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Sir Peter Bazalgette
Chair, Arts Council
England

Foreword - Sir Peter Bazalgette

| welcome this revi&ucial prescribing is an idea whose time has come. In addition ti
changes in health and social care, the UK is facing the prospect of an ageing populatior
the chronic healtlolpems that brings. The arts sector can have an important role to play
offering commuHigsed support for healthyolifg living. Arts and caltaiso underpin

mental health.

In fact, as this review demonstrates, the arts have long been an effective part of s
prescribing programmes in the United Kingdom and elsewhere. This is particularly per
given the transformations wrought by the Health and Social Care GQuteht20dalth
reforms offer many opportunities, such as cultural commissioning and personal h
budgets. But there are also challenges for the arts sector. This review of social presc
gives an insight into the process of community refgralicesdexamples of best
practice, guidance on evaluation and suggested pathways for social prescriptions.

Many of the examples of best practice draw upon the diverse work of thbeAstsector
Council has supported sewwtabnprescriptioprojectsThe research outlined in this
report shows that amtgorescription has a positive effect on mental health by improving
wellbeing, seteem, providing purpose and meaning, developing creativity and enhanc
quality of life. Not a badSisthe Arts Council believes that culture enhances our lives, anc
is intrinsic to our health and happingsgebsonally and as a sodiétype this review

will encourage everyone to think about what more the arts can do farmmuhbealih

shauld explore these critical ideas.

Foreword - Shirley Cramer CBE

The financial careéntson the health and social care system have placed a gmgmificant s
on many of our servitémveveit hasalso been the catalyst for a rethinking of how we get
to grips with some of the mostrdetgdl and perennial lifestyle health challenges we are
facing, particular for the most vulnerable in our society. It is an accepted fact that engac
arts, scial activities and interacting within our communities makes us feel more enga
boosts confidence and makes us more resilient, which in turn does wonders for our br
health and wellbeing. This report offers a solid evidence hasaifyr pelwplalready
suspectedhat Social Prescribing is a powerful andtilisddrtool but one which can
have a massively positive impact on our wellbestgesetind overall quality of life.

The public health challenges we are facing today have mgeatdse8tubborn levels of

Shirley Cramer CEC physical inactivity, increasing social isolation, and rising levels of poor mental he

Royal Society for
Public Health

particularly in older people, need to be tackled using innovative and effective treatments
is more necessary than ever befora wdpulation which is both ageing and living with
complex and long term conditions.

Social prescribing is an effective means of combating many of the underlying causes o
health and wellbeing and this should be championed by all those whmpeareirapou

the lives of those in our sosigfering from poor health.

Only by taking a holistic approach to t
healthy, fulfilling and socially active lives forttrenloigcial Prescribingthasbility to

bring communities together and breakdown the social isolation that afflicts so many i
society. We hope that this review will act as a clarion call for the wider and more fre
adoption of social prescribing in all our communities.
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1 Executive Summary

Definitions of social prescribing have originated from a varietwith soencestear )

cut beingproposed by the CentreForum Mental Health Commission (2GR4: 6f dsomplement
mechanism forinking paients with nommedical sourcesf support within the m.ed.'cf‘l trea:.mem
c o mmu.NNeltkynown model s include: O0Arts 8V'W'”eﬁ’”é°%5cr
. : . . . . A . . Wwhich enabled
OEducation ando EReescbseptoinonPor escript.i 0,0ints to e®rieS
0Green GYWYHhed aoOdMHeal t OY nfiovimag i tSappditeda '%'Ergc%nﬂ m afgn

Ref e6B8atbal EntardiieB sles &c he mes o able to manage

Social prescribing inthéted KingdotdK) has been brought about by decentralisation gfe i r o wn
healthcare decision making from national to local government, an emphasis on thenmstion (tht3:6)
prevention is better than cure, and the organisatiagehayu#tnd holistic approaches to
healthcardRecent @vernment initiatives and key policy reports have provided a climate for
development of social prescribing within local communities; these include: the inception of
L R . . 0 ans
Clinical Commissioning Groups and Improving Access to Psychological Therap n§ Mg ?i’mary
findigs from the Marmot Review; the concept of the Big Society; the Foresight Renqy r\qs

eeS to
Mental Capital; and the National Institute for Health and Clinical Excellence (NICE) glaidelifgsis with

Just over 40% of the UK social prescribing schemeshereleswed beesubject to  social, emotional or
evaluation. Around -thiods of the evaluated schemes reviewed employed qualitatitieal needs to a
analysis of questionnaires, interviews, surveys or focus groups whereas the otherathiieiofidexhl, nen
statistical analysis of measures from reliable and validhtedaldsichree of thesec | i ni c al
schemes employed randomised controlled trials (RCT) and another scheme €dmpd&@eda !l s
physiological measures. Robust evaluation of social prescribing schemes is recom@i@fitfed@s
nearly 60% of the programmes included in this revietbeavesnbject to any formaleluntary ad

means of assessment. community sector
will be keyo

m 59.3% Non-evaluated schemes —_ successful social
I = prescribi:
® 26.7% Evaluated schemes (qualitative) S
=
o

C
<

iy Lewisham Clinical
m 9.3% Evaluated schemes (clinical scales) Commissioning

3.5% Evaluated schemes (clinical scales + RCT)  Group (2014 10)
1.2% Evaluated schemes (physiological meésure

Outcomes of social prescribing have produced benefits for participants including:
0To expani

> Increases in sedsteem and confidence options available
» Sense of control and empowerment in a primary care
» Improvements in psychological or mental wellbeing consul tati
» Positive mood linked to a reduction in symptoms of anxiety and depression ?zrgggggg)& Howes

These outcomei®m turnhave the potential to reduce inappropriate prescribing of
antidepressants in line with NICE (2004)eguigelithermore, encouraging patients to

become proactive in decisions aboutvthéiealth plus increasing social contact ang.0 -
supportn localcanmunities, has led to reductiotevels ofeliance on primary and |, | i st | ¢
secondary carghe lenefits have beparticularlyronouncefr marginalised groups suchCentlr Eorum

as mental health seruisers and older adults at risk of social isolation. The most squgﬁﬁfpheanh
schemes have favoured the use of a | idhmkisswo r k e
forreferres from general practice, health and social care services and, potentially an arraycafzether
professionals working within the community.

q
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Social prescribing
0shoul d
in every primary car
practicein order to
connect patients tc
local wellbeing
services and othe
support available ir
the wider communit
that can address th
psychosocial factors
that influence

wel | b

CentreForum
(2014: 47,

O6Whil e t
model diagnoses an
treats disease rathe
than people, it is the
social context in
which people live
their lives that ofter
determines theil
heal t h, al

