arts on Prescription: referring people with physical or mental health problems to programs 
that offer creative activities such as painting or drawing, crafts, dance, drama, or music.  
 
Books on Prescription/Bibliotherapy: health professionals recommending self-help books in 
addition to cognitive behaviour therapy, or advising reading for leisure or joining a book club.  
 
Education on Prescription: referring people to structured learning programs, such as literacy 
and basic life skills classes (e.g. money management, cooking, organisational skills, learning a 
new language) depending on individual needs and interests. 
 
Exercise Referral/Exercise on Prescription: referring individuals to structured exercise 
activities, such as gym, yoga, swimming and other sporting activities. 
 
Green Prescriptions: supporting people to increase contact with nature including walking in 
parks, gardening or participating in community gardens, and spending time in other natural 
spaces, such as at the beach or in national parks.  
 
Healthy Living Initiatives: targeting populations living with disadvantage by engaging people 
in structured health programs in order to increase equitable access to health care; for 
example, by providing free health checks and by supporting healthy living through healthy 
eating programs and stop-smoking programs. Such programs are often developed by 
community health workers including community nurses.  
 
Signposting/Information Referral: pointing or “signposting” patients to helpful information 
about local health and welfare services, such as financial advice, housing support, community 
health programs, or peer support groups. Information is provided by linking patients with 
websites or providing pamphlets with contact details of services.  
 
Supported Referral: focusing on enabling people to access support to meet their individual 
needs, which are usually assessed by a link-worker or care navigator who co-produces a 
tailored social prescription program or action plan with appropriate and achievable goals. The 
link-worker may then work with the patient to support them as they work through their plan 
to reach the goals while helping the patient overcome barriers, building confidence, and 
providing moral support and encouragement. This type of social prescription may include any 
combination of social prescriptions described above.  


 
Among the included studies in our review the most common social prescriptions included referrals 
to exercise or other physical activities or art or craft related activities. Interestingly, the use of 
comprehensive individualised referrals designed together with the patient and facilitated by a 
navigator/link-worker was the approach reported by 17 of the 24 studies (Table 5). 
 
 
Table 5. Services used for referral in social prescriptions 
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Services referred to* 
Literature 


reviews 
(N=6) 


Empirical 
studies 
(N=24) 


Comprehensive individualised co-designed interventions 
facilitated by a navigator/link-worker 


2 17 


Art and craft activities 5 10 


Exercise and other physical activities 7 7 


Social clubs, lunch clubs or volunteering 3 7 


Financial advice, debt management, and legal  2 7 


Social care services (housing, employment, welfare agencies) 2 6 


Adult education and literacy 4 5 


Counselling, psychological services, cognitive behaviour 
therapy, self-help, and peer support 


4 4 


Green prescriptions (gardening, community gardens, nature 
walks) 


4 4 


Lifestyle interventions for weight loss, smoking cessation, or 
alcohol services 


2 3 


*Studies reported multiple services 
 
 


Role of the navigator/link-worker 
The role of the navigator/link-worker was central to the social prescribing initiatives described in all 
six of the literature reviews and in 17 of the 24 empirical studies.  
 
In the included studies, we identified at least 18 separate terms used to describe navigators/link-
workers:  


1. Link Worker 
2. Referral Agent/Worker 
3. Navigator  
4. Care Navigator 
5. Facilitator 
6. Coordinator 
7. Social Prescriber 
8. Social Prescribing Coordinator 
9. Well-being Coordinator 
10. Holistic Link Worker 
11. Community Wellbeing Advisors 
12. Sign-Poster 
13. Single Point of Contact (SPOC)  
14. Link Worker 
15. Community Link Practitioner (CLP) 
16. Community Link Worker 
17. Well-being Coach 
18. Community Welfare Officer (CWO) 
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Furthermore, Tierney et al. (2019) reported 75 different terms used for the navigator/link worker 


when they surveyed clinical commissioning groups (CCGs) across the UK.  


In the same study, the role of navigator/link-worker was often reported to be undertaken by an 


upskilled, existing staff member working at the general practice, most often the receptionist. [18] 


The practice receptionist was upskilled to divert people seeking an appointment with the GP by sign-


posting them to another service or source of information, when they phoned for an appointment. 


[18] The main goal of sign-posting by receptionists was to reduce the number of presentations to the 


GP, especially for people who presented frequently, however, we found no information about the 


effectiveness of this type of SP for patients, although there were reductions in GP presentations. [18]  


Commonly mentioned roles of the navigators/link-workers included signposting people to relevant 
information and supporting initial links with a variety of non-health community services and 
programs (Table 6). They acted as a bridge between primary care health services and community 
organisations. The roles of the navigators/link-workers varied according to a) the program being 
implemented, b) whether the navigator/link worker was an existing GP practice staff member, c) a 
specifically designated new employee embedded in the GP practice, or d) embedded in the 
community service(s), or whether the person worked as a volunteer. Existing practice staff tended to 
signpost people to information only, while volunteers tended to provide an initial link with a service 
or activity, sometimes with ongoing informal support. Paid staff specifically designated as 
navigators/link-workers tended to provide a more comprehensive, co-designed, individualised and 
ongoing service for patients including developing action plans and goals according to specific 
individual needs and following up on referrals. [4, 6, 7, 10, 13, 14, 19-22] Face-to-face support was 
perceived to improve effectiveness of the intervention and was highly valued by patients and by the 
navigators/link-workers. [5-7]  
 
 
Table 6. Commonly described roles of navigators/link-workers in included literature reviews and 
empirical studies 


Roles of the navigators/link-workers 
Literature 
Reviews  


(N=6) 


Empirical 
Studies  
(N=24) 


Act as a bridge between primary care and community organisations 6 17 


Signpost patient to a suitable community service 4 17 


Met with patient to discuss/identify needs 3 17 


Ongoing face-to-face support 2 5 


Followed up referrals 1 6 


Develop action plans - 5 
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6. What outcomes have been measured and reported for patients/clients, health care 
professionals, care navigators/link-workers, community service providers and volunteers? 
 
Measures and tools used to assess outcomes and impacts for patients 


Among the six literature reviews, measures included self-reported health and wellbeing, quality of 


life, life-style changes, social functioning, self-concepts and feelings, and day-to-day functioning.  


Social prescribing program effectiveness was also measured in terms of engagement with the 


program and adherence to the social prescription(s). Table 7 list the wide variety of quantitative 


tools used to assess outcomes and impacts of SP for patients 


Table 7. Specific quantitative tools used to measure outcomes in patients  


Tool 


Warwick-Edinburgh Mental Wellbeing Scale (WEMWS) or the short version SWEMWS 


Hospital Anxiety and Depression Scale 


General Anxiety Disorder - 7 Scale 


Patient Health Questionnaire - 9 


Clinical outcome in routine evaluation - outcome measure (CORE-OM) 


General Health Questionnaire 


SF-36 (Short Form Survey - 36 for quality of life) 


COOP/WONCA Functional Status Health and Wellbeing  


Work and Social Adjustment Scale 


Social Isolation Index 


Delighted-terrible faces test 


Duke UNC Functional Social Support Questionnaire 


Physical activity questionnaire 


Physical activity – Timed Up n Go test 


Patient Activation Measure (PAM) 


Well-being Star - Outcomes Star for adults self-managing health conditions 


 


In addition to using specific tools, many studies also analysed experiences and perceived benefits, 


barriers and enablers by conducting before and after interviews and focus groups with patients.  


Outcomes for GPs, other HPs and navigators/link-workers were also mainly assessed through 


qualitative methods and provided data on perceptions, attitudes and experiences of participating in 


SP schemes and when reflecting on outcomes of SP schemes. 
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Measures used to report impacts on services and systems included changes in the number of GP 


consultations GP referrals to secondary care, and hospital episode statistics including emergency 


department attendances and hospital admissions. [6, 14] Few studies reported economic measures 


such as affordability, cost and benefit analysis or cost effectiveness of SP interventions. [6, 7]  


Impact on community services was also measured in terms of number of referrals received, number 


of patients engaged, and number of encounters with community services as well as measures of 


satisfaction with the service received. 


 


7.  What impacts, outcomes or effects of SP have been reported for patients, health professionals, 


navigators/link workers, community services, and health and community service systems? 


Outcomes for patients 


Positive outcomes reported in qualitative studies, included perceptions by patients that they are 


better connected to the community, they have better self-esteem, confidence and ability for self-


care. They reported better wellbeing, higher mood and feeling more positive after accessing SP 


programs. Patients valued the role of the navigator/link-worker in helping patients identify problems 


and in providing practical solutions that suited their specific needs. Goal setting together with the 


navigator/link-worker and ongoing longer-term support, e.g. over several months, according to 


need, were viewed as key enablers to achieving co-designed goals. As expected, patients referred to 


SP programs used community services more often. Some described being supported through the 


gradual behaviour change transition as key to developing confidence and empowerment to “go-it-


alone”, while others worried about the ability to access SP programs and services over the long 


term. Programs that provided individualised services and took time to identify individual needs were 


highly valued by patients. 


Acceptability of SP programs to patients was high, although patients in several qualitative studies 


reported that they did not know what social prescribing was, although they were happy that they 


had been referred to a navigator/link-worker. In one study patients reported that GPs spent more 


time with them. The review by Pescheny et al. (2019) reported that most quantitative studies 


included in their literature review (N=16) showed no significant change on quantitative measures, 


such as levels of social support, and functional health assessment charts, however patients accessing 


the SP intervention improved on the Friendship Scale. [13] 


Patients referred to healthy eating, exercise or smoking cessation interventions reported feeling 


healthier and fitter, with a higher overall wellbeing. Other SP programs designed to improve mental 


health, coping and community connections also resulted in perceptions of better wellbeing, 


improved ability to undertake activities of daily life, ability to network with peers, confidence and 


empowerment. [11, 22-24]  


There were few studies (N=4) that reported quantitative outcomes for patients. Results from these 


studies were a mix of positive, negative or no change findings. Studies reported improvements in 


fitness including increases in energy expenditure due to exercise activities including walking (41.6% 


increase) or undertaking vigorous exercise (107% increase in energy expenditure). [8] There were 


also reports of SP programs having significant effects on the wellbeing measures WEMWBS or 


SWEMWBS, Well-beingStar, patient activation measure (PAM), and in scores on measures of 


depression and anxiety in patients with mild to moderate depression and/or anxiety. [17, 22, 25, 26] 


The literature review by Chatterjee et. al., which included 16 papers confirmed positive outcomes in 
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wellbeing, self-care, mental health (depression and anxiety scores), connection to community, 


quality of life and lifestyle preventative behaviours (exercise and healthy eating). [7]  


However, several studies reported no change in wellbeing, anxiety, depression or engagement in 


activities. Few studies had follow-up times longer than 12 weeks and few studies reported the level 


of patient engagement after referral to an activity under SP programs. One study reported that 17% 


of patients had 2 or more contacts with the SP service and this was deemed inadequate to support 


behavioural change. [22] One study reported that four out of 12 patients reported no change in their 


ability to perform activities of daily life. [27]  


The six literature review papers included in our review showed that uptake of SP referrals was 


variable 50% and 79% of people referred to a link-worker actually had an initial appointment with 


the link worker. [6] Only two studies included in their review reported attendance at 


activities/services that patients were referred to 58% and 100%, with most studies reporting that a 


referral had been made without following up whether the person actually attended. [6]  


The literature reviews showed that the outcomes of SP are mixed. Some literature review papers 


showed positive quantitative outcomes in terms of measures of quality of life, wellbeing, healthy 


behaviours, coping, mental health, wellbeing, and social engagement among patients. However, 


several others showed that quantitative outcome measures used in studies included in their reviews 


mainly reported no significant improvements for patients. [13, 14]  


Qualitative studies included in the review articles, on the other hand, showed benefits such as 


positive experiences of SP, feelings of confidence and developing self-reliance and ability to care for 


self while making connections and friendships with peers who in turn provide support. [7, 13]  


Outcomes for GPs and other HP 


The perceptions of GPs and other HPs were mixed. Some studies reported that GPs and HPs had 


positive perceptions of SP. [17, 21, 28] They felt that they were enabling care for the whole person 


without spending too much time beyond the initial referral to an navigator/link-worker. Some 


studies reported that GPs felt that SP has little or no effect on their patients and on their practice 


and that SP did not reduce GP and emergency department attendances. [25, 29] Some GPs reported 


referring patients and then not being fed-back any information about the community activities that 


the patient engaged with nor the effects of these. [7] Closing the feedback loop is an important 


aspect of any new program that aims to change the system to improve care. [30] The improvement 


cycle needs to be complete and may need to be repeated several times to optimise programs and to 


support the understanding of outcomes and learning for future programs. GPs who understood the 


purpose of SP and had developed relationships with navigators had high levels of satisfaction with 


SP. [21, 24]  


Outcomes for Navigators/Link-Workers 


Navigators felt that their role was significant in ensuring that the patient is supported, that problems 


are adequately described for the individual patient and that support and onward referral matches 


individual patient needs. Navigators/link workers valued SP and came to recognise the need to 


empower patients to become confident and independent rather than developing dependency with 


the outcome that navigators need to strike a careful balance when providing support. 


Existing GP practice staff, such as receptionists and practice nurses, felt that their training was not 


adequate to undertake their role. And their understanding of SP was often relatively limited with the 


express goal of diverting patients from the GP practice to reduce attendances and waiting times. 
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This is a very narrow view of SP and the best that can be done for patients who ring for an 


appointment is to sign-post them to some local services. This sign-posting to other services may be 


adequate for patients who have relatively simple problems however, it is unlikely to be satisfactory 


for those who have complex medical, psychosocial or socio-economic problems that impact their 


health and wellbeing. There was little evidence of positive outcomes for patients, GPs nor practice 


staff working in such models. 


Outcomes for navigators included difficulties in engaging with GPs and GP practices, including 


spending large amounts of time on education and engagement at the expense of providing direct 


assistance to patients. This was exacerbated when navigators working under some SP schemes were 


set quotas of patients to recruit into the service, and the quotas were difficult to achieve especially 


in areas where the GP engagement had been minimal, resulting in additional work for 


navigators/link-workers. [19, 28, 29, 31] On the other hand, where the SP programs were well 


understood and valued by GPs and HPs, there was sometimes a lack of capacity to deal with all 


referred patients. [19] In one study, the health professionals perceived very little difference after an 


SP project began - for them it was “business as usual.” [25] 


Outcomes for the Health system 


Only one study reported quantitative data about changes in demand for medical services. Loftus et 


al. (2017) showed no difference in GP contacts (visits to GP, home visits or telephone calls) nor in the 


number of new repeat prescriptions after a 12-week SP intervention. [16]  This may be because the 


evaluation assessed only short-term outcomes. 


Qualitative studies reported “less demand for medical services” as perceived by GPs and other HPs. 


[28] 


In their review, Bickerdike et al., reported that there was some evidence for reduced referral to 


secondary care, reduced hospital admissions and ED attendances and GP face-to-face contact but no 


change in the number of phone contacts. [6] One evaluation included in the review by Pilkington et 


al. (2017) showed reduced hospital admissions due to a diabetes-specific SP intervention. [14] The 


literature review by Chatterjee et al. (2018), also reported reduced attendances at general practices. 


[7]  


Financial impacts were generally not reported, however in one study included in Bickerdike et al. 


(2017) there was an apparent half-a-million GBP reduction but the start-up costs were 1.1 million 


GBP to set up and run the SP program. [6]  A lifestyle intervention reported by Munro in 2004 and 


included in the review by Chatterjee et al. (2018), was shown to be cost effective in terms of Quality 


Life Years Saved (QALYS) with a cost of €17,172 per QALY. [7, 32]  


Outcomes for community care organisations 


Several papers reported increased demands for community services and raised concerns about 


capacity to keep up with demand, especially with recent cuts to community services. Community 


organisations also found that they had better access to people who needed their support via SP 


programs and felt they were filling the gaps in care that medical services cannot. [31, 33] There was 


an increased use of health and community services which was viewed positively. [10, 34]  Increasing 


costs for community services were highlighted as a potential problem, especially in schemes where 


patients with significant frailty and multi-morbidity conditions were referred. [10] Community 


organisations found it difficult to engage with GPs and were more likely to work with practice 
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managers, which they felt was not ideal when providing holistic care that supplements care 


delivered by the GP.  


 


8. Barriers and enablers of implementation of social prescribing programs 


The literature review by Pescheny et al., (2018) was the only paper specifically focussed on barriers 


and enablers of implementation of SP programs. [4] Important facilitators of successful 


implementation of SP programs included: phased roll-out, clear and appropriate organisation and 


management of the program, shared understandings and attitudes among stakeholders and front-


line workers across service sectors, strong relationships and open communication, organisational 


readiness to implement the SP intervention(s), integration of navigators/link-workers into primary 


care teams, institutional support, and adequate local infrastructure needed to make the program 


work. For example, availability of local community services that were easily accessed by patients and 


had capacity to provide the needed services as the SP programs ramped up, avoiding long waiting 


times for access. [19, 29] Local infrastructure, such as adequate and appropriate local transport 


services, to enable people who had been referred to easily access the services and low- or no-cost 


for patients was also important. [5, 24, 29] 


Pescheny et al., (2018) also identified a number of barriers including delays to starting dates because 


multi-sector collaboration and relationship development take time, rushed “go live” dates when 


programs are not quite ready, turnover of staff involved in social prescribing resulting in a lack of 


continuity, lack of understanding of the program across sectors, lack of engagement with GPs at the 


front lines, lack of patient engagement, and long waiting lists to access prescribed services. [4] 


In Table 8, we list the barriers and enablers as experienced by patients, GPs and HPs, navigators/link 


workers, and community service providers while involved in SP programs.  


