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Abstract 

Social prescribing is a non-medical health initiative that empowers individuals to manage 

their health and well-being by connecting them to local community resources, including 

community groups. However, disengagement and a prior lack of theory guiding social 

prescribing prevents our understanding of how and when social prescriptions to community 

groups promote health and wellbeing. To address these gaps, this research applied the 

Social Identity Approach to Health (SIAH, Haslam et al., 2018; Jetten et al., 2012) to social 

prescribing, to further establish a theoretical foundation and mitigate disengagement by 

promoting social identification. A four-study exploratory, sequential mixed method 

approach aimed to answer the overarching research question: How can the application of 

the SIAH improve the social prescribing referral process to community groups? Interviews 

with 27 social prescribing stakeholders in Study One revealed tacit understanding of group 

processes such as need satisfaction, fit, shared similarities, and belonging within social 

prescribing. These insights shaped the creation of a toolkit aimed at facilitating social 

identification during a community group social prescription.  

Study Two refined the toolkit through focus groups and an online qualitative questionnaire 

with seven Link Workers and three group leaders. However, Study Three’s questionnaire 

with 70 Link Workers outlined the impracticalities of trialling the toolkit whilst services 

were recovering from the COVID-19 pandemic. Thus, Study Four was altered to deepen 

understandings of the facilitators and barriers to engagement with recommended 

community groups via five service-user interviews. Analysis indicated that complex or 

traumatic social histories for service-users impacted the perceived accessibility of 

community groups by fostering distrust, social avoidance, and disengagement. These 

findings were integrated into the developed toolkit. This work has been pivotal in 
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evidencing the SIAH to social prescribing and developing a social identity-informed social 

prescribing toolkit, providing the necessary groundwork for future trialling of the toolkit.  
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 Chapter 1: Thesis overview 

This chapter briefly contextualises this thesis and introduces the core topics of social 

prescribing and the Social Identity Approach to Health (SIAH) that form the foundation of this 

thesis. Social prescribing and the climate surrounding it is introduced first, followed by the 

SIAH, and how the theory applies to social prescribing. The aims of the research detailed in 

this thesis are then presented before providing an overview of the upcoming chapters.   

Social prescribing 

Approximately 70% of health outcomes are believed to be influenced by social factors, and 

social problems are involved in about 20% of primary care consultations (Ladds, 2021). To 

address these concerns and align with evolving governmental policies that emphasise an 

empowering approach to health, alternative solutions to the medical model of healthcare have 

been explored. Social prescribing is one such approach that reflects a non-clinical health 

initiative, shifting away from a solely medical model of healthcare (Nowak & Mulligan, 2021). 

Instead, social prescribing acknowledges the social determinants of health that underlie health 

inequalities (Shah, 2021). The social determinants of health encompass non-medical factors 

that significantly impact health outcomes and are influenced by individuals' socio-

environmental conditions throughout their life course (Baxter et al., 2020; WHO, 2022). Health 

inequalities denote systematic disparities in health status observed among different 

demographical groups, with variables such as education, employment status, gender, ethnicity, 

and income level affecting both health status and access to healthcare (Baxter et al., 2020; 

WHO, 2018). A recent Delphi study developed an internationally accepted definition of social 

prescribing with 48 social prescribing experts across 26 countries and five continents (Muhl et 

al., 2023, pg 9):  
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“a means for trusted individuals in clinical and community settings to identify that a 

person has nonmedical, health-related social needs and to subsequently connect them 

to non-clinical supports and services within the community by co-producing a social 

prescription—a non-medical prescription, to improve health and wellbeing and to 

strengthen community connections” 

In the United Kingdom (UK), social prescribing entails providing personalised support tailored 

to an individual’s needs and connecting them with local community resources capable of 

addressing those needs (Jones, 2020; NHS England, 2020; Parums, 2015), aligning with the 

personalised care movement (Department of Health, 2008) and the loneliness agenda (HM 

Government, 2018). Thus, reducing loneliness is a key outcome for some social prescribing 

schemes in the UK (NHS England, 2020; Polley et al., 2017b). Community resources can 

include community groups, nature-based activities, gyms, weight management, housing 

support, and debt advice (Garside et al., 2020; McKenzie et al., 2021; Milligan et al., 2021). A 

Link Worker forms a core component of social prescribing (Jones, 2020; Makanjoula, 2021) 

and are outlined as a key feature of NHS, community, and council-based schemes from 2014 

onwards. Similar developments have occurred globally with a Link Worker model of social 

prescribing aimed at tackling loneliness having been developed in Australia, New Zealand, and 

Canada (Morse et al., 2022; Muhl et al., 2023; Sharman et al., 2022). For example, in Australia, 

the Link Worker model of social prescribing has been found to significantly reduce loneliness 

and distress, and significantly improve perceived health, wellbeing, and social trust in service-

users accessing social prescribing over an 18-month period, compared to service-users 

accessing GP treatment as usual (Sharman et al., 2023). The success of social prescribing was 

reliant on Link Workers breaking down service-user barriers and helping service-users rebuild 

a sense of self by connecting them to groups they could fit in and belong to (Sharman et al., 

2023). Whilst these global insights into social prescribing are useful in understanding the health 
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benefits of social prescribing, the UK’s integration of social prescribing into national health 

policies (Calderón-Larrañaga et al., 2022; National Academy for Social Prescribing, 2022) 

means it remains the ideal place to research the Link Worker model of social prescribing.  

Social prescribing Link Workers assist service-users (patients) to identify their needs and 

collaboratively design action plans that address those needs (Husk et al., 2020; NHS England 

& NHS Improvement, 2019). Drawing on their local knowledge, Link Workers recommend 

relevant community resources to support the service-user's specific requirements (Husk et al., 

2020; NHS England & NHS Improvement, 2019). Empirical evidence demonstrates the 

positive impact of social prescribing on health and well-being. For instance, art-based social 

prescriptions have shown benefits in enhancing well-being through increased social connection 

and support (Stickley, 2020; Tan et al., 2022; Thompson R. et al., 2021; Zalantai et al., 2021). 

Social prescribing can also support the management of long-term conditions (Thomas et al., 

2021), motivate lifestyle changes through hobby-based groups like walking groups (Searle et 

al., 2021), and address loneliness (Ellender & Bonner, 2021; Reinhardt et al., 2021). 

One of the challenges impacting the effectiveness of social prescribing is service-user 

disengagement with Link Worker appointments and social prescriptions (Bickerdike et al., 

2017; Polley et al., 2017a). Limited research has explored why service-users may disengage or 

decline a social prescription. One possible explanation is inappropriate referrals to social 

prescribing and community resources (Husk et al., 2020). When service-users are referred to 

social prescribing for issues that are not suitable for this approach or are directed to community 

groups that do not meet their needs, disengagement becomes more likely. An evaluation report 

by SPRING Social Prescribing (2020) reported that 31% of referrals to social prescribing in 

Scotland and Northern Ireland between July 2019 and October 2020, were closed for various 

reasons including inappropriate referrals that could not meet a service-user’s needs (6%), 

service-users declining their social prescription (10%) and not attending Link Worker 



27 
 

appointments (5%). Such disengagement reduces the likelihood of service-users experiencing 

improved health and wellbeing that may have been obtained through continued engagement 

with social prescribing.  

Social prescribing has previously been critiqued for lacking a theoretical underpinning (Halder 

et al., 2018; Stevenson et al., 2020a) and for varying in service provision (Husk et al., 2019; 

Stevenson et al., 2020a) which continues to impact assessments of social prescribing’s 

effectiveness (Al-Khudairy et al., 2022). Assessing the literature from 2020 onwards, there 

appears to be pockets of theories being applied to social prescribing, i.e., occupational science 

(Bodell et al., 2019) or used as a framework for interpreting the success of social prescribing, 

such as social capital, patient activation (Tierney et al., 2020), and Self-Determination Theory 

(Hanlon et al., 2021). However, there is no universally accepted application of theory. The 

absence of a robust universal theoretical framework is thought to contribute to the 

inconsistencies in effectively building social connections that reduce loneliness by matching 

individuals appropriately with community resources (Hamilton-West et al., 2020; Laing et al., 

2017).  