NESTA (2013: ¢

0A va
complement to othe
recent and ongoing
developments withir
the NHSo promote
access to
psychological
treatments anc

i nterve

Scottish Developmer

Centre for Menta
Health (2007: £

inequalitiéhatdused partnership working to
address thesocial causesf mental il
hgaltk‘) The Care Services Improvement

2 Overview

21 Aims and objectives

The review aims to set the scene forP
conditions under which social prescriing

arisen and consideg #fficacy of differedy, ncated that referring and signposting
referral options. Its objectives are to prayid§id pe a continuous processaintain

defi.nitions, ”.‘O.de's and notable examplgs ghput for schemes and onward referral
social prescribing schemedaastess the for continuing fiaipation

{nr::ensscbger\;lvgécma%gd bt:een e;\tz?ljﬁ:?m\/\qnhceh Scottish Development Centre for Mental
. Health (2007) ogmised that informal

reviewmalesrecommendations for practi&'e
policy and future research referraladdressd the needs of people

: _ - reluctant to sedffer to mental health
22What is social prescribing? — sevicespfferingower cost alternatives to
Social prescribing was describecheby nfedication or cognitive behavioural therapy
CentreForunMental Health Commissig@BT) especially where demand outweighed
(20146 ) as o0a mechanispply. fTRer Cénired ledndidaredP adcidl € T
with nomedical sources of supporinwithrescribing was useful for addressing
the community. These might inclydgchosocial issues leading to mild anxiety
opportunities for arts and creativity, phy§ic@épression where mafeto psychiatric
activity, new skills, volunteering, mutuakdigices wasappropriate. The notion of
befriending andfdwtip, as well as suppogocial prescribing was influenced by the
with benefits employment, housing, deBjality of life and wellbeing agenda

ershistressed that recovery was a
ral principle in mental health care and

legal advice orpareh i ng P rsoybp! peot st Oe. d by the Sco
Centreérum found that social prescribiggicy on arts and cultlitee agendiimed

was usually delivered through primary tgali@crease participation inrivkp and

and although a rangeedérramodels and marginalised groups, reduce  social

options existe_d, appropriate_ commgigyysion, help people take resptnbili
structuree.g third sector agengieseded their own healttnd promote opportunities
to be in plade supporeferral for physical activity.

A report commissioned by the LewisBajing and House (2009: assbrted

Clinical C_omm|SS|on|ng Group (Cﬂ‘f social prescribing options available to
(Malcolgsmith & Richards, 2014: 1Qneral priitoners (GPs) would address
defined social pr ¢hdsbchl! of roioé‘c%nonf?c'aissulgéea‘?‘wdq S
engbllng primary care services to §igr pand the inoapgrimasyn s a
patients with social, emotional or pragéﬁ@r(consultatmhat wouldnake available

needs toa range fo local, nealinical o\ jife opportunities that can add meaning,

service. Often these services pravided o ney relationships, or give the patient a
by voluntary, community and faitbr S&Chance to take res pon

(VCFS) organisations with_ depth l]he authors uggested that 6
kriowledges 6f local communities and gty with leaving underlying psychosocial

best to meet their,gheiYgely RididensiR té tohdulfing 97

The Care Servicknprovement Partnershibpo om i s t he medical i z
North West (2009:) Z6undthat social this sort of medicalization may help
prescribing schemes represented ani mme di ate probl emsé b

énnovative approach to engaging with hgalth soci ety is to have
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\ . :'_'.l‘ ?
Friedli, Jackson, Abernethy and Stansfieddsand vulnerablé groups). To allay third
(2009: P described social prescribing aseator concerns abthé capacity to cope
nonmedical interventibiat waselpful for with referralst, wassuggested that health

oOvul ner abl e é people with organisaidns gshould p arange fundi%ﬁG 2 E

do s

mild to moderate depression and anyebyision through service level agreeme %ﬁ;ﬁv\igﬁﬁza
people with lotgrm and enduring mentahd welliefined processes so that health ... < Advice
health problems; and frequent attendepsofiessionals would develop confidencegin.., torifancial
prima r y ¢ a reeal.riotedrthat reodtthe schemes. The workshop found that onlysiemsor a
social prescribing models were primary kbaleofreferrals in Bromley came &M dance class for
based where patients weeéerred to practicesthough did not investigiie  exercise and
specific programmes signposted tocontributing reasons (Grant, Goodenoughgliness, but
information or suppdrom communityHarvey & Hine,0@). GPs identified Without a
voluntary or local authorityices additional cosbsit failed to take account oftPportive

2 3Background to social long terncommunity benefits and reductiof”¢"ork tis

: : : nds to be a k&n
prescribing in social services (Goodhart & Graffy, 200@
The London Borough of Bromley Prliqa

a’ctionod
. The Care Services Improvement Partner%]j :
I H
. . oa{h West (2009: téommendesklf Zgnd.lzgi oHse
Care Trust (PCT), witiehsed to operate N lomanagement anxioty and de ression( 009: 454)
2013 due taestructuring dfealthcare baspe do réBT finci Ietsy I |SS ort
planning and commissiomiimngland and P pies, bp

& ; oyeg,access
Waleshosted a workshop in 2@03 o cqzrggﬁs and egercmse ' n ;héNIOEe grc?t;;rt(;f h
Prescribing:avk i ng it h g p(p e nﬁtePpﬁ CoEagPIRce y 0 psychological
and identified sixprescribingpractices p Step 1: Watchful waiting -¢fokzal treatments and to
(Brandling & House, 2007): patients and those not choosing to hav@terventions

. ; addressing the
» Information with advertising and directort e|ntervent|o_n) . widerdeterminants
» Step 2: Guidedelthelp, exercise

access but no faodace contact qucat : ¢ terised ment al

» Information and telephone line with ?:Blf&?n:%nis'%fg:r;g’ deCC;rensF?sLijoir)lse Friedliet al.
advertising and patientisiiated ) o P (,[2009: 2)
telephone discussion with health workd Step 3: Medication, case managemen

» Primary careeferral to social prescribing @1d collaborative care, psychological 8
service appointment therapy (moderate depression) 0 e poter

i » Step 4: Medication, case managemerftecome fully
» Primary care referral orrsédfral to p g K eorated at a

clinic in general "E"(i‘ salabgrative cgmsycholpgifal 5 Satieft Bath§ay for
stop shopbd therapy (severe depression) primary care

» Primary care referral oneédfralto ~ » Step 5: Specialist services (chronicy ,ciices and to
clinic in geneatactice also offering atypical refractory or recurrent depressioByrengthen the links

advice, referral or signposting onwards,, o care Services ImproverRantnership between healthcare