 


 


Table 8. Barriers and enablers identified in peer reviewed empirical articles 


Enablers Barriers 


 
For GPs and other health professionals 


Having awareness of SP programs in the local area – more 
likely to engage 


Working in a medical paradigm – 7-minute consultation 
and treating presenting medical condition 


Having a clear understanding of the SP programs and the 
GPs role in SP  


Lack of awareness of SP and benefits of SP 


GPs who received some training on SP are more likely to 
engage  


Inadequate training in SP and criteria for referral 


More likely to refer to programs that have a formal 
recognition or “statutory” standing and are stable, 
sustainable and well funded  


Lack of capacity to refer – time constraints 


Trusting relationships with the navigator/link-worker Perception that community providers are “less expert” 
than health professionals 


SP referral embedded in GP software - routinized Perception that SP is not part of the GPs’ or HPs’ role 


 Referring people to services that may not be sustainable 


 
Navigators/Link-workers and community organisations 


Role of the navigator seen as critical boundary-spanner by 
GPs, Navigators/link-workers themselves, community 
services and patients  


Lack of recognition by GPs and other HP of the importance 
of the N/LW role and lack of awareness of SP 







19 
 


Flexibility to refer to a variety of services Threats from funding cuts to community service provider 
organisations 


Clearly outlined roles and responsibilities Unclear roles e.g. N/LW spending time engaging with and 
educating GPs rather than working with patients 


Trusting relationships with GPs and GP practice staff Opposition from GPs and other Health professionals who 
do not see SP as part of their role 


Wide knowledge of local social and community services 
and networks 


Difficulties in finding appropriate locale services to meet 
the needs of patients 


Appropriate training, ability to apply strength-based 
approach foster empowerment rather than dependency 


Limited training and lack of understanding of the role by 
L/-V themselves and those they must work with i.e. GPs, 
other HP, community providers, patients and trusts 


Capacity to spend time with patients in co-design and for 
ongoing support 


Lack of capacity to provide services to all people referred, 
need to meet quotas when referrals are low 


Understanding of what people need to “live well” Limited capacity to engage with people with complex and 
specific needs  


 
For patients 


Awareness of SP programs and perception of their 
benefits 


Lack of awareness of SP programs and their purpose 


Trust in GP to refer appropriately to SP Expectation that medical care will always be provided by 
GP not referral to social or community support 


Having ongoing contact with the navigator/Link-worker Expectations that changes will happen quickly without 
ongoing support 


Access to local services- minimum travel Difficulties accessing services e.g. too far to travel 


Low cost or free services Additional costs 


Developing networks, family and peer support and 
becoming more independent 


Specific environmental factors and peer pressure e.g. 
everyone smoking during breaks 


Sustainable services not just projects Lack of continuity; one or two contacts with the navigator 
inadequate for some 


Flexibility of access and choice of services that suit their 
needs 


Busy lives – people who are employed find it more 
difficult to engage with SP programs  


N/LW filled the gaps that GPs and HPs couldn’t (5)  


 
Related to systems 


Robust and clear governance structures with delineated 
roles 


Confusing project governance structures and lack of clarity 
about roles and poor leadership 


Alignment with existing policy Lack of supporting policy to provide legitimacy for action 


Having a common understanding and expectations among 
GP, Community organisations, navigators/link-workers,  


Limited engagement of needed stakeholders 


Networks – building on existing network and supporting 
development of new networks for SP 


Staff turn-over results in loss of sustainable links within 
networks 


SP program visibility and ease of access – e.g. single point 
of contact 


Lack of visibility of SP projects or several projects 
operating at once  


 Lack of knowledge, capacity and funding to evaluate SP 
programs to inform future implementations 


 


DISCUSSION AND CONCLUSIONS  


Current literature on the impacts of social prescribing is mixed, with both positive and negative 


outcomes being reported. There are very few robust, well-designed long-term evaluations of the 


impacts of SP on patients, on GPs and other health professionals, on navigators and community 


services and on health systems. On balance however, there are some promising reports showing 


significant improvements in patient wellbeing and community connections. Other studies have 


demonstrated positive behavioural changes in terms of increasing healthy living behaviours 


including healthy eating and exercise. Reductions in anxiety and depressions and increases in 


community engagement and feelings of empowerment, confidence for self-care and resilience to 


manage health and psychosocial problems. 
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Significant barriers to the implementation of SP programs were identified and need to be addressed 


when planning future SP programs. These include barriers among GPs and other HPs including lack 


of awareness of SP programs, perception that referrals to SP programs is not part of their role, lack 


of capacity and time to refer, and limited training in how to refer and who to refer for SP. Some GPs 


and HPs also perceived that SP had little value in reducing presentation of patients to primary care 


or to emergency departments. This is not surprising given that there are few studies that have 


reported such changes. Methodologically robust studies should be undertaken to clarify the impacts 


of SP on GPs, HPs and health systems. 


Important enablers were identified. These include having appropriate supporting health and social 


care policy in place to provide legitimacy for the development, implementation and evaluation of 


future SP programs. Developing clear common understandings among all stakeholders of SP 


programs about the purpose of SP and potential benefits will require education, networking and the 


development of governance structures and strong leadership from within the health and community 


sectors. Future projects must involve from the beginning of program design, all relevant 


stakeholders especially patient and community groups and GPs working at the frontlines and 


expected to refer patients for SP. 


Sustainability of SP models was an identified emergent theme and stakeholders expressed concerns 


about sustainable funding for community services and equitable access for patients. Programs were 


thought to be sustainable through the development of strong functional networks, however, the 


high turn-over of staff across the health and community care sectors was viewed as a threat to 


maintaining strong networks and the sustainable delivery of SP programs. The need for adequate 


capacity of community services to cope with the number and wide variety of referral types was also 


seen as essential to the sustainability of SP programs.  


The role of the navigator was viewed as a crucial enabler to the success of SP programs, however, 


there was an enormous amount of variability in understanding of the navigator role which could 


range from a person in a purpose-built paid role working in the health system, to a volunteer 


working in a charity organisation or a community group, or it could be a purpose-built paid role 


working for another organisation, such as a commissioning trust. Even the terms used to describe 


navigators were so varied it was impossible to know whether “navigators” did the same work as 


“coordinators” or “link-workers” or “social prescribers.” One study reported over 70 terms used for 


the role. The definition of SP itself, varied significantly and many studies simply did not provide a 


definition for SP. The use of common language is the crux of developing a common understanding 


across sectors and it is therefore worth striving for common terminology and definitions in SP. 


Regardless of the variety of terms used to describe navigators/link-workers their role in making SP 


program work cannot be denied. They are the lynch-pins boundary-spanners that link the health, 


community and social care sectors together. Most importantly they support patients with SP 


referrals, provide practical support in identifying and solving problems and build empowerment in 


patients. SP programs that included designated, paid navigator/link-worker roles were viewed by 


patients and GPs and other HPs as more effective. These workers should be included as essential to 


any future SP programs. 


Social prescribing is a relatively new area which is constantly developing. The mixed results in this 


review highlight the uncertainty around the effectiveness of SP because of limited published peer-


reviewed evaluations. Quantitative outcome studies are few, and some show significant positive 


results while others do not. This may be because the quantitative measures used for evaluation of 


outcomes tended to focus on health-related outcomes and may not adequately capture more 
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complex concepts such as community connectedness, social engagement, confidence, willingness to 


give and receive peer-support, and confidence to access services and self-determination and self-


care. These hard to quantify concepts were captured in qualitative studies which predominantly 


reported positive outcomes for patients.   


Our rapid literature review is limited by exclusion of the grey literature. Much of the knowledge may 


reside in the grey literature such as government or services reports, policy documents, masters or 


PhD theses or reports published in periodicals not indexed in the main medical literature databases. 


Therefore, this rapid literature review should be supplemented by a review of the grey literature. 


Most studies reviewed by us originated in the UK, with some also from Ireland, the Netherlands and 


Spain. We found no empirical studies of SP evaluations, nor any literature reviews from Australia. 


This demonstrates that social prescribing as a concept is only now being considered for wider 


implementation. This is both a weakness and a strength. Implementing social prescribing in Australia 


will be difficult given the concept is unlikely to be widely understood. Indeed, even in the UK where 


social prescribing has been implemented for at least the last 10 years, studies published in 2018 and 


2019 reported a lack of awareness of SP and a lack of recognition of SP by GPs and other HPs as 


being part of their role. However, the knowledge available from studies overseas is a considerable 


opportunity for Australia to learn from experience and to apply relevant knowledge to the local 


context. 


Finally, if Australia is to adopt SP more broadly, trials or projects must be co-designed with all 


stakeholders while placing the needs of patients at the centre. Most importantly any 


implementation trials must embed in their design robust evaluations that use quantitative and 


qualitative methods to collect and interpret outcomes and impacts for patients, GPs and HPs, 


navigators/link-workers and community services. 


 


RECOMMENDATIONS 


1. The RACGP, CHF and the Australian Department of Health should work together in consultation 


with the National Social Prescribing Roundtable to include social prescribing in the 10 Year Primary 


Health Care Plan and the National Preventive Health Strategy. 


2. Funding for the development, implementation and evaluation of SP models should be allocated in 


Australia. 


3. The development of models should be co-designed with all relevant stakeholders. 


4. Models of SP should involve a navigator/link worker whose role is clearly defined but flexible 


enough to enable creativity and individual tailoring of needed interventions for patients. 


5. The role and personal skills and attributes of navigators/link-workers should be defined. 


6. Developed models should undergo rigorous evaluation using robust implementation science and 


systems science approaches and mixed methods research (qualitative and quantitative) to ensure 


sufficient depth of understanding of what worked, why it worked and in what contexts, to support 


future scaling up and spreading of successful models. 


7. That any models of SP developed in the Australian context consider model sustainability at the 


core of evaluations.  
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Foreword
Several countries are implementing policies to integrate care for health and social services, 
recognising that siloed health and community and volunteer-run services and activities are 
inadequate to meet the increasingly complex health and social needs of patients.1


This report outlines the arguments for a strategic and systematic approach to 
incorporating social prescribing into the Australian healthcare system, starting in primary 
care. Social prescribing is ‘a means of enabling GPs [general practitioners], nurses 
and other primary care professionals to refer people to a range of local, non-clinical 
services’.2 Social prescribing could provide a valuable addition to the existing range of 
healthcare options in Australia. However, to date, the adoption of social prescribing as 
an organised program of support has been limited.


It is well known that socioeconomic factors in people’s lives can affect their health 
and wellbeing and can often be the reason people reach out to healthcare services. 
Social prescribing can address key risk factors for poor health, including social 
isolation, unstable housing, multimorbidity and mental health problems. These factors 
are associated with low engagement in preventive activities and low levels of self-
management for medical conditions.


The extent to which doctors assist patients to address socioeconomic factors linked 
to ill-health is variable. Seventy-four per cent of physicians in Germany and 65% in the 
UK said they frequently coordinated patients with social services or other community 
providers. In contrast, approximately 40% of physicians in Australia, the USA and 
Canada reported the same.1


Further estimates suggest that approximately 20% of patients consult their GP for 
what are primarily social problems.3 These problems are not best addressed through a 
clinical or pharmaceutical response; however, these interactions present an opportunity 
to improve health outcomes if we recognise the breadth of factors that affect a person’s 
health and wellbeing.


Characteristics of a person’s physical and social environment can either facilitate or 
hinder their engagement with, and management of, their health and care.4


By recognising the trusted relationship between the patient and their health professional 
and taking the opportunity to address the socioeconomic determinants as part of these 
interactions, primary health services can facilitate engagement with community services 
to help address the underlying causes of poor health. The flow-on effect is a reduced 
reliance on health services, improved health outcomes and better value care.


The recommendations in this report have been synthesised and derived from expert 
discussions and reflect our shared desire to see a shift from a focus on illness to 
wellness in the health system. 


The roundtable identified that social prescribing exists to break down silos within 
around medical and community services, to get closer to the root cause of the problem 
and therefore increase the sustained impact of treatment, or in some cases avert the 
need for treatment. The approach should be based on what matters to the consumer 
and should address non-health issues, including the social determinants of health, by 
providing a more holistic approach to care.


The benefits of social prescribing are wide-ranging and include health, economic, social 
and productivity gains, with the ultimate benefit being improved health and wellbeing for 
individuals and communities. Participants at the roundtable identified the potential for 
social prescribing to facilitate a more engaged, empowered, strengths-based approach 
and build capacity for people to meet their own needs.
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The Australian Government is currently developing long-term plans for both primary 
healthcare and preventive health. This presents an opportunity to incorporate social 
prescribing into future health system planning and service delivery strategies. We 
believe doing so would help deliver more consumer-centred, integrated health and 
social care, while saving on health costs in the long term.


A systematic, nationally scaled and locally implemented approach to social prescribing 
in Australia could lead to:


•	 improved prevention and management of physical and mental illness


•	 a shift in the focus from illness to wellness


•	 increased consumer enablement and self-management


•	 a more comprehensive approach to service delivery


•	 decreased demand for health services


•	 greater value care, and greater access to care and support


•	 reduced siloing of health and community services


•	 increased wellness and decreased helplessness for both providers and patients


•	 decreased social isolation and loneliness


•	 stronger communities.


This report takes the first step in imagining social prescribing as a normal part of health 
and community care in Australia. We foresee a future where social prescribing supports 
better connections between our systems of care and better connections between 
people in our communities. We hope you find this report stimulating and informative.


Leanne Wells  
CEO 
Consumers Health  
Forum of Australia


Assoc Prof Mark Morgan 
Chair, Expert Committee – 
Quality Care 
Royal Australian College of 
General Practitioners


Assoc Prof Yvonne Zurynski 
Associate Professor, Health 
System Sustainability 
NHMRC Partnership Centre for 
Health System Sustainability
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About this report
On 25 November 2019, the Consumers Health Forum of Australia (CHF) and The 
Royal Australian College of General Practitioners (RACGP) co-hosted a roundtable on 
social prescribing, with input from the NHMRC Partnership Centre for Health System 
Sustainability as the academic partner. The Social Prescribing Roundtable is part of 
the Consumers Shaping Health roundtable series led by CHF and will contribute ideas 
to the development of Australia’s Long Term National Health Plan, including specific 
strategies on primary care and prevention that are currently under development.


Participants included people from across the health and community sectors who 
have been engaged in the ongoing conversations about integrated care and the need 
to address the social determinants of health, as well as those who have started to 
introduce and trial social prescribing approaches in their local communities. They 
included consumer advocates, clinicians, health and social care providers, academics, 
health economists, government and policy experts from across Australia.


The purpose of the roundtable was to harness the emerging interest in social prescrib-
ing as an approach to improving patient care outcomes, overall efficiency of delivering 
population level care, patient satisfaction and experience, and provider satisfaction. We 
formulated independent recommendations on the merits of social prescribing and how 
it could be supported in a more systematic way in Australia.


Participants considered the following questions:


1.	 Does social prescribing present an opportunity to improve health 
outcomes and increase consumer participation and engagement?


2.	 What are the key aspects of the model that will enable social prescribing 
to be an effective tool to improve health outcomes?


3.	 Is there an appetite to build systems in Australia to increase social 
prescribing?


4.	 If so, how could system changes to promote social prescribing be 
evaluated to determine their value and contribute to a growing evidence 
base?


Participants also discussed the appropriateness of the term ‘social prescribing’ and its 
varying potential applicability to different types of health professionals and healthcare 
settings in Australia. For the purposes of this report we will retain the term ‘social 
prescribing’, which is widely used and accepted overseas, as our work is informed by 
international social prescribing programs.


The roundtable considered how social prescribing could initially fit within a primary 
healthcare setting, though we recognise the potential for it to integrate with other parts 
of the health system. By ‘primary healthcare’, we mean those services that are usually 
the first point of contact in the health system, such as general practice, pharmacy, allied 
health, nursing, Aboriginal and Torres Strait Islander health services and a broad range of 
community health services. Social prescribing is about integrating the clinical aspects of 
primary care with the broad range of social, economic and environmental factors that affect 
the health and wellbeing of individuals who have specific health and social care needs.



https://www.health.gov.au/resources/publications/australias-long-term-national-health-plan
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Our approach
As the health profile of Australia’s population changes and we continue to see rising 
rates of chronic disease, mental illness, social isolation and loneliness, we need to find 
new ways to support good health outcomes and ensure the sustainability of the health 
system. We know that social determinants such as access to safe and affordable 
housing, education, employment and community connectedness have a significant 
influence on health. Therefore, linkage with programs and services outside the health 
system has the potential to improve health outcomes.


We know that the attributes of high-performing primary care systems include patient 
enablement and a patient–team partnership, including recognising the expertise that 
patients, their families and carers bring to the encounter. In a high-performing primary 
care system, patients are not told what to do but instead are engaged in shared 
decision making that respects their personal goals.5


We also know that when patients are equipped and supported to be partners in care, 
better health outcomes are generally delivered. Health outcomes and quality of life can 
be improved for people by providing care coordination and self-management support 
in the community, including through information and supported access to community 
services.4 This aligns closely with Standard 2: Partnering with Consumers under the 
National safety and quality health service standards, which recognises the importance 
of involving patients in their own care and providing clear communication to patients.6


This approach sits alongside an understanding that healthcare and medicine should 
be concerned with the broader world of the patient and that there is value in directing 
clinical attention to all domains of life. This is known as the ‘bio-psychosocial model 
of healthcare’ and stems from the idea that the boundaries between wellness 
and sickness are affected by a range of considerations, including cultural, social, 
psychological and environmental.7 Both these concepts – patient enablement and the 
bio-psychosocial model of health – support the inclusion of social prescribing as a key 
feature in comprehensive primary healthcare.


