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Executive Summary

This report, commissioned by the North East Mental Health Development Unit, provides details of social prescribing schemes currently operating within North East England. As the development of such schemes is not static, the report is not intended to be exhaustive; it is intended to provide a snapshot of current activity within the region. 
This report will be of value to those working within the health sector (particularly those in primary care), social care and 3rd sector settings. It will be of particular interest to those involved in establishing the structures of the new health and local government system including:

· GP Consortia, in terms of the evidence of what works in the support of vulnerable people;

· Public Health, in terms of tackling health inequalities and the wider determinants of health; 

· Health and Wellbeing Boards, in terms of targeting and improving a wide range of social determinants through an integrated system, and;

· The 3rd sector, in terms of providing examples of current community services being used

Social prescribing refers to the process of linking patients with non-medical sources of support within the community, largely through Primary Care. It includes, for example, arts, learning and exercise on referral, bibliotherapy, self-help materials, volunteering and time banks. As these activities are multi-sectoral, social prescribing therefore has the potential to transcend health and social care, the community and voluntary sectors and private sector boundaries, at a time when changes within the NHS and Local Government attempt to draw these sectors more closely together.

This report seeks to highlight the benefits of social prescribing in terms of its impact on patient outcomes and cost effectiveness. The report starts with an overview of what social prescribing entails, from national and international evidence, before identifying current and recent projects by geographic cluster: North of Tyne, South of Tyne and Wear, County Durham and Darlington, and Tees. The various strands are then brought together and a series of recommendations made. These are summarised below.
Recommendations:

· There is a need for increased professional and public knowledge of those non-medical alternatives to prescribing which exist within the region. Many of these ‘alternatives’ are currently, or may in future, be susceptible to financial pressures. If such services are valued at a local level, sustainable investment will be required.

· The promotion of such programmes should include a review of their evidence-base and cost effectiveness, their links to the QIPP agenda and how they target hard-to-reach groups

· Greater focus should be placed on Mental Health Promotion at Primary Care level. This should include greater use of the Five Ways to Wellbeing, produced by the Foresight Project on Mental Capital and Wellbeing, which draws on the key components of social prescribing, namely Connect, Be Active, Take Notice, Keep Learning and Give. This can be beneficial for both professionals and the public in determining which activities benefit wellbeing and how they can be accessed at a local level
· Social Prescribing should be considered as part of the current transition to the new health and social care system:
· Shadow GP Consortia can help by identifying GP champions to peer influence the adoption of social prescribing schemes

· Shadow Health and Wellbeing Boards and HealthWatch can both be mindful of the benefits of social prescribing and help to empower service users, their carers and the general public to seek alternatives to medical approaches

· Outcomes from existing programmes can be aligned with the NHS Outcomes Framework

· The experience of the social prescribing programmes outlined in this report shows that future programmes need to be mindful of the following issues:

· The need to develop rigorous referral and eligibility criteria which include arrangements for accountability and liability for referred patients

· The need to use appropriate screening tools and risk assessments when signposting patients onto specific programmes
· The need to develop systems for the recording, storage and evaluation of information

· The need to maintain up-to-date information on sources of voluntary and community support
· The need to consider cultural differences between medical and community development models.

· Many programmes have utilised the Warwick Edinburgh Mental Wellbeing Scale (WEMWBS) to identify changes in wellbeing in a whole cohort of patients referred through social prescribing. Other tools to consider include GHQ-12 for individuals and the Recovery Star
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Section A:
What is Social Prescribing and why is it important?
What is Social Prescribing?
Social Prescribing refers to the process of accessing non-medical interventions; it is a mechanism for linking patients, largely in Primary Care, with non-medical sources of support within the community.

Social Prescribing has been recognised as an effective means of meeting the needs of patients due to an enhanced recognition of the social, economic and cultural factors which impact on mental wellbeing. The holistic approach to social prescribing is therefore viewed as an appropriate alternative to medicalised explanations and treatments of mental distress (Rogers & Pilgrim, 1997)
Examples of such programmes include:
· Community education groups

· Arts, learning and exercise on referral

· Self-help groups or resources

· Computerised Cognitive Behavioural Therapy

· Bibliotherapy

· Group activities on referral

· Volunteering

· Time Banks

· Signposting to Information And Guidance

· Supported education and employment

Social Prescribing is largely applicable for people with mild to moderate mental health conditions. It can be universally provided or targeted at certain vulnerable groups, such as those with long-term physical health conditions, young mothers or socially excluded groups

There are a range of approaches to accessing such programmes:

· Use of service directories or websites to aid referral (including self-referral)

· Many areas operate a single point of access

· Many, following referral, utilise a link worker or navigator to support both referrer and person referred to access the service(s) most suitable to their needs

These approaches are explained in greater depth during the section on geographic clusters (Section C). However, some typical referral pathways are included in Appendices 1 and 2 (page 33-34)
Why is Social Prescribing important?
Social Prescribing contributes positively to a range of health-related outcomes, as described below: 
· Improvements in mental health and wellbeing
· Improvements in quality of life

· Reducing negative symptoms

· Contributing to an individual’s recovery. 
For example, arts on prescription schemes have shown improvements in self-esteem, self-worth and identity, and have shown to provide a means of promoting social inclusion and strengthening communities (CSIP, 2009).
Social Prescribing aims to improve individual subjective wellbeing. Subjective wellbeing has been suggested to increase life expectancy by 7.5 years, which is a similar degree of protection to that provided by smoking cessation to the alleviation of Coronary Heart Disease (Friedli & Parsonage, 2007).

Social Prescribing maximises collaboration between agencies by providing a stronger focus for joint commissioning and provides an alternative to antidepressant prescribing and talking therapies when demand strips supply. It also provides considerable scope for improvement in mental health and wellbeing for vulnerable individuals, groups and communities, especially for those with mild to moderate mental illness, low income single parents, the bereaved and those with a long-term physical health condition.

Social Prescribing therefore offers:

· Increased public knowledge on how to improve mental wellbeing

· Reduced inappropriate prescribing

· Reduced frequent attenders i.e. those seeing their GP on more than 12 occasions in any given calendar year, which equates to 15% of the average GP’s workload
· Support towards recovery, a move to independence and the promotion of health

· Reduced waiting times for counsellors and IAPT stepped care model levels 0 and 1

(Friedli & Parsonage, 2007)

Social Prescribing contributes to the QIPP (Quality, Innovation, Productivity and Prevention) agenda, not only in terms of quality, but in relation to reduced costs (including medical prescribing), especially over the medium to long-term.

