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Foreword - Sir Peter Bazalgette 
I welcome this review. Social prescribing is an idea whose time has come. In addition to 
changes in health and social care, the UK is facing the prospect of an ageing population, with 
the chronic health problems that brings. The arts sector can have an important role to play in 
offering community-based support for healthy life-long living. Arts and culture also underpin 
mental health.  

In fact, as this review demonstrates, the arts have long been an effective part of social 
prescribing programmes in the United Kingdom and elsewhere. This is particularly pertinent 
given the transformations wrought by the Health and Social Care Act of 2012. Current health 
reforms offer many opportunities, such as cultural commissioning and personal health 
budgets. But there are also challenges for the arts sector. This review of social prescribing 
gives an insight into the process of community referral, and provides examples 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 the arts sector ï the Arts 
Council has supported several arts-on-prescription projects. The research outlined in this 
report shows that arts-on-prescription has a positive effect on mental health by improving 
wellbeing, self-esteem, providing purpose and meaning, developing creativity and enhancing 
quality of life. Not a bad list. So the Arts Council believes that culture enhances our lives, and 
is intrinsic to our health and happiness, both personally and as a society. I hope this review 
will encourage everyone to think about what more the arts can do for our health ï and how we 
should explore these critical ideas. 

Foreword - Shirley Cramer CBE 
The financial constraints on the health and social care system have placed a significant strain 
on many of our services. However, it has also been the catalyst for a rethinking of how we get 
to grips with some of the most deep-rooted and perennial lifestyle health challenges we are 
facing, particular for the most vulnerable in our society. It is an accepted fact that engaging in 
arts, social activities and interacting within our communities makes us feel more engaged, 
boosts confidence and makes us more resilient, which in turn does wonders for our broader 
health and wellbeing. This report offers a solid evidence base for what many people already 
suspected; that Social Prescribing is a powerful and under-utilised tool but one which can 
have a massively positive impact on our wellbeing, self-esteem and overall quality of life. 

The public health challenges we are facing today have never been greater. Stubborn levels of 
physical inactivity, increasing social isolation, and rising levels of poor mental health, 
particularly in older people, need to be tackled using innovative and effective treatments. This 
is more necessary than ever before with a population 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 of poor 
health and wellbeing and this should be championed by all those who care about improving 
the lives of those in our society suffering from poor health.  

Only by taking a holistic approach to the publicôs health can we begin to keep people living 
healthy, fulfilling and socially active lives for the long-term. Social Prescribing has the ability to 
bring communities together and breakdown the social isolation that afflicts so many in our 
society. We hope that this review will act as a clarion call for the wider and more frequent 
adoption of social prescribing in all our communities.     

Shirley Cramer, CEO  

Royal Society for 
Public Health 
  

Sir Peter Bazalgette  

Chair, Arts Council 

England  
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1 Executive Summary 
Definitions of social prescribing have originated from a variety of sources with the most clear-
cut being proposed by the CentreForum Mental Health Commission (2014: 6) as: ôA 
mechanism for linking patients with non-medical sources of support within the 
communityô. Well known models include: óArts on Prescriptionô; óBooks on Prescriptionô; 
óEducation on Prescriptionô and óExercise on Prescriptionô. Lesser known models include 
óGreen Gymsô and other óHealthy Living Initiativesô; óInformation Prescriptionsô; óSupported 
Referralô; óSocial Enterprise Schemesô and óTime Banksô. 

Social prescribing in the United Kingdom (UK) has been brought about by decentralisation of 
healthcare decision making from national to local government, an emphasis on the notion that 
prevention is better than cure, and the organisation of multi-agency and holistic approaches to 
healthcare. Recent government initiatives and key policy reports have provided a climate for 
development of social prescribing within local communities; these include: the inception of 
Clinical Commissioning Groups and Improving Access to Psychological Therapy (IAPTs); 
findings from the Marmot Review; the concept of the Big Society; the Foresight Report on 
Mental Capital; and the National Institute for Health and Clinical Excellence (NICE) guidelines. 

Just over 40% of the UK social prescribing schemes reviewed here have been subject to 
evaluation. Around two-thirds of the evaluated schemes reviewed employed qualitative 
analysis of questionnaires, interviews, surveys or focus groups whereas the other third used 
statistical analysis of measures from reliable and validated clinical scales; three of these 
schemes employed randomised controlled trials (RCT) and another scheme compared 
physiological measures. Robust evaluation of social prescribing schemes is recommended, as 
nearly 60% of the programmes included in this review have not been subject to any formal 
means of assessment. 

Outcomes of social prescribing have produced benefits for participants including: 

 Increases in self-esteem and confidence  
 Sense of control and empowerment  
 Improvements in psychological or mental wellbeing  
 Positive mood linked to a reduction in symptoms of anxiety and depression  

These outcomes in turn have the potential to reduce inappropriate prescribing of 
antidepressants in line with NICE (2004) guidelines. Furthermore, encouraging patients to 
become proactive in decisions about their own health, plus increasing social contact and 
support in local communities, has led to reductions in levels of reliance on primary and 
secondary care. The benefits have been particularly pronounced for marginalised groups such 
as mental health service-users and older adults at risk of social isolation. The most successful 
schemes have favoured the use of a link worker or referral agent acting as a óone stop shopô 
for referrers from general practice, health and social care services and, potentially an array of other 

professionals working within the community. 

59.3% Non-evaluated schemes

26.7% Evaluated schemes (qualitative)

9.3% Evaluated schemes (clinical scales)

3.5% Evaluated schemes (clinical scales + RCT)

1.2% Evaluated schemes (physiological measures)[S
o
u
rc

e
: 

U
C

L
] 

óTo complement 
medical treatment 
with interventions 
which enabled 
patients to become 
more confident and 
able to manage 
their own conditionô 

NESTA (2013:6) 

 

 

óA means of 
enabling primary 
care services to 
refer patients with 
social, emotional or 
practical needs to a 
range of local, non-
clinical servicesô  

 éóLocal support 
groups, the 
voluntary and 
community sector 
will be key to 
successful social 
prescribingô 

Lewisham Clinical 
Commissioning 
Group (2014: 10)  

 

 

óTo expand the 
options available      
in a primary care 
consultationô  

Brandling & House 
(2009: 454) 

 

 

óTo ensure a 
holistic approachô  

CentreForum 
Mental Health 
Commission    
(2014: 7) 

  

 

1 
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2 
2 Overview 

2.1 Aims and objectives 
The review aims to set the scene for the 
conditions under which social prescribing has 
arisen and consider the efficacy of different 
referral options. Its objectives are to provide 
definitions, models and notable examples of 
social prescribing schemes and to assess the 
means by which and the extent to which 
these schemes have been evaluated. The 
review makes recommendations for practice, 
policy and future research.  