The UK governments efforts to tackle loneliness through the publication of their loneliness 

strategy in 2018 (HM Government, 2018) may have become diluted through their introduction 

of a universal personalised care plan (NHS England, 2019b; Reinhardt et al., 2021). The 

universal personalised care plan intended to increase the publics self-management of their 

health and wellbeing and advocates social prescribing as a solution for improving health and 

wellbeing in communities, including reducing loneliness (NHS England, 2019b; Reinhardt et 

al., 2021). However, the provision of person-centred care that empowers an individual to self-

manage their health and wellbeing may have taken priority over reducing loneliness, as it could 

improve other areas of concern such as unemployment (NHS England, 2019b). That is, until 

the national social distancing measures implemented throughout the COVID-19 pandemic re-
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highlighted the importance of addressing loneliness due to reports of increased loneliness for 

those already vulnerable to it during the pandemic (McQuaid et al., 2021; Reinhardt et al., 

2021; Vidovic et al., 2021). The Emerging Together Strategy (Gov UK, 2021b) advocates for 

greater funding to support access to community initiatives that reduce loneliness in its aim to 

support the recovery of communities from the impacts of the pandemic. Applying a theoretical 

approach to social prescribing that can address loneliness, whilst increasing the likelihood of 

suitable matches to community groups being provided is crucial for minimising 

disengagement. The SIAH is one such theory that is gaining recognition in this context (Halder 

et al., 2018; Stevenson et al., 2020a; Wakefield et al., 2019).  

The Social Identity Approach to Health 

The SIAH suggests that group memberships improve health and wellbeing when they are 

internalised through a process of ‘social identification’ (Jetten et al., 2014; Wakefield et al., 

2019). Social identification refers to the psychological connection and sense of belonging 

individuals feel toward a group (Tajfel, 1978). Belonging to groups fulfils psychological needs 

and offers benefits such as social support during stressful situations, which positively impacts 

health (Greenaway et al., 2016; Wakefield et al., 2022). 

However, facilitating social identification goes beyond joining a group. Group memberships 

that hold greater personal importance, align with individual values, and meet individual needs 

are more likely to foster social identification and subsequently improve health and well-being 

(Haslam et al., 2018; Tarrant et al., 2020). Interventions based on the SIAH, such as 

Groups4Health, have shown promising outcomes in terms of health and well-being 

improvements (Haslam et al., 2016; Cruwys et al., 2021). As a result, researchers have started 

exploring whether the SIAH can help elucidate the mechanisms behind the positive effects of 

social prescribing on health and well-being (Halder et al., 2018).  
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The Social Identity Approach to Health and social prescribing 

Halder et al. (2018) explored the relevance of the SIAH to social prescribing in their study 

protocol for an evaluation of a social prescribing service, following concerns that social 

prescribing was atheoretical. The researchers were the first to apply the SIAH to social 

prescribing, to understand whether the SIAH was a suitable theory to explain how social 

prescribing resulted in health gains. Two reports of the findings from the subsequent empirical 

studies indicated that social prescriptions were more likely to have health and wellbeing 

benefits when they facilitated group identifications (Kellezi et al., 2019c; Wakefield et al., 

2022). Group memberships accrued via social prescribing improved health and wellbeing 

through social identification processes of increased belonging, social support, and reduced 

loneliness (Wakefield et al., 2022). This body of research provides preliminary evidence of 

social prescriptions improving health and wellbeing when they facilitate social identification 

(Stevenson et al., 2020a; Wakefield et al., 2019), supporting the application of the SIAH to 

social prescribing.  

In summary, social prescribing involves connecting individuals with local community 

resources to address their non-medical needs, facilitated by Link Workers who provide 

personalised guidance. However, social prescribing was not designed with a theoretical 

foundation, which is concerning considering its wide distribution across the NHS (Frostick & 

Bertotti, 2019). This concern, when combined with reports of disengagement and inappropriate 

connections to community resources, suggest a need to provide appropriate social prescriptions 

based on theory and evidence-based practice.  

The SIAH proposes that group memberships, when integrated into one's social identity, can 

support health and well-being by satisfying psychological needs and providing social support. 

Applying the SIAH to social prescribing suggests that social prescriptions to community 

groups are most effective when they promote social identification. Therefore, it is important to 
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support Link Workers in providing social prescriptions that facilitate social identification. One 

solution is to create a resource that can support Link Workers to provide social prescriptions to 

community groups that facilitate social identification. Nurturing the process of group 

identification could enhance our understanding of how and why social prescribing is effective, 

and when it is not. A toolkit that applies a SIAH to social prescribing should provide the 

flexibility required to be utilised in various settings, supporting the variability in social 

prescribing services (Ladds, 2021). Thus, creating a toolkit informed by the SIAH that supports 

social prescriptions to community groups is a core aim of this thesis, as explored in the 

following section.  

Aims of the thesis 

This thesis aimed to answer the overarching research question of: How can the application of 

the SIAH improve the social prescribing referral process to community groups? The following 

subsidiary aims facilitated and supported the primary aim of this thesis and helped answer the 

overarching research question:  

1. To gain Link Worker, service-user, and community group leader perspectives on the 

community group referral process to inform toolkit development. 

2. To gain Link Worker, service-user, and community group leader perspectives on the 

presence and their understanding of possible group processes that facilitate or prevent 

social identification during social prescriptions to community groups. 

3. To collaboratively develop the Community Prescribing Toolkit for social prescribing 

stakeholder use.   

4. To explore the feasibility of the Community Prescribing Toolkit in practice with social 

prescribing Link Workers. 
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5. To determine the effectiveness of the toolkit at improving service-user’s health and 

wellbeing via social prescribing Link Worker connections to community groups. 

Aims one to three were achieved within this thesis, however, aims four and five were 

unattainable due to the impacts of the coronavirus pandemic detailed in Chapter Four. Thus, a 

further three aims were generated to continue the research programme in support of the research 

question and the core aim of developing a theoretically informed Community Prescribing 

Toolkit. Chapter Five provides further insight into the justification for these new aims: 

• To explore the possibility of conducting a feasibility trial of the Community Prescribing 

Toolkit (new aim four). 

• To deepen understandings on why service-users may decline or disengage with 

recommended group activities (new aim five). 

• To further explore the potential facilitators that may encourage service-user 

engagement with community groups (aim six). 

Three research phases explored these aims. Phase one involved the creation and refinement of 

the Community Prescribing Toolkit following Study One and Two. Phase two explored the 

practicality of trialling the toolkit during social prescribing’s recovery from COVID-19 in 

Study Three. Phase three explored the barriers and facilitators influencing service-user 

engagement with recommended groups in Study Four. These phases and studies are outlined 

further in the following section.  

Overview of the thesis 

The first four chapters introduce the research topic and theory used to support the research 

programme documented within this thesis. This chapter (Chapter One) has introduced social 

prescribing, the SIAH, and its relevance to social prescribing, alongside the aims and upcoming 

content of this thesis. Chapter Two details social prescribing and the Link Worker model of 
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social prescribing, before critically evaluating the evidence for social prescribing and the 

barriers preventing successful social prescriptions, e.g., disengagement, lack of theory, poor 

evidence base. Chapter Three then introduces the SIAH, the theory underpinning this thesis. 

The origins of the theory are introduced, alongside the mechanisms behind how social identity 

improves health and wellbeing. The SIAH is then applied to social prescribing in Chapter Four, 

outlining the relevance of the theory for the health initiative. Chapter Four finishes by 

contextualising the research environment that has governed the research documented in this 

thesis, throughout the COVID-19 pandemic.  

Chapters Five to Nine summarise the methodological decisions, the empirical work produced 

during the research programme, and the development of the Community Prescribing Toolkit. 

Chapter Five introduces the ontology, epistemology, and methodology underpinning the 

research. A pragmatic approach to an exploratory, sequential mixed methods research 

programme was adopted (Allemang et al., 2022), utilising realist ontology (Sobh & Perry, 

2006) and contextualist epistemology (Braun & Clarke, 2021b; Madill, 2000) throughout the 

qualitative research. A phenomenological lens is also utilised in Study Four to support a more 

idiographic exploration of the barriers and facilitators to engagement with social prescribing as 

experienced by service-users (Budd et al., 2010; Willig, 2013). Chapter Five also provides a 

brief overview of the conducted studies.  

Chapter Six introduces Study One as part of a two-step process of toolkit development, which 

explored the research question: ‘What would Link Worker, community group leader, and 

service-user stakeholders include in a Community Prescribing Toolkit supporting social 

prescriptions to community groups’, addressing aims One and Two. Semi-structured interviews 

were utilised with social prescribing stakeholders to explore the presence and participant 

understanding of group processes during the social prescription process to community groups. 