Social Prescribing is integral to the delivery of national guidance on mental wellbeing. In particular, it is conducive to the key messages of Five Ways to Wellbeing, the findings of the Foresight Project on Mental Capital and Wellbeing. Those Five Ways are:

· Connect with people around you including family, friends, colleagues and neighbours, at home, at work, at school or in your local community

· Be Active as exercise makes you feel good

· Take Notice of the world around you and what you are feeling

· Keep Learning by setting yourself a challenge that you will enjoy achieving, for example, by signing up for a course

· Give by joining a community group as linking to the wider community can be rewarding and creates connections with the people around you

More information on the Five Ways to Wellbeing can be found via the following link: www.neweconomics.org/projects/five-ways-well-being
Social Prescribing programmes can be easily measured in terms of their impact on reducing negative symptoms, reduced attendances and reduced medical prescribing. They can also be measured by using array of Quality of Life measures. These include GHQ-12, the Recovery Star and the Warwick Edinburgh Mental Wellbeing Scale (see box 1 for more information)
Box 1: 

The Warwick-Edinburgh Mental Wellbeing Scale measures well-being at a population or group level. It was developed through research at Warwick and Edinburgh Universities. The full scale consists of 14 statements which are outlined below. A smaller, 7 point scale has also been developed and those statements are highlighted in bold text:
1.
I’ve been feeling optimistic about the future
2.
I’ve been feeling useful
3.
I’ve been feeling relaxed
4.
I’ve been feeling interested in other people

5.
I’ve had energy to spare

6.
I’ve been dealing with problems well
7.
I’ve been thinking clearly
8.
I’ve been feeling good about myself

9.
I’ve been feeling close to other people
10.
I’ve been feeling confident

11.
I’ve been able to make my own mind up about things
12.
I’ve been feeling loved

13.
I’ve been interested in new things

14.
I’ve been feeling cheerful
The scale can be accessed via http://www.healthscotland.com/scotlands-health/population/Measuring-positive-mental-health.aspx
Information on the Recovery Star can be found via http://www.mhpf.org.uk/recoveryStar.asp 

Information on GHQ-12 can be found via http://www.nchod.nhs.uk/NCHOD/compendium.nsf/17b8958892856d44802573a30020fcd9/0176ef6ea31be950652570d1001cb7d6!OpenDocument 
Notwithstanding these positives, there are a number of challenges and potential pitfalls. These have perhaps been best summarised in the findings of the Mental Health Foundation (2005). They found that 78% of GPs had prescribed antidepressants to their patients, on average for 3 years or more, despite acknowledging that alternative treatments may have been more appropriate. 

This perhaps explains the greatest challenges facing social prescribing, namely a lack of awareness of what exists locally and a lack of confidence in the quality of services. Further pitfalls include the potential:

· Lack of mutually agreed referral criteria including screening tools and risk assessments

· Lack of accountability and liability for referred patients

· Lack of support for recording information and evaluating data

Section C looks at how various programmes in our region have sought to take advantage of the benefits of social prescribing whilst avoiding the potential pitfalls. The section provides a concise and informative overview of the development of social prescribing in the North East, its implementation and the outcomes by geographic cluster
However, prior to that, Section B provides a brief overview of existing, commonly available programmes such as Exercise Referral and Weight Management programmes in our region.
Section B: 
Examples of generic programmes
There are a number of current social prescribing programmes in existence both nationally and regionally. In this section, we focus on two such schemes, Exercise Referral and Weight Management programmes, and provide examples of their application in the region with particular reference to those schemes which target people with mental health needs
Exercise Referral
Loughborough University has recently mapped Exercise Referral programmes on a region-by-region basis. When the research was completed, in 2008, the North East had 15 schemes out of the 136 available within England. They found that those with mental problems were less likely than the general population to enrol on Exercise Referral schemes. They therefore concluded that more needed to be done to proactively engage with such vulnerable groups. 

The following examples, taken from within our region, demonstrate that attempts are being made to engage with those with mental health needs
1) Northumberland Exercise Referral

This programme is open to all population groups but has a specific focus on those with mild to moderate mental health problems. The primary sources of referral are GPs and other healthcare professionals.

The programme begins with a consultation with a Physical Activity advisor. The patient is then offered a 24 week physical activity programme during which they receive two, 1:1 review meetings held at 12 and 24 weeks. On completion, the patient can then access the mainstream exercise programme and at 1 year receive a follow-up questionnaire

Contact: coral.hanson@northcountryleisure.org.uk
2) Newcastle Inner & Outer West

This programme is targeted at a number of at-risk groups including those with a Long Term Condition and takes place in 2 centres: Lemington and Benwell. The primary source of referral is any healthcare profession.

The programme begins with a 1:1 assessment with an Exercise Referral Assessor to discover the patient’s medical history, their medication use, their lifestyle and to set goals. The patient is offered a variety of options including personalised gym programmes in either of the centres, healthy eating advice, and support from a Health Trainer. The patient may also be signposted on to a range of external activities and advice.
The service is offered at a discounted rate for 1 year.

Contacts: Rachel Silcock & Beverley Shepherdson 
rachel.silcock@hwn.org.uk / beverley.shepherdson@hwn.org.uk
3) Newcastle City Leisure Services

This programme is open to all population groups but has a specific focus on those diagnosed with depression or low mood. The primary sources of referral are GPs and other healthcare professionals. The programme costs £2 per session

The programme begins with a consultation with a Health and Fitness advisor. This includes some basic health checks and the completion of a fitness/ lifestyle questionnaire. The formal programme includes two sessions per week over a 10 week period.

A post-review consultation then takes place where the health checks and assessments which were carried out pre-consultation are repeated. The patient is then offered a personal exit route
Contact: Physical Activity Officer, Lightfoot Centre 0191 278 2800
4) Stockton Active Health
This is an exercise referral programme which lasts for 12 weeks. Each referred individual is assessed at the beginning and the end of the programme and is advised throughout concerning the development and progression of their fitness levels.

The project aims to offer individuals the opportunity to participate in structured sessions of physical activity, help individuals to manage and improve their medical conditions, increase awareness of the benefits of leading a more active lifestyle and offer individuals the support to achieve the required input to maintain a physically active lifestyle upon completion of the 12 week programme

Further Information: www.stockton.gov.uk/citizenservices/leisureandents/sportsdevelopment/healthylifestyles/exerciseonprescription/ 
Weight Management Programmes
Two examples are provided below.
1) Lite 4 Life: Stockton Weight Management Programme
This is a comprehensive weight management referral programme for the long-term treatment of obesity. It aims to:

· Offer selected individuals advice and support to change their lifestyle

· Reduce Body Mass Index leading, potentially, to substantial weight loss

· Introduce the potential for the individual to learn healthy lifestyles and eating skills for themselves and their families

· Increase awareness of the benefits of healthy eating and physical activity within communities

· Empower individuals to take ownership of their own health and that of their families, and

· Offer sustainability with increased awareness of other services and signposting

Further Information: 

www.stockton.gov.uk/citizenservices/leisureandents/sportsdevelopment/healthylifestyles/healthybalance/ 
2) Northumberland Food for Thought