2.2 What is social prescribing? 
Social prescribing was described by the 
CentreForum Mental Health Commission 
(2014: 6) as óa mechanism for linking patients 
with non-medical sources of support within 
the community. These might include 
opportunities for arts and creativity, physical 
activity, new skills, volunteering, mutual aid, 
befriending and self-help, as well as support 
with benefits, employment, housing, debt, 
legal advice or parenting problemsô. 
CentreForum found that social prescribing 
was usually delivered through primary care 
and although a range of referral models and 
options existed, appropriate community 
structures (e.g. third sector agencies) needed 
to be in place to support referral. 
A report commissioned by the Lewisham 
Clinical Commissioning Group (CCG) 
(Malcolm-Smith & Richards, 2014: 10) 
defined social prescribing as óA means of 
enabling primary care services to refer 
patients with social, emotional or practical 
needs to a range of local, non-clinical 
services. Often these services are provided 
by voluntary, community and faith sector 
(VCFS) organisations with in depth 
knowledge of local communities and how 
best to meet their needs of specific groupsô.  

The Care Services Improvement Partnership 
North West (2009: 25) found that social 
prescribing schemes represented an 
óinnovative approach to engaging with health 

inequalitiesô that óused partnership working to 
address the social causes of mental ill 
healthô. The Care Services Improvement 
Partnership stressed that recovery was a 
central principle in mental health care and 
advocated that referring and signposting 
should be a continuous process to maintain 
throughput for schemes and onward referral 
for continuing participation  

The Scottish Development Centre for Mental 
Health (2007) recognised that informal 
referral addressed the needs of people 
reluctant to self-refer to mental health 
services, offering lower cost alternatives to 
medication or cognitive behavioural therapy 
(CBT) especially where demand outweighed 
supply. The Centre considered social 
prescribing was useful for addressing 
psychosocial issues leading to mild anxiety 
or depression where referral to psychiatric 
services was inappropriate. The notion of 
social prescribing was influenced by the 
quality of life and wellbeing agenda 
supported by the Scottish Governmentôs 
policy on arts and culture. The agenda aimed 
to increase participation in deprived and 
marginalised groups, reduce social 
exclusion, help people take responsibility for 
their own health and promote opportunities 
for physical activity. 

Brandling and House (2009: 454) asserted 
that social prescribing options available to 
general practitioners (GPs) would address 
psychosocial or socioeconomic issues and 
óexpand the options available in a primary 
care consultationô that would ómake available 
new life opportunities that can add meaning, 
form new relationships, or give the patient a 
chance to take responsibility or be creativeô. 
The authors suggested that óthe big picture 
difficulty with leaving underlying psychosocial 
problems largely hidden in the consulting 
room is the medicalization of society's illsé 
this sort of medicalization may help 
immediate problemsé but it is not enough if 
our society is to have a sustainable futureô. 

2 

Social prescribing 
óshould be available 

in every primary care 
practice in order to 
connect patients to 

local wellbeing 
services and other 

support available  in 
the wider community  
that can address the 
psychosocial factors  

that influence 
wellbeingô  

CentreForum        
(2014: 47) 

 

 

 

 óWhile the medical 
model diagnoses and 
treats disease rather 
than people, it is the 

social context in 
which people live 

their lives that often 
determines their 

health, and wellbeingô                  

NESTA (2013: 6) 

 

 

 

óA valuable 
complement to other 
recent and ongoing 

developments within 
the NHS to promote 

access to 
psychological 

treatments and 
interventionsô  

Scottish Development 
Centre for Mental 

Health (2007: 5) 
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óGPs do suggest 
social avenues, 
such as visiting a 
Citizens Advice 
Bureau for financial 
problems, or a 
dance class for 
exercise and 
loneliness, but  
without a 
supportive 
framework this 
tends to be a token 
actionô  

Brandling & House 
(2009: 454) 

 

óImproved access 
both to 
psychological 
treatments and to 
interventions 
addressing the 
wider determinants 
of mental healthô  

Friedli et al.      
(2009: 2) 

 

óThe potential to 
become fully 
integrated as a 
patient pathway for 
primary care 
practices and to 
strengthen the links 
between healthcare 
providers and 
community, 
voluntary and local 
authority services 
that influence 
public mental 
healthô  

Friedli et al.      
(2009: 2) 

 

Friedli, Jackson, Abernethy and Stansfield 
(2009: 2) described social prescribing as a 
non-medical intervention that was helpful for 
óvulnerable and at risk groupsé people with 
mild to moderate depression and anxiety; 
people with long-term and enduring mental 
health problems; and frequent attenders in 
primary care.ô Friedli et al. noted that most 
social prescribing models were primary care-
based where patients were referred to 
specific programmes or signposted to 
information or support from community, 
voluntary or local authority services. 

2.3 Background to social 
prescribing 
The London Borough of Bromley Primary 
Care Trust (PCT), which ceased to operate in 
2013 due to restructuring of healthcare 
planning and commissioning in England and 
Wales, hosted a workshop in 2002, óSocial 
Prescribing: Making it happen in Bromleyô, 
and identified six prescribing practices 
(Brandling & House, 2007):  

 Information with advertising and directory 
access but no face-to-face contact  

 Information and telephone line with 
advertising and patient self-initiated 
telephone discussion with health worker  

 Primary care  referral to social prescribing 
service appointment 

 Primary care referral or self-referral to 
clinic in general practice acting as óone 
stop shopô 

 Primary care referral or self-referral to 
clinic in general practice also offering 
advice, referral or signposting onwards 

 Non-primary care referral from practice-
based staff sent to referral centre offering 
one-to-one facilitation  

The workshop kept records of feedback on 
social prescribing and stressed that although 
there should be equitable access, services 
should be prioritised where demand was high 
or resources were limited (e.g. accident and 
emergency, areas of deprivation, to avert 

crises, and vulnerable groups). To allay third 
sector concerns about the capacity to cope 
with referrals, it was suggested that health 
organisations should arrange funding 
provision through service level agreements 
and well-defined processes so that health 
professionals would develop confidence in 
the schemes. The workshop found that only 
half of referrals in Bromley came from GP 
practices though did not investigate the 
contributing reasons (Grant, Goodenough, 
Harvey & Hine, 2000). GPs identified 
additional costs but failed to take account of 
long term community benefits and reduction 
in social services (Goodhart & Graffy, 2000). 

The Care Services Improvement Partnership 
North West (2009: 16) recommended self-
help management of anxiety and depression 
based on óCBT principles, user-led support 
groups and exerciseô, in line with the NICE 
(2004a) stepped care approach:  

 Step 1: Watchful waiting (sub-clinical 
patients and those not choosing to have 
the intervention) 

 Step 2: Guided self-help, exercise, 
education, signposting, computerised 
CBT (mild to moderate depression) 

 Step 3: Medication, case management 
and collaborative care, psychological 
therapy (moderate depression) 

 Step 4: Medication, case management 
and collaborative care, psychological 
therapy (severe depression) 

 Step 5: Specialist services (chronic, 
atypical refractory or recurrent depression)  

The Care Services Improvement Partnership 
North West (2009: 25) proposed that ósocial 
prescribing has a potential role to play within 
each of the steps but the main benefits are in 
building capacity at step twoô. They pointed 
out that the availability of non-clinical 
interventions within stepped provision 
recognized that mental health issues were 
not purely bio-medical but influenced by a 
range of social factors. 
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2.4 Climate for social prescribing 

Clinical Commissioning Groups (CCGs) were 
set up following the Health and Social Care 
Act (2012) and replaced PCTs in April 2013. 
CCGs are clinically-led statutory National 
Health Service (NHS) bodies, responsible for 
60% of the budget involved with planning and 
commissioning health care services. CCGs 
are independent and accountable to the 
Secretary of State for Health. They work 
closely with Local Authorities, now 
responsible for public health through Health 
and Wellbeing Boards, by developing a joint 
needs assessment and strategy for 
improvement. Their remit is to obtain the best 
possible health outcomes for the local 
population by determining priorities and 
commissioning healthcare such as urgent 
and emergency care, community care, 
elective hospital services, and mental health 
services). Commissioning Support Units 
provide services for CCGs (e.g. data 
management and finance) which CCGs can 
choose to buy or retain in-house depending 
on efficiency and appropriateness. CCGs 
are, therefore, instrumental in commissioning 
programmes of social prescribing from local 
voluntary and third sector agencies. 