The information obtained from this study, was utilised alongside the wider SIAH literature, to 
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create a draft version of the Community Prescribing Toolkit to be collaboratively reviewed and 

refined in Study Two reported in Chapter Seven. Study Two forms step two of a two-step 

process of toolkit development and involved conducting focus groups with Link Workers and 

an online questionnaire with group leaders to collaboratively refine the draft Community 

Prescribing Toolkit. Study Two answered the research question: ‘How would social prescribing 

stakeholders refine the Community Prescribing Toolkit,’ responding to aim three. The aligned 

research process of topic exploration and collaborative refinement through consensus reaching 

during Study’s One and Two is somewhat akin to Delphi research which involves multiple 

iterations of feedback until consensus is reached (Fink-Hafner et al., 2019; Thangaratinam & 

Redman., 2005). However, unlike Delphi research which provides insight into expert opinions 

on social reality (Fink-Hafner et al., 2019), the research described in this thesis captures the 

social reality of social prescribing as experienced from multiple perspectives of those either 

working, supporting, or experiencing it.  

Chapter Eight details Study Three which utilised a qualitative and quantitative questionnaire 

to explore whether a feasibility trial of the refined toolkit was possible whilst social prescribing 

was recovering from the COVID-19 pandemic. At the time of Study Three, the UK had entered 

a roadmap to recovery from COVID-19 and legal restrictions on socialisation and social 

distancing that were implemented during national lockdowns were easing (Institute for 

Government Analysis, 2022). Study Three thus explored the research question: ‘Can social 

prescribing and communities practically support a feasibility trial of the Community 

Prescribing Toolkit, whilst recovering from the ongoing impacts of the COVID-19 pandemic’, 

addressing the new aim four. Alongside exploring the potential to trial the toolkit Study Three 

utilised the questionnaire to further explore whether the toolkit would be considered useful 

during social prescribing’s recovery from the pandemic and how well Link Workers 

understood and utilised the SIAH during social prescribing. The outcomes of Study Three 
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confirmed the impracticalities of trialling the toolkit within a social prescribing setting 

recovering from COVID-19, due to the community and voluntary sector being slow to recover 

and reports of high demand for social prescribing amidst a low supply of community resources 

(O’Connor et al., 2021).  

Following the outcome of Study Three, Chapter Nine details an alternative research avenue for 

Study Four. Rather than a feasibility trial, a decision was made to deepen understanding of the 

barriers preventing service-user engagement with recommended groups, to further develop the 

toolkit and a SIAH to social prescribing. Study Four thus utilised online semi-structured 

interviews with service-users who had declined to attend a recommended group to explore the 

research question: ‘How can the experiences of service-users who disengage or decline to 

engage with recommended community groups, inform understanding of the barriers and 

facilitators to engagement with social prescribing’, supporting aims five and six. Insights from 

these interviews were incorporated into the Community Prescribing Toolkit to minimise the 

risk of future disengagement. Following Chapter Nine, Chapter Ten provides an overall 

discussion of the research presented in this thesis. Discussions on how the research aims were 

met, the strengths of the philosophical approaches taken, and the relevance of the research for 

the wider literature are presented. The implications of the research, the potential applications 

of the toolkit and the potential impact of the project are discussed, before presenting concluding 

thoughts and future directions.   
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Chapter 2: Social prescribing 

Chapter overview 

As of July 2023, 7.6 million people are waiting for routine treatment on the NHS (UK 

Parliament, 2023), an increase of 3.2 million from the 4.4 million waiting for treatment in 

December 2019 (Gardner & Fraser, 2021). The surge in demand has exceeded the capacity of 

healthcare services, necessitating the involvement of the community and voluntary sector 

assuming a more active role in primary care (South et al., 2008). Supporting communities, the 

third sector provides tailored care for service-users (Crombie & Coid, 2000) by filling service 

gaps and providing health information, local activity-based support including self-help groups, 

and community-orientated activities, such as walking groups (South et al., 2008). Social 

prescribing has been recognised as a potential bridge that connects healthcare with the 

community and voluntary sector, by supporting referrals to local community resources (Islam, 

2020). However, poor communication across organisations challenges the effectiveness of 

communities supporting primary care, resulting in a need to build inter-organisational 

collaboration which is thought to be accomplished via social prescribing (Kimberlee, 2015; 

Polley et al., 2017b). The following chapter outlines what social prescribing is, who is involved 

and how effective it is. 

What is social prescribing? 

Social prescribing involves connecting individuals with nonmedical health and wellbeing 

concerns to local community resources (Calderón-Larrañaga et al., 2022; Cunningham et al., 

2022; Islam, 2020; Muhl et al., 2023; Polley et al., 2017b). These concerns encompass various 

socioeconomic and psychosocial issues, such as financial stress, educational concerns, poor 

housing, low self-esteem, social isolation, loneliness, relationship difficulties, autism and 

learning difficulties, and physical and mental health concerns (Barnes, 2020; Chatterjee et al., 
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2018; Featherstone et al., 2021; Polley et al., 2017b; Reinhardt et al., 2021). Social prescribing 

is promoted as a holistic approach that tailors support to the specific needs of service-users 

(also referred to as patients) and their families within the context of local and national 

governance (Polley et al., 2017b; Public Health England, 2019; The King’s Fund, 2017). 

Consequently, social prescribing was initially utilised to address barriers to engagement, 

promote health and wellbeing and more recently, reduce health inequalities in community 

settings by building local communities (Calderón-Larrañaga et al., 2022; Public Health 

England, 2019). In this thesis, the term service-user is utilised to describe users of social 

prescribing over patient, to reduce perceptions of social prescribing being medicalised which 

is considered to be counterproductive of social prescribing’s ethos (Evans, 2023).  

Community resources encompass housing associations, the Citizen’s Advice Bureau, 

community groups, gyms, community centres, and hobby/interest groups such as dance, 

fishing, singing or creative arts (Calderón-Larrañaga et al., 2022; Parums, 2015; Singing for 

Health Network, 2021), alongside the utilisations of green (nature) and blue (water) spaces 

(Juster-Horsfield & Bell, 2021; Rough, 2021). The plethora of health and wellbeing concerns 

supported through social prescribing reflects the customisation of schemes to meet localised 

need (Fixsen et al., 2021; Ladds, 2021; Wallace et al., 2021). Early quantitative and qualitative 

research suggests that social prescribing yields positive outcomes, including improvements in 

physical, social, and emotional health and wellbeing, increased community support and 

enhancement of social determinants of ill-health (Islam, 2020; Social Prescribing Network, 

2016).  

Over the past few years, NHS England have become the leading pioneers in integrating social 

prescribing into national health policies to create a more uniformed provision of social 

prescribing using the Link Worker model (Calderón-Larrañaga et al., 2022; Morse et al., 2022; 

National Academy for Social Prescribing, 2022). The frontier status ascribed to England’s 
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implementation of social prescribing explains why it is a core focus of this thesis. Other 

countries have also recognised the Link Worker model of social prescribing to be an effective 

social prescribing model including Scotland, Australia, Canada, Portugal, Spain, Austria, and 

Japan (Muhl et al., 2023; National Academy for Social Prescribing, 2022; Sharman et al., 

2022). Whilst part of the UK, Scotland and Wales do not follow the same social prescribing 

guidance provided by the NHS for England, such as their Model of Personalised Care (NHS 

England, 2019b). Social prescribing in England is primarily delivered via a General 

Practitioner (GP) referral and Link Worker delivery, which are based in integrated care systems 

and funded by the Department of Health and Social Care (National Academy for Social 

Prescribing, 2022; NHS England, 2019a; 2022b). In Scotland, social prescribing is primarily 

delivered through 14 regional health boards via NHS Scotland and unlike the schemes rolled 

out via NHS England, every scheme in Scotland is unique in its delivery (Fixsen et al., 2021; 

National Academy for Social Prescribing, 2022). In Wales, social prescribing delivery 

primarily utilises a community-based holistic intervention approach as opposed to a primary-

care based approach as seen with England (Mind Cymru, 2021; National Academy for Social 

Prescribing, 2022; Wallace et al., 2021). In other countries, social prescribing can vary from 

localised initiatives tailored and delivered by provinces, territories, or communities as seen in 

Northern Ireland, the Republic of Ireland, Canada, Spain, Japan, and Australia (Morse et al., 

2022; National Academy for Social Prescribing, 2022; Sharman et al., 2022) and primary care 

based approaches as seen in Portugal and Austria (Morse et al., 2022; National Academy for 

Social Prescribing, 2022), with ongoing investments or interests in nationalised programmes 

in Portugal, Canada and Australia (National Academy for Social Prescribing, 2022; Sharman 

et al., 2022). The social prescribing referral process for England is described below. 
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What is the referral process in England? 