This community programme is targeted at those with a Body Mass Index (BMI) of 30 or those with a BMI over 28 and with co-morbidities. Each individual is assessed for their physical and psychological fitness. This includes an assessment of their weight, height, waist / hip measurements as well as measures of their fitness which include walking for 3 minutes, 1 minute sit-to-stand and 1 minute of step-ups. The assessment/fitness measures are taken at either the seminar or 1st group session and then repeated at the end of the group.
The individual is then invited to take part in a group programme for 10 -13 weeks. This includes an education session of between 1 and 1 and a half hours followed by half an hour of exercise. Topics include: how to improve nutrition and healthy eating, information on the value of exercise and a review of the psychological techniques available to maintain behaviour change. 
Contact: Ann Geddes, Wansbeck General Hospital Ann.geddes@northumbria-healthcare.nhs.uk 
Section C: 
Social Prescribing projects by geographic cluster
Overview

Each of the following sections begins with an overview of the social prescribing schemes which are in place within each geographic cluster. Details of each scheme are then provided, followed by a review of outcomes and then a list of contacts for more information
North of Tyne

Within the North of Tyne there are 3 schemes which are currently ongoing: Moving Upstream website; Taking Part Workshops; Taking Part Workshops: Dementia (Making Memories)
1.
Moving Upstream Website
Moving Upstream is a social prescribing project that works by facilitating close relationships between primary care deliverers and community and voluntary sector agencies to address some of the contributors to mental ill health, such as housing problems, low self esteem and unemployment.  The website is targeted at professionals in primary care or community services when they are working with patients/clients.  It has been primarily designed for the benefit of these professionals, in order to facilitate referrals into organisations available within North Tyneside. The website allows the user to search and find out about agencies or to look for resources.

Users can search for an agency by name and get details of what individual agencies do.  Alternatively, they select from a number of options, such as ‘anxiety’, ‘creativity’ or ‘depression’, and they will get a list of agencies tagged to these options.  The list is ‘intelligent’ i.e. at the top of the list will be the agency that best fits all of the categories chosen.

Outcomes

The website is currently being redeveloped and will allow primary care staff and others to search for 3rd sector agencies that can support patients. These local agencies include:

· Age UK, Alzheimer’s Society, ‘Barnardo’s The Base’, Globe Gallery, Key Enterprises, Margaret Road Fellowship, NECA, Norcare, North Tyneside Arts Studio, North Tyneside Carers’ Centre, North Tyneside Cyrenians Coast & Lighthouse projects, North Tyneside PROPS, N2L (Never Too Late – support for young people affected by drug and alcohol abuse), Phoenix Futures, SAINT (Surviving Abuse In North Tyneside), Shaw Trust, Taking Part Workshops, VODA (North Tyneside Voluntary Organisation Development Agency) and Working Homes.

The website averages 295 hits per month from 31 GPs, 15 libraries, 68 community hubs and 21 community health and social care teams which are currently participating in the scheme

Contact

Andrew Creighton (Moving Upstream Administrator and Secretary) movingupstream@googlemail.com
2.
Taking Part Workshops
Taking Part Workshops (TPW) is a Community Interest Company which aims to improve health and wellbeing in the North of Tyne by operating a single point of access, hub model, for accessing Arts on Prescription programmes.

A number of workshops are provided for people over 18 years of age which can be accessed from multiple sources of referral. The main sources are: GPs, self, private sector organisations and rehabilitation and recovery units.
Leaflets explaining what the workshops are, who they are for, and what they cost have been distributed to GP surgeries. Each leaflet has a ‘tear off’ slip which, when completed, can be left at the surgery by the patient. All individuals are then assessed to determine their social prescribing needs. 

This hub model enables the level of support and activity to be matched to the referred individual’s wants and needs. If the GP decides to refer, he or she stamps the form, thus certifying that the patient in question can access the workshop. A feedback loop is built into the referral pathway to ensure that results from each individual’s participation are fed back to the referrer via a formative assessment.

If the referral is directly from the GP, the workshops are free; alternatively, they are £5 an hour for self-referrals or for referrals from the private sector. Workshops run for an hour a week over 10 weeks and are held in Wallsend and North Shields with a ratio of approximately 1 artist to 10 participants (and 1 volunteer per 4 participants for additional support needs)
A review has been undertaken into 3 workshop projects which took place over a 6 month period during 2010. In general, the data demonstrated that those participating in the workshops were using the NHS less, had improved individual wellbeing scores and that quantitative, qualitative and narrative measures all showed that they felt better about themselves.

The 3 projects that were evaluated were:

Wallsend Festival
The aim was to integrate health issues into a local community festival, develop dialogue, scope needs and help the local population make positive choices to improve their emotional resilience.

2nd Block Workshops

The aim here was to develop and pilot a series of participatory workshops for the public in North Shields over a 12 month period. 

Bright Spots
The aim was to improve links between arts and health in North Tyneside in a pilot over a 12 month period by offering a range of programmes, borough-wide, at a range of health and community venues

In addition to these workshops, the North East Mental Health Development Unit has commissioned TPW to promote social prescribing to GP practices, develop referral pathways, market the pathway to referrers and engage and develop networks of referrers and activity groups to help refine model

Overall Outcomes
In total, 539 people took part in the Wallsend festival workshops with 226 holding conversations with a health professional. Of those, 58% who had tried an arts workshop at the festival said that that they had been inspired to participate in such a workshop in future. This extrapolates to 1452 people based on the festival attendance. 

Assuming that 20% of that sample, or 290 people, took part in the workshops in future, the calculated return on investment would be in the region of £66,342. Furthermore, it was estimated that the current spend on Primary Care consultations could be reduced to 73% per direct contact (in cost versus current provider)

For the workshops as a whole, practice-level data was collected for 6 months prior and 6 months post-intervention. A post-intervention questionnaire was completed by 125 people who participated in the workshops. A further 7 participants took part in guided discussions. The findings were as follows:

· There was a marked improvement in the quality and quantity of patient involvement

· There was increased choice of non-traditional wellbeing interventions

· Individual WEMWBS scores increased on average by 1.6 points per week

· 100% of participants said that the workshops made them feel better and that they felt better motivated

· 75% of participants believed that they had seen their Doctor on fewer occasions

· 86% of participants felt encouraged to try new activities

· Participants were found to contribute a saving of £94.99 per person post intervention compared to a control set of non-participants who, on average, were £141.80 each more expensive

· The PCT invested £18,323 in the scheme. The evaluation calculated that, had the scheme not been available, resource costs would have been £26,046, thus equating to savings of £7723 above PCT investment

· In addition, there was a marked decrease in the use of NHS services by those participating in the workshops when compared with those in the control group who did not take part in the workshops. This is shown in the table below
	Table1: Changes in use of NHS services: 

6 months prior to and post workshops


	Service
	Workshop Group
	Control Group

	GP Appointments
	Down 1.3
	Up 0.2

	A&E attendance
	Down 0.1
	Up 0.2

	New Referrals
	Down 0.3
	Up 0.5

	Unplanned admissions
	Down 0.2
	Up 0.3

	Sick notes
	Down 0.3
	Up 0.4


The following quotes are taken from the feedback from the participants:

“I don’t feel that I need to see my counsellor any more”