The Marmot Review (Marmot, 2010) 
articulated the principles of a fair society, 
linking them to the challenge of addressing 
health inequalities in England that had 
resulted in a social gradient in health. 
Marmot considered that economic growth 
was not the only measure of a countryôs 
success; a fair distribution of sustainability, 
health and wellbeing was just as important. 
Although Marmot did not refer overtly to 
social prescribing, scaled-up versions of a 
community referral model could address 
social determinants of health inequalities.  

Community aspects of social prescribing 
align with the óBig Societyô initiative launched 
by the UK Coalition Government (2010) that 
emphasized partnerships and voluntary or 
third sector delivery.  The óBig Societyô aimed 

to create a climate to empower local 
communities. Its priorities were to transfer 
power from central to local government; 
encourage people to take an active role in 
their communities; support charities, co-
operatives, mutual societies and social 
enterprises; and publish government data for 
greater transparency. By increasing 
community participation, the Big Society was 
expected to build social capital and improve 
wellbeing by reducing social isolation, and 
increasing social connectivity and resilience. 
Similarly, the mental health strategy (Her 
Majestyôs Government and Department of 
Health, 2011) aimed to improve population 
mental health by achieving parity with 
physical health and promoting wellbeing 
through equal access to high-quality 
services. 

The Foresight Mental Capital and Wellbeing 
Project (2008) found that positive mental 
health and wellbeing were associated with 
social and economic benefits (e.g. education, 
productivity, social connectivity and reduced 
crime rates) and identified two themes: 

 The vulnerability of our mental resources 
and mental wellbeing to future challenges 

 The potential of these same resources 
to adapt and meet those challenges, 
and indeed to thrive 

Mental wellbeing was defined as óa dynamic 
state, in which the individual is able to 
develop their potential, work productively and 
creatively, build strong and positive 
relationships with others, and contribute to 
their communityô Foresight (2008: 10). Mental 
wellbeing was linked to ómental capitalô, 
involving cognitive and emotional resources 
including cognitive ability, flexibility and 
learning efficiency, and óemotional 
intelligenceô comprising social skills and 
resilience to stressors. Key factors such as 
purposeful activity, health, social support and 
self-esteem were seen to build individual and 
community resilience by exploiting mental 
wellbeing and mental capital. 

óClose the treatment 
gap that leaves 

almost one in ten 
adults suffering 

from depression and 
anxietyé 1-2% of 

the adult population 
experiencing severe 

mental illnesses, 
such as 

schizophreniaé  
and who do not 

receive the parity of 
care which you 

would expect if you 
had a physical 

illnessô  

CentreForum   
(2014: 7) 

 

 

óCommunity 
empowerment 

occurs when people 
work together to 

shape the decisions 
that influence their 

lives and health and 
begin to create a 

more equitable 
societyô  

Public Health 
England (2015: 4) 

 

 

óDespite the 
evidence base, the 

NHS remains 
doggedly stuck in a 

model of care that 
separates the  

physical from the 
psychological and 

the social.  

CentreForum   
(2014: 7) 
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The CentreForum Mental Health Commission 
(2014: 7) identified five policy shifts: 

 Make mental wellbeing or the ópursuit of 
happinessô a clear and measurable goal  

 Roll out a National Wellbeing Programme 
led by Public Health England to foster 
mutual support, self-care and recovery 
ólocally tailoredô by Health and Wellbeing 
Boards to build community capacity  

 Prioritise investment in the mental health 
of young people to transform their life 
chances and reduce costs to society of 
low educational attainment and antisocial 
behaviour 

 Make work places ómental health friendlyô 
 óClose the treatment gapô so that adults 
suffering from mental illness receive the 
parity of care expected for a physical 
illness and ensure a holistic approach 

CentreForum commented, however, on the 
lack of progress in mental health: óthree 
years on, the strategy still sets the right 
direction. But translating it into practice has 
been painfully slowô. 

In keeping with NICE (2004) guidelines to 
reduce the level of antidepressant drugs 
prescribed for mild to moderate depression, 
the Improving Access to Psychological 
Therapies (IAPT) programme was set up with 
£400 million committed to it over four years 
(2011-15). IAPTs were initiated in response 
to statistics indicating a high incidence of 
mental illness (Andrews, Poulton & Skoog, 
2005; McManus, Meltzer, Brugha, 
Bebbington & Jenkins, 2009) and showed 
better recovery rates compared with 
medication alone, (e.g. De Rubeis et al., 
2005). Consequently, the Department of 
Healthôs (2012) goal was to ensure access to 
psychological therapies by March 2015 to 
those who would benefit, and the nationwide 
roll-out of IAPTs, ensuring equitable access, 
expanded access to those with severe 
mental illness, and extended access to 
patients with long-term conditions or 
medically unexplained symptomsô. 

The Mental Health Policy Group (2012) found 
that nearly half of adults under 65 diagnosed 
by the NHS with ill health had mental ill 
health and anxiety and depression accounted 
for most diagnoses. This was an important 
finding as anxiety and depression precipitate 
neurological degeneration associated with 
Alzheimer's disease and other dementias 
(Leonard, 2007). Improving services and 
quality of care was a key priority of the Prime 
Ministerôs Dementia Challenge because of 
the economic, personal and social impact on 
an estimated 850,000 people with dementia 
in the UK, their carers and families (DH, 
2012). NICE guidelines advocated that 
people with mild to moderate dementia 
óshould be given the opportunity to participate 
in a structured group cognitive stimulation 
programmeô (NICE-SCIE, 2007: 1.6.1). 
Spector, Orrell and Hall (2012) found 
evidence for the efficacy of cognitive 
stimulation therapy for people with dementia 
using multi-sensory methods associated with 
increased cognitive processing. 