Referrals to social prescribing have evolved overtime ranging from signposting, light, medium 

and holistic social prescriptions (Kimberlee, 2015; 2016). Social prescribing schemes 

considering all needs surrounding a referral are considered optimal (Calderón-Larrañaga et al., 

2021; Elston et al., 2019). For instance, supporting a diet-based referral may involve addressing 

budgeting, nutrition, addiction, loneliness, and employment access (Kimberlee, 2015). Service-

users can access social prescribing through their GP, other non-health, and healthcare 

professionals (e.g., nurses, physiotherapists, police, firefighters, job centres etc.), self-referral, 

and Link Workers (Garside et al., 2020; Thomson et al., 2015).  

Link Workers, also known as community connectors, social prescribing co-ordinators or 

wellbeing advisors in social prescribing schemes outside of NHS England, play a central role 

in supporting the concerns of GPs and in assessing a service-user’s needs and connecting them 

with appropriate community resources (Frostick & Bertotti, 2019; Polley et al., 2017b). They 

serve as repositories of local knowledge regarding available community resources (Brown et 

al., 2021; Harris et al., 2017; Makanjuola, 2021; O’Connor et al., 2021), are considered 

essential to social prescribing initiatives (Bertotti et al., 2018; Foster et al., 2021; Husk et al., 

2020; Kilgarriff-Foster & O’Cathain, 2015; O’Connor et al., 2021), and are a focal point of this 

thesis.  

Thomson et al.’s (2015) review from eight years ago provides an outline of the varying referral 

pathways in social prescribing, including the Link Worker pathway (Figure 2.1). The authors 

note that the selected community resources and subsequent sessions are free of charge or 

subsidised for the duration of the social prescription. The Link Worker pathway gained 

prominence following the endorsement of social prescribing by the NHS in 2014. Earlier 

referral pathways involved GP direct referrals, before these were widened to other healthcare 

professionals, and occasionally referrals from Improving Access to Psychological Therapies 
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(Thomson et al., 2015). The final pathway stems from the potential mental health benefits 

associated with social prescribing which are explored further in the strengths and limitations 

subsection. The next subsection explores the Link Worker pathway in more detail. 

Figure 2.1 

Link Worker referral to social prescribing (Thomson et al., 2015) 

 

The Link Worker pathway 

The Link Worker pathway is one of the most widely endorsed social prescribing models 

(Frostick & Bertotti, 2019). Link Workers are fundamental in supporting local agencies and 

primary care staff to refer service-users to tailored advice that addresses their non-medical 

needs (NHS England, 2022b; NHS England & NHS Improvement, 2019). Tailored advice 

allows service-users to focus on their priorities, make shared decisions, and develop action 

plans to achieve their goals (Brandling & House, 2009; Husk et al., 2020; NHS England, 2022b; 

Thomson et al., 2015). The NHS endorsement of social prescribing acknowledges its potential 

to connect service-users to the third sector, including community groups, and provide practical 

and emotional support using a holistic approach to health and wellbeing (NHS England, 

2022b), as previously discussed. 

The documentation of the Link Worker referral process in social prescribing is limited, yet 

several studies provide insight into the process (Bertotti & Temirov, 2020; Moffat et al., 2017; 
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Stevenson et al., 2020b; Ward et al., 2020; Wildman et al., 2019a), aligning with the pathway 

outlined in Figure 2.1. After entering social prescribing, service-users are typically contacted 

by Link Workers via an initial phone call to schedule an assessment. The assessment can occur 

over the phone or in person (Wildman et al., 2019a), and can last between 30 minutes (Bertotti 

& Temirov, 2020; Ward et al., 2020) to an hour (Stevenson et al., 2020b), depending on the 

social prescribing scheme (Sandhu et al., 2022b). The consensus is that each assessment should 

be longer than a ten-minute GP assessment to give service-user’s time to explore their needs 

(Anfilogoff, 2020b; Ward et al., 2020). 

During the assessment, Link Workers employ active listening skills to identify the service-

users’ needs and priorities (National Association of Link Workers, 2019a), which is crucial for 

developing a trusting, genuine and caring relationship (Anfilogoff, 2020b). This allows the 

Link Worker to be responsive to the service-user to collaboratively create an action plan 

(Wildman et al., 2019a). The action plan may involve referrals to different services, including 

local community groups. In cases where a community group is identified as suitable, the Link 

Worker may accompany the service-user to their first session to facilitate engagement 

(Anfilogoff, 2020b). Service-users and services themselves state this to be a key step for 

promoting engagement in a social prescription (Moffatt et al., 2017). Throughout the service-

user’s social prescription journey, which typically spans six to 12 weeks or longer depending 

on the scheme (Pescheny et al., 2018a; Sandhu et al., 2022b), the Link Worker regularly checks 

on their progress and addresses any additional issues that arise. Interviews with Australian Link 

Workers in Sharman et al. (2022) further outlined how overcoming barriers to attending a 

community resource and building confidence to attend a community resource were important 

skills for Link Workers in supporting a successful social prescription. These skills are 

undoubtedly beneficial for encouraging service-users to engage with their community and 

should be relevant for UK Link Workers, although the variability in length and type of scheme, 
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and workload level (i.e. a six-week scheme with high workload) may limit the capacity of UK 

based Link Workers to both overcome barriers and build service-user confidence to engage 

with community resources.  

A Link Worker also collaborates with multi-disciplinary teams to support a smooth referral 

(NHS England, 2022b; NHS England & NHS Improvement, 2019). Communication is 

particularly important for Link Workers and GPs who have submitted a referral to the Link 

Worker. GPs wish to be updated on their patient’s progress (Bertotti et al., 2018) with effective 

communication between GPs and Link Workers supporting open discussions to address any 

concerns that may arise. Open support of social prescribing by the local primary care network 

promotes such effective communications (NHS England & NHS Improvement, 2019). 

Communication is equally important between Link Workers and the third sector who provide 

community resources (NHS England, 2022b; South et al., 2008). Strong relationships with 

local Voluntary Community and Social Enterprise (VCSE) organisations are required to 

effectively support a social prescription (Anfilogoff, 2020b).  

Link Workers require guidance to fulfil their responsibilities effectively. The National 

Association of Link Workers (NALW) serves as the primary professional network for Link 

Workers in the UK, providing them with necessary support (NALW, 2019a). NALW reports 

emphasise the importance of Link Workers being person-centred, empathetic, and skilled in 

active listening (NALW, 2019a; 2019b). The reports also highlight the need for Link Workers 

to access formal supervisory support (NALW, 2019b). However, concerns have been raised 

within the report (NALW, 2019a) and wider social prescribing literature (Moore et al., 2023), 

regarding the lack of formal training available to Link Workers, particularly in areas such as 

mental health, first aid, autism, and addressing social issues. Training is also needed to 

effectively support migrants who may have multiple needs. Link Workers believe that such 

training would enhance their ability to establish rapport with service-users and provide 
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appropriate referrals and advice. Formal supervisory support is also considered vital, although 

its availability varies depending on the location of the Link Worker (NALW, 2019b; Zhang et 

al., 2021). Additional support may be provided through guidance and toolkits. The next section 

outlines the different tools Link Workers may use to support their role.  

Link Worker tools 

Link Workers may utilise tools to help them provide a holistic and effective service. These tend 

to be outcome based, although more generalised toolkits have been created to support the 

referral process. Currently, there are no standardised screening tools or outcome measures for 

social prescribing within the UK (Alliance for Healthier Communities, 2020; Polley et al., 

2020; Vidovic et al., 2021). Furthermore, the completion of multiple forms is thought to impede 

the patient-centred nature of social prescribing (Roland et al., 2020), indicating care may be 

required in how and when Link Workers engage in this process. A recent mapping review of 

social prescribing identified 387 unique outcomes across 87 social prescribing schemes across 

thirteen countries (Sonke et al., 2023). The most reported unique outcomes included general 

wellbeing, confidence, social isolation, GP visits, anxiety, physical activity, depression, and 

loneliness (Sonke et al., 2023). 