“Sometimes I find it hard to go out and meet people. I just wanted to try and change my life a little bit”

“I had gotten to a stage where I was really lacking motivation and found it hard to get out of bed in the mornings. But it really gave me a kind of purpose on a Saturday, you know when there’s nothing else happening”

Lessons & caveats
The following issues need to be borne in mind when reviewing this evidence:

· Individual elements of the scheme are deemed to be transferable to other areas. However, integration, ongoing dialogue and effective leadership of any programme are essential requirements. The contacts listed below are willing to provide further advice
· Existing quantitative data is viewed to be insufficient in size to provide clear recommendations for mainstreaming – the dataset is growing, and activities across the country in the social prescription domain have been mainstreamed with far smaller samples showing far smaller impacts and efficiencies
· Therefore, it has been proposed that the evidence continue to be collated during 2011/12, as the programme continues to grow. In addition, outcomes from the programme will be aligned to those contained within the NHS Outcomes framework. However, the current state of flux in the NHS has resulted in an unclear recommissioning/ service improvement/development pathway meaning that the service may cease by mid 2011.
Contacts
· Dr. Ruth Evans (co-ordinator): 
ruth.evans@nhs.net
· Jan Thompson (overview): 
jan.thompson@northoftyne.nhs.uk 

3.
Taking Part Workshops: Dementia (Making Memories)
The intention of the Making Memories pilot is to provide a range of performing arts and media workshop sessions for those in the early stages of dementia and their carers. 
Such workshops aim to provide peer support, stimulation and interaction, ensure mutually positive, high quality experiences and reduce perceptions of isolation and depression.
The objectives of the workshop are therefore to:

· Provide weekly social and creative activities including film-making, set design, creative writing and acting in an accessible local venue
· Create a short film highlighting the experiences of the participants

· Develop a robust model to achieve cost savings

· Reduce the dependency on services by measuring GP visits, GP repeat prescriptions, Social Services criteria levels at entry and a collection of indices on Body Mass Index (BMI), cigarette and alcohol consumption, blood pressure and mental wellbeing via WEMWBS

The workshops run for a minimum of 15 and maximum of 50 participants. Referrals are taken from established service providers and Memory Clinics and are promoted by use of flyers, posters, 1 to 1 visits and self-referral.

The evaluation involves a review at 6 months and then at 1 year following the start of the project. This includes the ongoing sharing of information with stakeholders and participants via structured peer support and learning networks. Patient and carer consent has been sought for access to GP records and Social Services criteria. Support has also been attained from the University of Northumbria to help build an informed and effective workforce.

Outcomes
There are benefits from the workshops for GPs, Social Services, Psychiatry of Older Age Services and the 3rd sector and the findings will be of use in building a case for long-term joint-commissioning and good quality interventions for all.
The scheme provides high quality communication allowing people to reconnect with themselves and others, including the community. It also permits meaningful interactions, empowerment to engage in more activities, a positive impact on cognition and is one of the only media through which social interaction with others occurs in a meaningful way (to therefore help to remove barriers to health and wellbeing)

At present, 5 weeks into the project, there have been 33 participants (with approximately a third being volunteer helpers, medical students and workshop facilitators, approximately a third being participants with dementia and approximately a third being carers – the majority of whom are spouses). This has led to an appropriate mix of people: both old and young, those with dementia and those without, carers, helpers and facilitators.

More data are due later in the year. However, the demise of the Social Prescription hub, which has been essential to the patient pathway from recruitment to measurements of the activity, means that there will be a drop in the quantity of data and the recruitment of the second set of activities.
Contacts
· Dr. Ruth Evans (co-ordinator): 
ruth.evans@nhs.net
· Jan Thompson (overview): 
jan.thompson@northoftyne.nhs.uk 

South of Tyne and Wear

Within South of Tyne and Wear there are 2 schemes which are currently ongoing: Arts and Dementia pilot project (Creative Ageing) and a GP Voucher Scheme
1.
Creative Ageing
This Arts and Dementia project, based in Gateshead, has been developed by Equal Arts and Lodex Ltd and will be evaluated by both Lodex and the Centre for Public Policy at the University of Northumbria.

The aim of the project is to enhance the health and wellbeing of older people, especially those with depression and dementia. 
Equal Arts has designed a programme of arts-based workshops focused around music, visual arts and dance/movement which is being piloted as an alternative route for health professionals. 
Further aims of the programme include to:

· Increase social interaction

· Reduce the risk of social exclusion

· Signpost people into suitable community activities

· Increase the wellbeing of carers

· Increase peer support and community personal support, and

· Provide an additional referral route for healthcare professionals
To be eligible for referral, the person needs to be:

· An older person, or carer of an older person, who is resident in Gateshead (initially in the Teams and Bensham areas)
· At risk of social exclusion
· Have signs of early dementia and/or depression
· Someone who does not access any other community activity
· Someone with a reasonable level of independence according to the criteria of the artist
· Someone with a reasonable level of independence according to the artist’s criteria (as the project is run by the artists, not carers)
Potential participants receive a home visit or telephone call from a project worker. At this stage, criteria from the NICE depression guidelines are used to screen each participant for their suitability. Those who are suitable are offered a place on the scheme and are enrolled on 3 taster sessions. Those deemed to be unsuitable are signposted to other services.
The pilot began in December 2010 with 3 taster sessions. This identified 60 people who would be most suited to accessing the full programme. The main project began in January 2011 consisting of 20 weeks of sessions run by experienced facilitators

Outcomes
This is an ongoing programme so has yet to be formally evaluated. However, the intended outcomes of the forthcoming evaluation are to:

· Meet the priorities of the National Dementia Strategy, the Gateshead Joint Strategic Needs Assessment and the Emotional Health and Wellbeing Action Plan;

· Determine the extent to which this represents an effective intervention to enhance health and wellbeing

· Develop a workbook to capture and record the impact of the workshops on the health and wellbeing of participants

Lodex Ltd will evaluate the impact of the programme in terms of how it has impacted on the wellbeing of patients. This will include administering a questionnaire, developing voice recognition software for people who cannot write and piloting an audio version of data collection. Furthermore, the Institute of Ageing will be undertaking a larger scale evaluation which will include interviews with participants, carers, artists and project workers and an observation of taster sessions.
The first questionnaire has recently been distributed and some participants are currently attending interviews. An interim report is expected April/May 2011 with the final report due June 2011
Contacts
Alice Thwaite (Project manager): 
alice@equalarts.org.uk
Karen White (evaluation): 

Karen@lodex.co.uk 

2.
GP Voucher Scheme
Funding has been provided by the North East Mental Health Development Unit for 1 GP surgery, in partnership with Mental Health North East, to trial a ‘voucher scheme’. This will involve referring patients to suitable, existing community activities/services as an alternative to the prescribing of antidepressants. A directory of services is being produced and will be made available online
The Happiness & Wellbeing Network has agreed to use their website as a resource for referrers into the scheme and three providers have agreed to take part offering a wide range of activities for all age groups and abilities
South Tyneside Local Authority has also agreed to look at how personal health budgets can be used to sustain the project. Personalisation fund managers will be informed of the directory and how to access activities for residents when agreeing their personalisation plans
Outcomes
Learning from the project will be evaluated by Lodex Ltd. and the Institute of Ageing and Health at the University of Newcastle and disseminated locally, regionally and nationally.

