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1. Summary
This report shares early learning from two independent workstreams from the Royal
College of General Practitioners (RCGP) and the University of Oxford. The first looked at
the use of non-medical interventions relevant to social prescribing from 2011-2019; and
the second looked at social prescribing activity in 2020. We looked at the use of nonmedical interventions related to social prescribing between 2011 and 2019. This largely
predates the national expansion of social prescribing link workers in primary care and
setting up of primary care networks. In this period:


there were around 1.5 times as many referrals for women than men



there were around 5 times as many referrals for people living in the least deprived
neighbourhoods as in the most deprived



the age group with the highest number of referrals was the 45-64 age group.

We also looked at what kinds of support and interventions relevant to social prescribing
were recorded for the whole population, between 2011 and 2019:


There were around 5 million interventions recorded in practices taking part; this was
over 170 times the number of recorded referrals.



The most commonly recorded category of interventions related to dietary advice,
physical activity, and substance misuse.



There was very little recording of support relating to mental health and wider social
issues such as benefits, housing, finance and domestic violence.

We have also looked at referrals from January 2020 onwards to investigate what has
happened during the COVID-19 pandemic.
Extrapolating this data to the whole of England, we estimate that between January and
September 2020 there were around 250,000 social prescribing referrals recorded using
the codes specified in guidance to primary care networks1.


Referrals went up steeply from the start of the lockdown in March 2020. There were
also a high number of declined referrals in this same period.



Referrals dropped after July, but remained at a higher level than before lockdown



Referrals were highest for people over 65. We did not find statistically significant
differences in rates of referral by gender, ethnicity and neighbourhood deprivation.



Referrals were highest in London and lowest in the East of England. The East of
England had the highest number of declined referrals. There were large variations
in rates of referrals within regions.

It is important to take into account the context of the pandemic. Social prescribing link
workers were asked to carry out wellbeing checks for people shielding. This is could
explain the demographics of people referred and the high level of declined referrals.
Care is needed in interpreting all of findings due to limitations in the quality of the data.
Links to more detailed reports including statistical analysis are provided in the annex.
2. Background
It is well established that 80-90% of health outcomes are linked to social determinants of
health including health-related behaviours, socioeconomic and environmental factors2.
Social prescribing aims to address social determinants of health. According to NHS
England social prescribing “enables all local agencies to refer people to a link worker. Link
workers give people time and focus on what matters to the person as identified through
shared decision making or personalised care and support planning. They connect people
to community groups and agencies for practical and emotional support.”3
Social prescriptions include activities focused on health, education, skills development,
sports, leisure and arts activities. According to the Kings Fund, there is a growing body of
evidence that social prescribing can lead to a range of positive health and wellbeing
outcomes, but further work is needed to strengthen the evidence base4.
The NHS Long Term Plan includes a commitment to make personalised care business as
usual across the health and care system. In January 2019, NHS England announced a
major expansion of social prescribing, as one of six components of the comprehensive
model of personalised care5.
This report is aimed at primary care networks, the voluntary sector, link workers and others
working on the implementation of social prescribing.
3. Why we need a social prescribing observatory
A major barrier to the generation of evidence is the lack of data on social prescribing
activity and outcomes. This stems from the lack of standardisation of recording and the
variable quality of recording by clinicians. To begin to address this, NHS England has
developed guidance on using SNOMED codes for referrals, the Patient Activation Measure
and the ONS Wellbeing Measure6.
Alongside this, the RCGP and the University of Oxford have developed a public social
prescribing observatory along with a dashboard for individual GP practices. These
resources use data from the RCGP Research & Surveillance Centre (RCGP RSC), which
was established in 1967. It consists of a network of over 1,800 GP practices in England
covering a population of around 8,000,000 people, who are broadly representative of the
English population. The dataset consists of pseudonymised extracts of data from
electronic health records7,8. There are three ways to view the data:


the observatory, which shows the data on a weekly basis



heatmaps showing variation by ICS



a local dashboard for use by GP practices taking part in the RCGP RSC.

The observatory and dashboard have two objectives:


to understand the characteristics of people taking up social prescribing



to highlight variation in social prescribing access across England.

The data is normalised to rates per 10,000 population and currently includes:


referral to social prescribing service (SNOMED code 871731000000106)



social prescribing declined (SNOMED code 871711000000103)



total social prescribing activity (referrals and declines).