In advance of the roundtable, CHF, RACGP and our colleagues at Allied Health 
Professionals Australia (AHPA) undertook three surveys asking consumers, GPs and 
allied health professionals about their views on social prescribing and how connections 
between health and community services could be facilitated. To our knowledge, this is 
the first time such data has been collected in Australia. Although the samples were not 
nationally representative, the results indicate the level of interest and support for social 
prescribing in the community.


A summary of the results presented at the roundtable is outlined in Appendix A. 
Overall there was strong agreement that referring people to community activities, 
groups or services can help improve health outcomes, and many GPs and allied health 
professionals said they sometimes or often made such referrals. However, the majority 
of consumers said they rarely or never discussed participating in social and community 
activities with their primary care provider, suggesting there is an opportunity to facilitate 
these linkages to better support the practice of social prescribing.


The roundtable heard from Mr James Sanderson, Director of Personalised Care at NHS 
England, on how social prescribing has emerged and grown in the UK. He highlighted 
that social prescribing is not about throwing out the medical model, but instead is 
about giving people choice and control over the way their care is delivered based on 
what matters to them as part of a holistic care plan. A key attribute from the UK is the 
strong commitment to, and investment in, social prescribing, with link workers seen 
as key enablers to support individuals with psychosocial solutions. The presentation 
highlighted that for some consumers there is a need to go beyond signposting or 
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simply providing information about local options. Consumers with complex needs may 
need additional facilitation to start participating in community activities. Therefore, in 
order to be patient sensitive and responsive to need, social prescribing should enable 
flexible models of support. Implementation has involved co-producing models through 
a collaborative process with consumers and a wide range of health professionals and 
community workers.


Having considered the experience in the UK, a key discussion point for the roundtable 
was the question of who social prescribing was for. Attendees at the roundtable 
considered the specific needs of different consumer cohorts, why a given cohort would 
be well suited to this approach and how a program could be structured to best support 
cohort individuals. Consumer cohorts considered in this exercise were:


•	 people experiencing mental health issues


•	 people with chronic physical conditions and multimorbidity


•	 people experiencing social isolation, including young people


•	 children in the first 1000 days of life


•	 older people.


Participants also considered how social prescribing could benefit carers and family 
members of these consumers. The above list is not exhaustive, and we recognise the 
potential for social prescribing to improve the health and wellbeing of many different 
types of consumers, with any trial or program needing to be designed in a way that 
reflects the needs and characteristics of the local community.


Following a session looking at the experiences of implementing social prescribing 
informed by the experiences of service providers who are currently delivering pilots 
in Victoria and Queensland, participants considered the essential elements of a 
social prescribing program, from the identification of consumers through to referral 
and evaluation. 


The roundtable concluded with participants identifying key recommendations for the 
following audiences to support the delivery of social prescribing in Australia:


•	 policymakers and system managers


•	 funders and commissioners


•	 service deliverers


•	 academics and research organisations.
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Who is social prescribing for?
People experiencing mental health issues


Why are 
mental health 
consumers 
well suited 
to a social 
prescribing 
approach?


•	 Often experience difficulty being part of the community due to stigma, isolation and marginalisation
•	 Have a life expectancy gap with the general population due overwhelmingly to preventable physical 


conditions and often face adverse life experiences
•	 Typically have low levels of activation leading to lower levels of social engagement
•	 Often find their experiences and issues can be over-medicalised
•	 Are more likely to have a better sense of identity beyond their illness or condition when connected with 


peers and community activities
•	 Benefit from a recovery approach that supports people to live a full and contributing life


What are the 
specific needs 
of mental health 
consumers that 
are addressed 
by social 
prescribing?


•	 The right level of support provided in an early intervention paradigm is needed to facilitate engagement – 
social prescribing creates soft entry points to care


•	 Programs need to be tailored and respond to the person’s level of need, and recognise that needs will 
change across the recovery journey


•	 Specific programs are often required to target and reach out to men as they are less likely to be engaged
•	 Data show loneliness and mental distress is experienced across the life course, so different programs 


are needed for different age groups
•	 An inclusive approach to programs and services is essential, as stigma is a barrier to participation
•	 Many community-based services exist already but need to be integrated into existing services to make 


navigation simpler
•	 Physical health needs are often ignored or are not managed well enough or early enough 
•	 Self-referrals and referrals from medical professionals are equally desirable
•	 Programs should be consumer- and carer-focused, give a sense of purpose, and enable the person to 


contribute and feel a sense of belonging


People with chronic physical health conditions and multimorbidity


Why are people 
with chronic 
physical health 
conditions and 
multimorbidity 
well suited 
to a social 
prescribing 
approach?


•	 Are more likely to be socially isolated, particularly those with multiple conditions and other barriers to 
care such as lack of transport


•	 Often have difficulty navigating the health and social care systems due to service siloing
•	 Often have conditions that are highly medicalised – for some, overdiagnosis and overtreatment can be 


a common experience and risk
•	 Can experience financial constraints due to high medical costs
•	 Could broaden their sense of identity beyond their illness or condition and increase their self-care 


through engagement with peers and community activities


What are the 
specific needs 
of people 
with chronic 
physical health 
conditions and 
multimorbidity 
that are 
addressed 
by social 
prescribing?


•	 Early recognition and integration of community service access can see greater improvement and may 
decrease the need for medical intervention


•	 Reframing the focus away from the disease or condition and onto the person and their holistic needs 
helps to improve experiences and quality of life


•	 Positive framing helps people see their potential rather than their limitations
•	 Recognise the needs of families and carers and support participation in a way that eases the burden on 


them
•	 Provide help with service and system navigation and access
•	 Provide varying levels of support and follow-up to respond to the level of need 
•	 Supports should be locally based to make access as easy as possible
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People experiencing social isolation


Why are people 
experiencing 
social isolation 
well suited to a 
social prescribing 
approach?


•	 Require better connection with the community in a tailored and supported way
•	 Require better connection with programs in order to reduce isolation
•	 Often require a non-clinical response (when not a clinical condition)
•	 Are vulnerable because social isolation is associated with poor health


What are the 
specific needs 
of people 
experiencing 
social isolation 
that are 
addressed 
by social 
prescribing?


•	 This group covers a wide range of people from different age groups; therefore, approaches must reflect 
the varying needs of different cohorts


•	 Make use of the many touch points where people already have interactions (eg pharmacies)
•	 Facilitate engagement rather than simply suggesting or signposting to a program – likely to feel anxious 


about engaging without support
•	 Frame engagement as volunteering or joining a group rather than seeking help
•	 A wide range of activities is needed to reflect the range of causes of social isolation – bereavement, 


caring for others, poverty, sociocultural and geographical displacement (eg refugees and new 
immigrants), unstable housing, mental health issues, unemployment, age, transitioning through life 
stages (eg adolescence, having young children, retirement, old age)


•	 Messages around isolation should be co-designed as some people have low awareness of their own isolation
•	 Build on existing mechanisms (eg Neighbour Day – last Sunday in March; 2020 theme is social connection)


Children in the first 1000 days of life 


Why are children 
in the first 1000 
days of life well 
suited to a social 
prescribing 
approach?


•	 Can experience long-lasting impacts and reduce issues later in life (for the child and parents/carers)
•	 Can benefit from routine screening of families in relation to social determinants of health and referral to 


social services can improve paediatric outcomes
•	 Are at an age when it is important for parents to help shape thinking, change behaviours and build 


health literacy
•	 Present many opportunities for communication with families and carers
•	 Are at an age when a strong foundation may be established to support families through a pathway that 


is more enabling and less stigmatising for people who otherwise might not access services


What are the 
specific needs 
of children in 
the first 1000 
days of life that 
are addressed 
by social 
prescribing?


•	 Provide pathways for social connection for parents/carers and families who will otherwise be isolated
•	 Include education, training and handover into programs to support continuation of behaviours outside 


the supported environment
•	 Ensure no disadvantage – must have a strong equity focus
•	 Adopt programs that address specific behaviour changes (eg in relation to smoking, nutrition, physical 


activity, low birth weight, parenting, attachment, child development)
•	 Identify and respond to potential mental health issues early, including postnatal depression
•	 Identify and respond to domestic and family violence issues
•	 Address support for housing – a common need


Older people


Why are older 
people well 
suited to a social 
prescribing 
approach?


•	 Often experience loneliness at this time of life, which is associated with the loss of social connections
•	 Often undergo significant life events (eg retirement, death of a loved one, change in lifestyle, loss of 


independence) that impact on health
•	 May experience increasing complexity and severity of chronic conditions – need for coordinated and 


holistic support
•	 Are often adjusting to changing family dynamics and new caring responsibilities


What are the 
specific needs of 
older people that 
are addressed 
by social 
prescribing


•	 Older people need support to adjust to life transitions more easily with information and/or services
•	 Burden on carers may be reduced via respite, self-care and social inclusion
•	 More external connections mean increased awareness of elder abuse and potential for it to be identified
•	 Transport solutions are needed to facilitate engagement in community activities/services
•	 Older people need assistance to address lower health and digital literacy
•	 It is important to provide advice as required on income, housing, transition into aged care
•	 Service providers should be aware of and respond to an older person’s loss of identity and 


meaningful engagement
•	 Older people require services that are safe and age appropriate (eg addressing exercise, falls prevention)
•	 They also require services to retain or improve independence, and adjustment support when  


losing independence
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Essential elements for delivery
Social prescribing is already happening in Australia, with small pockets of innovation 
and a small number of trials underway across the country. Many health practitioners 
already incorporate social prescribing into their daily practice, but it is not supported or 
recognised by the funding mechanisms and structures in the health system. 


Some examples of professionals who facilitate social connections and link people 
to services as part of their current roles include primary care nurses, occupational 
therapists and National Disability Insurance Scheme (NDIS) community support 
workers, as just a few examples. We recognise the dedication and expertise of these 
people and seek to build on the work that is currently happening in a way that is 
informed by consumers’ and health professionals’ lived experience.


We’d particularly like to thank and acknowledge the following presenters who shared 
their experiences of implementing social prescribing in Australia at the roundtable:


•	 Tracey Johnson, CEO, Inala Primary Care – ‘Bridging the health and social care divide’


•	 Assoc Prof Genevieve Dingle, University of Queensland – ‘Mt Gravatt Ways to 
Wellness Scheme’


•	 Jayne Nelson, CEO, IPC Health – ‘Social prescribing in Melbourne’s west’


More details about each of these initiatives is provided in the slides presented at the 
roundtable. A copy of these slides will be made available alongside this report.


Informed by these examples, participants identified the following essential elements for 
each aspect of the social prescribing pathway (Figure 1). These elements can be used 
to inform the development of new social prescribing schemes and support the rollout of 
more pilots and programs.


Implementation realities panel discussion at the Social Prescribing Roundtable: (left to right) Associate Professor 
Genevieve Dingle, Tracey Johnson, Catherine Cotching, Jayne Nelson, Bianca Bell
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Figure 1. Essential elements of the social prescribing pathway


Patient/consumer identification


•	 Use robust, comprehensive, holistic processes to identify consumers who could benefit from social prescribing
•	 Take a consumer-centred perspective
•	 Look at unmet needs that are affecting health and that cannot be addressed by clinical services
•	 Identify the underlying causes for consumers who are high-frequency presenters
•	 Adopt a flexible, non-judgemental approach with multiple entry points (including self-referral)
•	 Also consider non-health touchpoints (eg coach, teacher, hairdresser, faith leader)


Tracking and exiting


•	 Provide debrief opportunities – how useful has the  
referral been?


•	 Get feedback from providers and participants
•	 Collect digital data for real-time feedback (eg 


automated messaging)
•	 Have a loop-back process – if the activity doesn’t 


work, there is a path to try something else
•	 Obtain feedback on the consumer’s goals and 


provide referrals to the primary care team to inform 
their ongoing care planning


Engagement in activity


•	 Ensure minimum standards – reputable organisation, 
evidence-based, safe and inclusive (address risk and 
liability for referrers)


•	 Ensure activity is sustainable
•	 Ascertain that the activity satisfies an identified need
•	 Provide supported engagement for those who need it
•	 Preference activities that are place-based, including 


collaborative local partnerships
•	 Address any barriers to access (eg cost, wait lists), 


including through support from sport/physical 
activity peak bodies and state/national organisations


•	 Implement community development where there are 
gaps – co-design new programs


Referral to activity


•	 Co-design referrals with the consumer
•	 Build relationship, connection and trust – what 


matters to the consumer?
•	 Understand privacy and consent issues
•	 Foster awareness and understanding of  


programs in the local community (including links 
with local government)


•	 Support providers (eg clubs, sporting organisations) 
to facilitate engagement


•	 Adopt a strong theoretical model to show what 
groups work for which consumers 


•	 Ensure autonomy and choice remain with the consumer


Evaluation


•	 Measure engagement and satisfaction,  
as well as outcomes and outputs (including 
outcome and experience measures)


•	 Learn from measures used internationally  
(eg UK, Canada)


•	 Track health activity (eg visits to GP, hospital 
presentations, engagement in physical activity)


•	 Use activity data collected by sport/physical activity 
peak bodies and providers


•	 Draw on qualitative data (eg social identity, 
behaviour change, participation)


•	 Measure potential costs avoided  
and productivity gains
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Recommendations
Having articulated the merits of social prescribing and the key aspects for delivery, we 
now turn to the recommendations identified at the roundtable that will support wide 
adoption and rollout of social prescribing schemes across Australia.


Recommendations for policymakers  
and system managers
1.	 Incorporate social prescribing into the Australian Government’s primary healthcare 


and preventive health strategies, including recognition of the need for funding and 
implementation support to ensure a more responsive and comprehensive patient-
focused health system.


2.	 Governments to fund and implement a Health in All Policies approach and consider 
adopting a wellness budget to deliver an integrated approach to social prescribing 
and ensure all government policies support health and wellbeing.


3.	 Invest in the workforce to undertake the ‘link worker’ role, recognising the areas 
where these skills already exist and building on this expertise to develop training 
and qualifications as needed. Ongoing funding is required for these positions to be 
sustainable in health services.


To inform this work, undertake an analysis of which professions are best placed to 
fulfil the link worker role in Australia, adjusting for different levels of complexity.


4.	 Governments to work with local councils, national and state/territory peak 
organisations to identify community services and groups that could contribute to a 
social prescribing scheme. Through this network, coordinate engagement and ensure 
providers have the resources and capacity to deliver services or activities in a way that 
is sustainable and reflects the unique and diverse needs of each community.


5.	 Review and update existing policies and programs to support an evidence-based 
approach that recognises social prescribing, including updating national guidelines 
for nutrition and physical activity, and health and allied health workforce professional 
development materials.


Recommendations for health system  
funders and commissioners
1.	 Develop a mechanism to enable bundled payment arrangements between 


commissioners across the health and community sectors to support establishing 
link worker positions based in local health services.


2.	 Primary Health Networks (PHNs) to collaborate with local governments, Aboriginal 
Community Controlled Health Organisations, Councils of Social Services and local 
neighbourhood centres to expand and enrich the listings on the My Community 
Directory resource and advocate for its use as a resource for healthcare providers.


3.	 PHNs to expand HealthPathways to include a social prescribing pathway.


4.	 Federal, state and territory health funders to enable hospitals to cash out their 
weighted activity units for funding to deliver a social prescribing program.


5.	 Governments to pool funding to support the development and implementation 
of social prescribing pilots across the country on a scale large enough to test the 
concept and build the evidence base in the Australian context.
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Recommendations for service deliverers
1.	 Clinical terminologies be implemented, and electronic medical records adapted to 


enable the capture of social prescribing activity.


2.	 Medical indemnifiers and professional bodies to promulgate supportive cultures 
and messaging, recognising that social prescribing reduces rather than increases 
exposure to litigation.


3.	 Universities and training providers to include social prescribing in their curricula for 
health professionals and community support workers in training, and include it in 
ongoing professional development programs.


Recommendations for academics  
and research organisations
1.	 Researchers to engage in the design of social prescribing pilots from the outset 


to ensure appropriate measures (including patient-reported outcome measures 
[PROMs] and patient-reported experience measures [PREMs], and evidence-based 
physical and mental health outcomes) are collected, and that there is a consistent 
methodology to build a critical mass of evidence.


2.	 Researchers to work with local councils and PHNs to undertake local-level reviews 
of community and government services to map what services are available, where 
gaps exist and what the different needs are across different communities.


3.	 Researchers to develop evidence-based screening tools and evaluation frameworks 
to be applied to social prescribing pilots and programs.


Conclusions
The roundtable concluded that:


1.	 Social prescribing does provide an opportunity to improve health outcomes and 
increase consumer participation and engagement.


2.	 The key aspects of a social prescribing model include building trust and 
relationships, co-designing solutions, having flexibility and place-based 
approaches, and having strong evaluation frameworks to demonstrate 
value (refer to Figure 1 for all the essential elements of the social prescribing 
pathway).


3.	 There is an appetite to build systems in Australia to increase social prescribing.


4.	 The recommendations outline a range of approaches to support system 
changes and promote social prescribing in Australia (including research and 
evaluation to contribute to the evidence base).
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Where to next?
We have long known that our health is greatly impacted by a range of social factors, 
including access to safe and affordable housing, education, employment and 
community connectedness, and that by addressing these underlying social issues 
we can improve health outcomes. Social prescribing takes a holistic approach to 
healthcare by providing a mechanism to address these social determinants of health. 
This is particularly important today as we see rising rates of chronic illness, mental 
health problems, social isolation and loneliness, many of which cannot be treated 
effectively with a medical approach alone.