Two different models have been designed to deliver this pilot and a consultation document has been produced. The proposed models are: Social Prescribing Advisor Model (where the Advisor works with patients in the GP surgery to identify a programme of suitable community therapies and tracks their progress over 6 months) and Web-based model (where a service directory is made available online). Stakeholders are currently agreeing the final model ready to implement the pilot.

Contacts
Catherine Mackereth (overview): 
Catherine.mackereth@sotw.nhs.uk 

Karen White (project management and evaluation): Karen@lodex.co.uk 

County Durham and Darlington

Within County Durham and Darlington there are 4 schemes which are currently ongoing: Arts for Wellbeing; Darlington Openart Studio; Impact E-tool; and, Living Mindfully
1.
Arts for Wellbeing Project
The Arts for Wellbeing Project began in September 2009, adopting an open referral scheme for an 18 month pilot. The aim of the project was to support 400 people by offering up to 6 sessions of artistic activity. Arts provided covered a broad range including arts and crafts, painting and drawing, drama and circus skills, music and singing

The target groups were new parents, carers and those with long-term health conditions.
The programme was commissioned in two parts:

1. A central coordination body which provided a single point of access and referral management as well as coordinating the marketing and performance data for the service.

2. A network of artists/provider organisations contracted directly by the PCT on an “Any willing provider” basis”.  Within this model contracts have £0 formal value and the provider is paid by referral on an agreed rate per case.  
Referrals were from a range of sources including self-referral, care staff, care centre managers, voluntary group leaders, community centres, therapists and Surestart. There were a limited number of referrals from primary care 

Outcomes
An interim evaluation was undertaken covering the first half of the scheme: September 2009 to May 2010 (White and Salaman, 2010). This entailed a contextual review, data analysis, a series of focus groups involving past and present participants, 2 facilitated conversations with artists and referrers and 1:1 interviews with carers and facilitators. The 7-item WEMWBS scale, referral form and activity evaluation form were used to collect demographic data

By June 2010 there had been 604 referrals. Of those, 198 were on a waiting list, 108 were active to the service and 291 had completed the full course.

In total, 88 evaluation forms were returned. Of those, 26 people indicated that they had fostered a positive relationship with the artist but 18 indicated that they felt the course length was too short.

The researchers took a sample of 220 from the total referrals. Of those, 70 were male and 150 were female. The majority of cases were within the 40-69 age group, the median age being 52 and the mode age 46.
Of those, many had co-morbidities, with 168 having a long-term physical health condition, 36 a physical impairment, 41 a mental health condition and 40 a Learning Disability. Furthermore, 15 cases were in full-time employment, 62 were retired, 78 were benefit claimants and 22 were unemployed.

It was found that only 9 referrals had been received from Primary Care with most coming from charities, the artist or via self-referral.

Discussions during the focus groups demonstrated that participants had developed new artistic skills and progressed old ones, they had developed interpersonal skills and social networks and had received respite from stressful daily lives and illnesses.

Quotes
“Before beginning the course I was diagnosed as having depression and panic attacks. I was able to totally loose [sic] myself in the work I was doing and feel needed again” (participant)
“I feel more confident going amongst people, I’ve learned to participate, I feel more confident that I can do something…I don’t go out as a rule but it gets me out…” (participant)
 “One lady with Multiple Sclerosis with severe tremors said the painting and decorating course was the best course she had ever experienced and she never even picked up a paint brush in six weeks!! She said the crack [sic], atmosphere and joy of seeing all the work being done had been so uplifting she felt a part of each piece of work. The courses started and developed strong friendships that carried on outside of the course. It took away this terrible feeling of isolation and improved people’s feelings about their illness as they realised there was a life outside of long-term progressively degenerating illness and something to look forward to” (carer)
The formal evaluation highlighted a number of positives from the scheme (White and Salaman, 2010). These included:

· The materials were of high quality, due largely to effective budgeting 
· The scheme allowed participation and inclusion of disenfranchised people

· The scheme was a transformative experience in terms of the development of self-confidence

· There was increased social contact leading to bonding and bridging capital

· WEMWBS scores indicated that people felt more useful and relaxed

· In terms of the distance travelled, there was increased confidence and self-esteem, pride in work, skills gained and self-expression

· There were also improvements in recovery in terms of increased hope, purpose and value, development of new coping mechanisms and new identities within and beyond mental health
· The scheme provided a validation of arts as a means of promotion wellbeing

· The findings are also beneficial to the QIPP agenda in terms of enabling improvements in quality and productivity and therefore providing the justification for the development of a mainstream model
The research also highlighted a number of suggested improvements. These included:
· The focus groups found that none of the participants had discussed the benefits of the scheme with clinicians thus demonstrating the need for a feedback pathway in addition to the referral pathway. Many participants indicated that they would have benefited from ‘taster sessions’ and the ability to observe existing sessions

· There was a need for multi-site studies in future in order to assess the social, clinical and environmental benefits of the scheme

· There was a need for mutual support when contracting non-traditional providers
· There was a need to consider workforce development 

· There was a need to consider a mix of urban and rural schemes
· There was a need for continuous and enthusiastic promotion, in collaboration with providers, especially in relation to primary referrers and under-represented target groups
· Six sessions were deemed to be too short. There was therefore a need to identify a ‘progression route’ in terms of how participants should be supported after the sessions come to an end

· The mobility budget was barely accessed and needed more promotion

· There was a need to understand the views of referrers especially GPs
· The scheme should also consider the use of the Recovery Star and Five Ways to Wellbeing, as evaluation measures, in addition to the WEMWBS

A final project report from the coordinating body also demonstrated the following:

1.
Referrals: Over the course of the pilot programme the service has received a total of 1522 referrals:

· 1276 (84%) have accessed an arts for well-being course

· 45 (3%) are awaiting placement onto a mainstream course

· 140 (9%) chose to withdraw from the service after referral

· 61 (4%) Did Not Attend an offered arts for well-being course

2.
Referral Sources and areas:

· 33 from Artists

· 237 from the Carers’ Centre

· 74 from the Children’s centre

· 1 from the Community Home Treatment Team

· 2 from GPs

· 78 from Health Professionals

· 463 from other sources

· 622 self-referrals

· 12 from unknown sources

3.
The following graph highlights the impact of the programme on various outcome targets such as self-esteem and personal relationships
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It is intended that the project be recommissioned by using a mainstream model within three hubs: North Durham, East Durham and South and Central Durham. The scheme will be extended to cover 10 sessions over a 10 week period and at the end of the scheme there will be capacity for participants to use the workshop through subsidised rates, if applicable. The plan is for over 1300 people to take part in the scheme.
Contact
Catherine Parker (overview): Catherine.parker3@nhs.net 

2.
Darlington Openart Studio
Darlington Openart Studio is an open access, community art studio for anyone over the age of 18 living in the Borough of Darlington. The studio aims to provide a safe, welcoming and supportive environment in which members can come and take part in artistic and creative activity, meet new people, learn new skills and participate in an open-minded and understanding community.  The studio is open 2 days a week at present and accepts both formal referrals and individuals engaging on an informal basis  
Outcomes
An evaluation for the programme, undertaken in 2010 by Globe consultancy, found that 113 members of the studio (52%) were formally referred from either a GP or from a range of agencies, 59 members (25%) were non/self-referrals and the remaining 54 members (23%) had no relevant data.