Two additional observatories and dashboards will be made available in early 2021
showing people’s presenting needs, and the support interventions that they take up. The
data can be disaggregated by:


region and Integrated Care System (ICS)9



index of multiple deprivation (IMD)



demographic information (age, gender and ethnicity).

4. Using the observatory to improve practice

Practitioners (such as link workers, health coaches and GPs) and providers (including
NHS and voluntary, community and social enterprise sector organisations) can use the
observatory to see the impact of their initiatives on social prescribing activity through a
learning health system approach. The data can also help to share learning with other
areas, and address variation. For example, you can:


compare your area to others across the country



analyse the ratio of referrals to declined referrals



investigate the link between social prescribing and health inequalities.

For GP practices taking part in the RCGP RSC network, the practice dashboard gives
more detailed insight, and a way to see the impact of initiatives in real time.
Local commissioners and national policy makers can use the data in similar ways, to help
understand what is being delivered, which groups are accessing social prescribing and
who may be missing out. This can inform policy development and commissioning plans.
5. Social prescribing activity from 2011 to 2019
We carried out a preliminary analysis for the use of non-medical interventions relevant to
social prescribing between January 2011 and December 2019 to help us understand what
kinds of data were being recorded and the types of intervention used before the more
formal roll-out of NHS-England's Personalised Care initiative. We used this data to create
a system of categories of interventions relevant for social prescribing, known as an
ontology. This period largely predates the setting up of primary care networks, and the
associated expansion of link workers from January 2019. There was no national guidance
on recording until 2019. The data is likely to be inconsistently recorded and is not adjusted
for population, so it is important to avoid formally linking findings from this work to NHSEngland's Personalised Care initiative.
Our analysis found that there were around 29,000 referrals recorded in GP practices
taking part in the RCGP RSC. This relatively low number is to be expected as there was
no national guidance on how to record social prescribing until 20191. Figures 1-4 show a
breakdown of these referrals by age, sex, ethnicity and neighbourhood deprivation.
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Figure 1: Social prescribing referrals recorded in the RCGP RSC by age group,
2011-2019
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The age group with the highest number of referrals was 45-64.
This graph is not adjusted for population size, so does not enable us to compare the
rate of referrals by age.

Figure 2: Social prescribing referrals recorded in the RCGP RSC by sex, 2011-2019
18,000

Recorded referrals

16,000

14,000
12,000
10,000
8,000
6,000
4,000
2,000
0
Female

Male

There were around 1.5 times as many referrals for women compared to men.
This graph is not adjusted for population size, so does not enable us to compare the
rate of referrals by sex.
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Figure 3: Social prescribing referrals recorded in the RCGP RSC by ethnicity, 20112019
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The highest number of referrals was for people with a white ethnicity
This graph is not adjusted for population size, so does not enable us to compare the
rate of referrals by ethnicity.

Figure 4: Social prescribing referrals recorded in the RCGP RSC by neighbourhood
deprivation, 2011-2019
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There were around 5 times as many referrals for people living in the least deprived
neighbourhoods (IMD 5) compared with the most deprived neighbourhoods (IMD 1).
This graph is not adjusted for population size, so does not enable us to compare the
rate of referrals by neighbourhood deprivation.

In contrast to the limited use of social prescribing referral codes, we found that there were
over 5,000,000 non-medical interventions relevant to social prescribing recorded in GP
practices taking part in the RCGP RSC (Figure 5) – over 170 times larger than the number
of social prescribing referrals recorded. However, as Figure 5 shows, there are very low
levels of activity recorded in some categories. This could reflect gaps in recording, in
particular of support provided by the voluntary sector.

Recorded interventions

Figure 5: Interventions and support relevant to social prescribing referrals recorded
in the RCGP RSC, 2011-2019
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The most commonly recorded category of interventions related to dietary advice,
physical activity, and substance misuse. There was very little recording of support
relating to mental health and wider social issues such as benefits, housing, finance and
domestic violence, despite relevant codes being available.

6. Social prescribing activity from January 2020
In the current phase of work, we have developed live data on social prescribing (based on
codes specified in guidance1) to provide insight at national, regional, ICS and GP practice
level. The work was designed to help us understand how social prescribing practice was
changing as a result of COVID-19. We carried out descriptive analysis for the period
January to September 2020, giving a short baseline period before the start of the
pandemic. The data is broken down by region, ICS, age sex, ethnicity and neighbourhood
deprivation.
It is important to take into account the context of the pandemic and the rapid changes that
resulted for social prescribing schemes:


Link workers were asked to carry out health and wellbeing checks for people
shielding due to underlying health conditions. This support will have been very
valuable for some people, but was not needed by many others, which may account
for the high level of declined referrals we observe in some areas.