Attempts have been made to establish a minimum standard of care across England with NHS 

England endorsing specific referral and assessment outcome tools for social prescribing, 

although these are not widely utilised across schemes. These tools included measures used in 

other healthcare sectors, such as the Patient Activation Measure (PAM) and the Office for 

National Statistics (ONS4) Wellbeing Scale (NHS England, 2019c). The ONS4 scale is a 

nationally validated measure that adequately captures change in wellbeing following social 

prescriptions (Mukuria et al., 2016; NHS England, 2019c; Vidovic et al., 2021). The PAM 

assesses one’s confidence in managing their own health and wellbeing and whilst effective in 
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some healthcare settings (Roberts et al., 2016), the tool may not comprehensively support 

social prescribing service-users. Informal conversations with Link Worker participants during 

Study One (see Chapter Six) revealed concerns that the PAM does not adequately support a 

service-user to manage their health and wellbeing because it does not capture a service-user’s 

full range of needs that impact their ability to manage their health and wellbeing. A pilot 

intervention study exploring the PAM’s suitability for supporting stroke survivors’ self-

management, found that the PAM did not fully capture stroke survivors needs, with survivors 

perceiving themselves to be unable to manage their health and wellbeing, despite PAM scores 

indicating that they could (Kidd et al., 2015). Existing tools need to accurately assess and 

support a service-user to manage their health and wellbeing through a social prescription, thus 

the use of the PAM may not be appropriate for social prescribing due to the inconsistencies 

between recorded and perceived capacity to manage one’s health and wellbeing.  

Outside of the NHS, new tools are being developed alongside local social prescribing schemes. 

The Salford Social Prescribing Hub (SSPH), based at the University of Salford in Manchester, 

has developed a referral tool (detailed in Chapter Four) to help improve social prescribing 

outcomes for service-users (Bodell et al., 2019). Developed collaboratively with Link Workers, 

the SSPH offers a person-centred assessment tool developed from occupational science theory 

(Bodell et al., 2019). Occupational science suggests that social prescribing outcomes can be 

improved if a person balances a complex relationship between who they are, where they are 

based, and the occupation (activity) they engage in (Kielhofner, 2008). The tool can be utilised 

by varyingly experienced Link Workers and supports onward referrals for cases that cannot be 

covered by the social prescribing service and formal training on utilising the tool is provided 

(Bodell et al., 2019). Early thoughts from Link Worker participants in Study One (see Chapter 

Six) who reported trialling the tool have found it beneficial in centralising their role in social 

prescribing and helping service-users make the most of their social prescriptions.  
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The effectiveness of the Link Worker role 

Limited research exists on the effectiveness of Link Workers in social prescribing (Kiely et al., 

2019). Kiely et al. (2022) conducted a systematic review that included eight studies, five of 

which were randomised controlled trials, to assess the health outcomes and costs associated 

with Link Worker social prescribing pathways. However, due to the risk of bias from a lack of 

randomisation and inconsistencies between trial and control samples in the reported studies, 

the authors conclude there is limited evidence to support the effectiveness of Link Workers 

supporting improvements in health and well-being outcomes, enhancing primary healthcare 

utilisation, or reducing costs. Whilst Kiely et al. (2021b) have published a protocol for a 

randomised controlled trial investigating the effectiveness of a Link Worker social prescribing 

scheme for people with multimorbidity, following an uncontrolled pilot study (see Kiely et al., 

2021a), the current breadth and quality of research restricts definitive conclusions regarding 

the effectiveness of Link Workers. 

Some studies have shown promising results of Link Worker effectiveness. For instance, a 

before and after study demonstrated that Link Workers positively supported older individuals 

with complex multimorbidity in a holistic social prescribing service, leading to significant 

improvements in health, well-being, and goal fulfilment (Elston et al., 2019). However, the 

uncontrolled nature of the study means that the ability to assess the extent to which these health 

benefits are due to the Link Worker is limited. Additionally, a cohort study indicated that Link 

Workers effectively empowered service-users to manage Type 2 diabetes, with significant 

improvements in glycaemic control compared to a control group (Wildman & Wildman, 2021). 

Nevertheless, greater quantitative evidence is needed to establish the overall effectiveness of 

Link Workers in supporting service-users. 

Qualitative research offers valuable insights into the effectiveness of Link Workers. Moffatt et 

al. (2017) conducted semi-structured interviews with service-users to explore their experiences 
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of a Link Worker pathway supporting long-term conditions. Thematic analysis revealed that 

service-users highly valued the non-judgmental and personal approach of Link Workers, which 

fostered trust and positive engagement with the social prescribing scheme, aligning with 

findings in Dayson and Leather’s (2020) social prescribing evaluation. The positive 

relationship with Link Workers empowered service-users, enabling them to feel in control of 

their treatment, aligning with findings from Wildman and Wildman (2021), and led to positive 

behavioural changes, improved health-related behaviours, enhanced mental well-being, 

reduced social isolation, and practical advice on addressing issues such as debt. These findings 

highlight the holistic nature of the Link Worker role in effectively managing long-term 

conditions and associated health determinants. However, these studies do not capture a service-

users level and intensity of engagement with socially prescribed resources, thus it is uncertain 

whether the reported health and wellbeing benefits in these studies are solely due to the Link 

Worker role, or the Link Worker supporting engagement with appropriate community 

resources.  

Knowledgeable and skilled Link Workers are important to facilitate effective social prescribing 

and social prescriptions (Husk et al., 2019). Conducting follow-up interviews with participants 

from Moffat et al. (2017), Wildman et al. (2019b) further emphasises how Link Workers acted 

as a gateway to social prescribing, facilitating initial and continued engagement in referral 

activities. Positive and trusting relationships with Link Workers encouraged service-users to 

attend referrals and sustain positive changes in behaviour, mental health, and socioeconomic 

aspects of health. Service-users reported long-lasting improvements and expressed confidence 

in managing their long-term conditions. The benefits outlined by these qualitative insights, 

coupled with the recognition of Link Workers as a core component of social prescribing, justify 

the focus on studying Link Workers in this thesis. Future work is required to determine whether 

the reported improvements in health and wellbeing can reach all service-users, whether they 
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are long-term in nature as opposed to periodic as suggested in Wildman et al. (2019b), and 

importantly, how best Link Workers can be supported to facilitate health and wellbeing 

benefits. Given the focal role that Link Workers have in facilitating social prescriptions, 

understanding the challenges they experience is essential for understanding the type of support 

Link Workers need to help them facilitate health and wellbeing improvements. One type of 

support suggested within this chapter and explored further in Chapter Four is an evidence-

based toolkit.  

The challenges facing Link Workers 

Maintained UK governmental funding cuts to the public and voluntary services from late 2010 

onwards (Jones et al., 2016) are believed to have caused extra workload for Link Workers 

(Laing et al., 2017; Wildman et al., 2019a), due to a reduced availability of suitable community 

resources increasing demand for social prescribing and waiting lists for referrals (Pescheny et 

al., 2018b; Skivington et al., 2018). High Link Worker turnover further impedes relationships 

between Link Workers and their communities (Pescheny et al., 2018a; Skivington et al., 2018). 

In their qualitative interview study, Skivington et al. (2018) found high staff turnover in 

community resources resulted in poor working relationships because key contacts were lost. 

Furthermore, Pesceheny et al. (2018a) found that weak organisational relationships added a 

sense of unpreparedness for Link Workers, which impacted service progression and slowed 

development of an effective system. This may be due to external partners having unrealistic 

expectations of Link Workers (Brunton et al., 2021; Rhodes & Bell, 2021), reflecting a limited 

understanding of social prescribing.  

Frostick and Bertotti (2019) conducted interviews highlighting various challenges faced by 

Link Workers. Their thematic analysis revealed that Link Workers needed sufficient time and 

space to address service-users' concerns, and that maintaining visibility to healthcare 
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professionals while promoting the service was time-consuming. The study also emphasised the 

importance of relevant training for Link Workers, including mental health, benefits, and 

safeguarding. These findings align with the concerns expressed in the study by Laing et al. 

(2017), and the NALW (2019a; 2019b) reports where Link Workers felt ill-prepared for the 

complex and diverse nature of their role.  

The rapid recruitment of Link Workers to meet the NHS's social prescribing target may 

contribute to the training needs, as some Link Workers report feeling rushed into the role 

without adequate support in establishing a social prescribing service (Brunton et al., 2021; 

Moore et al., 2023; Rhodes & Bell, 2021). Furthermore, the training provided to Link Workers 

may vary depending on the social prescribing provider. Rhodes and Bell (2021) found that 

NHS-based Link Workers received basic training with limited opportunities for development, 

while Link Workers from VCSE organisations had more opportunities for growth. In contrast, 

Pedro et al. (2021) suggested that NHS-based Link Workers in primary care networks were 

more integrated into social prescribing, while VCSE-based Link Workers, particularly those 

employed by the National Association for Voluntary and Community Action, felt more 

isolated. These discrepancies indicate that the available training may not be comprehensive 

enough to support the Link Worker role. To address this, it is recommended that Link Workers 

have access to evidence-based training that supports complex needs and environments to 

appropriately address the health inequalities experienced by service-users. 