At the same time, health expenditure data shows that healthcare has increasingly 
shifted to expensive inpatient settings.8 As our population ages and we see rising rates 
of overweight, obesity9,10 and chronic disease, the demand for acute services will only 
increase if we continue on this same trajectory. We therefore need to find different, 
more effective ways to keep people out of acute health settings in order for our health 
system to remain sustainable.


Social prescribing can help shift focus back towards prevention and early intervention 
by integrating primary healthcare with appropriate social and community supports. It 
is also a way of reducing rising demand pressures on primary care by diverting some 
work away from clinicians to other members of the care team, leading to improved 
access and affordability within primary care. While some social prescribing already 
occurs in Australia, more resourcing and recognition is needed to implement social 
prescribing in a sustainable way.


The outcomes of the Social Prescribing Roundtable provide a platform to develop a 
more systematised approach to designing, funding and implementing social prescribing 
programs across Australia. We have international and local examples to learn and build 
from, and the opportunity to incorporate social prescribing into our long-term health 
system planning. 


This report outlines the merits of social prescribing, the cohorts who would benefit from 
it, the key features of the model and a comprehensive set of recommendations to see 
social prescribing adopted and supported in Australia. The report recommendations 
can be distilled into the following 10 key elements needed to support a more integrated 
approach to health and social care.


•	 Incorporate social prescribing into policy


•	 Develop workforce capacity and training, including link workers


•	 Connect across levels of government


•	 Map community services


•	 Use bundled payments and innovative funding models


•	 Break down silos and collaborate across sectors


•	 Support access to information on services and programs


•	 Test the concept, build the evidence base


•	 Collect data


•	 Build strong evaluation frameworks
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Thank you
CHF, the RACGP and the NHMRC Partnership Centre for Health System Sustainability 
are grateful for the participation of the following representatives in the roundtable 
discussion, and for their subsequent consultation and feedback that formed the basis 
of the recommendations provided in this report.


The views and recommendations in this report represent the outcomes of the 
roundtable discussion. The report does not necessarily reflect the specific views of 
roundtable participants or the organisations they represented (some of whom may have 
official positions that differ from that represented in the report).


Amanda Jasarius 
Occupational Therapy Australia


Joanne Epp 
Macquarie University


Neil Burgin 
Sport Australia


Bianca Bell 
North Western Melbourne PHN


John Mikelsons 
Australian Council of Social Services


Nic Brayshaw 
GP representative


Bronwyn Coulton 
Australian College of  
Nurse Practitioners


Kashif Sheikh 
Gippsland PHN


Paresh Dawda 
Royal Australian College  
of General Practitioners


Catherine Brown 
National Mental Health Commission


Leanne Evans 
Exercise & Sports Science Australia


Pip Brenan 
Health Consumers’ Council (WA)


Claire Hewat 
Allied Health Professionals Australia


Leanne Wells 
Consumers Health Forum


Prema Thavaneswaran 
Stroke Foundation


Debra O’Connor 
National Ageing Research Institute


Lesley Thornton 
Australian Health Policy Collaborative


Sam Moses 
Australian Primary Care Nurses Association


Emma Lonsdale 
Australian Chronic Disease  
Prevention Alliance


Louise Riley 
Australian Government  
Department of Health


Stefanie Johnston 
Pharmaceutical Society  
of Australia


Genevieve Dingle 
University of Queensland


Mark Morgan 
Royal Australian College of General 
Practitioners


Tessa Boyd-Caine 
Health Justice Australia


Georgia Gardner 
Consumer representative


Melissa Fox 
Health Consumers Queensland


Tony Lawson 
Consumers Health Forum


Greg Bourke 
Cohealth


Meredith Waters 
Consumer representative,  
WA Country Health Service


Tracey Johnson 
Inala Primary Care


Jan Donovan 
Consumers Health Forum


Natalia Rode 
Royal Australian College  
of General Practitioners


Yvonne Zurynski 
NHMRC Partnership Centre  
for Health System Sustainability


And finally we’d like to thank the staff from CHF and the RACGP who assisted with the 
planning and hosting of the roundtable and the writing of this report:


Lisa Gelbart 
Senior Policy Officer, CHF


Roald Versteeg 
General Manager, Policy Practice & 
Innovation, RACGP


Naomi Johnson 
Production Coordinator, RACGP


Leanne Kelly 
Policy – Safety and Quality Officer, CHF


Stephan Groombridge 
eHealth & Quality Care Manager, RACGP


Julie Wilkinson 
Executive Assistant to GM, PPI & GM, 
Finance, RACGP
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Appendix A. Summary of social prescribing  
survey results


Consumer survey results – Summary  
(218 respondents)
•	 57% said their primary care provider never discussed using community programs or services to 


improve their health (27% said rarely)


•	 88% agreed or strongly agreed that community programs and services can help manage health 
and wellbeing


•	 68% were interested in participating in community programs or services to address health and 
wellbeing issues


•	 52% felt knowledgeable about local community programs and services


•	 44% said they currently attend community programs or services to support their health and wellbeing 
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Where do you get information about local activities from?


*Respondents could select multiple options.


•	 67% said they would be likely to attend a community program or service if their primary care 
provider referred them


•	 75% said they would be likely to attend an appointment with a community support worker to 
discuss options for community programs if referred by their primary care provider


•	 58% said the kinds of activities they would like to attend are available in their local area


	– Reasons for not attending currently include: 


	- cost


	- timing of sessions


	- transport/distance


	- not feeling comfortable


	- having caring responsibilities


•	 Types of activities suggested included disease-specific support groups, health and fitness 
programs, library events, book clubs, yoga, pilates, tai chi, meditation, community volunteering, 
men’s shed, mental health support groups, community gardening, bushwalking, social sport, 
community choir, movie club, ballet classes
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General practitioner (GP) survey results – Summary  
(141 respondents)
How frequently do you refer patients to non-health services in the community  
as part of a patient’s treatment and wellbeing plan?


Number of respondents


0 5 10 15 20 25 30 35 40 45 50


Always


Often


Sometimes


Rarely


Never


How knowledgeable are you about available local community activities, groups  
and services that your patients could be referred to? 


Number of respondents


0 10 20 30 40 50 60 70 80


Extremely


Somewhat


Minimally


Not at all


Does your practice have any established links or partnerships with local community services?


Number of respondents


0 10 20 30 40 50 60 70 80


Yes


No
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What is your primary source of information for finding out about local community activities, 
programs or services for your patients?


Number of respondents


0 5 10 15 20 25


PHN


Local council


Online


Other GPs and 
health professionals


Patients


Other


To what extent do you believe that referring patients to community activities, groups or services 
can help improve health outcomes for patients?


Number of respondents


0 10 20 30 40 50 60 70


Extremely


Somewhat


Minimally


Not at all


Further GP comments revealed:


•	 general support for social prescribing 


•	 a belief that social prescribing, if performed correctly, can have a positive impact on 
communities


•	 a need to consider inequities among different councils – some have funds to provide support 
services and groups, but poorer communities may miss out


•	 the need for more information about community services.
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Allied health survey results – Summary  
(382 respondents)
How frequently do you refer patients to non–health professional services in the community?


Percentage of respondents


0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%


Always


Often


Sometimes


Rarely


Never


Do you believe ‘social prescribing’ is within your scope of practice?


Percentage of respondents


0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%


Strongly


Agree


Neither agree 
nor disagree


Disagree


Strongly 
disagree


How knowledgeable are you about available local community activities, groups and services?


Percentage of respondents


0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%


Extremely


Somewhat


Minimally


Not at all
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Do you, or your practice, have any established links or partnerships with local community services?


Percentage of respondents


0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%


Yes


No


What are your primary sources of information for finding out about local community activities, 
programs or services? 


Percentage of respondents


0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%


Local council


Online


Other health 
professionals


Patients/clients


Primary health 
network


Community 
groups


Other  
(please specify)


To what extent do you believe that referring patients to community activities, groups or services 
can help improve health outcomes?


Percentage of respondents


0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%


Extremely


Somewhat


Minimally


Not at all
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Thank you for sending these through.

As answers to questions on notice are usually published on the inquiry webpage, I just wanted to check
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Foreword
Several countries are implementing policies to integrate care for health and social services, 
recognising that siloed health and community and volunteer-run services and activities are 
inadequate to meet the increasingly complex health and social needs of patients.1

This report outlines the arguments for a strategic and systematic approach to 
incorporating social prescribing into the Australian healthcare system, starting in primary 
care. Social prescribing is ‘a means of enabling GPs [general practitioners], nurses 
and other primary care professionals to refer people to a range of local, non-clinical 
services’.2 Social prescribing could provide a valuable addition to the existing range of 
healthcare options in Australia. However, to date, the adoption of social prescribing as 
an organised program of support has been limited.

It is well known that socioeconomic factors in people’s lives can affect their health 
and wellbeing and can often be the reason people reach out to healthcare services. 
Social prescribing can address key risk factors for poor health, including social 
isolation, unstable housing, multimorbidity and mental health problems. These factors 
are associated with low engagement in preventive activities and low levels of self-
management for medical conditions.

The extent to which doctors assist patients to address socioeconomic factors linked 
to ill-health is variable. Seventy-four per cent of physicians in Germany and 65% in the 
UK said they frequently coordinated patients with social services or other community 
providers. In contrast, approximately 40% of physicians in Australia, the USA and 
Canada reported the same.1

Further estimates suggest that approximately 20% of patients consult their GP for 
what are primarily social problems.3 These problems are not best addressed through a 
clinical or pharmaceutical response; however, these interactions present an opportunity 
to improve health outcomes if we recognise the breadth of factors that affect a person’s 
health and wellbeing.

Characteristics of a person’s physical and social environment can either facilitate or 
hinder their engagement with, and management of, their health and care.4

By recognising the trusted relationship between the patient and their health professional 
and taking the opportunity to address the socioeconomic determinants as part of these 
interactions, primary health services can facilitate engagement with community services 
to help address the underlying causes of poor health. The flow-on effect is a reduced 
reliance on health services, improved health outcomes and better value care.

The recommendations in this report have been synthesised and derived from expert 
discussions and reflect our shared desire to see a shift from a focus on illness to 
wellness in the health system. 

The roundtable identified that social prescribing exists to break down silos within 
around medical and community services, to get closer to the root cause of the problem 
and therefore increase the sustained impact of treatment, or in some cases avert the 
need for treatment. The approach should be based on what matters to the consumer 
and should address non-health issues, including the social determinants of health, by 
providing a more holistic approach to care.

The benefits of social prescribing are wide-ranging and include health, economic, social 
and productivity gains, with the ultimate benefit being improved health and wellbeing for 
individuals and communities. Participants at the roundtable identified the potential for 
social prescribing to facilitate a more engaged, empowered, strengths-based approach 
and build capacity for people to meet their own needs.
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The Australian Government is currently developing long-term plans for both primary 
healthcare and preventive health. This presents an opportunity to incorporate social 
prescribing into future health system planning and service delivery strategies. We 
believe doing so would help deliver more consumer-centred, integrated health and 
social care, while saving on health costs in the long term.

A systematic, nationally scaled and locally implemented approach to social prescribing 
in Australia could lead to:

•	 improved prevention and management of physical and mental illness

•	 a shift in the focus from illness to wellness

•	 increased consumer enablement and self-management

•	 a more comprehensive approach to service delivery

•	 decreased demand for health services

•	 greater value care, and greater access to care and support

•	 reduced siloing of health and community services

•	 increased wellness and decreased helplessness for both providers and patients

•	 decreased social isolation and loneliness

•	 stronger communities.

This report takes the first step in imagining social prescribing as a normal part of health 
and community care in Australia. We foresee a future where social prescribing supports 
better connections between our systems of care and better connections between 
people in our communities. We hope you find this report stimulating and informative.

Leanne Wells  
CEO 
Consumers Health  
Forum of Australia

Assoc Prof Mark Morgan 
Chair, Expert Committee – 
Quality Care 
Royal Australian College of 
General Practitioners

Assoc Prof Yvonne Zurynski 
Associate Professor, Health 
System Sustainability 
NHMRC Partnership Centre for 
Health System Sustainability
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About this report
On 25 November 2019, the Consumers Health Forum of Australia (CHF) and The 
Royal Australian College of General Practitioners (RACGP) co-hosted a roundtable on 
social prescribing, with input from the NHMRC Partnership Centre for Health System 
Sustainability as the academic partner. The Social Prescribing Roundtable is part of 
the Consumers Shaping Health roundtable series led by CHF and will contribute ideas 
to the development of Australia’s Long Term National Health Plan, including specific 
strategies on primary care and prevention that are currently under development.

Participants included people from across the health and community sectors who 
have been engaged in the ongoing conversations about integrated care and the need 
to address the social determinants of health, as well as those who have started to 
introduce and trial social prescribing approaches in their local communities. They 
included consumer advocates, clinicians, health and social care providers, academics, 
health economists, government and policy experts from across Australia.

The purpose of the roundtable was to harness the emerging interest in social prescrib-
ing as an approach to improving patient care outcomes, overall efficiency of delivering 
population level care, patient satisfaction and experience, and provider satisfaction. We 
formulated independent recommendations on the merits of social prescribing and how 
it could be supported in a more systematic way in Australia.

Participants considered the following questions:

1.	 Does social prescribing present an opportunity to improve health 
outcomes and increase consumer participation and engagement?

2.	 What are the key aspects of the model that will enable social prescribing 
to be an effective tool to improve health outcomes?

3.	 Is there an appetite to build systems in Australia to increase social 
prescribing?

4.	 If so, how could system changes to promote social prescribing be 
evaluated to determine their value and contribute to a growing evidence 
base?

Participants also discussed the appropriateness of the term ‘social prescribing’ and its 
varying potential applicability to different types of health professionals and healthcare 
settings in Australia. For the purposes of this report we will retain the term ‘social 
prescribing’, which is widely used and accepted overseas, as our work is informed by 
international social prescribing programs.

The roundtable considered how social prescribing could initially fit within a primary 
healthcare setting, though we recognise the potential for it to integrate with other parts 
of the health system. By ‘primary healthcare’, we mean those services that are usually 
the first point of contact in the health system, such as general practice, pharmacy, allied 
health, nursing, Aboriginal and Torres Strait Islander health services and a broad range of 
community health services. Social prescribing is about integrating the clinical aspects of 
primary care with the broad range of social, economic and environmental factors that affect 
the health and wellbeing of individuals who have specific health and social care needs.

https://www.health.gov.au/resources/publications/australias-long-term-national-health-plan
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Our approach
As the health profile of Australia’s population changes and we continue to see rising 
rates of chronic disease, mental illness, social isolation and loneliness, we need to find 
new ways to support good health outcomes and ensure the sustainability of the health 
system. We know that social determinants such as access to safe and affordable 
housing, education, employment and community connectedness have a significant 
influence on health. Therefore, linkage with programs and services outside the health 
system has the potential to improve health outcomes.

We know that the attributes of high-performing primary care systems include patient 
enablement and a patient–team partnership, including recognising the expertise that 
patients, their families and carers bring to the encounter. In a high-performing primary 
care system, patients are not told what to do but instead are engaged in shared 
decision making that respects their personal goals.5

We also know that when patients are equipped and supported to be partners in care, 
better health outcomes are generally delivered. Health outcomes and quality of life can 
be improved for people by providing care coordination and self-management support 
in the community, including through information and supported access to community 
services.4 This aligns closely with Standard 2: Partnering with Consumers under the 
National safety and quality health service standards, which recognises the importance 
of involving patients in their own care and providing clear communication to patients.6

This approach sits alongside an understanding that healthcare and medicine should 
be concerned with the broader world of the patient and that there is value in directing 
clinical attention to all domains of life. This is known as the ‘bio-psychosocial model 
of healthcare’ and stems from the idea that the boundaries between wellness 
and sickness are affected by a range of considerations, including cultural, social, 
psychological and environmental.7 Both these concepts – patient enablement and the 
bio-psychosocial model of health – support the inclusion of social prescribing as a key 
feature in comprehensive primary healthcare.

In advance of the roundtable, CHF, RACGP and our colleagues at Allied Health 
Professionals Australia (AHPA) undertook three surveys asking consumers, GPs and 
allied health professionals about their views on social prescribing and how connections 
between health and community services could be facilitated. To our knowledge, this is 
the first time such data has been collected in Australia. Although the samples were not 
nationally representative, the results indicate the level of interest and support for social 
prescribing in the community.

A summary of the results presented at the roundtable is outlined in Appendix A. 
Overall there was strong agreement that referring people to community activities, 
groups or services can help improve health outcomes, and many GPs and allied health 
professionals said they sometimes or often made such referrals. However, the majority 
of consumers said they rarely or never discussed participating in social and community 
activities with their primary care provider, suggesting there is an opportunity to facilitate 
these linkages to better support the practice of social prescribing.

The roundtable heard from Mr James Sanderson, Director of Personalised Care at NHS 
England, on how social prescribing has emerged and grown in the UK. He highlighted 
that social prescribing is not about throwing out the medical model, but instead is 
about giving people choice and control over the way their care is delivered based on 
what matters to them as part of a holistic care plan. A key attribute from the UK is the 
strong commitment to, and investment in, social prescribing, with link workers seen 
as key enablers to support individuals with psychosocial solutions. The presentation 
highlighted that for some consumers there is a need to go beyond signposting or 
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simply providing information about local options. Consumers with complex needs may 
need additional facilitation to start participating in community activities. Therefore, in 
order to be patient sensitive and responsive to need, social prescribing should enable 
flexible models of support. Implementation has involved co-producing models through 
a collaborative process with consumers and a wide range of health professionals and 
community workers.