Due to potential costs of untreated mental ill 
health particularly when occurring with 
physical ill health, the Mental Health Policy 
Group (2012: 1) proposed ówhen people with 
physical symptoms receive psychological 
therapy, the average improvement in 
physical symptoms is so great that the 
resulting savings on NHS physical care 
outweigh the cost of the psychological 
therapyô. Radhakrishnan, Hammond, Jones, 
Watson, McMillan-Shields and Lafortune 
(2013) calculated costs for IAPT sessions 
across all PCTs and although marginally 
higher than estimated (low intensity £98.59, 
high intensity £176.97) were cost-effective. 
Hammond et al. (2012) compared high 
intensity, face-to-face CBT with low intensity, 
telephone CBT for 39,000 adults with mixed 
anxiety and depression attending IAPTs. The 
authors found benefits for both groups 
implying less costly low intensity 
interventions were equally effective.

óAt least one in four 
will experience a 
mental health 
problem at some 
point in their livesé 
One in six has a 
mental health 
problem at any one 
timeô  

McManus et al. 
(2009)  

 

óAlmost half of all 
adults will 
experience at least 
one episode of 
depression during 
their lifeô  

Andrews et al. (2005) 

 

óAltogether the extra 
physical healthcare 
caused by mental 
illness now costs 
the NHS at least £10 
billion. Much of this 
money would be 
better spent on 
psychological 
therapies for those 
people who have 
mental health 
problems on top       
of their physical 
symptomsô         

Mental Health Policy 
Group (2012: 1) 

 

óThe adult brain 
retains significant 
neuronal plasticity 
and therefore has    
the capacity for 
regeneration and 
compensationô  

Spector et al.      
(2012: 244). 
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3 
3 Models of social prescribing 

3.1 Main types of scheme 

Arts on Prescription  
Arts on Prescription was established in the 
mid-1990s and offered workshops to support 
patients suffering from anxiety and other 
mental health issues. Workshops comprised 
creative activities (e.g. dance, drama, film, 
music, painting, photography, poetry and 
sculpture). Creative activity appeared to have 
a positive effect on mental health, was 
related to self-expression and self-esteem, 
and initiated opportunities for social contact 
and participation (Huxley, 1997). Arts on 
Prescription provided purpose, meaning and 
improved quality of life (Callard & Friedli, 
2005; Tyldesley & Rigby, 2003). In a national 
study, Hacking, Secker, Spandler, Kent and 
Shenton (2008) evaluated the impact of arts 
activities for patients with common mental 
health conditions. Findings showed that arts 
programmes made participants feel more 
empowered and confident and reduced 
feelings of social exclusion and isolation.  

Arts on Prescription can be differentiated 
from art therapy/psychotherapy which in the 
UK are professional disciplines where art 
therapist/psychotherapist training is validated 
by the Health and Care Professions Council. 
Arts on Prescription has similar aims to art 
therapy in enabling a client to change and 
grow being also developed from longstanding 
arts and health practices. Like much art 
therapy, evaluation was based on small-
scale surveys with short term outcomes 
which lacked a longitudinal dimension. 
Initially, Arts on Prescription assessment 
tended to be reliant upon anecdotal evidence 
or failed to identify arts-specific aspects of 
the programme (Coulter, 2001).  

Books on Prescription  
Books on Prescription or Bibliotherapy is the 
use of self-help books and literature to 
enable people to manage and understand 
their psychological issues. Books written by 

health professionals employ CBT principles 
for common mental health conditions (e.g. 
anxiety, depression, phobias and eating 
disorders). Bibliotherapy usually takes the 
form of referral by a GP or mental health 
worker for a book borrowed óon prescriptionô 
from a public library. Prescribed books are 
available from local libraries and can also be 
borrowed without a prescription so that 
people can obtain guidance without seeing a 
GP. Other opportunities for bibliotherapy 
within a social prescribing model include GP 
referral or self-referral to reading groups or 
literature with a personal development theme 
(The Reading Agency, 2003). Hicks (2006) 
reported that over half of library authorities in 
England operated forms of bibliotherapy, and 
Books on Prescription operated nationally in 
Wales but there was little communication 
between schemes or sharing of practice.  

The Reading Agency and Loughborough 
University Information Statistics Unit (2010) 
conducted research for the Museums, 
Libraries and Archives Council that revealed 
considerable health and wellbeing library 
activity but lack of a coherent strategic 
delivery framework. Research commissioned 
to test reading as a form of relaxation found 
that reading for six minutes was sufficient to 
reduce stress levels by 60%, slowing the 
heartbeat and relaxing muscle tension 
(Mindlab International, 2009). 

In February 2012, the Public Library Health 
Offer Group received funding from the 
Library Development Initiative to pilot its 
óReading Well: Books on Prescriptionô 
scheme. Due to its popularity, the scheme 
was launched nationally as part of the 
Universal Health Offer for Libraries across 
84% of English library authorities in May 
2013. It was supported by the DH; Society of 
Chief Librarians; the Reading Agency; and 
Arts Council England (Department for 
Culture, Media and Sport, 2013). óReading 
Well: Books on Prescriptionô pooled all 
bibliotherapy schemes into a single and 

óRather than a trained 
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with individuals or 
small groups in an 
acute setting, AoP 
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facilitated by artists 

or musicians and 
engage groups of 

people living in the 
communityô. Bungay 
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consistent offer across England to provide 
benefits for people with mild to moderate 
mental health conditions. National schemes 

were already running in Wales and parts of 
Scotland, and the Universal Health Offer was 
based on a Cardiff scheme developed by 
clinical psychologist, Prof. Neil Frude (2005). 

The aim of the Reading Agency and Society 
of Chief Librarians was to make optimal use 
of resources by creating a shared model for 
Books on Prescription, incorporating quality 
assurance, best practice and creation of a 
national evidence base. The core collection 
of 30 titles was developed by researching 
best practice and consulting health partners 
comprising the British Association for 
Behavioural & Cognitive Psychotherapies, 
the British Psychological Society, the DH 
IAPT programme, Mind, the Royal College of 
General Practitioners, the Royal College of 
Nursing, and the Royal College of 
Psychiatrists. The Reading Agency worked 
with the Public Library Health Offer Group to 
develop central resources and materials for 
libraries which operated as co-ordinators 
working directly with local partners, GPs and 
community health nurses. Although the 
scheme was based on self-help reading, it 
was hoped participants would be signposted 
to other aspects of the library health offer 
such as Reading Well Mood-boosting Books 
(novels and poetry) and reading groups.  

In March 2014, Library Services in England 
estimated that, based on loan figures of 
recommended titles, over 100,000 people 
with mental health issues had engaged with 
Reading Well Books on Prescription since its 
launch. Additionally, loans increased by 
145% in the first three months of the scheme. 
Following the success of Books on 
Prescription, Arts Council England agreed to 
fund further work on how libraries could 
support people with dementia. In January 
2015, the Reading Agency launched 
óReading Well Books on Prescription for 
Dementiaô as part of the national library 

strategy to support development of dementia-
friendly communities, build understanding 
and awareness of the condition, and provide 
support for people with dementia, their carers 
and anyone wanting to find out more or 

worried about symptoms in the absence of a 
formal diagnosis. 

Health experts and people with lived 
experience of dementia recommended 25 
titles divided into four categories: Information 
and advice; living well with dementia; support 
for relatives and carers; and personal stories. 
The books offer practical advice for carers 
and suggestions for shared therapeutic 
activities. People can self-refer using the 
booklist to access free-to-borrow titles from 
their local library. At a national average cost 
of £1 per person, the scheme was shown to 
be cost-effective in delivering community-
based dementia care and support.   