Situating social prescribing in policy 

Policies promoting social prescribing gained momentum during the late 2000’s, aligning with 

the personalisation movement in health and social care (Department of Health, 2008). The 

movement aimed to empower individuals to have a stronger voice in the support they received. 

Social prescribing, when implemented effectively, enables service-users to self-manage their 
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health and wellbeing. It serves as a mechanism for integrating primary care with broader health 

and care systems, promoting empowerment, and reducing the burden on primary care services 

(Brunton et al., 2021; Islam, 2020).  

Between 2010 and 2020, social prescribing witnessed a significant increase in usage (Holt et 

al., 2021) due to policy changes, investments in social prescribing, growing pressures on GPs 

and a recognition of the influence of psychosocial factors on overall health (Anfilogoff, 2020b; 

Howarth & Donovan, 2019; Husk et al., 2020; Rolewicz et al., 2020). Social prescribing was 

seen as a solution to such concerns because of its capacity to address health inequalities within 

communities, which aligned with recommendations from the Marmot Review (Marmot, 2010) 

and the ‘Big Society’ initiative developed by the UK coalition government promoting third 

sector partnerships within communities (Thomson et al., 2015). The Health and Social Care 

Act (Department of Health, 2012) and ‘A No Health Without Mental Health Strategy’ 

(Department of Health, 2011), further endorsed the need for a multi-agency approach to 

managing healthcare. Consequently, social prescribing switched from a bottom-up policy to a 

top-down policy in 2012 (Dayson, 2017), to support its wider adoption.  

The largest policy shift involved the NHS adoption of social prescribing to support person-

centred care policies. From 2014, the NHS has widely promoted social prescribing (Husk et 

al., 2020), incorporating it into their Five Year Forward View (NHS England, 2014), their long-

term 40-year plan (Annual report of the Chief Medical Officer, 2018; Howarth et al., 2021; 

Howarth & Donovan, 2019) and their current comprehensive Model of Personalised Care  

(Figure 2.2, Howarth et al., 2021; NHS England, 2019b).  

Figure 2.2 outlines how social prescribing can provide universal, targeted, and specialist 

support based on the needs of service-users. Successful social prescribing schemes in the NHS 

involve appropriately trained Link Workers, multi-stakeholder collaboration to provide 
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community resources, support for community groups, streamlined referral processes, person-

centred approaches, and the measurement of common outcomes (NHS England, 2022b).  

Figure 2.2 

Model showing a standard social prescribing scheme, developed by NHS and stakeholders 

(NHS England, 2019b) 
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between the quantity and quality of social relationships that we have and those that we want” 

(Coughtrey et al., 2019, p. 7). In 2018, the UK Government published a strategic framework to 

reduce loneliness entitled ‘A connected society: A strategy for tackling loneliness – laying the 

foundations for change’. This framework identified social prescribing as a means to reduce 

loneliness (Coughtrey et al., 2019; HM Government, 2018). However, the implementation of 

social prescribing varies across different localities (Foster et al., 2021) which may lead to the 

marginalisation of the loneliness agenda in some areas. 

To support the expansion of social prescribing, the NHS extended funding from 2020 to recruit 

Link Workers to primary care networks in their attempt to reach an additional 2.5 million 

people via social prescribing and achieve a target of referring 900,000 individuals by 2023/24 

(NHS England, 2019b). The investment in social prescribing, including the addition of 1,000 

Link Workers by 2021 (Bertotti et al., 2019), indicates a significant commitment and validation 

of personalised community treatment (NHS England, 2020). Therefore, social prescribing is 

deemed a priority initiative to be implemented in every GP practice by 2024 (Bertotti et al., 

2019; Howarth et al., 2021; Husk et al., 2020).  

Strengths and limitations of social prescribing 

Research conducted in the 2020s indicates that social prescribing has been beneficial for 

various population groups, including young people (Bertotti et al., 2020c), early year caregivers 

(Mills et al., 2021), people with dementia (Giebel et al., 2022), and veterans (Yitka et al., 2022). 

Evaluations of social prescribing programs and national reviews have reported similar positive 

outcomes including reductions in smoking, addiction, depression, anxiety, and improved social 

relationships (Bertotti et al., 2020b; Chatterjee et al., 2018; Dayson & Damm, 2020; Dayson & 

Leather, 2020; Fleming et al., 2020; Gallagher, 2020; Jones et al., 2021; O’Connor et al., 2021; 

O’Hara, 2021). Of these nine evaluations, five found statistically significant results. The 
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remaining four evaluations provided descriptive statistics and did not comment on their 

significance (Chatterjee et al., 2018; Dayson & Damm, 2020; Dayson & Leather, 2020; 

Fleming et al., 2020) and reported qualitative data (Fleming et al., 2020). Bertotti et al. (2020b) 

found statistically significant improvements in life satisfaction, health, health-related quality 

of life, and mental wellbeing in service-users accessing a London based social prescribing 

service. Gallagher (2020) reported statistically significant improvements in participants’ mood 

and wellbeing, compared to a control group in their randomised controlled trial of an arts 

intervention. Utilising a survey, Jones et al. (2021) evaluated the Bristol Ageing Better project, 

finding statistically significant improvements in social and emotional isolation, active 

engagement in social activities, wellbeing, health-related quality of life, and health. O’Conner 

et al. (2021) assessed survey and GP feedback data, finding statistically significant 

improvements in wellbeing in service-users accessing a Merton social prescribing service. 

Finally, O’Hara et al. (2021) conducted a mixed method study consisting of a pre-post design 

and semi-structured interviews. They reported statistically significant improvements in 

functional quality of life, depression, and engagement in leisure and work activities, alongside 

reductions in fatigue related distress in cancer survivors accessing social prescribing. Effect 

sizes were not discussed in any of these studies; however, the evidence suggests that social 

prescribing can lead to improved health and wellbeing outcomes.  

Social prescribing also shows promise for reducing social isolation, loneliness, and reliance 

upon primary care (Alliance for Healthier Communities, 2020; Dayson et al., 2020; Giebel et 

al., 2022; Griffiths et al., 2022; Jones et al., 2021; Kellezi et al., 2019c; O’Connor et al., 2021), 

aligning with current health improvement goals (Wakefield et al., 2019). Several studies have 

found statistically significant reductions in loneliness and inappropriate GP appointments 

(appointments due to social rather than health determinants) among service-users (Foster et al., 

2021; Jones et al., 2021; O’Conner et al., 2021). Qualitative data further revealed 
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improvements in self-esteem, confidence, wellbeing, increased long-term condition 

management, and reduced strain on healthcare services in service-user accounts (Chatterjee et 

al., 2018; Giebel et al., 2022; Kellezi et al., 2019c; Polley et al., 2017a; Thomas et al., 2021; 

White, 2020). However, reduced healthcare usage may only occur in service-users who fully 

engage with social prescribing, emphasising the need for person-centred approaches (Polley et 

al., 2017a). Despite these positive findings, there are some critiques of social prescribing 

including inadequate evidence for its effectiveness, limitations in addressing loneliness, 

barriers to engagement, and a lack of a comprehensive theoretical framework guiding social 

prescribing.  

Unsatisfactory evidence for social prescribing 

Current research into the effectiveness of social prescribing is unsatisfactory due to several 

methodological limitations and challenges (Costa et al., 2021; Bickerdike et al., 2017; Htun et 

al., 2023; Islam, 2020; Jani et al., 2020; Reinhardt et al., 2021). Quantitative evidence 

supporting social prescribing is lacking, with few randomised controlled trials and poor study 

designs that are prone to bias and confounding factors, suggesting that the enthusiasm for social 

prescribing may be premature (Bickerdike et al., 2017; Hermann et al., 2021). For example, 

quantitative investigations may lack a control group, have short follow-ups and missing data 

within investigations and written reports (Bickerdike et al., 2017; Hermann, et al., 2021; Husk 

et al., 2019; Percival et al., 2022). Systematic reviews echo these constraints alongside the 

methodological challenges of defining an appropriate control group, measuring multiple health 

and wellbeing outcomes, and gaining consent from multiple parties (Bickerdike et al., 2017; 

Husk et al., 2019; Pescheny et al., 2018a; Polley et al., 2017a; Thomas G. et al., 2021; Vidovic 

et al., 2021). The lack of quality quantitative evidence is discouraging, given the strength of 

the reported benefits in qualitative research, and is concerning given the mass rollout of social 

prescribing within the NHS. Efforts are being made to address these limitations, such as 
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ongoing randomised controlled trials and continued sustained National Institute for Health and 

Care Research funding (see Kiely et al., 2021a; Thomas et al., 2020). 