 

The evaluation also concluded that benefits of the programme include:
 

· The way in which the Openart Studio offers “sanctuary” from stressful and often chaotic everyday life
· How the weekly structure and continuity of the project offers a motivating factor and a sense of purpose for some individuals experiencing unstructured days and weeks
· The pleasure and sense of personal achievement/self worth gained through opportunities to try out new creative approaches and techniques 

 

Engagement in the programme has increased significantly over the last 15 months. Between July and December 2010 there were a total of 1,694 attendances by members whilst between January and June 2010 there were a total of 1,048 attendances by members. This is compared to 196 attendances by members between January and June 2009 (referred members may attend up to twice a week and those non/self referred may select up to 1 session per week)  

 

From April 2011 the studio became a hub of the County Durham and Darlington Arts on Prescription programme and will expand its offer to cover children and young people and increase outreach to a range of at risk groups in the community.   

Contact
Catherine Parker (overview): Catherine.parker3@nhs.net 

3.
Impact E-tool
The Impact E-tool provides a directory of services and information sites in the County Durham and Darlington area. This directory can be accessed from the Impact website - www.impact.cdd.nhs.uk. It has been developed in collaboration with County Durham and Darlington Foundation Trust.

The website provides information for professionals and the general public about those locally available social opportunities which contribute to mental and physical health and wellbeing. These opportunities include physical activity, arts and creativity, learning, volunteering, mutual aid, befriending and self-help, support with benefits, debt, legal advice and parenting issues.

Individuals can register on the web-site under various headings: fitness, learn new skills, reduce risk factors, lose weight, fun activity, increased confidence, physical activity, volunteering, improved mental health and wellbeing, make friends, improved health and socialising
The aims of the website are to:

· Be accessible to members of the public, thus enabling them to initiate contact with local services, where formal referral to the service or activity is not required

· Provide information about local services which can be downloaded and printed from the site, for the person to take away with them from their GP surgery OR accessed from home

· Provide the necessary paperwork in PDF file thus enabling practitioners to make a referral

· Provide an opportunity for people who have taken advantage of the new activities to offer feedback on their experiences

· Provide links with other website of relevance including NICE to review the underpinning evidence

During the piloting phase a number of barriers to the success of the programme were identified:
· Getting people to return the referral forms

· Keeping the website up-to-date with activities and services

· The amount of dedicated time and resources required to complete the project

Consequently, an incentive scheme was introduced to encourage a return of the referral forms. On completion of the form by the organisation, that organisation is entered into a free fortnightly prize draw with the winner able to choose from a range of prizes including sports, stationery and DIY vouchers, bicycles and the Nintendo Wii. 
In addition, new staff have been appointed to work on the project and the Mental Health Improvement Team has been allocated specific geographic areas to target

A marketing strategy has also been developed. This includes:

· The establishment of a partnership steering group

· The development of a communications/marketing strategy which includes promotion to practitioners and the general public
· Launch events to promote the website within local communities and groups

· Individual GP practice briefings to support use of the tool

· Promotional materials sent via mail merge to 3rd sector organisations to enable them to add activities to the website

· Uploading Mental Health directories to the website

Outcomes
A snapshot of activities on the website was taken during April 2011. There were 1138 activities on the website: 125 covering the whole of County Durham and Darlington, 48 in Chester-le-Street, 77 in the Durham Dales, 44 in Darlington, 97 in Derwentside, 207 in Durham, 255 in East Durham and 283 in Sedgefield
The majority of people have accessed the website to develop hobbies (n=110), get active (n=113), make friends and contacts (n=133) and access support or achieve (n=127)

Contacts
Andrea Williams (overview): 

awilliams8@nhs.net
Marie Stonebank (administration): 
mariestonebank@nhs.net 
4.
Living Mindfully
The programme is designed to help support participants learn new ways of handling difficult physical sensations, feelings and moods.  ‘Mindfulness’ is a way for an individual to learn how to relate directly to whatever is happening in their life, a way of taking charge of their life, a way of doing for themselves what no one else can do, consciously working with their own stress, pain, illness, as well as the challenges and demands of everyday life.

The course consists of 5 weekly classes for up to 15 people working together in a group.  

The course includes:

· Guided instruction in mindfulness meditation practices

· Gentle stretching and walking

· Group dialogue and discussions aimed at enhancing awareness in everyday life

· Individually tailored instruction

· Daily home assignments

· Four home practice CDs and a home practice manual

· Home practice is an important part of the course; each participant is required to undertake 45 minutes of this, six days per week

· An accomplished instructor who is skilled at creating a safe, supportive and deeply engaging learning environment

· Support is available in between classes

Outcomes
Since the commencement of the programme, by the end of February 2011, 243 referrals had been received. Of those, 70% were female and 30% male. The main referrers were: 27% of GPs in County Durham and Darlington have referred into the programme with the remaining 73% referred by other health care professionals.

Due to the vulnerability of some individuals, clinical responsibility will remain with the GP. Evaluation will be ongoing and include pre and post-monitoring via WEMWBS. Initial monitoring has demonstrated, on average, a 20-30% increase in wellbeing across the population accessing the service. The long-term commissioning of the programme is currently being considered.
Contact
Catherine Parker (overview): Catherine.parker3@nhs.net 

Tees

Within Tees there are 2 schemes which are currently ongoing: Service Navigator Project and Social Prescribing Pathway
1.
Service Navigator Pilot Project

This is a free service, managed by Catalyst (based in Stockton) and funded for a 2 year period from 2010-12. It is designed to provide support to GP surgeries in assisting patients to access the large number of universal, community based services available within the borough.
The project is focused primarily on those patients who frequently attend GP surgeries and have a Long Term Condition and/or an emotional health issue. 
The early stages of the pilot included an initial research stage and the ensuing development of a pilot model. This model has been tested and includes a mechanism for feedback to enable adjustments to be made. The ultimate aim is to either procure a full service or produce an exit strategy by February 2012.

The model has been developed due to the difficulties that GPs often face when managing frequent attenders in Primary Care, namely insufficient time to get to the root of the problem. This has been exacerbated by the previously ineffectual social prescribing system operating in the Stockton area which exhibited high drop-out rates and a lack of a feedback mechanism to the GP
The Service Navigator Project therefore intends to overcome these pitfalls by allowing the patient sufficient time to discuss their social prescribing needs through consultation with the service navigator. Part of the latter’s role is to feedback to the GP at regular time intervals on their patient’s progress.