» Nonprimary care referral from practicq\lorth Weg2009: 25) proposdtd s o ¢ -IOFOVHGFS and

based staff sent to referral centre Oﬁef)'ﬂ%cribin has a potential role to i W;C unity,
oneto-one facilitation g b BY Wlyoluntary and local

each of the steps but the main benefits arghority services
The workshop kept records of feedbacRU@ing capacity at stem flf®y pointed  that influence
social prescribing and stressed that alth@dighthat theavailability of nolfinical  public mental
there should be equitable access, serViéggventions within  stepped provisibne a | t h 6
should be prioritised where demand wad@fggnized that mental health issues wefediiet al.

or resources were limited (e.g. accidenf@hdpurely bioedical but influedcey a  (2009: 2)
emergencyareas of deprivation, tortavéange of social factors.
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24 Climate for social prescribing to create a climate tempower local

Clinical Commissioning Groups (CCGs)@ggunitiests prioriies were to transfer
6Cl ose t h setup following the Heaitth Social CarePOWer from central to local go_vernmen_t;
gap that leaves  Act (2012) and replaced PCTs in April £@urage people to take an active role in
almostoneinten  CCGsare clinicallgd statutory NationdN€iF communities; support charities, co

adults sufferig  Health Service (NHS) bodies, responsibfPféatives, mutual societies and social
from depression anc - 609 of the budget invblwith planning an@Nterprisesind publish government data for

anxi BP0€ commissioning health care senG@@s dreater transparency. By increasing
;Z%:gggc?ﬁggg\%’; are independerind accountable to th%ommturgti/ pgrt_lltgpathnl, the ?'? Sc()jc!ety was
ental ihesses,  S€Cretary of State for Hedlttey work expected 1o build social capital and improve

' closely with Localuthorities, nOWWellbelng by reducing social isolation, and

N . isuzcr:)aps responsible for public health through HESKEASINgociakconnectivity and resilience.
and whalo not  and Wellbeing Boardsdéyeloping ajoimS|m|I_aly, themerjtal health strategy (Her
receive the parity o needs assessment and strategy M) €St yoOs Government

care which you improvement. Theemils to obtain the besfiealth, 2011) aimed to improve population
would expect ifyou possible health outcomes for the [Bfital health by achieving parity with
had a physical population by determining priorities R{hgical health and promoting ~wellbeing
i 110 commissioning healthcaeh asurgent through equal access to -gugtity
CentreForum and emergency careommunity careS€rVICes.
(2014:7)  electivehospital servicemdmentahealth The ForesigiMental Capital and Wellbeing
services Commissioning Support Urftsoject (2008) found that positive mental

) provide services for CCGs (e.g. dwalth and wellbgiwere associated with
0 Commt managemenind finance) whiGiEGs can social andconomic benefits (e.g. education,

empaEl  choose tbuy or retaiimhousedepending Productivity, social connectivity and reduced

occurs when people - : . . e )
work toget%eero on efficiency and appropriaten€@@Gs crime rates) and identified two themes:

shape the decision:  are, therefe, instrumental in commission#@gdrhe vulnerability of our mental resources
that influence theii Programmes of social prescribing from loegldmental wellbeing to future challenges
lives and health ani  voluntary and third sector agencies. » The potential of these same resources
begintocreate ¢ The Marmot Review (Marmot, 201Qp alapt and meet those challenges,
more equitable  articylated the principles of a fair societgnd indeed to thrive
5 0¢ ! €finkifg them to the challenge of addresgigal wellbeivgas defined s 6a dyna
TUb(;'C Heal_tg health inequalities in England that &@aek in which the individuadbie to
England (201524 yesulted in a social gradient in hegflyelop their potential, work productively and
Marmot considered that economic grgwdftively, build strong and positive
6Despi Was not thenol y measur e (fafionsiips ®ith BtAers! ah@ Sontribute to
evidence base, th,  SUccess; a fair distribution of sustainapilfye i r  ¢aresight (2008 Yapntal
NHS remains N€alth and wellbeing was just as impo@ibeingwas linked tdmentalc api t al 6
doggedly stuck in ¢ Although Marmot did not refer OVe”')h\Ié‘lving:ognitive and emotb resources

model of care tha Social prescribing, scaipdversions of jncjuding cognitive ability, flexibility and
separates the community referral model could addregsz r ni n g efficiency,

physical from the social deteimants of health inequalities. | 1t e | i gencebd compris

psycm'ﬁgical ‘f"r;c Community aspects of social prescri@isiience to stressors. Key factors such as
thesocial. a1 j gn with the 6BipurpoSefutaktioity, helth, sbcialtsipgokt and €
Ce”trzeo':l‘zr_“;“ by the UK Coalition Government (2010} #festeem were seerbtold individual and
(2014:7)  emmasized partnershigsd voluntary orcommunity resilience by exploiting mental
third sector del i vielb¥ingandméntlcdpial. § Soci et
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The CentreForum Mental Health CommiskieiMental He

20147 identified fiypolicyshift that ly half of adult der 65 di d
( 7 identified fiy®licyshifts at nearly half of adults under mgno(sﬁetleast D

»Make mental wel | % §HSwjth i} health pagighillg ¥q| dxperrke a

happinesso a cl eahfalthhaqapxiep gnd depresgignaceounied 2ot i
» Roll out a National Wellbeing Prografmgnost diagnosethis was an Important,, opiem at some
led by Public Health England to foldfélings anxietynal depression pfg@ate  nointinte i r | |
mutual support, sefe and reCc,\,er)peurollog|cadj.egenerat|on associated Witktne in six has a
6l ocally tailored\gheipgrslisgasg pnd othey gdemenfiasentalhealinn g
Boards to build community capacity (Leo.nar , 2007). Improvm.g services ap‘rdblem at any one
» Prioritise investment in the mental h&&}ghty of care was a key priority of the Primeme 6
of young peaplto transform their lifMi ni st er 6s Dement i alcMd&ikesal. | en
chances and reduce costs to societ'®fcomic, personal and sociaaatgn  (2009)

low educational attainment and antiseBigstimated 850,000 people with dementia

behaviour in the UKtheircarers and famili@H, 6 Al most ha
» Makeworkp | aces o6 ment £P1DnNGE guilelines jadvacgied Hatults wil
»6Close the treat RN W'tP dnjidp to dngderatg, gqmemgatbertﬁrpégagleast

suffering from mental illness receiveltifeh ©ul d  be gi ven hg@e CR> ‘%Qf’. rt

parityof care expected for a physi#ala structured group cogndtireulation — “€pression abiiig

. their | ife
iliness and ensure a holistic approachP I 0 9 r aAMOEBAE, 2007: 1.6.1)
PP Spector, Orrell and Hall (2012) foufgdrewsetal(2005)

CentreForum commented, however, on, ,E%nce for the iedty of cogjtive

llack —of progress Jy uIatiBﬁetHéIIapﬁ/ for p@oﬁl@l ith dementi It N g&%8& h e
years on, the strategy still sets the fj ultisensory methods associated withysical healthcare
direction. But translating it into practice asedognitive processing caused by mental

been paintul sl owo. . illness now costs
P y Due to potential costs of untreated mentz A hs ;\; least £10