Longitudinal research is also necessary to investigate the long-term benefits of social 

prescribing (McDaid et al., 2019) because most quantitative studies had focused on short-term 

outcomes of six months or less (Bickerdike et al., 2017; Vidovic et al., 2021). Research findings 

on the sustainability of benefits are inconclusive and hindered by a lack of inferential statistics 

in some studies. A cohort study by Bertotti and Temirov (2020) suggests that wellbeing 

increases for the first three months before stagnating at six-month follow-up. A lack of 

visibility and availability of social prescribing activities may challenge recruitment for research 

studies, leading to poor quality research (Husk et al., 2020; Islam, 2020; Pilkington et al., 

2017). Difficulties in identifying social prescribing initiatives and insufficient community 

infrastructure to support and receive social prescriptions also impede evaluations of social 

prescribing (Alliance for Healthier Communities, 2020; Bickerdike et al., 2017; O’Callaghan, 

2021; Simpson et al., 2021; Tierney et al., 2022). Given these limitations, future research 

should employ thoughtful approaches, including well designed randomised controlled trials 

and longitudinal studies to improve understanding of the effectiveness of social prescribing.  

Barriers to engagement 

Barriers to engagement in social prescribing are influenced by contextual factors that are 

crucial for successful engagement, including one’s location in comparison to suitable and 

available community activities, availability of face-to-face interactions, and length of time 

spent with a service-user (Bertotti et al., 2018). The perceived time commitment required for 

social prescriptions can also hinder engagement because the scheme is often novel to service-

users who need education and trust-building (O’Callaghan, 2021; Simpson et al., 2021; White 

et al., 2022). This may be off-putting to those invested in social prescribing, as tangible results 

may not be instantaneously visible (Islam, 2020), especially where a lack of service availability 
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is due to limited funding (Hamilton-West et al., 2020) and sustainability concerns impact who 

can be supported within an area (Bertotti et al., 2020a; Bertotti et al., 2020c, Islam, 2020; Jani 

et al., 2020; Kelly et al., 2021; Ladds, 2021). Whilst these issues are important, service-user 

disengagement may be more concerning.  

Attrition poses a major challenge in social prescribing, with dropouts occurring at various 

stages. Limited engagement is observed with initial Link Worker appointments and social 

prescribing referrals in systematic and critical reviews (Bickerdike et al., 2017; Polley et al., 

2017a), with one social prescribing scheme reporting that 5% of service-users referred to the 

service did not attend their Link Worker appointment, and 10% of service-users declined to 

access their social prescription (SPRING social prescribing, 2020). Six percent of these 

service-users were inappropriately referred to social prescribing with needs that could not be 

supported (SPRING social prescribing, 2020). Disengagement with either the Link Worker 

appointment or social prescription activity has been noted in eleven of 15 UK NHS-based 

social prescribing schemes, with four schemes showing a lack of engagement with both parts 

of the pathway (Bickerdike et al., 2017). Service-user anxiety, the need for support during 

access, and the risk of dependency on Link Workers contribute to disengagement (Brandling 

& House, 2009; Foster et al., 2021). 

Other explanations for high attrition include a lack of suitable referrals into groups, service 

gaps in terms of activities available outside of working hours, and suitable referrals for specific 

groups, such as ethnic minority groups (Husk et al., 2020; Porter et al., 2022; Sandhu et al., 

2022a; Tierney et al., 2022; Wildman et al., 2019a). These concerns are shared across the social 

prescribing literature. For example, Laing et al. (2017) reported that a lack of suitable referrals 

to Link Workers were day-to-day challenges. Unsuitable spaces for social prescribing 

assessments (Pescheny et al., 2018b) and slow integration of Link Workers into primary care 

(Chng et al., 2021), can increase the risk of dropout by impairing rapport building processes 
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e.g., between Link Workers and GPs and Link Workers and service-users. Effective 

relationships with GPs and service-users need to be built to support successful social 

prescriptions.  

A lack of understanding of social prescribing among stakeholders further hampers engagement 

(Bickerdike et al., 2017; Brunton et al., 2021; Khan et al., 2022; Moore et al., 2022; Rhodes & 

Bell, 2021). Differing rates of onward referrals to secondary care (Grayer et al., 2008; 

Longwill, 2014; Polley et al., 2017a) may be due to inappropriate referrals into social 

prescribing limiting the support Link Workers can provide (Brown et al., 2021; Fixsen et al., 

2020; Hamilton-West et al., 2020; Wildman et al., 2019a). How service-users access social 

prescribing may also impact attrition, with referred individuals more likely to engage than those 

who self-refer (Golubinski et al., 2020). Support throughout the social prescribing process and 

connection to suitable community resources are essential for encouraging engagement. Thus, 

understanding the reasons for disengagement is crucial, but accessing and studying disengaged 

service-users can be challenging. Since social prescribing aims to strengthen communities by 

increasing social connections, those who do disengage should not be ignored without 

understanding why.  

Social prescribing’s capacity to tackle loneliness 

Vidovic et al.’s (2021) systematic review of 51 studies investigated social prescribing’s ability 

to improve community wellbeing at the individual, system, and community level. They found 

that reducing loneliness, social isolation, and increasing trust and connectedness can lead to 

high wellbeing at each level. Improved individual health and wellbeing (individual level) 

contributes to increased community connectedness and social capital (community level), 

resulting in decreased demand for social prescribing and public services (system level). 

Statistically significant benefits in the review related to reduced loneliness, social isolation, 

increased wellbeing, and a sense of connectedness (Grant et al., 2000; Mercer et al., 2019; 
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Wakefield et al., 2022), although effect sizes were not discussed. Another review by Bild and 

Pachana (2022) identified increased social connection as one of the main benefits of social 

prescribing, attributed to decreased loneliness, improved belonging, and meaningful 

relationships. Despite these findings, concerns remain regarding social prescribing's capacity 

to effectively address loneliness due to inconsistency in measuring outcomes and a lack of 

standardisation on evaluating social prescribing schemes (Bild & Pachana, 2022; Vidovic et 

al., 2021).  

A meta-synthesis of qualitative data from service-users who participated in a social prescribing 

scheme aimed at addressing loneliness and/or social isolation indicated that a lack of high 

quality randomised controlled trials impeded confidence in social prescribing’s capacity to 

effectively reduce loneliness (Liebmann et al., 2022). Jones (2022) raised concerns about 

whether social prescribing provides sufficient support to overcome negative perspectives on 

social interactions, potentially leading to disengagement among lonely individuals who exhibit 

avoidant behaviours (Hawkley & Cacioppo, 2010; NIHR, 2021). Inappropriate referrals that 

do not meet the needs of lonely people may contribute to disengagement and reduced self-

esteem (Jones, 2022). Likewise, loneliness is a subjective emotional state (Jones, 2022) and 

current measures of outcomes in social prescribing vary due to local need (Husk et al., 2019), 

complicating evaluations of successful social prescribing. Standardised outcome measures 

including a measure for loneliness have been proposed to address these issues (Herrmann et 

al., 2021; Vidovic et al., 2021) and refocus attention on social prescribing’s potential to combat 

the loneliness epidemic in the UK.  

Limited theoretical framework guiding social prescribing 

Social prescribing has previously been criticised for lacking a formal theoretical framework 

(Bragg & Leck, 2017; Halder et al., 2018). The absence of a guiding theory may have 

contributed to the complexity and variability of social prescribing interventions. To address 
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this issue, Halder et al. (2018) proposed applying the Social Identity Approach to Health 

(SIAH) to social prescribing. This theory suggests that group memberships can act as a social 

cure for health concerns like loneliness. Vidovic et al. (2021) supported the use of this theory 

in showcasing community-level benefits, citing studies by Kellezi et al. (2019c) and Wakefield 

et al. (2022) as examples. These studies demonstrated the effectiveness of the SIAH in reducing 

primary care usage and loneliness through meaningful group memberships. Further 

information on these studies is provided in Chapters Three and Four which explores the SIAH 

and its importance for social prescribing in more detail.  