In essence, therefore, the navigator model provides:

· A dedicated officer, the navigator, who signposts patients to the most appropriate services
· A service which is easily accessible with minimal paperwork

· A quick and easy referral form

· Timely feedback to the GP

· A guarantee of no cost to the GP or patient

A referral form is used which records the primary reason for referral. There is then a 2 week window for the service navigator to sit down with the patient and determine the most appropriate provider to meet the patient’s needs and then feedback to the GP. The patient can access a large number of Social Prescribing providers but can only access one provider at any given time
The process has been assisted by funding from the North East Mental Health Development Unit. This funding is being used to improve the marketing of social prescribing to GPs, to identify a GP champion and to extend the service to the long-term unemployed and those on personal health budgets 

Outcomes
The project runs until 2012 so has yet to be fully evaluated. However, in the short-term, between August and December 2010, 43 referrals were made (referrals are now taken from all healthcare professionals). A traffic-light system has been developed to benchmark the quality of social prescribing input from each provider, including those not funded by statutory services. This information is regularly fed back to commissioners and it is hoped that the emerging evidence base will lead to mainstream funding of the scheme
A number of challenges have since been identified. There have been cases where some patients have expected the navigator to solve all of their problems and have therefore become overly reliant on them. Additionally, as there is only 1 navigator, there is the ever-present danger that a sudden increase in referrals could lead to an over-extended workload. This has led to a restructuring of the model to ensure that there is clarity in terms of definition of roles and professional boundaries.
The following case studies demonstrate the value of the service navigator’s engagement skills, their safeguarded time to speak to patients and the feedback process. These examples are provided in boxes 2, 3 & 4
Box 2: GP Surgery

“[The Service Navigator] has been of great benefit to our practice. It identifies the key areas in which the patient needs support and refers to the appropriate services directly. They take the time to liaise with the patient, prioritise needs and follow them up to ensure patients are benefitting from the services.

The service is so quick and easy to use and this frees up valuable GP and Nurse Practitioner time, so we can focus on more complex issues. It provides a much needed support network for some of our isolated or elderly patients, enabling them to have a regular point of contact. Sometimes a friendly chat is enough to improve their wellbeing”
Box 3: Mrs R

Mrs. R. is an elderly widow who is housebound, visually impaired and with limited mobility.  Mrs. R was very lonely, isolated and was still grieving the loss of her husband. She was referred to the Stockton Service Navigation project by her practice nurse. The navigator arranged to meet Mrs. R in the comfort of her own home to identify her needs, discuss her goals and the service(s) required.

The navigator signposted Mrs R to the Cruse Bereavement Service which kept in regular contact with her. At present, this is helping her to come to terms with the loss of her husband. The navigator also sign-posted Mrs R to BlindVoice, a service for blind and visually impaired people. This service was able to provide support for reading and listening to tapes, sign-posted Mrs R to Avalon and made her aware of further support available. This service was also able to increase the support in the home for Mrs R, to enable her to go shopping and to have someone to read her mail.
Mrs R says.

“Everything was done for me and it was done perfectly, I thought the service was marvellous and you were as well [navigator].

The Navigation Service project was easy to access; it increased my confidence to access other services that I wouldn’t have normally used and I would definitely use this service again!”
Box 4: Mrs D
Mrs D is a retired lady in her mid 60s who was referred to the project by a health care assistant in her GP surgery. Mrs D needed carer support as she was struggling with hygiene care, dressings and treatment of pressure sores. She was also finding it difficult to fund her rent and transport to the surgery twice weekly in order to change her dressings.

The navigator arranged to meet Mrs D in her home and found Mrs D was struggling to cope with her skin condition and coping with general household chores.

The navigator discussed this situation with Mrs D and agreed a plan to call in the emergency social worker team and a member of the benefits advice service.

Mrs D has since had minor repairs to her home from the housing association, made arrangements for resolution of her rent arrears and has carers in place twice daily to treat her sores, which are now healing. The benefits advice service has helped her with the filling out of forms to support her application for extra benefits and the travelling cost to and from her surgery.
Mrs D says.

“The Stockton Service Navigation project was very helpful. It has been very beneficial to me with the carers coming in twice a day and I am in less pain because my sores are healing. All of this service was free of charge.

The process has helped me to find the support needed that would improve my health. Overall I was very satisfied with the process and would certainly use it again”
Contact
Allison Agius (Executive Director): Allison@catalyststockton.org 

2.
Social Prescribing Pathway
This Social Prescribing Pathway following a series of consultation meetings which took place between December 2006 and April 2007. The pathway outlines how the 4 elements that make up the scheme work together. These elements are:
1. The person making the referral into the social prescribing scheme

2. The person referred into the social prescribing scheme

3. The administration for the social prescribing scheme

4. The partner organisations who deliver the services

This hub model relies on a single point of contact to take initial referrals into the scheme. The coordinating role for the referral process is undertaken by Hartlepool MIND. The full model is outlined overleaf.
The Social Prescribing Pathway operates an inclusive rather than exclusive referral system. Referral forms are therefore taken directly from the Social Prescribing referral packs which are distributed widely throughout the borough. In addition, the service is promoted through the use of posters, leaflets, newsletters, press coverage, website, networking & events

Referrals are primarily received from GPs/Practice Nurses, the 3rd sector, health and Home Based Contact staff, community referrals (for example health trainers) and self-referrals. Less frequently, referrals are received from the police, community wardens, school staff, social housing providers, those involved in helping people access Disabled Facilities Grants, prison staff, church staff and volunteers, Social Workers, CPNs, IAPT, Occupational Therapists, Psychiatrists and Hartlepool Bereavement Service.

Each form contains a detailed section on the service required by the individual:

· Help with alcohol and smoking cessation

· Social inclusion including housing and debt advice

· Help with pain management

· Support from self-help groups

· Family/relationship and parenting issues

· Legal issues

Social Prescribing Model
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Referral forms are then screened by Hartlepool MIND to determine whether they can deal with the case themselves or whether a secondary referral is required.

The project has spent considerable time reviewing and tackling the challenges faced when integrating social prescribing within Primary Care. These lessons are of particular use to other organisations and are outlined below

Outcomes
The majority of referrals tend to come from local GPs. During the first 8 months of the pilot, 533 referrals were received from GPs, 25 from the police and 75 from other public bodies. The most common reasons for referral were for services to help with anxiety, stress and depression though there were also significant demands for services in substance misuse, social inclusion, bereavement support and debt support.
As a snapshot, during September 2010, there were 91 referrals, 68 of which were seen by Hartlepool MIND, 18 referred on to Improving Access to Psychological Therapy services and 5 to the Bereavement Support Service. There were subsequently many secondary referrals to Pain Management, the Social Services Duty Team, the Advice Centre, Jobsmart, Housing Services and the local college of Further Education.