In keeping with NICE (2004) guidelings, I, particularlwhen occurring  with 1100 Much of this
reduce the level of antidepressant diigsico il health, the Mental Health Poligyiey would be
prescribed for mild to moderate depressi o u p (2012: 1) pr %eﬂté?yébﬁtcbn 6 W
the Im_provmg Access 10 PSyChOIO%ﬁ%ical symptoms receive psychologiealchological
Therapies (IARIrpgramme wast UpVith 4,0 25 the  average improvement  itherapies for those
£400 million committed to it over four ¥RRis o) symptoms is so great that theople who have
(201115). IAPTs were initiated in respo ting savings on NHS physical cavental health

to statistics indicating a high incidencgu&veigh the costf the psychological problems ortop

mentalillness(Andrews, Poulton & Sko O kéish H d. Jone¥ their physical
2005; McManus, Meltzer, Bru e r Raghgkaishnan, Hammond, Jone

i i atson, McMili§hields and LafortunesymIOtomé
Bebbington & Jenkins, 2009)shodred 013) calculated costs for I#d38ions Mental Health Policy
better reovery rates compared W@ . oup (2012: 1)
it . r I PCT n Ith h margin
madication alone, (e.g. De Rubeisl., E oss all PCTs and although marginaily

igher th [ low i ity £98.
2005) Gonsequentlythe Department o igher thaestimated (low intensity £98.59,

Health @012poal was to ensure access mmondet al. (2012) compared highretams significant

psychological therapies by March 20 - . : .. neuronal plasticity
those who would bepafitthe nationwidejletlégﬁgﬁ’ef%tg;a? (;er %gB&;tgqu\ﬁvsmitsgjnyand therefore has

i ' the capacity for
roltout of IAPTSs, emsigequitable accessanxiety and depression attending IAPTSs. @@%nfraﬂo{] and

expanded acced® those with severe . .
) authors found benefits for both gro
mental illness, and ex¢éehadccess to gold mpensat i

. . e implying  less  costly low intensitypectoet al.
patients  with lotegm ~ conditions .Orintere&tions were qually effectivep012: 244).
medically unexpl aine sympt oms o

igh intensity £176.9%&re cosiffective. © I N€ adult
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O0Rat hel
trained art therapis
working with

individuals or siall
groups in an acute

setting,Arts on
Prescription
programmes are
facilitated by artists
or musicians anc
engage groups o
people living in the
commu

Bungay& Clift
(2010: 227

OProvi d:¢
health workers witt
an alternative anc
additional approact
to a proble@ many
people develog
emotional or
psychological
problems at some
time during their
lives and some nee
treatment but
scheme provide
alternate approaér
SuttonCouncll
Project website:
Books on
Prescription (2015)

4

o .

3 Models of social prescribing  health professionals employ CBT principles
3.1 Main types of scheme for common mental health conditions (e.g.

o anxiety, depression, pimband eating
Arts on Prescription disorders). Bibliotherapy usually takes the

Arts on Prescription was established ifot¢ of referral by a GP or mental health
mid1990s and offered workshops to sugp@®tr k er for a book bor
patients suffering from anxiety and gt@s apubliclibrary. Prescribed books are
mental health issues. Workshops compsiggithble frolocallibraries and can also be
creative activitigs.g.dance, drama, filmporrowed without aegeription so that
music, painting, photography, poelry @ibple can obtajnidance without seeing a
sculpture Creative activity appeared to heye® Other opportunities for bibliotherapy
a positive effect on merftealth, was within a social prescribing model include GP
related to sedkpression and sedteem, referral or setferral to reading groups or
and initiated opportunities for social cof¥&giture with a personal development theme
and participatiofiuxley, 1997Arts on (The Readinggency, 2003). Hicks (2006)
Prescriptioprovide purpose, meaning angkported that over half of library authorities in
improved quality of life (Callard & Frigflljland operated feohbibliotheramnd

2005; Tyldesley & Rigby, 2008)national Books on Prescription operated nationally in
study, Hacking, Secker, Spandler, Kenipglels but there was little communication
Shenton (2008) evaluated the impats ohetween schemes or sharing of practice.

activitiedor patients with common menggl, Reding Agency and Loughborough
health conditions. Findings showed thabﬁ'i%rsity Information Statisticg204i0)
programmes made participants feel MQIQcted research for the Museums,
empowered and confidemid reduced | b aries and Archives Council that revealed
feelings of social exclusion and isolation.ynsiderable health and wellbeing library
Arts on Prescription can be differentigégdity but lack of a coherent strategic
from art therapgychotherapy whiohthe delivery framevk. Research commissioned

UK are professional disciplines whete g test reading as a form of relaxation found
therapigsychotherapist trainsgalidated that reading for six minutes was sufficient to
by the Health and Care Professions Copslilce stress levels by 60%, slowing the
Artson Prescriptidras similar aims to aHeartbeat and relaxing muscle tension
therapy in enabling a client to change(gmistilab International, 2009).

growbeingalso developed from lon@#tan |, Fepryary 2012, the iBubibrary Health

arts and health_practlcblke much art ey Group received funding from the
therapy, evaluatiovas based on small | jprany pDevelopment Initiative to pilot its
scale surveysvith short term outcomeg Rea'24di n 9 we | | Books
which la@d a longitudinal dimensioQcheme. Due to its popularity, the scheme
Initially, Arts on Prescripti@ssessment,, o« |aunched nationally as part of the
tendgd to be_limtu'p)n anegcjotal eVidencgniversal Health Offer for Libraciess

or failed to identify sfiscific aspects 0g40 of English library authorities in May
the programme (Co_ult(_er, 2001). 2013 It was supported by the Bociety of
Books on Prescription Chief Librariangiet Reading Agenand

Books on PrescriptiolBibliotherapy is theArts Council England (Department for
use of selfelp books and literature @ulture, Media and Sport, 2618e adi n g
enable people to manage and undersiged | Books on Presc
their psychological issues. Books writtesibligtherapy schemes into a single and
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consistent offer across England to pretidéegy to support development afitteme
benefitsfor people with mild to moderdteendly communities, build understanding
mental healttonditions. National schemasd awareness of the condition, and provid
were already running in Wales and partsipgort for people with dementia, their care
Scotlandand theJniversal Healtlif€® was and anyone wanting to find out more
based on a Cardiff scheme developeavdoyied about symptoms in the absence ¢
clinical psychologist, Prof. Neil Frude (2006)al diagnosis.