Whilst no specific studies of the effects of 
reading on dementia care have been carried 
out, Verghese et al. (2003) conducted a five-
year longitudinal study looking at the effects 
of leisure activities and dementia risk for 469 
participants over the age of 75 living in the 
community, without dementia at baseline. 
Though not an RCT, the authors showed that 
participation in some activities (e.g. board 
games, dancing, playing musical 
instruments, and reading) was associated 
with reduced risk. Reading reduced the 
likelihood of dementia by 35%, although for 
dancing this was 73%. Participation in other 
physical exercise (e.g. cycling, swimming, 
playing golf) did not appear to affect mental 
capacity, though may have benefited cardio-
vascular capacity, associated with vascular 
dementia, not specifically examined in the 
Verghese et al. study. 

Education on Prescription  
Education on Prescription consists of referral 
to formal learning opportunities, including 
literacy and basic skills. It can involve the use 
of learning advisers placed within educational 
establishments, day services, mental health 

Reading is:              

68% better than 
listening to music,                   

100% better than 
drinking a cup of tea,                        

300% better than 
going for a walk and  

700% better than 
playing video games 
for reducing stress 
levels  

Mindlab International 
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teams or voluntary sector organisations to 
identify appropriate educational activities for 
individuals and support access. Opportunities 
for learning can impact positively on health 
by improving an individualôs socioeconomic 
position, access to health services and 
information, resilience, problem-solving, self-
esteem and self-efficacy (National Institute 
for Adult Continuing Education, 2003).  

A longitudinal American study (Vemuri et al. 
2014) examined the relationship between 
lifetime intellectual enrichment and cognitive 
decline in older adults. The authors found 
that higher education or occupation scores 
were associated with higher levels of 
cognition, particularly in later life. They 
concluded that lifetime intellectual 
enrichment might delay the onset of cognitive 
impairment and be used as a successful 
preventive intervention for dementia. Their 
calculations indicated that carriers of the 
apolipoprotein E (APOE) gene on 
chromosome 19, the major genetic source of 
common forms of late-onset Alzheimerôs, 
who had experienced high lifetime intellectual 
enrichment, onset of cognitive impairment 
was later (by about 8.7 years) than those 
with a low lifetime intellectual enrichment.  

A longitudinal UK study of the health impact 
of participation in learning for 10,000 British 
adults aged 33-42 found that education 
played an important role in contributing to 
small shifts in attitudes and behaviours 
during mid-adulthood Participation in 
education resulted in increases in exercise; 
life satisfaction; race tolerance; political 
interest and voting behaviour; number of 
memberships of community groups; and 
reduction in authoritarian attitude (Feinstein, 
Hammond, Woods, Preston & Bynner, 2003). 

Morrison and Clift (2006) evaluated the effect 
of supported further education for 148 mature 
students (mean age 39.5 years) with a long 
term mental health diagnosis. The students 
typically lacked concentration, had poor 
organisational abilities, poor long and/or 

short-term memory, negative mood, 
inconsistent attendance and required 
frequent breaks. The supported education 
which began off-campus in NHS day 
services, led to an introductory course on 
campus and then to a mainstream course 
with continued support. Students were 
referred through NHS staff and a 
coordinating occupational therapist acted as 
a link between referrers and personal tutors.  

Morrison and Cliftôs evaluation was based on 
the Antonovskyôs Salutogenic (1993) model 
of health. Students receiving supported 
further education completed the Short-form 
Sense of Coherence Scale (SOC13) on 
programme entry and exit. Although no 
significant difference was found between 
entry and exit scores, 70% of participants 
entering the programme with very low scores 
made significant gains. A questionnaire used 
with a second cohort of students indicated 
that advantages of education referral 
included peer support, which influenced the 
programmeôs learning effects that in turn 
reduced negative symptoms and increased 
positive affect. In practical terms, most 
students completed their courses and moved 
on to other courses or employment. 

Exercise on Prescription 
Exercise on Prescription or Exercise Referral 
involves referring patients to supported 
exercise programmes (e.g. cycling, guided 
healthy walks, gym or leisure centre activity, 
keep fit and dance classes, swimming, aqua-
therapy and team sports). In addition to 
physical health improvements, the benefits 
include learning new skills and achieving 
goals, improving the way that people look 
and feel about themselves, meeting new 
people and making friends, adding structure 
to the day and improving patterns of sleep. 
Since their inception in 1990, UK exercise 
referral schemes have increased to around 
600 (Pavey et al., 2011).  

The Mental Health Foundation (2005) report 
óUp and Running?ô highlighted the need to 

óA considerable 
information and 
knowledge gapô     

Mental Health 
Foundation 

(2005: 6) 
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promote exercise therapy for depression as a 
realistic and readily available tool for GPs 
and an option which patients could self-
select. In a review of research into effects of 
exercise on mental health and wellbeing, 
Callaghan (2004) reported reductions in 
anxiety, depression and negative mood with 
increases in self-esteem and cognitive 
functioning, and concluded that exercise was 
a neglected intervention in mental health 
care. Previous studies indicated a positive 
association of physical activity with health-
related quality of life and wellbeing among 
people with moderate to severe mental 
health diagnoses (Biddle & Mutri, 2001).  

The biological basis for exercise referral is 
that regular exercise releases naturally-
occurring morphine-like neuropeptides 
(endorphins) produced by the central 
nervous system and pituitary gland that 
inhibit the transmission of pain signals and 
produce a feeling of euphoria similar to that 
produced by other opioids (e.g. Vaughan, 
Wallis, Polit, Steele, Shum & Morris, 2014; 
Hillman, Erickson & Kramer, 2008). 

The Joint Consultative Forum (JCF: 2011) 
produced proposals for operational and 
professional exercise referral standards for 
health professionals and fitness instructors, 
incorporating performance benchmarks, 
evaluation standards, accreditation and 
appraisal. The JCF recommended referral by 
a health care professional to a service or an 
independent exercise instructor to provide a 
programme of long term benefit to the patient 
as part of the normal management of chronic 
disease or disability and/or one or more 
cardiovascular risk factors. Their report also 
covered GP training regarding exercise 
referral in the light of participant risk factors 
and recommended that referrers should be 
from the Royal Colleges of: General Practice, 
Physicians, Psychiatrists, Physiotherapists, 
Paediatricians or Child Health Professionals. 

The National Quality and Assurance 
Framework (DH, 2001) set out a clinical, 

operational and legal framework for exercise 
referral stressing the difference to GPs 
between recommending and prescribing 
exercise. The Mental Health Foundation 
(2005; 2009) carried out two surveys of 
perceptions of exercise referral with a UK 
sample of 200 NHS GPs (c. 77% England; 
10% Scotland; 10% Wales; 3% Northern 
Ireland). In the first survey they found that 
42% of GPs thought they had access to an 
exercise referral scheme; none said they 
used it óvery frequentlyô for patients with mild 
or moderate depression and 15% said they 
used it ófairly frequentlyô (2005: 6). Of those 
who indicated ónot very frequentlyô or ónot at 
allô, 43% said they were not convinced it was 
an effective treatment, leading the Mental 
Health Foundation to conclude that GPs 
lacked sufficient information and knowledge 
about exercise referral schemes.  