Having considered the experience in the UK, a key discussion point for the roundtable 
was the question of who social prescribing was for. Attendees at the roundtable 
considered the specific needs of different consumer cohorts, why a given cohort would 
be well suited to this approach and how a program could be structured to best support 
cohort individuals. Consumer cohorts considered in this exercise were:

•	 people experiencing mental health issues

•	 people with chronic physical conditions and multimorbidity

•	 people experiencing social isolation, including young people

•	 children in the first 1000 days of life

•	 older people.

Participants also considered how social prescribing could benefit carers and family 
members of these consumers. The above list is not exhaustive, and we recognise the 
potential for social prescribing to improve the health and wellbeing of many different 
types of consumers, with any trial or program needing to be designed in a way that 
reflects the needs and characteristics of the local community.

Following a session looking at the experiences of implementing social prescribing 
informed by the experiences of service providers who are currently delivering pilots 
in Victoria and Queensland, participants considered the essential elements of a 
social prescribing program, from the identification of consumers through to referral 
and evaluation. 

The roundtable concluded with participants identifying key recommendations for the 
following audiences to support the delivery of social prescribing in Australia:

•	 policymakers and system managers

•	 funders and commissioners

•	 service deliverers

•	 academics and research organisations.
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Who is social prescribing for?
People experiencing mental health issues

Why are 
mental health 
consumers 
well suited 
to a social 
prescribing 
approach?

•	 Often experience difficulty being part of the community due to stigma, isolation and marginalisation
•	 Have a life expectancy gap with the general population due overwhelmingly to preventable physical 

conditions and often face adverse life experiences
•	 Typically have low levels of activation leading to lower levels of social engagement
•	 Often find their experiences and issues can be over-medicalised
•	 Are more likely to have a better sense of identity beyond their illness or condition when connected with 

peers and community activities
•	 Benefit from a recovery approach that supports people to live a full and contributing life

What are the 
specific needs 
of mental health 
consumers that 
are addressed 
by social 
prescribing?

•	 The right level of support provided in an early intervention paradigm is needed to facilitate engagement – 
social prescribing creates soft entry points to care

•	 Programs need to be tailored and respond to the person’s level of need, and recognise that needs will 
change across the recovery journey

•	 Specific programs are often required to target and reach out to men as they are less likely to be engaged
•	 Data show loneliness and mental distress is experienced across the life course, so different programs 

are needed for different age groups
•	 An inclusive approach to programs and services is essential, as stigma is a barrier to participation
•	 Many community-based services exist already but need to be integrated into existing services to make 

navigation simpler
•	 Physical health needs are often ignored or are not managed well enough or early enough 
•	 Self-referrals and referrals from medical professionals are equally desirable
•	 Programs should be consumer- and carer-focused, give a sense of purpose, and enable the person to 

contribute and feel a sense of belonging

People with chronic physical health conditions and multimorbidity

Why are people 
with chronic 
physical health 
conditions and 
multimorbidity 
well suited 
to a social 
prescribing 
approach?

•	 Are more likely to be socially isolated, particularly those with multiple conditions and other barriers to 
care such as lack of transport

•	 Often have difficulty navigating the health and social care systems due to service siloing
•	 Often have conditions that are highly medicalised – for some, overdiagnosis and overtreatment can be 

a common experience and risk
•	 Can experience financial constraints due to high medical costs
•	 Could broaden their sense of identity beyond their illness or condition and increase their self-care 

through engagement with peers and community activities

What are the 
specific needs 
of people 
with chronic 
physical health 
conditions and 
multimorbidity 
that are 
addressed 
by social 
prescribing?

•	 Early recognition and integration of community service access can see greater improvement and may 
decrease the need for medical intervention

•	 Reframing the focus away from the disease or condition and onto the person and their holistic needs 
helps to improve experiences and quality of life

•	 Positive framing helps people see their potential rather than their limitations
•	 Recognise the needs of families and carers and support participation in a way that eases the burden on 

them
•	 Provide help with service and system navigation and access
•	 Provide varying levels of support and follow-up to respond to the level of need 
•	 Supports should be locally based to make access as easy as possible
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People experiencing social isolation

Why are people 
experiencing 
social isolation 
well suited to a 
social prescribing 
approach?

•	 Require better connection with the community in a tailored and supported way
•	 Require better connection with programs in order to reduce isolation
•	 Often require a non-clinical response (when not a clinical condition)
•	 Are vulnerable because social isolation is associated with poor health

What are the 
specific needs 
of people 
experiencing 
social isolation 
that are 
addressed 
by social 
prescribing?

•	 This group covers a wide range of people from different age groups; therefore, approaches must reflect 
the varying needs of different cohorts

•	 Make use of the many touch points where people already have interactions (eg pharmacies)
•	 Facilitate engagement rather than simply suggesting or signposting to a program – likely to feel anxious 

about engaging without support
•	 Frame engagement as volunteering or joining a group rather than seeking help
•	 A wide range of activities is needed to reflect the range of causes of social isolation – bereavement, 

caring for others, poverty, sociocultural and geographical displacement (eg refugees and new 
immigrants), unstable housing, mental health issues, unemployment, age, transitioning through life 
stages (eg adolescence, having young children, retirement, old age)

•	 Messages around isolation should be co-designed as some people have low awareness of their own isolation
•	 Build on existing mechanisms (eg Neighbour Day – last Sunday in March; 2020 theme is social connection)

Children in the first 1000 days of life 

Why are children 
in the first 1000 
days of life well 
suited to a social 
prescribing 
approach?

•	 Can experience long-lasting impacts and reduce issues later in life (for the child and parents/carers)
•	 Can benefit from routine screening of families in relation to social determinants of health and referral to 

social services can improve paediatric outcomes
•	 Are at an age when it is important for parents to help shape thinking, change behaviours and build 

health literacy
•	 Present many opportunities for communication with families and carers
•	 Are at an age when a strong foundation may be established to support families through a pathway that 

is more enabling and less stigmatising for people who otherwise might not access services

What are the 
specific needs 
of children in 
the first 1000 
days of life that 
are addressed 
by social 
prescribing?

•	 Provide pathways for social connection for parents/carers and families who will otherwise be isolated
•	 Include education, training and handover into programs to support continuation of behaviours outside 

the supported environment
•	 Ensure no disadvantage – must have a strong equity focus
•	 Adopt programs that address specific behaviour changes (eg in relation to smoking, nutrition, physical 

activity, low birth weight, parenting, attachment, child development)
•	 Identify and respond to potential mental health issues early, including postnatal depression
•	 Identify and respond to domestic and family violence issues
•	 Address support for housing – a common need

Older people

Why are older 
people well 
suited to a social 
prescribing 
approach?

•	 Often experience loneliness at this time of life, which is associated with the loss of social connections
•	 Often undergo significant life events (eg retirement, death of a loved one, change in lifestyle, loss of 

independence) that impact on health
•	 May experience increasing complexity and severity of chronic conditions – need for coordinated and 

holistic support
•	 Are often adjusting to changing family dynamics and new caring responsibilities

What are the 
specific needs of 
older people that 
are addressed 
by social 
prescribing

•	 Older people need support to adjust to life transitions more easily with information and/or services
•	 Burden on carers may be reduced via respite, self-care and social inclusion
•	 More external connections mean increased awareness of elder abuse and potential for it to be identified
•	 Transport solutions are needed to facilitate engagement in community activities/services
•	 Older people need assistance to address lower health and digital literacy
•	 It is important to provide advice as required on income, housing, transition into aged care
•	 Service providers should be aware of and respond to an older person’s loss of identity and 

meaningful engagement
•	 Older people require services that are safe and age appropriate (eg addressing exercise, falls prevention)
•	 They also require services to retain or improve independence, and adjustment support when  

losing independence
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Essential elements for delivery
Social prescribing is already happening in Australia, with small pockets of innovation 
and a small number of trials underway across the country. Many health practitioners 
already incorporate social prescribing into their daily practice, but it is not supported or 
recognised by the funding mechanisms and structures in the health system. 

Some examples of professionals who facilitate social connections and link people 
to services as part of their current roles include primary care nurses, occupational 
therapists and National Disability Insurance Scheme (NDIS) community support 
workers, as just a few examples. We recognise the dedication and expertise of these 
people and seek to build on the work that is currently happening in a way that is 
informed by consumers’ and health professionals’ lived experience.

We’d particularly like to thank and acknowledge the following presenters who shared 
their experiences of implementing social prescribing in Australia at the roundtable:

•	 Tracey Johnson, CEO, Inala Primary Care – ‘Bridging the health and social care divide’

•	 Assoc Prof Genevieve Dingle, University of Queensland – ‘Mt Gravatt Ways to 
Wellness Scheme’

•	 Jayne Nelson, CEO, IPC Health – ‘Social prescribing in Melbourne’s west’

More details about each of these initiatives is provided in the slides presented at the 
roundtable. A copy of these slides will be made available alongside this report.

Informed by these examples, participants identified the following essential elements for 
each aspect of the social prescribing pathway (Figure 1). These elements can be used 
to inform the development of new social prescribing schemes and support the rollout of 
more pilots and programs.

Implementation realities panel discussion at the Social Prescribing Roundtable: (left to right) Associate Professor 
Genevieve Dingle, Tracey Johnson, Catherine Cotching, Jayne Nelson, Bianca Bell
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Figure 1. Essential elements of the social prescribing pathway

Patient/consumer identification

•	 Use robust, comprehensive, holistic processes to identify consumers who could benefit from social prescribing
•	 Take a consumer-centred perspective
•	 Look at unmet needs that are affecting health and that cannot be addressed by clinical services
•	 Identify the underlying causes for consumers who are high-frequency presenters
•	 Adopt a flexible, non-judgemental approach with multiple entry points (including self-referral)
•	 Also consider non-health touchpoints (eg coach, teacher, hairdresser, faith leader)

Tracking and exiting

•	 Provide debrief opportunities – how useful has the  
referral been?

•	 Get feedback from providers and participants
•	 Collect digital data for real-time feedback (eg 

automated messaging)
•	 Have a loop-back process – if the activity doesn’t 

work, there is a path to try something else
•	 Obtain feedback on the consumer’s goals and 

provide referrals to the primary care team to inform 
their ongoing care planning

Engagement in activity

•	 Ensure minimum standards – reputable organisation, 
evidence-based, safe and inclusive (address risk and 
liability for referrers)

•	 Ensure activity is sustainable
•	 Ascertain that the activity satisfies an identified need
•	 Provide supported engagement for those who need it
•	 Preference activities that are place-based, including 

collaborative local partnerships
•	 Address any barriers to access (eg cost, wait lists), 

including through support from sport/physical 
activity peak bodies and state/national organisations

•	 Implement community development where there are 
gaps – co-design new programs

Referral to activity

•	 Co-design referrals with the consumer
•	 Build relationship, connection and trust – what 

matters to the consumer?
•	 Understand privacy and consent issues
•	 Foster awareness and understanding of  

programs in the local community (including links 
with local government)

•	 Support providers (eg clubs, sporting organisations) 
to facilitate engagement

•	 Adopt a strong theoretical model to show what 
groups work for which consumers 

•	 Ensure autonomy and choice remain with the consumer

Evaluation

•	 Measure engagement and satisfaction,  
as well as outcomes and outputs (including 
outcome and experience measures)

•	 Learn from measures used internationally  
(eg UK, Canada)

•	 Track health activity (eg visits to GP, hospital 
presentations, engagement in physical activity)

•	 Use activity data collected by sport/physical activity 
peak bodies and providers

•	 Draw on qualitative data (eg social identity, 
behaviour change, participation)

•	 Measure potential costs avoided  
and productivity gains
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Recommendations
Having articulated the merits of social prescribing and the key aspects for delivery, we 
now turn to the recommendations identified at the roundtable that will support wide 
adoption and rollout of social prescribing schemes across Australia.

Recommendations for policymakers  
and system managers
1.	 Incorporate social prescribing into the Australian Government’s primary healthcare 

and preventive health strategies, including recognition of the need for funding and 
implementation support to ensure a more responsive and comprehensive patient-
focused health system.

2.	 Governments to fund and implement a Health in All Policies approach and consider 
adopting a wellness budget to deliver an integrated approach to social prescribing 
and ensure all government policies support health and wellbeing.

3.	 Invest in the workforce to undertake the ‘link worker’ role, recognising the areas 
where these skills already exist and building on this expertise to develop training 
and qualifications as needed. Ongoing funding is required for these positions to be 
sustainable in health services.

To inform this work, undertake an analysis of which professions are best placed to 
fulfil the link worker role in Australia, adjusting for different levels of complexity.

4.	 Governments to work with local councils, national and state/territory peak 
organisations to identify community services and groups that could contribute to a 
social prescribing scheme. Through this network, coordinate engagement and ensure 
providers have the resources and capacity to deliver services or activities in a way that 
is sustainable and reflects the unique and diverse needs of each community.

5.	 Review and update existing policies and programs to support an evidence-based 
approach that recognises social prescribing, including updating national guidelines 
for nutrition and physical activity, and health and allied health workforce professional 
development materials.

Recommendations for health system  
funders and commissioners
1.	 Develop a mechanism to enable bundled payment arrangements between 

commissioners across the health and community sectors to support establishing 
link worker positions based in local health services.

2.	 Primary Health Networks (PHNs) to collaborate with local governments, Aboriginal 
Community Controlled Health Organisations, Councils of Social Services and local 
neighbourhood centres to expand and enrich the listings on the My Community 
Directory resource and advocate for its use as a resource for healthcare providers.

3.	 PHNs to expand HealthPathways to include a social prescribing pathway.

4.	 Federal, state and territory health funders to enable hospitals to cash out their 
weighted activity units for funding to deliver a social prescribing program.

5.	 Governments to pool funding to support the development and implementation 
of social prescribing pilots across the country on a scale large enough to test the 
concept and build the evidence base in the Australian context.
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Recommendations for service deliverers
1.	 Clinical terminologies be implemented, and electronic medical records adapted to 

enable the capture of social prescribing activity.

2.	 Medical indemnifiers and professional bodies to promulgate supportive cultures 
and messaging, recognising that social prescribing reduces rather than increases 
exposure to litigation.

3.	 Universities and training providers to include social prescribing in their curricula for 
health professionals and community support workers in training, and include it in 
ongoing professional development programs.

Recommendations for academics  
and research organisations
1.	 Researchers to engage in the design of social prescribing pilots from the outset 

to ensure appropriate measures (including patient-reported outcome measures 
[PROMs] and patient-reported experience measures [PREMs], and evidence-based 
physical and mental health outcomes) are collected, and that there is a consistent 
methodology to build a critical mass of evidence.

2.	 Researchers to work with local councils and PHNs to undertake local-level reviews 
of community and government services to map what services are available, where 
gaps exist and what the different needs are across different communities.

3.	 Researchers to develop evidence-based screening tools and evaluation frameworks 
to be applied to social prescribing pilots and programs.

Conclusions
The roundtable concluded that:

1.	 Social prescribing does provide an opportunity to improve health outcomes and 
increase consumer participation and engagement.

2.	 The key aspects of a social prescribing model include building trust and 
relationships, co-designing solutions, having flexibility and place-based 
approaches, and having strong evaluation frameworks to demonstrate 
value (refer to Figure 1 for all the essential elements of the social prescribing 
pathway).

3.	 There is an appetite to build systems in Australia to increase social prescribing.

4.	 The recommendations outline a range of approaches to support system 
changes and promote social prescribing in Australia (including research and 
evaluation to contribute to the evidence base).
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Where to next?
We have long known that our health is greatly impacted by a range of social factors, 
including access to safe and affordable housing, education, employment and 
community connectedness, and that by addressing these underlying social issues 
we can improve health outcomes. Social prescribing takes a holistic approach to 
healthcare by providing a mechanism to address these social determinants of health. 
This is particularly important today as we see rising rates of chronic illness, mental 
health problems, social isolation and loneliness, many of which cannot be treated 
effectively with a medical approach alone.

At the same time, health expenditure data shows that healthcare has increasingly 
shifted to expensive inpatient settings.8 As our population ages and we see rising rates 
of overweight, obesity9,10 and chronic disease, the demand for acute services will only 
increase if we continue on this same trajectory. We therefore need to find different, 
more effective ways to keep people out of acute health settings in order for our health 
system to remain sustainable.

Social prescribing can help shift focus back towards prevention and early intervention 
by integrating primary healthcare with appropriate social and community supports. It 
is also a way of reducing rising demand pressures on primary care by diverting some 
work away from clinicians to other members of the care team, leading to improved 
access and affordability within primary care. While some social prescribing already 
occurs in Australia, more resourcing and recognition is needed to implement social 
prescribing in a sustainable way.

The outcomes of the Social Prescribing Roundtable provide a platform to develop a 
more systematised approach to designing, funding and implementing social prescribing 
programs across Australia. We have international and local examples to learn and build 
from, and the opportunity to incorporate social prescribing into our long-term health 
system planning. 

This report outlines the merits of social prescribing, the cohorts who would benefit from 
it, the key features of the model and a comprehensive set of recommendations to see 
social prescribing adopted and supported in Australia. The report recommendations 
can be distilled into the following 10 key elements needed to support a more integrated 
approach to health and social care.