The aim of thiReading®gencyandSociety Health experts and people with liv

of Chief Librariawas to makeptimalise experienceof dementimecommended 25

of resources by creating a shared modétiésdivided into four categonidsrrhation

Books on Prescription, incorporataiigy gand advice; living well with dementia; su

assurance, best practice and creation fof gelatives and carers; and personal st

national evidence base. The core colle€hienbooks offer practical advice for ca

of 30 titles was developed by researdmag suggestions for shared therapeutic

best practice and consulting health partwtrgties. People can-&f#fr using the

comprising the British Association b@mwklist to access fteborrow titles from

Behavioural & Cognitive Psychdtseratheir local library. At a national averageReasling is

the British Psychological Socidty,DH of £1 per person, the schemsshown to 68% better than
IAPT programme, MthdRoyal College otbe costeffectivein delivering communitylistening to music,
General Practitiondis Royal College ofbased dementia care and support. 100%betterthan
Nursing, and the Royal College ofwhilst no specific stsdf the effects ofdrinking a cup of tea
Psychiatristdhe Reading Agenegrked reading on dementimechave been carrie@00% better than
with the Public Library Health Offer Grogptto/erghess al.(2003konducted five 9oing for a walk and

develop central resources and materialgef@r longitudinal study looking at the effédfgbetter than
libraries which operated ardimators of |eisure activitisd dementisskfor 469 Playing video games
working directly with local partners, GPpafi¢ipants over the age of 75 living ifofH&ducing stress
community health nurses. Although c#iémunity, without dementia at basefii{&'S _
scheme was based on-waff reading, itThougmot an RCT, the authors showed {ia¢ab International
was hoped participants would be signpesieRipation in some activities (e.g. b&ard’

to other aspects of the library health effgnes, dancing, playing musical

such as Reading Well Mummbting Booksinstruments, and reading) was associated

(novels and poetry) and reading groups.with reduced risk. Reading reduced the

In March 2014, Library Services in Endilegithood of dementia by 353fquah for

estimated thabased on loan figures dancing this was 73®articipation other

recommended titlesyer 100,000 peopl@hysical exercise (e.g. cycling, swimi

with mental health issues had engagedplaiting golf) did not appear to affect n

Reading Well BooksRrescription since itsapacity, though may have benefited ci

launch. Additionallyloans increased byascular capacity, associated with vas

145% in the first three months of the schaeneentia, not specificakamined ithe

Following the success of Books Margheset alstudy.

Pr$Cripti0n, Arts COUEﬂ:iglandigreed to Education on Prescrlptlon

fund further work on how libraries c@uiGation on Prescription consists of refe

support people with dementia. In Jananymal learning opportunities, includi

2015, the Reading Agency launciedlscy and basic skills. It can involve the u
oReading Well B 0 0 & Ramnifdladvigefs Bl&cEd withih bdutbn,
Dementiad as part ggfplishmbrks®day sénlicksC MeRthl hehith oy
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information and
knowl ed
Mental Healtr
Foundation
(2005: 6)

S, ..";-..“ - =
teams or voluntary sector organisatiorshdbterm memory, negative mood,
identify appropriate educational activitigadonsistent attendance and required
individuals and support access. Opportuinémpsent breaks. The supported education
for learning can impact positively on hedilith began -©Hmpus in NHS day
by i mpr ovi n gcioaconomicsedvices,i ledut@a andirgroductory course on
position, access to health services @rdpus and then to a mainstream course
information, resilience, prebt#wng, self with continued support. Stademere
esteem and sefficacy (National Instituteferred through NHS staff and a
for Adult Continuing Education, 2003). coordinating occupational therapist acted as
A longudinal American study (Veshadi a link between refeserd personal tutor
2014) examined the relationship betwéenr r i son and Cliftds
lifetime intellectual enrichment and coghitvee Ant onovskyds Sal u
decline in older adults. The authors fafindhealth. Student®ceivingsupposd
that higher education or occupation sdaréser education completed the-f&imort
were associated with higher levelsSerise of Coherence Scale (SOC13) on
cognition particularly in later liféhey programme entry and exit. Although no
concluded that lifetime intellecsighificant difference was found between
enrichment might delay the onset of cogeitte and exit scores, 70% of participants
impairment and be used as a successitdring the programme with very low scores
preventive intervention for dementia. Tieadle sigificant gaind.questionnaire used
calculations indicated that carriers ofwiliea second cohodf studentendicated
apolipoprotein E (APOE) gene tbat advantages of education referral
chromosome 1ie major genetic source iotluded peer support, which influenced the
common forms of fatea s e t Al g h e g maeardiggOedfectthat in turn
who had experientrgh lifetime intellectuaéduced negatiggmptomsnd increased
enrichment, onset of cognitive impairpesitive af€t. In practical terms, most
was laterby abouB.7 years) than thosstudents completed their courses and moved
with a low lifetime intellectual enrichmentin to other courses or employment.

A longitudal UK study of the health impaetercise on Prescription

of participation in learning for 10,000 BEkslcise on Prescription or Exercise Referral
adults aged 32 found that educationvolves referring patients to supported
played an important role in contributingxéocise programmes (e.g. cycling, guided
small shifts in attitudes and behavibegdthy walks, gym or leisure centre activity,
during middulthood Participation keep fit and dance classes, swimming, aqua
educationesulted in increases in exercigegrapy and team sporis).additiorto

life satisfaction; race tolerance; poliibgsical health improvemehesbenefits
interest and voting behaviour; numbeanchide learning new skills and achieving
memberships of community groups; gwals, improving the way that people look
reduction in authoritarian attitude (Feinsteth,feel about themselves, meeting new
Hammond, Woods, Preston & Bynner, 2088ple and making friends, adding structure
Morrisonral Clift (2006) evaluated the effecthe day and improving patterns af sleep
of supported further education for 148 matoee their inception in 1990exdkcise
students (mean age 39.5 years) witg argferraschemes have increased to around
term mental health diagndsisstudents 600 (Pavest al, 2011).

typically lacked concentration, had pber Mental Health Foundation (2005) report
organisational abilities, poor long ar@/orp and Running?6é hig
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promote exercise therapy for depressiorogsational and legal framewoekduozise
realistic ah readily available tool for Greferralstressing the difference to GP& exercise

and an option which patients could betiveen recommending and prescribigferral scheme
select. In a review of research into effeesestise. The Mental Health Foundatitirects someone
exercise on mental health and wellb€R@if)5; 2009) carried out two sunfeysto a service
Callaghan (2004) reported reductionpeineptions @xercise referralith a UK offering an

anxiety, depression and negative moodswitiple of 200 NHS GPs (c. 77% @ngleassessrent of
increases ni selesteem and cognitivé0% Scotland; 10% WaR%; Northern N€ed, the
functioning, and concluded that exercisdrelasd). In the first survey they thand ?;F:)?g)dpmr?n;igl

a neglected intervention in mental hd&# of GPs thought they had access t activity phy

care. Previous studies indicated a posikeecise referratheme; none said the programme,
association of physical activity with-healthed it overy fredq pmonfolink of f
related quality of life and wellbeing ansongoderate depression and 15% said .progress and
people ih moderate to severe mentas e d i t  06f a(i 2 d Otbosk r @) @hey vy
health diagnoses (Biddle & Mutri, 2001)wh o i ndi cat ed Onot inwlery re
The biological basis dzercisaeferral isa ! | 6, 43 % sai d t he yarwptionbyaio
that regular exercise releases naturdlflyeffective treatment, leading émealM number of
occurring  morphiile neuropeptideﬁea"ﬁh Foundatidn concludehat GPs  Professionals and