In the second survey, when asked about the 
three most common treatment responses for 
patients with mild to moderate depression, 
most GPs (94%) indicated that they would 
prescribe anti-depressant medication, in line 
with the first survey (92%). However, around 
a fifth (21%) said they would refer to a 
supervised programme of exercise and 4% 
(over four times more than the first survey) 
said they would use it as their first treatment 
response. Significantly, over 40% of GPs did 
not have access to an exercise referral 
scheme and of these, 95% said that they 
would refer patients with mild to moderate 
depression if given access. Of the GPs who 
did have access to exercise referral, over 
80% used it as a treatment option. 

NICE (2014) updated previous public health 
guidelines (NICE, 2006) on exercise referral 
for adults aged 19 years and over. NICE 
identified gaps in research such as lack of 
RCT evidence and cost effectiveness for 
multiple health conditions and mental health; 
whether effects were maintained long term; 
how practitioners identified participants 
suitable for physical activity; levels of 

óAn exercise 
referral scheme 
directs someone 
to a   service 
offering an 
assessment of 
need, the 
development of a 
tailored physical 
activity 
programme, 
monitoring of 
progress and   
follow-up. They 
involve 
participation by a 
number of 
professionals and 
may require the 
individual to go to 
an exercise facility 
such as a leisure 
centreô         

NICE (2006: 5) 

 

óPhysical activity 
can play an 
important role in 
preventing and 
managing health 
conditions such as 
coronary heart 
disease, type two 
diabetes, stroke, 
mental health 
problems,         
musculoskeletal 
conditions and 
some cancers. It 
also has a positive 
effect on wellbeing 
and mood, 
providing a sense 
of achievement or 
relaxation and 
release from daily 
stressô  

NICE (2014: 5) 
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participation in under-represented groups 
and short and long term benefits including 
the ófeel good factorô (2014: 43). They 
concluded that exercise referral had limited 
benefit compared with other interventions 
(e.g. providing information about local 
opportunities to be active). 

Pavey et al. (2011) carried out a systematic 
review of exercise referral studies (6 UK; 2 
non-UK) that met RCT inclusion criteria 
comparing exercise with usual care or other 
interventions for over 5000 participants 
pooled across studies. Pavey et al. found 
weak evidence to support exercise referral 
comprising a short term increase in physical 
activity and reduction in levels of depression 
of sedentary individuals after participation in 
a 10-12 week leisure centre programme 
compared with usual care. They found 
inconsistent research in support of exercise 
referral for other outcomes (e.g. health 
related quality of life) though concluded that 
despite limited evidence, exercise referral 
was a potentially valuable primary care 
intervention for promoting physical activity. 

The British Heart Foundation (2010) 
published a toolkit for exercise referral 
implementation developed in consultation 
with professionals and national stakeholders. 
The report evaluated over 150 schemes in 
England, Scotland and Northern Ireland 
(2006-08) using a 50-item questionnaire 
designed and piloted in collaboration with the 
West and East Physical Activity Networks. 
The British Heart Foundation found a range 
of inclusion criteria (e.g. arthritis, asthma, 
coronary heart disease risk factors, diabetes, 
hypertension, inactivity, osteoporosis, and 
raised blood cholesterol) and that 97% of 
schemes involved data collection on health, 
fitness and physical activity. Schemes varied 
in the number of activities offered (e.g. 3-7 in 
England and Scotland; 1-2 in Northern 
Ireland) and averaged 12 weeks in duration 
with a typical exit strategy of concessionary 
rates at leisure centres. Initially over 90% of 

referrers were from general practice but 
subsequently two thirds of schemes 
accepted referral by allied health 
professionals (e.g. physiotherapists). 

Carless and Douglas (2008) carried out 
research into experiences of men with severe 
mental illness taking part in sports exercise 
and found that social support was a key 
motivating factor. Williams, Hendry, France, 
Lewis, and Wilkinson (2007: 984) reviewed 
18 exercise studies, six of which were RCTs, 
and concluded that exercise referral resulted 
in a óstatistically significant increase in the 
numbers of sedentary people becoming 
moderately activeô but that the risk reduction 
was small because every 17 people referred, 
one became moderately active.  

Green Gyms 
Green Gyms, also called Ecotherapy or 
Green Activity, support participants in 
becoming physically and mentally healthier 
through contact with nature (e.g. gardening, 
walking in parks, developing green spaces). 
Exercise in a natural environment is 
associated with self-esteem and positive 
mood (Countryside Recreation Network 
2005; Pretty, Griffin, Sellens & Pretty, 2003). 
A report from Mind (2013) proposed that 
ecotherapy was an accessible, cost-effective 
complement to existing treatment options for 
mild to moderate mental health conditions.  

Webber, Hinds and Camic (2015: 20) used a 
mixed methods approach to assess the 
wellbeing of 171 UK allotment gardeners. 
The main themes to emerge were óa space of 
oneôs own, meaningful activity, increased 
feelings of connectedness, and improved 
physical and mental healthô. The authors 
found increases in measures of eudaimonic 
wellbeing that emphasizes an intrinsically 
worthwhile way of living (Waterman et al., 
2010). A review of studies published since 
2003 on gardening as a mental health 
intervention, found benefits across emotional, 
social, vocational, physical and spiritual 
domains (Clatworthy, Hinds & Camic, 2013). 

óSocial support is a    
key prerequisite for 
successful exercise 

initiation and 
maintenance for 
most peopleô  

Carless & Douglas 
(2008: 12) 

 

óExercise referral 
schemes have a 
small effect on 

increasing physical 
activity in sedentary 
people, but it is not 

certain that this 
small benefit is an 

efficient use of 
resourcesô   

Williams et al. 
(2007: 985) 

 

óBeing indoors is 
like being trapped 

in my mind ï 
getting outside 

allows me to 
escape from that 
and be reminded 

that there is a solid, 
real earth out there 
for me to enjoyô  

Mind (2003: 6) 

 

óNow I am part of 
the team and I feel 

like I have 
something to get up 
for in the morning. I 

enjoy the fresh air 
and gardening and I 

get a real sense of 
achievement and 
satisfaction when 
we finish a gardenô 

Mind (2003: 8) 
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In a national review of 52 UK green gym 
projects (Yerrell, 2008), 194 out of 703 
participants completed both the introductory 
and continuation questionnaires using the 
Short Form Health Survey (SF-12) and 
demonstrated improved physical and mental 
health.  

In the projects reviewed, 80% of participants 
were aged 25-64 and 60% were male. Green 
gyms had the greatest impact on participants 
with the poorest health on joining; those with 
the lowest physical health scores were nine 
times more likely to improve, and those with 
the lowest mental health scores were three 
times more likely to improve. Yerrell (2008: 3) 
found that the highest rated factors for joining 
were óbeing outdoorsô and óimproving the 
environmentô and the lowest rated factors 
were ólosing weightô and óbeing with family or 
partnerô. 