•	 Incorporate social prescribing into policy

•	 Develop workforce capacity and training, including link workers

•	 Connect across levels of government

•	 Map community services

•	 Use bundled payments and innovative funding models

•	 Break down silos and collaborate across sectors

•	 Support access to information on services and programs

•	 Test the concept, build the evidence base

•	 Collect data

•	 Build strong evaluation frameworks
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Thank you
CHF, the RACGP and the NHMRC Partnership Centre for Health System Sustainability 
are grateful for the participation of the following representatives in the roundtable 
discussion, and for their subsequent consultation and feedback that formed the basis 
of the recommendations provided in this report.

The views and recommendations in this report represent the outcomes of the 
roundtable discussion. The report does not necessarily reflect the specific views of 
roundtable participants or the organisations they represented (some of whom may have 
official positions that differ from that represented in the report).

Amanda Jasarius 
Occupational Therapy Australia

Joanne Epp 
Macquarie University

Neil Burgin 
Sport Australia

Bianca Bell 
North Western Melbourne PHN

John Mikelsons 
Australian Council of Social Services

Nic Brayshaw 
GP representative

Bronwyn Coulton 
Australian College of  
Nurse Practitioners

Kashif Sheikh 
Gippsland PHN

Paresh Dawda 
Royal Australian College  
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Catherine Brown 
National Mental Health Commission

Leanne Evans 
Exercise & Sports Science Australia

Pip Brenan 
Health Consumers’ Council (WA)

Claire Hewat 
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Leanne Wells 
Consumers Health Forum

Prema Thavaneswaran 
Stroke Foundation

Debra O’Connor 
National Ageing Research Institute

Lesley Thornton 
Australian Health Policy Collaborative

Sam Moses 
Australian Primary Care Nurses Association

Emma Lonsdale 
Australian Chronic Disease  
Prevention Alliance

Louise Riley 
Australian Government  
Department of Health

Stefanie Johnston 
Pharmaceutical Society  
of Australia

Genevieve Dingle 
University of Queensland

Mark Morgan 
Royal Australian College of General 
Practitioners

Tessa Boyd-Caine 
Health Justice Australia

Georgia Gardner 
Consumer representative

Melissa Fox 
Health Consumers Queensland

Tony Lawson 
Consumers Health Forum

Greg Bourke 
Cohealth

Meredith Waters 
Consumer representative,  
WA Country Health Service

Tracey Johnson 
Inala Primary Care

Jan Donovan 
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NHMRC Partnership Centre  
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And finally we’d like to thank the staff from CHF and the RACGP who assisted with the 
planning and hosting of the roundtable and the writing of this report:
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Appendix A. Summary of social prescribing  
survey results

Consumer survey results – Summary  
(218 respondents)
•	 57% said their primary care provider never discussed using community programs or services to 

improve their health (27% said rarely)

•	 88% agreed or strongly agreed that community programs and services can help manage health 
and wellbeing

•	 68% were interested in participating in community programs or services to address health and 
wellbeing issues

•	 52% felt knowledgeable about local community programs and services

•	 44% said they currently attend community programs or services to support their health and wellbeing 
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Where do you get information about local activities from?

*Respondents could select multiple options.

•	 67% said they would be likely to attend a community program or service if their primary care 
provider referred them

•	 75% said they would be likely to attend an appointment with a community support worker to 
discuss options for community programs if referred by their primary care provider

•	 58% said the kinds of activities they would like to attend are available in their local area

	– Reasons for not attending currently include: 

	- cost

	- timing of sessions

	- transport/distance

	- not feeling comfortable

	- having caring responsibilities

•	 Types of activities suggested included disease-specific support groups, health and fitness 
programs, library events, book clubs, yoga, pilates, tai chi, meditation, community volunteering, 
men’s shed, mental health support groups, community gardening, bushwalking, social sport, 
community choir, movie club, ballet classes
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General practitioner (GP) survey results – Summary  
(141 respondents)
How frequently do you refer patients to non-health services in the community  
as part of a patient’s treatment and wellbeing plan?

Number of respondents

0 5 10 15 20 25 30 35 40 45 50

Always

Often

Sometimes

Rarely

Never

How knowledgeable are you about available local community activities, groups  
and services that your patients could be referred to? 

Number of respondents

0 10 20 30 40 50 60 70 80

Extremely

Somewhat

Minimally

Not at all

Does your practice have any established links or partnerships with local community services?

Number of respondents

0 10 20 30 40 50 60 70 80

Yes

No
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What is your primary source of information for finding out about local community activities, 
programs or services for your patients?

Number of respondents

0 5 10 15 20 25

PHN

Local council

Online

Other GPs and 
health professionals

Patients

Other

To what extent do you believe that referring patients to community activities, groups or services 
can help improve health outcomes for patients?

Number of respondents

0 10 20 30 40 50 60 70

Extremely

Somewhat

Minimally

Not at all

Further GP comments revealed:

•	 general support for social prescribing 

•	 a belief that social prescribing, if performed correctly, can have a positive impact on 
communities

•	 a need to consider inequities among different councils – some have funds to provide support 
services and groups, but poorer communities may miss out

•	 the need for more information about community services.
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Allied health survey results – Summary  
(382 respondents)
How frequently do you refer patients to non–health professional services in the community?

Percentage of respondents

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Always

Often

Sometimes

Rarely

Never

Do you believe ‘social prescribing’ is within your scope of practice?

Percentage of respondents

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Strongly

Agree

Neither agree 
nor disagree

Disagree

Strongly 
disagree

How knowledgeable are you about available local community activities, groups and services?

Percentage of respondents

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Extremely

Somewhat

Minimally

Not at all
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Do you, or your practice, have any established links or partnerships with local community services?

Percentage of respondents

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Yes

No

What are your primary sources of information for finding out about local community activities, 
programs or services? 

Percentage of respondents

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Local council

Online

Other health 
professionals

Patients/clients

Primary health 
network

Community 
groups

Other  
(please specify)

To what extent do you believe that referring patients to community activities, groups or services 
can help improve health outcomes?

Percentage of respondents

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Extremely

Somewhat

Minimally

Not at all
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EXECUTIVE SUMMARY 

Social prescribing (SP) is “a mechanism for linking patients with non-medical sources of support 

within the community.” [1] As Australia develops its 10 Year Primary Health Care Plan and considers 

whether or not to adopt the practice of SP, it is important to understand the evidence for the 

implementation and outcomes of SP for patients, for health professionals, health systems and for 

the community organisation sector.  

In order to support potential policy development, we have synthesised current evidence on the 

effectiveness of social prescribing programs in this rapid literature review. We limited our search to 

peer-reviewed papers published between 2017-2019 with a focus on the most recent literature and 

published literature reviews. We identified six literature reviews and 24 empirical studies that met 

our study criteria.  

As social prescribing is a relatively new area, the types of programs and how patients and health care 

professionals engage with SP is constantly developing. Most studies reviewed by us originated in the 

UK, with some also from Ireland, the Netherlands and Spain. We found no empirical studies of SP 

evaluations, nor any literature reviews from Australia. Programs in other countries may exist but 

were potentially not included in our rapid review because they were published in the reports, 

guidelines or other grey literature.  

In our rapid review, we found little consistency around how social prescribing is defined. However, 

we did identify eight general types of SP: Arts on Prescription, Books on Prescription/Bibliotherapy, 

Education on Prescription, Exercise Referral/Exercise on Prescription, Green Prescriptions, Healthy 

Living Initiatives, Signposting/Information Referral, and Supported Referral. The most common social 

prescriptions included referrals for exercise or other physical activities or art or craft related 

activities. Interestingly, the use of comprehensive individualised referrals designed together with the 

patient and facilitated by a person who spanned the boundary between primary health care and 

community services was the approach reported by most of the studies. 

 

The role and what to call the people who operationalise social prescribing (e.g. “navigators” or “link-

workers”) and span the boundaries between primary health care provided by General Practitioners 

(GPs) and other health care professionals (HPs) and the community services and voluntary sectors 

was similarly nebulous. Link-workers could range from a person in a purpose-built paid role working 

in the health system or within another organisation, such as a commissioning trust, to a volunteer 

working in a charity organisation or a community group. Despite the diversity, the role of the 

navigator was viewed as a crucial enabler to the success of SP programs. 

 

Overall, GPs were the professionals who initiated social prescribing referrals most often, although all 
types of health professionals and even patients were mentioned as potential referrers. Interestingly, 
in some cases, GP practice receptionists were tasked with diverting patients away from GP 
appointments to community services.  
 
SP was recommended for people with a wide variety of conditions, including mental health 

disorders, or with psychosocial problems or social isolation, those with long-term conditions (with or 

without mental health concerns) or with co-morbidities. The elderly, especially those with the above 

conditions, were amongst those listed as potentially benefitting from SP.  
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Regarding the impact on patients, GPs, link-workers, community care organisations, and on the 

health system, our review found mixed results with some positive, mixed and negative outcomes 

reported. This highlights the uncertainty and difficulty in assessing the effectiveness of SP, as 

reported in the peer reviewed literature. Quantitative outcome studies were few and showed 

inconsistent results. This may be because the quantitative measures used for evaluation of 

outcomes tended to focus on health-related outcomes and may not adequately capture more 

complex concepts, such as community connectedness, social engagement, confidence, willingness to 

give and receive peer-support, and confidence to access services and self-determination and self-

care. These hard to quantify concepts were captured in qualitative studies, which predominantly 

reported positive outcomes for patients.   

The included studies reported enablers of implementation of SP programs including: a phased roll-

out with clear and appropriate organisation, infrastructure and management. Strong stakeholder 

engagement from all relevant sectors, good communication and a clear understanding of shared 

goals were also cited. Identified barriers included a lack of coordination and collaboration among 

stakeholders, and limited understanding of SP and limited engagement with frontline health 

professionals including GPs.   

Concerns about sustainable funding for community services and equitable access for patients were 

considered important for the sustainability of SP programs. 

Our rapid review reveals the emerging state of SP. It highlights the need for long-term quantitative 

and qualitative evaluations. This rapid literature review only covered studies published in the peer-

reviewed literature. This is a limitation because the implementation of SP programs is often led by 

health services or not-for-profits and non-governmental organisations, and evaluations tend to be 

published in policy documents, unpublished reports, and guidelines that do not appear in peer-

reviewed journals. Therefore, this rapid review of the peer reviewed literature should be 

supplemented by a review of the grey literature. 

RECOMMENDATIONS 

Based on our literature review, we have developed a set of recommendations that should be 

implemented if Australia were to adopt SP.  

1. The RACGP, CHF and the Australian Department of Health should work together in consultation 
with the National Social Prescribing Roundtable to include social prescribing in the 10 Year Primary 
Health Care Plan and the National Preventive Health Strategy. 

2. Funding is needed for the development, implementation and evaluation of Australian SP. 

3. The development of models should be co-designed with all relevant stakeholders. 

4. Models of SP should involve a navigator/link worker whose role is clearly defined but flexible 
enough to enable creativity and individual tailoring of needed interventions for patients. 

5. The role and personal skills and attributes of navigators/link-workers should be defined. 

6. Developed models should undergo rigorous evaluation using robust implementation science and 
systems science approaches and mixed methods research (qualitative and quantitative) to ensure 
sufficient depth of understanding of what worked, why it worked and in what contexts, to support 
future scaling up and spreading of successful models. 

7. That any models of SP developed in the Australian context consider model sustainability at the 
core of evaluations.  
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INTRODUCTION AND RATIONALE 

 

Social prescribing (SP) is “a mechanism for linking patients with non-medical sources of support 

within the community.” [1] As Australia develops its 10 Year Primary Health Care Plan and considers 

whether or not to adopt the practice of SP, it is important to understand the evidence for the 

implementation and outcomes of SP for patients, for health professionals, health systems and for 

the community organisation sector. As the practice of social prescribing is developing, scaling up, 

and spreading, robust evaluations are increasingly being published in peer-reviewed literature, 

especially in the last three to four years.  

 

In order to support potential policy development, we have synthesised current evidence on the 

effectiveness of social prescribing programs in this rapid literature review. As the notion of social 

prescribing is relatively new across the world, and there is limited Australian literature on social 

prescribing programs and their evaluations, we aimed to describe the methodological approaches 

and challenges of conducting evaluations of social prescribing programs, including identifying 

frameworks, and validated tools.  

 

Understanding the latest literature about what types of SP interventions have been developed and 

implemented, which groups of patients have been targeted, which outcomes have been measured 

and whether there are significant benefits of SP is important to inform future development of SP 

programs. This information will be particularly valuable if trials of social prescribing programs are 

undertaken in Australia in the future. 

 

There is little consistency around how social prescribing is defined, what to call the people (e.g. 

“navigators” or “link-workers”) who operationalise social prescribing and span the boundaries 

between primary health care provided by General Practitioners (GPs) and other health care 

professionals (HPs) and the community services and voluntary sectors. For the purposes of this 

review, we will refer to the SP coordinators, facilitators or SP practitioners as navigators/link-

workers as these are the most common emerging terms. Although general opinion is that 

navigators/link-workers are essential to make social prescribing happen, there are few descriptions 

of the front-line role that they perform. Furthermore, there is inadequate information about the 

attributes, attitudes, and skills that navigators/link workers require to perform their role. 

 

The views and experiences of General Practitioners and other Health care Professionals with regards 

to SP are extremely important as it is usually GPs and other HPs who initiate SP referrals. 

Knowledge about the barriers and enablers of SP implementation is also needed to support future 

implementation strategies, whilst maximising enablers and overcoming known barriers as early as 

possible.  
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Research Questions: 

1. How is social prescribing defined in the recent literature? 

2. What theories or frameworks are used to underpin studies on social prescribing? 

3. Who initiates social prescriptions and are care navigators/link-workers always involved? 

4. Which groups of patients or people are targeted for social prescribing? 

5. What interventions are included under social prescribing?  

6. What outcomes measures or tools have been used for patients/clients, health care 

professionals, care navigators/link-workers, community service providers and health and 

community service systems? 

7. What impacts, outcomes or effects of social prescribing have been reported for patients, 

health professionals, navigators/link workers, community services, and health and 

community service systems? 

8. What are the barriers and enablers for the implementation of social prescribing programs? 

 

METHODS 

We conducted a rapid review for studies relevant to social prescribing according to the strategy 

described in Text Box 1 and inclusion and exclusion criteria (Table1). We included published 

literature reviews and empirical published studies. 

 

Table 1. Inclusion and exclusion Criteria 

 Inclusion Exclusion 

Date 2000-2019 Not 2000-2019 

Language English Other language 

Databases Medline, Scopus Other databases 

Study type 
Peer-reviewed published research or evaluation 
study or report, or literature review 

Grey literature 

Study Methods Qualitative or quantitative methods 
Published opinion pieces or descriptions 
that do not report any qualitative or 
quantitative data 

Study details 
relevant to the 
research questions 

Reports on an SP program or presents a review 
of studies that report on SP programs 

Does not report on an SP program 

Describes an implemented SP program  
Describes an SP model or program that 
has not been implemented 

Reports data (qualitative or quantitative) about 
the impacts or outcomes of SP program(s) for 
patients, providers, or health and community 
care systems 

Does not report outcomes 

 

The search strategy (Text Box 1) was developed by the medical librarian. As this is a rapid literature 

review [2], only three databases were searched, the search terms were focussed on social 

prescribing, and only peer-reviewed papers published during a limited time period were included. 
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Text Box 1. Search strategies 

 

 

RESULTS 

 

Included studies 

One hundred and twenty-three articles were identified in the search. There were six relevant 

literature reviews, all published 2017-2019. The six reviews covered articles published in the last 15-

20 years. There were 43 potentially relevant journal articles published between 2008 and 2019. 

Most (30; 70%) were published 2017-2019 (Figure 1). We therefore focussed our analysis only on the 

last three years, 2017-2019, to ensure that we captured the state of current knowledge, while 

providing synthesised data for earlier years through the six reviews.   

On full-text review, we all six literature reviews and 24 journal articles met our inclusion and 

exclusion criteria and were included in analysis, (Table 2A, 2B). 

 

Medline (ALL) 1946 - October 2019 
 
1. social prescri*.mp.  
2. general practice/ or family practice/ or social medicine/  
3. comprehensive health care/ or primary health care/  
4. (general practi* or (primary adj2 health*)).ti,ab.  
5. 2 or 3 or 4  
6. 1 and 5  
 
Embase 
1. social prescri*.mp.  
2. general practice/  
3. primary health care/ or primary medical care/  
4. ((general practi* or primary) adj2 care).ti,ab.  
5. 2 or 3 or 4  
6. 1 and 5  
 
Scopus 
( ABS ( "social prescri*" )  AND  TITLE-ABS-KEY ( "general practi*"  OR  "primary health*"  OR  
"primary care"  OR  "family doctor"  OR  "family physician*" ) )  
TITLE ( "social prescri*" )  
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Figure 1. Number of journal articles reporting on SP programs identified in the search per annum  

 

 

 

 

Table 2A. Characteristics of the included literature review articles 

Reference Location 
Study 
type 

Methods 
included 

Outcomes, 
impacts 

for 
patients 

Outcomes, 
impacts for 
GPs, HPs or 
Navigators 

Outcomes, 
impacts for 
the health 

care system 

Other 
outcomes 
or impacts If other, what? 