(endorphins) produced by the cet@eled sufficient information and knowlea“%é({jeq“l're the
nervous system anduifary gland tha@bouexerciseeferral schemes g‘ ;Leﬂgisffgzi}i?y
inhibit the transmission of pain signalslratide second survey, when asked about A
produce a feeling of euphoria similar tatineg most common treatment responses:f@rn t v e o
produced by other opioids (e.g. Vaugbatients with mild to moderate depressi,grbE (2006: 5)
Wallis, Polit, Steele, Shum & Morris, 2004t GPs (94%) indicdtextthey would '
Hillman, Erickson & Kramer, 2008). prescribe amtepressant medicationline _
The Joint ConsultativeuFoiJCF: 2011)with the first survey (92%). However, arotrfd hl ysical
produced proposals for operational arftfth (21%) said they would refer toicacpoprt%ta::)le in
professionadxercise referratandards forsupervised programme of exercise and %%,eming and
health professionals and fitness instrud@#er four times more than the first SUF\},O%Q}]agmg hedit
incorporating performance benchm@p‘kig’ they would use it as their first treatnl%%itions such as
evaluation standards, accreditation rggagonsesignificantly, ov&0% of GPs did coronary heart
appraisal. The JCF recommentigdatdy Not have access to arercise referral disease, type two
a health care professional to a service 8ck@me and of these, 95% said that thigybetes, stroke,
independemixercise instructor to providavauld refer patients with mild to modermtental health
programme of long term benefit to the pag@ressioii given access. Of the GPs v problems,

as part of the normal management of cHishipave aess toexercise referrajver —Mmusculoskeletal
disease or disability and/or one or rB6fé used it as a treatmerdropt o i
cardiovascular ris_k gﬁm:t Their report aIScNI(_:E _(2014) updated previogs public h . oS a poéitive
covered GP ftraining regardngrcise guidelines (NICE, 2006xercise referral oot on wellbeing
referraln the light of participant risk facforsadults aged l@arsand over. NICE znd mood,

and recommended that referrers shouldidrgtified gaps in reseasach as lack of providing a sense
fromtheRoyal Colleges of: General PractR@T evidencand cost effectiveness foof achievement or
Physicians, Psychiatrists, Physiotherapmthiple health conditions and meatti;h relaxation and
Paediatriais or Child Health Professionaighether effects were maintained long teielease from daily
The National Quality and Assurahew practitioners identified participanist r € S s 0
Framework (DH, 2001) set out a clirfdiable for physical activity; levels MICE (2014:5)
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Carless & Dougla:
(2008: 12,

6 E xise referral
schemes have
small effect on
increasing physica
activity in sedentary
people, but it is no
certain that this
small benefit is ar
efficient use of
resou

Williamset al.
(2007: 985

6Bei ng i
like being trappec
in my mind
getting outside
allows me to
escape from tha
and be remindec
that there is a solid
real earth out thert
for me

Mind (2003: 6

O0Now | ¢
the team and | fee
like | have
something to get ug
for in the morning.
enjoy the fresh ai
andgardening and
get areal sense c
achievement anc
satisfaction wher
we finis
Mind (2003: 8

gy P K S Ll A
B s 'ZL Ll e, ;
groupseferrers were from general practice but
and short and long term benefits incluglibgequently two thirds of schemes
t he o0f eel good f accepted O refe(ra? O By4 :alliedt 3health T

concluded thatxercise referdahd limited professionals (e.g. physiotherapists).

benet compared with other interventigagless and Douglas (2008) carried out
(e.g. providing information about lessbarch into experiences of men with severe
opportunities to be active). mental litess taking part in sports exercise
Paveyet al (2011) carried out a systematiod found that social support was a key
review oéxercise refermstudies (6 UK; 2motivating factor. Williams, Hendry, France,
nonrUK) that met RCT inclusion critkesvis, and Wilkinson (2007: 984) reviewed
comparingxercisavith usual care ather 18 exercise studies, six of which were RCTs,
intervemns for over 5000 participamisd concluded tlextercise referraisulted

pooled across studies. Pategl.found in a o6statistically si
weak evidence to supposrcise referralnumbers of sedentary people becoming
comprising a short term increase in physiocatl er at el y actived bu-
activity and reduction in levels of depresssrsmall because every 17 people referred,
of ®dentary indivials after participation one became moderately active.

a 1012 week leisure cenpegramme Green Gyms

compared with usual care. They fogpsen Gymsalso called Ecotherapy or
inconsistenesearchn supporbf exercise Green Activity, support participants in
referralfor other outcomes (e.g. healcoming physically and mentally healthier
related quality of life) though concludedtfsiigh contact with nature (e.g. gardening,
desjite limited evidenoexercise referralalking in parkdevelopingreen spaces).

was a potentially valuable primary cgxercise ina natural environmeig
intervention for promoting physical activifissociated witkelfesteem and positive
The British Heart Foundation (2000pd (Countryside Recreation Network
published a toolkit fekercise referral2005; Pretty, Griffin, Sellens & Pretty, 2003).
implementation developed in consultétioeport from Mind (2013) proposed that
with professonals and national stakeholdexsotherapy was an accessibleeftestive

The report evaluated over 150 schemesmplement to existing treatment options for
England, Scotland and Northern Irefaitd to moderate @ ealth conditions.