Overall, the main reasons for referral were: anxiety and depression, stress, anger issues, self-esteem, social isolation and family/parenting/relationship issues

The following outcomes were identified for those 91 referrals outlined above:
· 89% of patients felt that they had been helped by the service they were referred into with 78% rating the service as excellent or quite good. In addition, 55% felt that their wellbeing had been improved with 60% believing that their day-to-day mood had improved
In addition, there was evidence to suggest that:

· Some patients had had their medication reduced with some patients coming off their medication altogether

· Some patients had taken up volunteering

· Some patients had entered education, returned to employment or found new employment

· Some patients had increased their uptake of healthy activities

Some case studies are provided in boxes 5 and 6
Box 5
Mr A was referred via Social Prescribing to Hartlepool Bereavement Service. He had recently lost his wife. The initial contact allowed Mr A to talk about his bereavement including events prior to death and his feelings after. It become clear family issues with debt were causing additional stress, blocking the process of grieving. The service made contact with welfare agencies, a solicitor and numerous letters were sent to debtors on his behalf, relieving some of the anxiety and stress he was suffering to allow him to grieve. Other relevant support services are in place and ongoing support is being provided

Box 6
Mrs B recently lost her mother. Initial contact was made to talk about the bereavement she had suffered. It was clear Mrs B was finding it difficult to deal with the bereavement process due to a number of issues including housing, welfare rights, finance and hospital complaints/concerns, all of which were affecting her health and well-being. On Mrs B behalf, the service contacted all relevant agencies with reference to issues she raised and have provided information and on-going action to relieve some of the pressure and stress from her. To date Mrs B is still receiving emotional and practical support from Hartlepool Bereavement Service.
These case studies often feature in seasonal newsletters which promote social prescribing services and what they have to offer. They are available from the contacts below
Contact
Paul Hyde (consultant): 

paul.magneto@ntlworld.com
Carole Johnson (overview): 
carole.johnson2@nhs.net 

Section D: 
Conclusions and Recommendations
Within the North East, the evidence-base of social prescribing programmes is still emerging as many of the programmes are currently ongoing. However, there is much to learn from the approaches which have been adopted within our region:
· The Taking Part Workshops in North of Tyne demonstrated the potential to reduce the current spend on Primary Care consultations to 73% per direct contact. In addition, those patients taking part in the workshops were shown to use NHS services on fewer occasions i.e. GP appointments, A&E attendance, new referrals and unplanned admissions

· The Service Navigator model being piloted in Stockton has demonstrated the value in cutting GP and Nurse Practitioner time allowing clinicians to focus on more complex issues

· The Social Prescribing Pathway in Hartlepool, which has been developed over 4 years, has had sufficient time to improve outcomes and remove any potential obstacles

· The use of comprehensive service directories and websites for the promotion of accredited projects and programmes, in particular, in the County Durham and Darlington and North of Tyne areas

· In addition, the outcomes from the Voucher Scheme being piloted in South of Tyne and Wear will be of particular interest
Recommendations:

· There is a need for increased professional and public knowledge of those non-medical alternatives to prescribing which exist within the region. Many of these ‘alternatives’ are currently, or may in future, be susceptible to financial pressures. If such services are valued at a local level, sustainable investment will be required.

· The promotion of such programmes should include a review of their evidence-base and cost effectiveness, their links to the QIPP agenda and how they target hard-to-reach groups

· Greater focus should be placed on Mental Health Promotion at Primary Care level. This should include greater use of the Five Ways to Wellbeing, produced by the Foresight Project on Mental Capital and Wellbeing, which draws on the key components of social prescribing, namely Connect, Be Active, Take Notice, Keep Learning and Give. This can be beneficial for both professionals and the public in determining which activities benefit wellbeing and how they can be accessed at a local level

· Social Prescribing should be considered as part of the current transition to the new health and social care system:

· Shadow GP Consortia can help by identifying GP champions to peer influence the adoption of social prescribing schemes

· Shadow Health and Wellbeing Boards and HealthWatch can both be mindful of the benefits of social prescribing and help to empower service users, their carers and the general public to seek alternatives to medical approaches

· Outcomes from existing programmes can be aligned with the NHS Outcomes Framework

· The experience of the social prescribing programmes outlined in this report shows that future programmes need to be mindful of the following issues:

· The need to develop rigorous referral and eligibility criteria which include arrangements for accountability and liability for referred patients

· The need to use appropriate screening tools and risk assessments when signposting patients onto specific programmes

· The need to develop systems for the recording, storage and evaluation of information

· The need to maintain up-to-date information on sources of voluntary and community support

· The need to consider cultural differences between medical and community development models.

· Many programmes have utilised the Warwick Edinburgh Mental Wellbeing Scale (WEMWBS) to identify changes in wellbeing in a whole cohort of patients referred through social prescribing. Other tools to consider include GHQ-12 for individuals and the Recovery Star
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Appendix 1: Social Prescribing Care Pathway – a model (North West)
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Evaluation
Repetition of baseline assessment for comparison
Completion of performance monitoring database and referral feedback
Appendix 2: Social Prescribing flowchart for primary care staff (Greenwich)
The aim of this flow chart is to ensure a smooth, efficient and standardised approach for primary care staff to choose which social prescribing options to offer their patients.
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Arrange for the service provider organisation to contact the patient via social prescribing referral form













































Admin for the Social Prescribing pilot scheme will:





Check with the person referred into the scheme that they are happy with their referral after 2 weeks





Compile monitoring information to create activity and impact studies at 3-month periods – this information to be reported to the person who made the referral





Record cross referrals and referrals onto other services








Partner organisations will:





Book the person onto and deliver the support sessions


Continue to monitor the support sessions – including checking on the impact the scheme is having at 3 months 





Data protection: Data collected to help make the referrals and monitor the scheme will not be kept for longer than necessary, will be kept secure, and will be adequate, relevant and accurate. Data will not be used outside of the Social Prescribing pilot scheme





Quality Assurance and troubleshooting 





Partner organisations and admin will meet monthly with PCT Public Health rep to monitor the scheme throughout the 6 months of the pilot 





Admin for the Social Prescribing scheme will:





Contact the person referred into the scheme by ‘phone or letter and work to prepared scripts (developed by the partner organisations) depending on what is ticked on the referral form to discuss their referral. (for example if ‘Bereavement support’ is ticked does the person require counselling type support or practical/organisational support – or if ‘Preventative measure to maintain health and well being’ is ticked does the person want to join an exercise class or do they want one-to-one support etc)





Admin will seek to identify any barriers to taking up the referral (e.g. transport or the need for ‘buddy’ support)





Admin will contact the partner organisations to request that they set up the support sessions 





Admin will record who is referred into the scheme, what support they are offered and when that support will take place.


This information will be reported back to the person who made the referral








Referral form is in triplicate so one copy is:


Kept by the person making the referral


Given to the person referred into the scheme


Sent to the scheme’s admin 











Referral into the Social Prescribing pilot scheme from GP/nurse/pharmacist or other  
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