Pretty, Peacock, Hine, Sellens, South and 
Griffin (2007) reviewed the effects of ten 
green exercise studies (e.g. conservation 
activities, cycling, horse-riding and walking) 
for 263 participants across four UK regions. 
Even though participants were mostly active 
and healthy, green exercise led to significant 
improvements in self-esteem and reduction 
in measures of negative mood regardless of 
the duration, intensity or type of exercise, 
indicating the potential of green schemes as 
public health interventions for mental health  

The British Trust for Conservation Volunteers 
(BTCV: 2002), now called The Conservation 
Volunteers (TCV), found significant mental 
health improvement in the first three months 
of green gym participation, using the SF-12. 
TVC (2013) demonstrated physical and 
mental health benefits to quality of life and 
wellbeing. Being in the countryside emerged 
as a significant motivating factor, which 
supported other findings on the therapeutic 
value of natural environments, including 
acquiring new skills, increased awareness of 
conservation, participating in something 
worthwhile and social aspects of group working.  

Healthy Living Initiatives  
Healthy Living Initiatives use social 
prescribing models to support health 
improvement and address health inequalities 
by targeting disadvantaged sectors of the 
population. Healthy living initiatives involve 
activities for promoting health in its broadest 
sense (e.g. health checks, healthy eating, 
exercise and smoking cessation) prescribed 
by community nurses or other health visitors. 
Initiatives focus on the aim of giving hope 
and encouraging people to try different 
activities, develop new skills, make friends 
and have an enjoyable time. 

Information Prescriptions  
Information Prescriptions, often referred to as 
Signposting, consist of a series of links or 
ósignpostsô designed to guide patients to 
sources of health and welfare information 
(e.g. financial advice, care services, housing 
support, treatment options, self-help and 
support groups). The prescriptions give 
information through websites addresses and 
telephone numbers and, and provide current 
NHS and patient organisation updates. 

Museums on Prescription 
Museums on Prescription schemes consist of 
referral to cultural and heritage activities (e.g. 
guided talks, tours, object handling and 
collections-inspired arts activities) which take 
place in a museum or gallery location, or as 
outreach. Museums including art galleries 
are well-placed to offer public health 
interventions in the form of activities that are 
ócommunity-based, low-cost and nonclinicalô 
(Roberts, Camic & Springham, 2011: 146). 
Camic & Chatterjee, (2013: 66) found that 
ópossibly unknown to the health-care sector, 
numerous museums currently offer 
innovative programmes that seek to address 
challenging health-care problems, offer 
support to caregivers and provide education, 
often within an aesthetically pleasing 
environmentô.  
Several museums have piloted prescription 
schemes, with the first of its kind at Tate 

Models of social 
prescribing ótackle 
a range of factors 
that directly 
impact on health, 
including: diet and 
exercise; social 
isolation and 
support networks; 
mental and 
physical health 
and wellbeing; and 
employment and 
financesô           
NESTA, 2013: 20) 
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Britain (Art-based Information Prescription: 
Shaer et al., 2008); others include the 
Beaney House of Art & Knowledge, 
Canterbury (Paper Apothecary, 2013); the 
Cinema Museum, Lambeth, London (Cinema 
Museum Prescriptions, 2014); the Holburne 
Museum, Bath (Recollection, 2014); and 
Oxford University Museums (Memory Lane 
Prescription for Reminiscence, 2015). 
The Museums on Prescription (MoP) 
research project was launched in 2014 to 
firstly, undertake a review of existing social 
prescribing schemes (the present review) 
and secondly, to use best practices derived 
from the review to investigate the impact of 
museum activities on socially isolated older 
adults referred through health and social care 
providers and third sector agencies. MoP 
was grounded in previous research which 
explored the effects of object handling and 
other museum activities on the psychological 
wellbeing and subjective happiness of 
hospital patients, care home residents and 
community members using clinical measures 
and qualitative methods (Camic, Baker & 
Tischler, 2015; Morse, Thomson, Brown & 
Chatterjee, 2015; Solway, Camic, Thomson 
& Chatterjee, 2015; Thomson & Chatterjee, 
2014a; Chatterjee & Noble, 2013; Thomson, 
Ander, Lanceley, Menon & Chatterjee; 
2012a; 2012b). Thomson and Chatterjee, 
(2015; 2014b) also developed the UCL 
Museum Wellbeing Measures, a toolkit for 
museum and other third sector professionals 
to evaluate effects of cultural and creative 
activities on participant wellbeing, specifically 
in museum and gallery contexts.  

Social Enterprise Schemes  
Social Enterprise Schemes or Social Firms 
(e.g. community businesses, cooperatives 
and credit unions) provide employment to 
people with mental health issues. Supported 
employment provides an early intervention to 
keep people in work and maintain social 
contact. Schemes subscribe to three core 
values (Social Enterprise Coalition, 2005):  

 Enterprise: Businesses combine market 
orientation with a social mission  

 Employment: Workplaces provide all 
employees with support, opportunity and 
meaningful work  

 Empowerment: Employers are committed 
to social and economic integration of 
disadvantaged people including paying 
market wages to all employees  

Supported Referral  
Supported Referral focuses on enabling 
mental health patients to identify and access 
support to meet their needs, and places less 
emphasis on specific activities. Options for 
referral depend on the level of support 
required though most models involve a 
facilitator whose role includes liaising with 
providers and enabling patients to access the 
service prescribed by overcoming practical 
barriers or providing moral support. 

Time Banks 
Time banks are mutual volunteering 
schemes; people deposit time spent helping 
others and withdraw time when they need 
help. All time is valued equally and 
transactions are recorded by a time broker. 
The use of time banks within urban renewal 
recognised that isolation might be a source of 
poor health, and problems could be social 
rather than medical in origin. Over 290 UK 
time banks provided referral to services in 
parallel with IAPTs, and the DH worked with 
Timebanking UK to explore practical aspects 
of rolling out time banks in GP surgeries 
(National Endowment for Science, Technology 

and the Arts: NESTA, 2013). Seyfang and 
Smith (2002) found that time banks attracted 
socially excluded groups such as disabled or 
retired people and compared with traditional 
volunteers around twice as many time bank 
volunteers were not in formal employment. 
Frequent volunteering impacted positively on 
self-esteem and quality of life through social 
interaction. Volunteering (under óGiveô) was 
one of the óFive Ways to Wellbeingô (New 
Economics Foundation, 2009).  

óLocal government, 
the NHS and third 
sector have vital 
roles in building 

confident and 
connected 

communities, 
where all groups, 

but especially 
those at highest 

health risk, can tap 
into social support 

and social 
networks, have a 
voice in shaping 
services and are 

able to play an 
active part in 
community lifeô 

 Public Health 
England (2015: 6) 
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3.2 Case Studies  

A selection well known of social prescription programmes are explored below; these have 
been highlighted to demonstrate a diversity of popular referral models. 