(200808) using a S@m questionnairayebber, iHds and Camic (2015: 20) ased
designednd pilote'nh collaboration with th@lixed methodapproachto assess the

West andeast Physical Activity Networggllbeing of 173K allotment gardeners
TheBritishHeart Foundatifound a rangeThemai n t hemes t o emer g
of inclusion criteria (e.g. arthritis, astiymna.e 6 s own, meani ngf ul
coronary heart disease risk fadiabgtes, feelings of connectednemsd improved
hypertension, inactivity, osteopoaels,phy si c a | a n dThe naatmots a | |
raised blood cholesjeenld that 97% offound increases in measures of eudaimonic
schemes involved data collection on h@ifbeingthat emphasizes naintrinsically

fitness and physical activity. Schemes vigideghwhilevay of livingWatermaet al,

in the number of activities offered-feig. 2010) A review oftudiespublished since
England and Scotland2 In Northern2003 on gardening as a mergalthh

Ireland) and averaged 12 weeks in durgfiéfention, found benefits across emotional,
with a typical exit strategy of concessigiidl, vocational, physical and spiritual
rates at leisure centres. Initiedly 90% of domains (Clatworthy, Hinds & Camic, 2013).
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In a nationateviewof 52 UK green gynHealthy Living Initiatives
projects(Yerre]l 2008) 194 out of 703 Healthy Living Initiatives use social
participantsompletetboththe introductory prescribing models to support healtt
and continuation questionnais#sgthe improvement and address health inequalit’
Short Form Health Survey-1gFand by targeting disadvantaged sectors of 1
demonstrateichproved physical and mengadpulationHealthy livingitidives involve  Models of social
health. activitie$or promoting health in its broadePrescribing t a c k
In the projects reviewed, 80% of particigentse (e.g. health checks, healthy ea & range of factors
were aged F& and 60% were male. Greexercisand smoking cessation) prescrit hat directly
gyms had the greatest anpa participantsoy community nurses or other health vis :anﬁ)ﬁg;[noh Sizztﬂ;?{ q
with the poorest health on joining; thosdnitiitivegocus on thaim of giving hope exercisgsocial
the lowest physical health scores wereamde encouragingeople to try differer icoiation and
times more likely to improvethensewith  activities, develop new skills, mekesfri sypport networks:
the lowest mental health scores were tmelkavean enjoyable time. mental and

times more likely to improve. Yerrell (20088} mation Prescriptions physical health

found thahe highest rated factors for joining rmation Prescriptions, often referred tgngwellbeing; anc
were 6being outdogandiingcdrbist O 'a BdtiésOol lInk@POvmeNtand
environment o and ?ng\;S’(W§tS§6 rgtedqgd Eg;tagoisézsou
were oOlosing wei ghd,fces?dt Aealfh afd' ikifhre V}h'fo?mlatio & ' }ﬁ 0
partnero. (e.g. financial acl, care services, housing

Pretty, Peacock, Hine, Sellens, Southsgf@ort,treatment options, -belip and

Griffin (2007) reviewed the eftédsn sypport groups). Theesgpriptions give

green exercise studies (e.g. conservgi@hmation through websites addresses and

activities, cycling, hendéng and walking}elephone numbers and, and provide current

for 263 participants across four UK regi@s and patient organisation updates.
Even though participants were mostly w

: 2 MUSeums on Prescription
and healthy, green exercise led to significan e .
) . useums on Prescription schemes consist of
improvemenis selfeseem andeduction

in measures ofegativenoodregardless of referral to cultural and heritage activities (e.g.

the durationjntensity otype of exercise gwdeq talks’. tourebject. hgndllng_ and
indicating theotential of greschemes as collectionmspired arts activities) which take

public health interventfonsnental health place in a museum or g_allery chmtla_s
outreach. Muses includingart galleries

The British Trust for Conservation VO'“'E?SrSwe{blaced to offer ulgic health

(BTCV: 2002), now called The Conseniaiioentioria the form attivities that arr

Volunteers (TCV), found significant mgntal, m Abased, Iy o s t and nel i c
health improvement in the first three mcaf\; s Camic; & Springham, 2@%1

of grea gym participation, usingSte2  comic & Chatterjee, (2013:f@6)d that

TVC (2013) demonsf[rated physical _ar(t)d{:l o suskiowr tghe healtcare sector,
mental health benefits to quality ofdife ah ~ous museums curtgn  offer

Wellbein_qg._l_seing in _the_countryside_ EMErPovative programrtiest seek taddress
as a S|gn|f|canqno_t|vat|ng factowhich challenging heattre problems, offer
suppodd other flndlngs_ on the_ ther"?‘pelétl'ﬁport to caregivers and praddeation,
value of natural environmemsiuding ogen  within - anaesthetically  pleasing
acquiring new skills, increased awarene, nMeiit.

conservation, participating in - Samet8k,era| museums have piloted prescriptio.
worthwhile asdciabspects groupvorking  gchemes, with the first of its kind at Tate

SOCIAL PRESCRIBING REVIEW




0Local g !
the NHS and thir
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but especially
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Public Health
England (2015: ¢
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Britain (Atiased Information Prescripti®f:EnterpriseBusinesses combine market
Shaeret al., 2008); others include the orientation with a social mission
Beaney House of Art & KnowledgeEmployment Workplaces provide all
Canterbury (Paper Apothec20y} the employees with support, opportunity and
Cinema Muse,Lambeth, Lond@inema | meaningful work

Museum Prescriptio2814) the Holburne » Empowermermployers are committed
Museum, Bath (Recollectiddl4) and to socialand economic integration of
Oxford University Museums (Memory Ladesadvantaged people including paying
Prescription for Reminisce2@¥s) market wages to all employees

The Museums on Prescript{dpfoP)
research project was launched in 20

firstly, undertake a review of existing sat | health pati ident q
prescribing schemes (the present revig fal health patients to identify and access

and secondly, to use best practices deriyeforto meet th.e.'r negdgd plgceless
fromthe review to investigate the impa&g asis ospecific activitieSptions for
museum activities on socially isolated Sl {al depend ahe level OT support
adults referred through health and socia{%gr.éred thoughost models involve a
provilers and third sector agenditsP acilitator whose ro_Ie |ncIL_Jdes liaising with
was grounded in previous research mﬁm\ﬁ'ders and ‘?”ab"”g patients to access the
explored the effects of object handlingSGRACe Prescribed by overcomamgicar
other museum activities on the psycholAEAFTS grovidingroral support
wellbeing and subjective happiness]iofie Banks
hospital patients, care home residentsTéng banks are mutual volunteering
community members using clinical measghesmespeople deposit time spent helping
and qualitative methods (Camic, Baketh&rs and withdraw time when ribed
Tischler, 2018orse, Thomson, Brown &lp. All timeis valuel equallyand
Chattgee, 2015Solway, Camic, Thomsdransactions are recorded by a time broker.
& Chatterjee, 2015; Thomson & Chattefese of time banks within urban renewal
2014aChatterjee & Noble, 208mson, recognised that isolation might be a source of
Ander, Lanceley, Menon & Chattefjeor health, and problems could be social
2012a; 2012bYhomson an@hatterjee, rather than medical in or@irer 290 UK
(2015; 2014b) alsteveloped the UCIime banks provided referral to services in
Museum Wellbeing Measusetoolkit for parallel with IARB#d the DH wodkvith
museum and other third sector professidiragbanking UKexplorepractical aspects
to evaluate effectsoofituraland creative of rolling out time banks in GP surgeries
activities on participastibeingspecifically (National Endowment for Sciefeehnology
in museum and gallery contexts and the Arts: NEST2013). Seyfang and
Social Enterprise Schemes Smith (2002) found that time banks attracted
. . . ocially excluded groups asdsabled or
Social Enterprise Schemes or Social

(e.q. community busine,ssexmperativesrgmgd people anoimpared with traditional

and credit uniohgrovide employment t\\éolurEersaround twice as many thask

. . olunteers were not in formal employment.
people with mental health isSugported Frequent volunteering ictes positively on

employment provides an early interventigifo. ..o 1y anguality of life through social

keep people in work _and maintain St actionvolunteering (undeiGv e 0 ) wa
contact.Schemessubscribe to three corgne of th& Ei v e Ways ewo We

valies (Sdal Enterprise Coalition, 2005):Economics Foundation, 2009)

pupported Referral
%rl)orted Referral focuses on enabling
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3.2 Case Studies
A selection well known of social prescription programmes are explored below; these have
beerhighlighteth demonstrate a diversity of popular referral models.