Bickerdike 
et al. 2017 

UK R 
QL, QT,  

MM 
X X X   

Chatterjee 
et al. 2018 

UK R 
QL, QT, 

MM 
X  X   

Husk et al. 
2019 

UK R QL, QT X X X  

Patient 
enrolment, 

engagement 
and adherence - 

SP 
programming 

Pescheny 
et al. 2018 UK R QL    X 

Facilitators and 
barriers to SP 

implementation 

Pescheny 
et al. 2019 

UK R QL X     

Pilkington 
et al. 2017 

UK and 
Ireland 

R 
QL, QT, 

MM 
X  X   

R= Review; QL=Qualitative methods; QT=Quantitative methods; MM=Mixed methods 

  

N
u

m
b

er
 o

f 
jo

u
rn

al
 a

rt
ic

le
s 

Year of publication 
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Table 2B. Characteristics of included peer reviewed studies reporting primary data 

Reference Location 
Study 
type 

Methods 
Outcomes 

impacts for 
patients 

Outcomes 
impacts for 
GPs, HPs or 
navigators 

Outcomes 
impacts for 
the health 

care system 

Bertotti et 
al. 2018 

UK EM MM - Realist 
approach 

X X 
 

Carnes et 
al. 2017 

UK EM MM X 
  

Chesterm
an and 
Bray 2018 

UK EM QL - Action 
Research 

X X 
 

Elston et 
al. 2019 

UK EM - QT before and 
after study 

X 
 

X 

Hamilton-
West et 
al. 2019 

UK EM MM, 
Evaluability 
assessment 

X 
 

X 

Hanlon et 
al. 2019 

UK EM QL X 
  

Heijnders 
and Meijs 
2018 

Netherlands EM QL X 
  

Loftus et 
al. 2017 

UK EM QT 
 

X X 

Moffatt et 
al. 2017 

UK EM QL X 
  

Pescheny 
et al. 2018 

UK EM QL X X 
 

Pescheny 
et al. 2019 

UK EM QT X 
  

Pons-
Vigués et 
al. 2019 

Spain EM QL X X 
 

Redmond 
et al. 2019 

UK EM QL X 
  

Skivington 
et al. 2018 

UK EM QL X X CP 
 

Southby 
and 
Gamsu 
2018 

Northern 
England 

EM QL 
 

HP, CP X 

Sumner et 
al. 2019 

England EM QT X 
  

Swift 
2017 

England ED QL X 
  

Thomson 
et al. 2018 

England EM QT X 
  

Tierney et 
al. 2019 

UK EM QT X 
  

White et 
al. 2017 

UK - 
Scotland 

EM QL X X X 

Whitelaw 
et al. 2017 

UK - 
Scotland 

EM QL - 
interpretivist 

approach 

X X X 

Wildman 
et al. 2019 

UK EM QL 
 

X ? 

Wildman 
et al. 2019 

England EM QL X X 
 

Woodall 
et al. 2018 

England EM MM X 
  

1. How is social prescribing defined in recent literature? 
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The Social Prescribing Network definition was used in one literature review to support study 
selection and analysis, and in four journal articles (Table 3). The Social Prescribing Network provides 
a comprehensive definition: “Social Prescribing is a means of enabling GPs and other frontline health 
care professionals to refer patients to a link worker - to provide them with a face-to-face 
conversation during which they can learn about the possibilities and design their own personalised 
solutions, i.e. ‘co-produce’ their ‘social prescription’- so that people with social, emotional or 
practical needs are empowered to find solutions which will improve their health and wellbeing, 
often using services provided by the voluntary and community sector. It is an innovative and growing 
movement, with the potential to reduce the financial burden on the NHS and particularly on primary 
care.” [3] 
 
Most commonly, the definition included at its core the referral by a GP or another health 
professional to non-medical services, community services or social care organisations and most 
definitions mentioned referral via a link-worker, coordinator or care navigator (Table 3). 
 
Table 3. Definitions of SP included in the six literature reviews and 24 empirical studies 
 

Definition categories* 
Literature 
Reviews 

(N=6) 

Empirical 
studies 
(N=24) 

No definition provided 
 

- 7 

Social Prescribing Network definition  
 

1 4 

Referring by GPs or other health professionals to non-medical services, 
community services or social care organisations with or without referral 
to a link worker or navigator  

5 12 

Mentions developing action plans 
 

- 2 

Mentions addressing or helping with social or economic factors 
specifically 

2 5 

Mentions building resilience or ability to self-care or independence for 
the patient 

- 3 

Other** - 3 

*Some publications provided wide ranging definitions that included multiple categories 
**Other includes use of exercise prescriptions, or various art activities, clubs, or prescribing reading books for 
pleasure 

 

2. What theories or frameworks are used to underpin studies on social prescribing? 

Frameworks and theories were seldom reported in the included articles. The review articles mainly 

aimed to examine the impacts and effectiveness of SP programs, schemes, or practices for patients, 

or for health professionals or community providers. One review focussed on identifying factors that 

help or hinder the implementation and delivery of SP programs, but they did not mention a 

particular framework. [4]  

Only one of the six literature reviews reported using a framework to support their review synthesis. 

Husk et al. (2019) used program theory and a realist synthesis approach to underpin their research 

questions. [5] They formulated a number of “if-then” statements to guide their review, for example: 

“IF the transit to first session is supported, THEN the patient may be more likely to attend.” [5] 
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3. Who initiates social prescriptions and are care navigators/link-workers always involved? 

General practitioners were the professionals who initiated social prescribing referrals most often 

(Table 4). GPs tended to refer to link-workers or care navigators who were based in the GP practice 

or in a local community health service or a local non-health community organisation. Other health 

workers included GP practice nurses, community nurses, allied health professionals and rarely 

hospital discharge teams or multidisciplinary teams looking after people with long-term conditions.  

In some instances, GP practice receptionists were tasked with diverting patients away from an 

appointment with a GP to a more suitable community service, however, the effectiveness of this 

strategy was not well-evaluated. Staff from community organisations or staff working in community 

care organisations also sometimes referred patients into SP programs and in some instances, 

patients could self-refer. 

Table 4. People who initiate social prescriptions 

Person initiating referral* 
Literature 
reviews 

(N=6) 

Empirical 
Studies 
(N=24) 

GPs 5 21 

Other health workers (e.g. community health workers, 
practice nurses) 

1 6 

Community organization staff or social care staff (not 
community health staff) 

1 4 

Self-referral 1 4 

Allied Health Professionals 2 2 

Other GP practice staff (e.g. receptionists) 2 1 

Hospital staff or Multi-Disciplinary Teams - 1 

Not specified 1 2 

*Multiple referrers were reported by some individual studies 

 

4. Which groups of patients or people are targeted for social prescribing 

In the literature review articles, a wide variety of patient groups were identified that might benefit 

from social prescribing, [6, 7] including people with mental health disorders, such as anxiety and 

mild to moderate depression or low mood, [5, 8, 9] people of all ages with psychosocial problems or 

social isolation, and people with long-term conditions with or without accompanying mental health 

disorders. [10, 11] Elderly people were identified as a specific group that would benefit from social 

prescribing, especially those who had long-term conditions, multi-morbidity, mild to moderate 

mental health problems, psychosocial problems, socio-economic issues, or people experiencing 

social isolation. People experiencing recent life changing circumstances, such as bereavement or 

receiving a diagnosis of a long-term condition, were also identified as a group that would benefit 

from social prescribing. [5, 12, 13] We found only one literature review focussed on people with a 

single condition – type-2 diabetes. [14]  

Among the 24 journal articles, 16 reported on the patients or clients of social prescribing services. 

The target groups identified in these 16 studies included those identified in the review articles and 

described above. However, additional target groups included carers of patients with long-term 

conditions or disabilities, [13] “people who had medical causes of their problems ruled out,” [15] 

and people with polypharmacy of five or more repeat medications. [16] Several papers reported 

referring people according to need without identifying any particular target conditions or issues, or 

simply any person identified by the GP as having social issues that impact on their wellbeing. [17]  
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5. What interventions are included under SP?  

The systematized review by Chatterjee et al. (2018) described the different types of SP which we 

summarise briefly below. Although this list is not exhaustive, it provides a broad overview of the 

types of interventions that may be prescribed. [7]  

 
Arts on Prescription: referring people with physical or mental health problems to programs 
that offer creative activities such as painting or drawing, crafts, dance, drama, or music.  
 
Books on Prescription/Bibliotherapy: health professionals recommending self-help books in 
addition to cognitive behaviour therapy, or advising reading for leisure or joining a book club.  
 
Education on Prescription: referring people to structured learning programs, such as literacy 
and basic life skills classes (e.g. money management, cooking, organisational skills, learning a 
new language) depending on individual needs and interests. 
 
Exercise Referral/Exercise on Prescription: referring individuals to structured exercise 
activities, such as gym, yoga, swimming and other sporting activities. 
 
Green Prescriptions: supporting people to increase contact with nature including walking in 
parks, gardening or participating in community gardens, and spending time in other natural 
spaces, such as at the beach or in national parks.  
 
Healthy Living Initiatives: targeting populations living with disadvantage by engaging people 
in structured health programs in order to increase equitable access to health care; for 
example, by providing free health checks and by supporting healthy living through healthy 
eating programs and stop-smoking programs. Such programs are often developed by 
community health workers including community nurses.  
 
Signposting/Information Referral: pointing or “signposting” patients to helpful information 
about local health and welfare services, such as financial advice, housing support, community 
health programs, or peer support groups. Information is provided by linking patients with 
websites or providing pamphlets with contact details of services.  
 
Supported Referral: focusing on enabling people to access support to meet their individual 
needs, which are usually assessed by a link-worker or care navigator who co-produces a 
tailored social prescription program or action plan with appropriate and achievable goals. The 
link-worker may then work with the patient to support them as they work through their plan 
to reach the goals while helping the patient overcome barriers, building confidence, and 
providing moral support and encouragement. This type of social prescription may include any 
combination of social prescriptions described above.  

 
Among the included studies in our review the most common social prescriptions included referrals 
to exercise or other physical activities or art or craft related activities. Interestingly, the use of 
comprehensive individualised referrals designed together with the patient and facilitated by a 
navigator/link-worker was the approach reported by 17 of the 24 studies (Table 5). 
 
 
Table 5. Services used for referral in social prescriptions 
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Services referred to* 
Literature 

reviews 
(N=6) 

Empirical 
studies 
(N=24) 

Comprehensive individualised co-designed interventions 
facilitated by a navigator/link-worker 

2 17 

Art and craft activities 5 10 

Exercise and other physical activities 7 7 

Social clubs, lunch clubs or volunteering 3 7 

Financial advice, debt management, and legal  2 7 

Social care services (housing, employment, welfare agencies) 2 6 

Adult education and literacy 4 5 

Counselling, psychological services, cognitive behaviour 
therapy, self-help, and peer support 

4 4 

Green prescriptions (gardening, community gardens, nature 
walks) 

4 4 

Lifestyle interventions for weight loss, smoking cessation, or 
alcohol services 

2 3 

*Studies reported multiple services 
 
 

Role of the navigator/link-worker 
The role of the navigator/link-worker was central to the social prescribing initiatives described in all 
six of the literature reviews and in 17 of the 24 empirical studies.  
 
In the included studies, we identified at least 18 separate terms used to describe navigators/link-
workers:  

1. Link Worker 
2. Referral Agent/Worker 
3. Navigator  
4. Care Navigator 
5. Facilitator 
6. Coordinator 
7. Social Prescriber 
8. Social Prescribing Coordinator 
9. Well-being Coordinator 
10. Holistic Link Worker 
11. Community Wellbeing Advisors 
12. Sign-Poster 
13. Single Point of Contact (SPOC)  
14. Link Worker 
15. Community Link Practitioner (CLP) 
16. Community Link Worker 
17. Well-being Coach 
18. Community Welfare Officer (CWO) 
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Furthermore, Tierney et al. (2019) reported 75 different terms used for the navigator/link worker 

when they surveyed clinical commissioning groups (CCGs) across the UK.  

In the same study, the role of navigator/link-worker was often reported to be undertaken by an 

upskilled, existing staff member working at the general practice, most often the receptionist. [18] 

The practice receptionist was upskilled to divert people seeking an appointment with the GP by sign-

posting them to another service or source of information, when they phoned for an appointment. 

[18] The main goal of sign-posting by receptionists was to reduce the number of presentations to the 

GP, especially for people who presented frequently, however, we found no information about the 

effectiveness of this type of SP for patients, although there were reductions in GP presentations. [18]  

Commonly mentioned roles of the navigators/link-workers included signposting people to relevant 
information and supporting initial links with a variety of non-health community services and 
programs (Table 6). They acted as a bridge between primary care health services and community 
organisations. The roles of the navigators/link-workers varied according to a) the program being 
implemented, b) whether the navigator/link worker was an existing GP practice staff member, c) a 
specifically designated new employee embedded in the GP practice, or d) embedded in the 
community service(s), or whether the person worked as a volunteer. Existing practice staff tended to 
signpost people to information only, while volunteers tended to provide an initial link with a service 
or activity, sometimes with ongoing informal support. Paid staff specifically designated as 
navigators/link-workers tended to provide a more comprehensive, co-designed, individualised and 
ongoing service for patients including developing action plans and goals according to specific 
individual needs and following up on referrals. [4, 6, 7, 10, 13, 14, 19-22] Face-to-face support was 
perceived to improve effectiveness of the intervention and was highly valued by patients and by the 
navigators/link-workers. [5-7]  
 
 
Table 6. Commonly described roles of navigators/link-workers in included literature reviews and 
empirical studies 

Roles of the navigators/link-workers 
Literature 
Reviews  

(N=6) 

Empirical 
Studies  
(N=24) 

Act as a bridge between primary care and community organisations 6 17 

Signpost patient to a suitable community service 4 17 

Met with patient to discuss/identify needs 3 17 

Ongoing face-to-face support 2 5 

Followed up referrals 1 6 

Develop action plans - 5 
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6. What outcomes have been measured and reported for patients/clients, health care 
professionals, care navigators/link-workers, community service providers and volunteers? 
 
Measures and tools used to assess outcomes and impacts for patients 

Among the six literature reviews, measures included self-reported health and wellbeing, quality of 

life, life-style changes, social functioning, self-concepts and feelings, and day-to-day functioning.  

Social prescribing program effectiveness was also measured in terms of engagement with the 

program and adherence to the social prescription(s). Table 7 list the wide variety of quantitative 

tools used to assess outcomes and impacts of SP for patients 

Table 7. Specific quantitative tools used to measure outcomes in patients  

Tool 

Warwick-Edinburgh Mental Wellbeing Scale (WEMWS) or the short version SWEMWS 

Hospital Anxiety and Depression Scale 

General Anxiety Disorder - 7 Scale 

Patient Health Questionnaire - 9 

Clinical outcome in routine evaluation - outcome measure (CORE-OM) 

General Health Questionnaire 

SF-36 (Short Form Survey - 36 for quality of life) 

COOP/WONCA Functional Status Health and Wellbeing  

Work and Social Adjustment Scale 

Social Isolation Index 

Delighted-terrible faces test 

Duke UNC Functional Social Support Questionnaire 

Physical activity questionnaire 

Physical activity – Timed Up n Go test 

Patient Activation Measure (PAM) 

Well-being Star - Outcomes Star for adults self-managing health conditions 

 

In addition to using specific tools, many studies also analysed experiences and perceived benefits, 

barriers and enablers by conducting before and after interviews and focus groups with patients.  

Outcomes for GPs, other HPs and navigators/link-workers were also mainly assessed through 

qualitative methods and provided data on perceptions, attitudes and experiences of participating in 

SP schemes and when reflecting on outcomes of SP schemes. 
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Measures used to report impacts on services and systems included changes in the number of GP 

consultations GP referrals to secondary care, and hospital episode statistics including emergency 

department attendances and hospital admissions. [6, 14] Few studies reported economic measures 

such as affordability, cost and benefit analysis or cost effectiveness of SP interventions. [6, 7]  

Impact on community services was also measured in terms of number of referrals received, number 

of patients engaged, and number of encounters with community services as well as measures of 

satisfaction with the service received. 

 

7.  What impacts, outcomes or effects of SP have been reported for patients, health professionals, 

navigators/link workers, community services, and health and community service systems? 

Outcomes for patients 

Positive outcomes reported in qualitative studies, included perceptions by patients that they are 

better connected to the community, they have better self-esteem, confidence and ability for self-

care. They reported better wellbeing, higher mood and feeling more positive after accessing SP 

programs. Patients valued the role of the navigator/link-worker in helping patients identify problems 

and in providing practical solutions that suited their specific needs. Goal setting together with the 

navigator/link-worker and ongoing longer-term support, e.g. over several months, according to 

need, were viewed as key enablers to achieving co-designed goals. As expected, patients referred to 

SP programs used community services more often. Some described being supported through the 

gradual behaviour change transition as key to developing confidence and empowerment to “go-it-

alone”, while others worried about the ability to access SP programs and services over the long 

term. Programs that provided individualised services and took time to identify individual needs were 

highly valued by patients. 