Bromley by Bow Centre ôSocial Prescribingõ London 

The Bromley by Bow Centre was one of the first healthy living centres to be built in the UK. It 
was founded in 1984 as a charity with the aim of transforming the local community. The Centre 
is situated in the East End of London within the Borough of Tower Hamlets which is the seventh 
most deprived local authority area in England. The Centre focuses on services for vulnerable 
and disadvantaged people including those with learning and physical disabilities, mental health 
conditions and low levels of skill as well as those who are elderly, socially isolated, living in 
poverty or who do not have English as a first language. The Centreôs buildings and courtyards 
are built around a three-acre community park and designed to promote access, interaction and 
empowerment. The Centre is keen to encourage interaction and this includes a lack of signage 
so that visitors need to ask other people for directions. Facilities include a GP surgery, café, 
childrenôs centre and nursery, community facilities and a Connection Zone that serves as the 
hub for a time bank with 400 members. The Centre works closely with a range of local partners 
including social housing providers, GP practices, childrenôs centres, schools and faith groups, to 
co-develop holistic approaches and integrated service models. Many of the services are 
delivered in local venues as part of the provision. The Centre is accessed by around 8000 
people each month who use its facilities and services and who contribute to their development 
and running. Each year the Centre helps to realise dozens of resident-led community projects 
that support healthy living initiatives in local neighbourhoods. It has been at the forefront of 
social enterprise development in London and has created a model which focuses on unlocking 
talents and skills within deprived communities. In the last decade its social enterprise incubation 
programme supported the establishment of a network of over 50 businesses that provide goods 
and services to the community, employ over 300 local people. 

Since 1997, the Centre has worked jointly with the Bromley by Bow Health Partnership to create 
a new and unique delivery model which employs a holistic approach derived from combining 
primary care with around non-clinical social projects delivered at the same venue. In response 
to Marmotôs (2010) contention that 70% of health outcomes are attributable to socio-economic 
factors, the Centre created a programme to bring together primary care provision, public health 
programmes, social care and non-clinical services to address the wider determinants of health. 
The Centre is set up with 27% medical intervention and 63% social intervention which form a 
blended offer. Healthcare practitioners lease consultancy spaces from the Centre. The 
integration of the health centre led to the creation of an óintelligent waiting roomô to engage with 
patients and connect them to wider services on offer including a social prescription scheme 
where health professionals (e.g. GPs, psychologists, nurses, counsellors, and phlebotomists) 
refer patients to the Centreôs non-clinical services (e.g. arts on prescription, crafts including 
stained glass, stonemasonry and gardening).The Centre employs paid and voluntary staff to 
facilitate its social prescribing offer including Social Prescribing Navigators at the interface 
between healthcare practice and non-medical services offered by charities and voluntary 
sectors. Local artists were amongst the first people to get involved with the Centre, 
consequently arts on prescription is central to social referral activities and is key to service-user 
creativity self-esteem. The Centreôs aim is to enable people to remain independent, active and 
safe, and achieve the things that matter to them most such as accessing work, learning new 
skills or building self-confidence. 
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óI urge you to take 
your colleagues 
down to the 
Bromley by Bow 
Centre and let 
them see what has 
emerged from 
nothing.   

It is one of the 
most impressive 
displays of social 
entrepreneurship 
anywhere in 
Europeô  

Lord Brian 
Mawhinney 

 

http://www.bbbc.org.uk/
http://www.bbbc.org.uk/
http://www.bbbc.org.uk/
http://www.bbbc.org.uk/
http://www.bbbc.org.uk/
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ôClaremont Project Social Prescribingõ London 

The Claremont Project is a resource centre in the London Borough of Islington that carried out 
two, one-year social prescribing schemes (2012-14) and is now in its third year. The schemes 
are funded by óIslington Givingô, a local charity. The Claremont Project aims to facilitate social 
prescribing to connect older adult residents at risk of isolation with social, physical and 
therapeutic activities in a community setting. The centre offers a range of activities including 
keep fit, tai chi, dance, gentle exercise, creative writing and crafts for older adults who 
participate as members with subsidised fees (£1.50-£2 per class). The objective of social 
prescribing was to reach a sub-set of isolated people aged 55 years and over, especially those 
70 years and over, older men, people who were mobile but not currently engaged in any 
community services, and people from black and ethnic minorities. Referral criteria also included 
those experiencing mild to moderate mental health issues (e.g. anxiety and depression) and 
physical ailments (e.g. balance or co-ordination difficulties). It was envisaged that referral would 
be by GPs and practice nurses who would issue patients with a óClaremont Prescriptionô, 
though many prescriptions are issued by other health professionals (e.g. physiotherapists, 
occupational therapists or keyworkers) with a minority of self-referrals.  

After referral, participants attend an assessment interview at Claremont with the Social 
Prescription Manager using the Warwick-Edinburgh Mental Well-being Scale (WEMWBS) 
(Tennant et al., 2007) to assess level of health and wellbeing and suitability to function in a 
group. A personalised programme and timetable aimed at improving health and psychological 
well-being is devised from available interventions for an initial three weeks. Participants are 
asked to sign a consent form to allow their GP or other referrer to be informed of their progress. 
After six weeks, another interview and WEMWBS assessment is carried out. The initial six 
weeks of classes are free and if participants wish to continue attending they are invited to sign 
up as members with subsidised fees or signposted to other services. Further assessment is 
conducted at three-month follow-up either through interviews with participants still attending 
classes or by post.  

Evidence collected from the WEMWBS assessment over the previous two years indicated that 
participants showed an increase in psychological well-being, a reduction in isolation and an 
improvement in physical health. An evaluation of the first scheme by the resident Counselling 
Psychologist suggested that both real and perceived barriers to access the services on offer 
were broken down through participation in classes. Participants reported feeling less lonely and 
isolated, socialised more with others and many, as members, would call in for a hot drink and a 
chat in the lounge area. 

 

Oxford Museums ôPrescription for Reminiscenceõ, South East England 

The Prescription for Reminiscence Project links into museum services across the Oxford Aspire 
Museums Partnership, a consortium of Oxford University Museums and Oxfordshire County 
Council Museums Service (and one of 16 Renaissance Major Partner Museum Services funded 
by ACE to support excellence and resilience within regional museums). Lead partners are the 
Museum of Oxford and Oxford Aspire; delivery partners are Oxford University Museums 
Outreach Service, the Ashmolean Museum, Pitt Rivers Museums, Oxford Museum of Natural 
History, Museum of the History of Science, Oxford Botanic Gardens and óHands on Oxfordshire 
Heritageô (Oxfordshire County Council Museum Service); referral partners are Oxford University 
Hospitals NHS Trust, Oxford Health NHS Foundation Trust, Guideposts Trust, Young Dementia 
UK and Oxfordshire County Council Dementia Advisors.  

óLoneliness ends 
when I walk through 

the doors at 
Claremontô  

Claremont Member  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
 

óThis opportunity to 
share and remember 
different times in the 

past is often 
confidence boosting 

and fun helping to 
reduce stress and 
immediate anxietiesô 

Senior Occupational 
Therapist, Oxford 

Health NHS 
Foundation Trust 

 
 