Bromley by Bow Centre 06Social Pres

The Bromley by Bow Centre was one of the first healthy living centres to be bt
was founded in 1984 as a charity with the aim of transforming the local commu
is situated in the East End of London within the BorougHashlEtswehich is the sevi
most deprived local authority area in Efp&entre focuses on services for vuli
and disadvantaged people including those with learning and physical disabilitie:
conditions and low levels of skiltlhss those who are elderly, socially isolated,
poverty or who do not have Engli sh

are built around a thaeee community park and designed to promote access, inte
empowernmé. The Centre is keen to encourage interaction and this includes a la
so that visitors need to ask other people for directions. Facilities include a GF

chil drends centre and nur ser khatserges asnt
hub for a time bank with 400 members. The Centre works closely with a range «
including soci al housing providers,

codevelop holistic approaches and integeatést models. Many of the service
delivered in local venues as part of the provision. The Centre is accessed b
people each month who use its facilities and services and who contribute to the
and running. Each year thér€delps to realise dozens of re@desammunity proje
that support healthy living initiatives in local neighbourhoods. It has been at -
social enterprise development in London and has created a model which focus
talets and skills within deprived communities. In the last decade its social enterg
programme supported the establishment of a network of over 50 businesses the
and services to the community, employ over 300 local people.

Since 197, the Centre has worked jointly with the Bromley by Bow Health Partne
a new and unique delivery model which employs a holistic approach derived °
primary care with arounddfinital social projects delivered at the saemdrnvesgpons
to Marmotds (2010) contenti on t -cartomi
factors, the Centre created a programme to bring together primary care provisic
programmes, social care andlmical servicesaddress the wider determinants of |
The Centre is set up with 27% medical intervention and 63% social interventic
blended offer. Healthcare practitioners lease consultancy spaces from the
integration of the health cemtrele 0 t he creati on of an

patients and connect them to wider services on offer including a social presc
where health professionals (e.g. GPs, psychologists, nurses, counsellors, and
referpat i ent s t o<clinicdl serviCes (elg.ragsdos presaiption, crafts
stained glas stonemasonry and gardehimg)Centre employs paid and voluntary
facilitate its social prescribing offer including Social Presgalbing &tatrie interfe
between healthcare practice andhedinal services offered by charities and v
sectors. Local artists were amongst the first people to get involved with
consequently arts on prescription is central toesoaii@atefities and is key to sersa
creativity seff st eem. The Centreds aim is to

safe, and achieve the things that matter to them most such as accessing worl
skills or building sxEtfifidence.

SOCIAL PRESCRIBING REVIEW

d urge you to take
your colleagues
downto the
Bromley by Bow
Centre and let
them seavhat has
emerged from
nothing.

It is one of the
most impressive
displays of social
entrepreneurship
anywheren
Europeb
Lord Brian
Mawhinney
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when | walk througt
the doors at
Cl ar e

Claremont Membe

dhis opportunity to
share and remembe
different times in the
past is often
confidencéoosting
and fun helping tc
reduce stress anc
i mmedi at e
Senior Occupatione
TherapistOxford
Health NHS
Foundation Trus

&l aremont Project Social Prescribi

The Claremont Project is a resource centre in the London Borough of Islington
two, ongear social prescribing schemes12paphd is now in its third year. The sc
are funded by 61l sl ingt on jgtiawms to {pdlifate ac
prescribing to connect older adult residents at risk of isolation with social,
therapeutic activities in a community setting. The centre offers a range of act
keep fit, tai chi, dance, gentlecisge creative writing and crafts for older adt
participate as members with subsidised fee£2(fiebQ@lass). The objective of :
prescribing was to reach assubf isolated people aged 55 years and over, espec
70 years and @y older men, people who were mobile but not currently enge
community services, and people from black and ethnic minorities. Referral critel
those experiencing mild to moderate mental health issues (e.g. anxiety andd
physical ailments (e.g. balanceoodioation difficulties). It was envisaged that refel
be by GPs and practice nurses who
though many prescriptions are issued by other health |srqgsiqigsiotherapi:
occupational therapists or keyworkers) with a mineaefewékse!f

After referral, participants attend an assessment interview at Claremont w
Prescription Manager using the Wadwbtkirgh Mental Welly Scale (WEMWE
(Tennanet al.,2007) to assess level of health and wellbeing and suitability to 1
group. A personalised programme and timetable aimed at improving health an
wellbeing is devised from available intervemtiansrfitial three weeks. Participan
asked to sign a consent form to allow their GP or other referrer to be informed c
After six weeks, another interview and WEMWBS assessment is carried out.
weeks of classes are &ed if participants wish to continue attending they are inv
up as members with subsidised fees or signposted to other services. Further
conducted at thrmemnth folloup either through interviews with participants stig
classes or by post.

Evidence collected from the WEMWBS assessment over the previous two yeal
participants showed an increase in psychologieaigyell reduction in isolation ai
improvement in physical health. An evaluaédirstfstheme by the resident Coun
Psychologist suggested that both real and perceived barriers to access the st
were broken down through participation in classes. Participants reported feeling
isolated, socialisedrenwith others and masymembers, would call in for a hot drin
chat in the lounge area.

Oxford Museums OPrescription for R

The Prescription for Reminiscence Project links into museum services across th
Museums Partnership, a consortium of Oxford University Museums and Oxfc
Council Museums Service (and one of 16 Renaissance Major Partneiddsgande
by ACE to support excellence and resilience within regional museums). Le#uky
Museum of Oxford and Oxford Aspire; delivery partners are Oxford Univer
Outreach Servithe Ashmolean Museum, Pitt Rivers MuseumsMQOsé&nah of Natu
Hi story, Museum of the History of S
Heritaged (Oxfordshire County Counci
Hospitals NHS Trust, Oxford Health NHS FoundgatiGuidieposts Trust, Young Der
UK and Oxfordshire County Council Dementia Advisors.

SOCIAL PRESCRIBING REVIEW