Acceptability of SP programs to patients was high, although patients in several qualitative studies 

reported that they did not know what social prescribing was, although they were happy that they 

had been referred to a navigator/link-worker. In one study patients reported that GPs spent more 

time with them. The review by Pescheny et al. (2019) reported that most quantitative studies 

included in their literature review (N=16) showed no significant change on quantitative measures, 

such as levels of social support, and functional health assessment charts, however patients accessing 

the SP intervention improved on the Friendship Scale. [13] 

Patients referred to healthy eating, exercise or smoking cessation interventions reported feeling 

healthier and fitter, with a higher overall wellbeing. Other SP programs designed to improve mental 

health, coping and community connections also resulted in perceptions of better wellbeing, 

improved ability to undertake activities of daily life, ability to network with peers, confidence and 

empowerment. [11, 22-24]  

There were few studies (N=4) that reported quantitative outcomes for patients. Results from these 

studies were a mix of positive, negative or no change findings. Studies reported improvements in 

fitness including increases in energy expenditure due to exercise activities including walking (41.6% 

increase) or undertaking vigorous exercise (107% increase in energy expenditure). [8] There were 

also reports of SP programs having significant effects on the wellbeing measures WEMWBS or 

SWEMWBS, Well-beingStar, patient activation measure (PAM), and in scores on measures of 

depression and anxiety in patients with mild to moderate depression and/or anxiety. [17, 22, 25, 26] 

The literature review by Chatterjee et. al., which included 16 papers confirmed positive outcomes in 
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wellbeing, self-care, mental health (depression and anxiety scores), connection to community, 

quality of life and lifestyle preventative behaviours (exercise and healthy eating). [7]  

However, several studies reported no change in wellbeing, anxiety, depression or engagement in 

activities. Few studies had follow-up times longer than 12 weeks and few studies reported the level 

of patient engagement after referral to an activity under SP programs. One study reported that 17% 

of patients had 2 or more contacts with the SP service and this was deemed inadequate to support 

behavioural change. [22] One study reported that four out of 12 patients reported no change in their 

ability to perform activities of daily life. [27]  

The six literature review papers included in our review showed that uptake of SP referrals was 

variable 50% and 79% of people referred to a link-worker actually had an initial appointment with 

the link worker. [6] Only two studies included in their review reported attendance at 

activities/services that patients were referred to 58% and 100%, with most studies reporting that a 

referral had been made without following up whether the person actually attended. [6]  

The literature reviews showed that the outcomes of SP are mixed. Some literature review papers 

showed positive quantitative outcomes in terms of measures of quality of life, wellbeing, healthy 

behaviours, coping, mental health, wellbeing, and social engagement among patients. However, 

several others showed that quantitative outcome measures used in studies included in their reviews 

mainly reported no significant improvements for patients. [13, 14]  

Qualitative studies included in the review articles, on the other hand, showed benefits such as 

positive experiences of SP, feelings of confidence and developing self-reliance and ability to care for 

self while making connections and friendships with peers who in turn provide support. [7, 13]  

Outcomes for GPs and other HP 

The perceptions of GPs and other HPs were mixed. Some studies reported that GPs and HPs had 

positive perceptions of SP. [17, 21, 28] They felt that they were enabling care for the whole person 

without spending too much time beyond the initial referral to an navigator/link-worker. Some 

studies reported that GPs felt that SP has little or no effect on their patients and on their practice 

and that SP did not reduce GP and emergency department attendances. [25, 29] Some GPs reported 

referring patients and then not being fed-back any information about the community activities that 

the patient engaged with nor the effects of these. [7] Closing the feedback loop is an important 

aspect of any new program that aims to change the system to improve care. [30] The improvement 

cycle needs to be complete and may need to be repeated several times to optimise programs and to 

support the understanding of outcomes and learning for future programs. GPs who understood the 

purpose of SP and had developed relationships with navigators had high levels of satisfaction with 

SP. [21, 24]  

Outcomes for Navigators/Link-Workers 

Navigators felt that their role was significant in ensuring that the patient is supported, that problems 

are adequately described for the individual patient and that support and onward referral matches 

individual patient needs. Navigators/link workers valued SP and came to recognise the need to 

empower patients to become confident and independent rather than developing dependency with 

the outcome that navigators need to strike a careful balance when providing support. 

Existing GP practice staff, such as receptionists and practice nurses, felt that their training was not 

adequate to undertake their role. And their understanding of SP was often relatively limited with the 

express goal of diverting patients from the GP practice to reduce attendances and waiting times. 
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This is a very narrow view of SP and the best that can be done for patients who ring for an 

appointment is to sign-post them to some local services. This sign-posting to other services may be 

adequate for patients who have relatively simple problems however, it is unlikely to be satisfactory 

for those who have complex medical, psychosocial or socio-economic problems that impact their 

health and wellbeing. There was little evidence of positive outcomes for patients, GPs nor practice 

staff working in such models. 

Outcomes for navigators included difficulties in engaging with GPs and GP practices, including 

spending large amounts of time on education and engagement at the expense of providing direct 

assistance to patients. This was exacerbated when navigators working under some SP schemes were 

set quotas of patients to recruit into the service, and the quotas were difficult to achieve especially 

in areas where the GP engagement had been minimal, resulting in additional work for 

navigators/link-workers. [19, 28, 29, 31] On the other hand, where the SP programs were well 

understood and valued by GPs and HPs, there was sometimes a lack of capacity to deal with all 

referred patients. [19] In one study, the health professionals perceived very little difference after an 

SP project began - for them it was “business as usual.” [25] 

Outcomes for the Health system 

Only one study reported quantitative data about changes in demand for medical services. Loftus et 

al. (2017) showed no difference in GP contacts (visits to GP, home visits or telephone calls) nor in the 

number of new repeat prescriptions after a 12-week SP intervention. [16]  This may be because the 

evaluation assessed only short-term outcomes. 

Qualitative studies reported “less demand for medical services” as perceived by GPs and other HPs. 

[28] 

In their review, Bickerdike et al., reported that there was some evidence for reduced referral to 

secondary care, reduced hospital admissions and ED attendances and GP face-to-face contact but no 

change in the number of phone contacts. [6] One evaluation included in the review by Pilkington et 

al. (2017) showed reduced hospital admissions due to a diabetes-specific SP intervention. [14] The 

literature review by Chatterjee et al. (2018), also reported reduced attendances at general practices. 

[7]  

Financial impacts were generally not reported, however in one study included in Bickerdike et al. 

(2017) there was an apparent half-a-million GBP reduction but the start-up costs were 1.1 million 

GBP to set up and run the SP program. [6]  A lifestyle intervention reported by Munro in 2004 and 

included in the review by Chatterjee et al. (2018), was shown to be cost effective in terms of Quality 

Life Years Saved (QALYS) with a cost of €17,172 per QALY. [7, 32]  

Outcomes for community care organisations 

Several papers reported increased demands for community services and raised concerns about 

capacity to keep up with demand, especially with recent cuts to community services. Community 

organisations also found that they had better access to people who needed their support via SP 

programs and felt they were filling the gaps in care that medical services cannot. [31, 33] There was 

an increased use of health and community services which was viewed positively. [10, 34]  Increasing 

costs for community services were highlighted as a potential problem, especially in schemes where 

patients with significant frailty and multi-morbidity conditions were referred. [10] Community 

organisations found it difficult to engage with GPs and were more likely to work with practice 
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managers, which they felt was not ideal when providing holistic care that supplements care 

delivered by the GP.  

 

8. Barriers and enablers of implementation of social prescribing programs 

The literature review by Pescheny et al., (2018) was the only paper specifically focussed on barriers 

and enablers of implementation of SP programs. [4] Important facilitators of successful 

implementation of SP programs included: phased roll-out, clear and appropriate organisation and 

management of the program, shared understandings and attitudes among stakeholders and front-

line workers across service sectors, strong relationships and open communication, organisational 

readiness to implement the SP intervention(s), integration of navigators/link-workers into primary 

care teams, institutional support, and adequate local infrastructure needed to make the program 

work. For example, availability of local community services that were easily accessed by patients and 

had capacity to provide the needed services as the SP programs ramped up, avoiding long waiting 

times for access. [19, 29] Local infrastructure, such as adequate and appropriate local transport 

services, to enable people who had been referred to easily access the services and low- or no-cost 

for patients was also important. [5, 24, 29] 

Pescheny et al., (2018) also identified a number of barriers including delays to starting dates because 

multi-sector collaboration and relationship development take time, rushed “go live” dates when 

programs are not quite ready, turnover of staff involved in social prescribing resulting in a lack of 

continuity, lack of understanding of the program across sectors, lack of engagement with GPs at the 

front lines, lack of patient engagement, and long waiting lists to access prescribed services. [4] 

In Table 8, we list the barriers and enablers as experienced by patients, GPs and HPs, navigators/link 

workers, and community service providers while involved in SP programs.  

 

 

Table 8. Barriers and enablers identified in peer reviewed empirical articles 

Enablers Barriers 

 
For GPs and other health professionals 

Having awareness of SP programs in the local area – more 
likely to engage 

Working in a medical paradigm – 7-minute consultation 
and treating presenting medical condition 

Having a clear understanding of the SP programs and the 
GPs role in SP  

Lack of awareness of SP and benefits of SP 

GPs who received some training on SP are more likely to 
engage  

Inadequate training in SP and criteria for referral 

More likely to refer to programs that have a formal 
recognition or “statutory” standing and are stable, 
sustainable and well funded  

Lack of capacity to refer – time constraints 

Trusting relationships with the navigator/link-worker Perception that community providers are “less expert” 
than health professionals 

SP referral embedded in GP software - routinized Perception that SP is not part of the GPs’ or HPs’ role 

 Referring people to services that may not be sustainable 

 
Navigators/Link-workers and community organisations 

Role of the navigator seen as critical boundary-spanner by 
GPs, Navigators/link-workers themselves, community 
services and patients  

Lack of recognition by GPs and other HP of the importance 
of the N/LW role and lack of awareness of SP 
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Flexibility to refer to a variety of services Threats from funding cuts to community service provider 
organisations 

Clearly outlined roles and responsibilities Unclear roles e.g. N/LW spending time engaging with and 
educating GPs rather than working with patients 

Trusting relationships with GPs and GP practice staff Opposition from GPs and other Health professionals who 
do not see SP as part of their role 

Wide knowledge of local social and community services 
and networks 

Difficulties in finding appropriate locale services to meet 
the needs of patients 

Appropriate training, ability to apply strength-based 
approach foster empowerment rather than dependency 

Limited training and lack of understanding of the role by 
L/-V themselves and those they must work with i.e. GPs, 
other HP, community providers, patients and trusts 

Capacity to spend time with patients in co-design and for 
ongoing support 

Lack of capacity to provide services to all people referred, 
need to meet quotas when referrals are low 

Understanding of what people need to “live well” Limited capacity to engage with people with complex and 
specific needs  

 
For patients 

Awareness of SP programs and perception of their 
benefits 

Lack of awareness of SP programs and their purpose 

Trust in GP to refer appropriately to SP Expectation that medical care will always be provided by 
GP not referral to social or community support 

Having ongoing contact with the navigator/Link-worker Expectations that changes will happen quickly without 
ongoing support 

Access to local services- minimum travel Difficulties accessing services e.g. too far to travel 

Low cost or free services Additional costs 

Developing networks, family and peer support and 
becoming more independent 

Specific environmental factors and peer pressure e.g. 
everyone smoking during breaks 

Sustainable services not just projects Lack of continuity; one or two contacts with the navigator 
inadequate for some 

Flexibility of access and choice of services that suit their 
needs 

Busy lives – people who are employed find it more 
difficult to engage with SP programs  

N/LW filled the gaps that GPs and HPs couldn’t (5)  

 
Related to systems 

Robust and clear governance structures with delineated 
roles 

Confusing project governance structures and lack of clarity 
about roles and poor leadership 

Alignment with existing policy Lack of supporting policy to provide legitimacy for action 

Having a common understanding and expectations among 
GP, Community organisations, navigators/link-workers,  

Limited engagement of needed stakeholders 

Networks – building on existing network and supporting 
development of new networks for SP 

Staff turn-over results in loss of sustainable links within 
networks 

SP program visibility and ease of access – e.g. single point 
of contact 

Lack of visibility of SP projects or several projects 
operating at once  

 Lack of knowledge, capacity and funding to evaluate SP 
programs to inform future implementations 

 

DISCUSSION AND CONCLUSIONS  

Current literature on the impacts of social prescribing is mixed, with both positive and negative 

outcomes being reported. There are very few robust, well-designed long-term evaluations of the 

impacts of SP on patients, on GPs and other health professionals, on navigators and community 

services and on health systems. On balance however, there are some promising reports showing 

significant improvements in patient wellbeing and community connections. Other studies have 

demonstrated positive behavioural changes in terms of increasing healthy living behaviours 

including healthy eating and exercise. Reductions in anxiety and depressions and increases in 

community engagement and feelings of empowerment, confidence for self-care and resilience to 

manage health and psychosocial problems. 
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Significant barriers to the implementation of SP programs were identified and need to be addressed 

when planning future SP programs. These include barriers among GPs and other HPs including lack 

of awareness of SP programs, perception that referrals to SP programs is not part of their role, lack 

of capacity and time to refer, and limited training in how to refer and who to refer for SP. Some GPs 

and HPs also perceived that SP had little value in reducing presentation of patients to primary care 

or to emergency departments. This is not surprising given that there are few studies that have 

reported such changes. Methodologically robust studies should be undertaken to clarify the impacts 

of SP on GPs, HPs and health systems. 

Important enablers were identified. These include having appropriate supporting health and social 

care policy in place to provide legitimacy for the development, implementation and evaluation of 

future SP programs. Developing clear common understandings among all stakeholders of SP 

programs about the purpose of SP and potential benefits will require education, networking and the 

development of governance structures and strong leadership from within the health and community 

sectors. Future projects must involve from the beginning of program design, all relevant 

stakeholders especially patient and community groups and GPs working at the frontlines and 

expected to refer patients for SP. 

Sustainability of SP models was an identified emergent theme and stakeholders expressed concerns 

about sustainable funding for community services and equitable access for patients. Programs were 

thought to be sustainable through the development of strong functional networks, however, the 

high turn-over of staff across the health and community care sectors was viewed as a threat to 

maintaining strong networks and the sustainable delivery of SP programs. The need for adequate 

capacity of community services to cope with the number and wide variety of referral types was also 

seen as essential to the sustainability of SP programs.  

The role of the navigator was viewed as a crucial enabler to the success of SP programs, however, 

there was an enormous amount of variability in understanding of the navigator role which could 

range from a person in a purpose-built paid role working in the health system, to a volunteer 

working in a charity organisation or a community group, or it could be a purpose-built paid role 

working for another organisation, such as a commissioning trust. Even the terms used to describe 

navigators were so varied it was impossible to know whether “navigators” did the same work as 

“coordinators” or “link-workers” or “social prescribers.” One study reported over 70 terms used for 

the role. The definition of SP itself, varied significantly and many studies simply did not provide a 

definition for SP. The use of common language is the crux of developing a common understanding 

across sectors and it is therefore worth striving for common terminology and definitions in SP. 

Regardless of the variety of terms used to describe navigators/link-workers their role in making SP 

program work cannot be denied. They are the lynch-pins boundary-spanners that link the health, 

community and social care sectors together. Most importantly they support patients with SP 

referrals, provide practical support in identifying and solving problems and build empowerment in 

patients. SP programs that included designated, paid navigator/link-worker roles were viewed by 

patients and GPs and other HPs as more effective. These workers should be included as essential to 

any future SP programs. 

Social prescribing is a relatively new area which is constantly developing. The mixed results in this 

review highlight the uncertainty around the effectiveness of SP because of limited published peer-

reviewed evaluations. Quantitative outcome studies are few, and some show significant positive 

results while others do not. This may be because the quantitative measures used for evaluation of 

outcomes tended to focus on health-related outcomes and may not adequately capture more 
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complex concepts such as community connectedness, social engagement, confidence, willingness to 

give and receive peer-support, and confidence to access services and self-determination and self-

care. These hard to quantify concepts were captured in qualitative studies which predominantly 

reported positive outcomes for patients.   

Our rapid literature review is limited by exclusion of the grey literature. Much of the knowledge may 

reside in the grey literature such as government or services reports, policy documents, masters or 

PhD theses or reports published in periodicals not indexed in the main medical literature databases. 

Therefore, this rapid literature review should be supplemented by a review of the grey literature. 

Most studies reviewed by us originated in the UK, with some also from Ireland, the Netherlands and 

Spain. We found no empirical studies of SP evaluations, nor any literature reviews from Australia. 

This demonstrates that social prescribing as a concept is only now being considered for wider 

implementation. This is both a weakness and a strength. Implementing social prescribing in Australia 

will be difficult given the concept is unlikely to be widely understood. Indeed, even in the UK where 

social prescribing has been implemented for at least the last 10 years, studies published in 2018 and 

2019 reported a lack of awareness of SP and a lack of recognition of SP by GPs and other HPs as 

being part of their role. However, the knowledge available from studies overseas is a considerable 

opportunity for Australia to learn from experience and to apply relevant knowledge to the local 

context. 

Finally, if Australia is to adopt SP more broadly, trials or projects must be co-designed with all 

stakeholders while placing the needs of patients at the centre. Most importantly any 

implementation trials must embed in their design robust evaluations that use quantitative and 

qualitative methods to collect and interpret outcomes and impacts for patients, GPs and HPs, 

navigators/link-workers and community services. 

 

RECOMMENDATIONS 

1. The RACGP, CHF and the Australian Department of Health should work together in consultation 

with the National Social Prescribing Roundtable to include social prescribing in the 10 Year Primary 

Health Care Plan and the National Preventive Health Strategy. 

2. Funding for the development, implementation and evaluation of SP models should be allocated in 

Australia. 

3. The development of models should be co-designed with all relevant stakeholders. 

4. Models of SP should involve a navigator/link worker whose role is clearly defined but flexible 

enough to enable creativity and individual tailoring of needed interventions for patients. 

5. The role and personal skills and attributes of navigators/link-workers should be defined. 

6. Developed models should undergo rigorous evaluation using robust implementation science and 

systems science approaches and mixed methods research (qualitative and quantitative) to ensure 

sufficient depth of understanding of what worked, why it worked and in what contexts, to support 

future scaling up and spreading of successful models. 

7. That any models of SP developed in the Australian context consider model sustainability at the 

core of evaluations.  
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