Link workers were having to work remotely and in many cases with poor access to
IT and information systems, making consistent recording difficult.

Rate per 10,000 population

Figure 6: Rate of social prescribing referrals by region, January – September 2020
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Figure 7: Total social prescribing referrals by region, January – September 2020
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Extrapolating data from the RCGP RSC to England, we estimate that between January
and September 2020 there were around 250,000 social prescribing referrals

Figure 8: Rate of referrals and declined referrals by ICS, January – September 2020

There are large variations in rates of referrals and declined referrals within regions.
The East of England had the highest rates of declined referrals

Figure 9: Cumulative referrals and declined referrals by week, January - November
2020

Referrals in all regions went up steeply between March and June 2020.
There were also a high number of declined referrals in the same period, which may
reflect a focus on people shielding.

Figure 10: Rate of referrals and declined referrals by week and age group, January –
November 2020

Since June 2020 rates of referral have dropped but remain at a higher level than before
lockdown.
The rate of referral for people over 65 is consistently higher than for other age groups

Figure 11: Rate of referrals and declined referrals by week and sex, JanuaryNovember 2020

Rates of referral are slightly higher for women as compared to men.
Rates of declined referrals are roughly equal.

Rate per 10,000 population

Figure 12: Rate of referrals by age group, January-September 2020
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Rates of referrals are higher than average for people over 65, and lower than average
for people aged under 40.
These differences were statistically significant (see annex for link to the analysis).

Figure 13: Rate of referrals by ethnicity, January-September 2020
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The rate of referral was highest for people from a white background, and lowest for
people from a mixed background. However, these differences were not statistically
significant.

Figure 14: Rate of referrals by neighbourhood deprivation, January-September 2020
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The rate of referral was slightly higher in the most deprived neighbourhoods (IMD 1),
and lowest in the least deprived neighbourhoods (IMD 5).
However, these differences were not statistically significant.

7. Limitations

A key limitation of any resource based on electronic health records is that it will only be as
good as the quality of coding used by practitioners who input the data. Despite these
limitations, we feel that the RCGP RSC has enough GP practices and represents a large
enough population that the data gives us a general indication of trends across England.
There are several reasons why caution is needed when attempting to interpret social
prescribing activity (referrals and/or declines) from the observatory:


It is likely that a lot of activity is missing in particular where social prescribing is
carried out in voluntary, community and social enterprise sector organisations by
people who do not have access to electronic health records



The rates per 10,000 population need to be interpreted with caution because they
may represent a very small number of events



The coding of referrals gives no indication of what the presenting issue was or what,
if any, activity was taken up.



This gap in data means at this stage, it is not possible to understand any potential
benefits and costs of social prescribing.

8. Conclusions and next steps
These findings are tentative, and they cover a period when health services were disrupted
by the COVID-19 pandemic. They do raise some important issues:


Social prescribing practice changed a great deal from the start of the pandemic,
with much higher rates of referrals and also high rates of declined referrals. This is
likely to reflect both increased need and a change of role for link workers, for
example to provide wellbeing checks for people shielding. It is not clear how well
this activity was linked to need, as there was also a high rate of declined referrals.



Referrals were mainly for older people, so children and young people and younger
adults in need may be being missed. The levels of referrals from people from
minority ethnic backgrounds and people living in the most deprived neighbourhoods
may not be in line with needs, given the evidence that the pandemic is having the
worst impact for people who already experienced health inequalities.



The focus of the NHS on targeting support at people who were shielding - mainly
older people with pre-existing health conditions - could explain the patterns in the
data.



There is a lot of variation across England, suggesting a need to increase data
quality and consistency, in line with the national guidance.

The priorities for the next stage of the work are:


To add data on needs, health conditions and uptake of interventions, making links
with national work on population health management and health inequalities.



To develop a longer-term dashboard extrapolated to national level, which will
include other elements of personalised care as well as social prescribing



Support the development of a minimum dataset for social prescribing, and work with
GP practices and link workers to improve data quality

9. Annex
More detailed analyses are available on the Research and Surveillance Centre website:


Analysis of historic data for the period 2011-2019



Analysis of observatory data for the period Jan – Sep 2020



Social prescribing ontology

For contact details for the Research and Surveillance Centre see:
https://orchid.phc.ox.ac.uk/index.php/contact-us/
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