Critics of social prescribing could suggest that health coaching models, such as the NHS health 

and wellbeing coach (NHS England, 2022b), offer evidence-based practice, however these 

cater to different needs and goals. These models primarily focus on managing long-term 

physical health concerns, setting health-promoting goals, and improving health-related quality 

of life through lifestyle behaviour changes (NHS England & NHS Improvement, 2020). This 

approach differs from the description of social prescribing and the Link Worker model 

described earlier in this chapter, which are a focal point in this thesis.  

Chapter summary 

To summarise, social prescribing is a widely endorsed health initiative that requires further 

research to establish the evidence base of social prescribing at a national and local level. Key 

components of successful social prescribing have been established, with the Link Worker 

model considered a critical feature. However, Link Workers require greater access to relevant 

training to adequately support them in their role. For social prescribing to effectively address 

the social determinants of health, including loneliness, there needs to be greater consistency in 

schemes regarding the outcomes they measure and the support they provide. Applying a 

theoretical framework that has universal implications to social prescribing and that supports 
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the provision of a good match that reduces loneliness, could strengthen the intervention’s 

ability to support service-users and local communities, through evidence-based practice. One 

such theory is the SIAH. The SIAH has the capacity to identify facilitators of successful social 

prescriptions by understanding the impact of group experiences. The next chapter, Chapter 

Three provides a detailed overview of the SIAH, before the theory is applied to social 

prescribing in Chapter Four.   
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 Chapter 3: The Social Identity Approach to Health 

Chapter overview 

Prior to applying the SIAH to social prescribing in Chapter Four, this chapter establishes the 

theoretical framework for understanding the health and wellbeing benefits of community group 

social prescriptions. It introduces the significance of group memberships in shaping our health 

and wellbeing. Our communities and social groups shape who we are and therefore, influence 

our health and wellbeing (Jetten et al., 2017). Meaningful group memberships that provide a 

sense of belonging and satisfy psychological needs offer the greatest health and wellbeing 

benefits because they foster group identification (Bowe et al., 2020; Greenaway et al., 2016; 

Haslam et al., 2021a; Jetten et al., 2012; Wakefield et al., 2019). Multiple group memberships 

increase these benefits (Jetten, 2014; Wakefield et al., 2019), especially during stressful 

situations such as life transitions (Iyer et al., 2009; Haslam et al., 2019b). However, not all 

group memberships benefit health and wellbeing (see Cohen, 2004; Kellezi & Reicher, 2012; 

Kellezi et al., 2019b), indicating that consideration is required when contemplating how social 

identification enhances our health and wellbeing. This chapter introduces the Social Identity 

Approach before outlining how social groups can provide a ‘social cure’. The chapter finishes 

by exploring social identity-based interventions and the Social Identity Model of Behaviour 

Change. 

Origins of the Social Identity Approach 

Social psychologists queried the psychological reasoning behind the atrocities of World War 

II, such as the holocaust (Hornsey, 2008). Early theories considered irrational manifestations 

of prejudice (Dollard et al., 1939), where intergroup interactions (between group interactions) 

were viewed as a result of interpersonal processes (individual interactions), rather than separate 

processes (Hornsey, 2008). These conceptualisations remained until the late 1970’s, where 
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debates surrounding group processes were in an “era of crisis” (Hornsey, 2008, p. 205). This 

crisis stemmed from a lack of confidence in how social psychological theory had progressed, 

with group process theorising being critiqued for being too narrow. During this crisis era, the 

Social Identity Approach (SIA) was developed, consisting of the Social Identity Theory and 

Self-Categorisation Theory. 

Social Identity Theory 

The Social Identity Theory was developed following Henri Tajfel’s minimal group paradigm 

studies which found that social identification occurred in minimalistic groups, indicating that 

a meaningful connection between a person and a group was not necessary for group-based 

behaviour (Tajfel et al., 1971; Tajfel, 1972; Tajfel, 1978). Social identification refers to the 

psychological process of defining oneself as a member of a social category, such that one 

develops a psychological connection and sense of belonging to the category and adopts the 

categories norms, behaviours, and views (Tajfel, 1978).   

The theory states that one categorises themselves and others into groups, constructing order 

within the social environment and shaping one’s self-concept (Ashforth & Mael, 1989; Tajfel, 

1978). Our self-concept is our understanding of who we are, which varies between our personal 

and social identity. Personal identity reflects one’s sense of self as an individual where 

behaviour is defined by unique characteristics including attitudes, emotions, memories, and 

values (Tajfel, 1982). In contrast, social identity involves comparing shared qualities that make 

us similar to other group members, where behaviour is influenced by group norms, attitudes, 

and emotions rather than personal attributes (Postmes et al., 2005). Group norms refers to the 

values, beliefs, and actions pertinent to the purpose of the group (Brown & Pehrson, 2019; 

Steinel et al., 2010). 
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Categorisation involves inductive and deductive processes that shape one’s understanding of 

themselves, and others based on the categories one belongs to, such as ethnicity, nationality, 

religion, or occupation (Tajfel, 1982). Inductively, individuals are assigned to a category based 

on an attribute that is perceived to be representative of an exemplary member of that category. 

Deductively, individuals are assigned an attribute based on being a member of that category. 

The attribute itself is context-dependent and varies depending on the saliency of a category 

(Tajfel, 2010).  

When individuals perceive themselves as similar to other group members, they categorise 

themselves as ingroup members, creating a sense of "us," while dissimilar groups are 

categorised as the outgroup, "them" (Hornsey, 2008; Tajfel, 1982). Categorisation covers all 

social categories, including age, gender, and employment status (Tajfel & Turner, 1986) and 

one can identify with multiple groups simultaneously. Incorporating a group into one’s social 

identity involves categorising oneself as a group member, where membership must hold some 

meaning or value (Haslam, 2004; Hogg & Abrams, 1989; Jetten et al., 2015).  

Group memberships serve as a source of self-esteem and pride, leading to a motivation to 

achieve positive self-evaluation by differentiating one's group positively from others (Tajfel, 

2010; Turner, 1982). Festinger’s (1954) drive for social comparison supports positive 

evaluation in Social Identity Theory from an ingroup versus outgroup perspective. A desire for 

positive social identification increases the connection to groups that are considered to be 

representative of oneself. Simultaneously, the desire to distance oneself from dissimilar groups 

grows (Hornsey, 2008). Thus, positive differentiation involves enhancing similarities within 

the ingroup compared to an outgroup, and maintaining a positive self-concept, which reduces 

uncertainty, enhances self-esteem, and provides structure and meaning to one's life (Hornsey 

& Hogg, 2000; Trepte & Loy, 2017). Consequently, group members actively promote the 

ingroup to maintain a positive and distinct identity from relevant outgroups (Ashforth & Mael, 
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1989; Hornsey, 2008; Trepte & Loy, 2017). However, ingroup status can be threatened. The 

model of intergroup dynamics outlines the strategies one can engage in if one’s group is 

threatened.  

Model of intergroup dynamics  

In situations where the ingroup lacks positive distinctiveness (perceptions that the ingroup is 

more favourable than relevant outgroups), due to identity threats or discrimination, group 

members may adopt one of three social mobility strategies based on their group identification 

and status (Spears, 2011; Spears et al., 2001; Wann & Branscombe, 1990). The choice of 

strategy depends on the permeability of group boundaries (whether one can easily move 

between groups). 

When the ingroup is threatened and group boundaries are permeable, ingroup members may 

leave the threatened group and join a higher status group (social mobility strategy) to maintain 

positive distinctiveness (Hogg & Abrams, 1989; Abrams & Hogg, 1990; Jackson et al., 1996). 

When group boundaries are impermeable, ingroup members may engage in collective 

strategies that change the status of the whole ingroup (Abrams & Hogg, 1990; Jackson et al., 

1996). Ingroup members may either confront outgroup members to change the status quo 

(Social change strategy) or find new positive dimensions of comparison to enhance ingroup 

distinctiveness (social creativity strategy, Abrams & Hogg, 1990; Jackson et al., 1996) 

In summary, according to the Social Identity Theory, individuals categorise themselves and 

others into social groups, selectively comparing them to establish and maintain positive 

identification in relation to relevant outgroups. Group membership is internalised as a 

representation of the self, and the emotional connection and value attached to these group 

memberships influence both group and individual behaviour. In response to threats to positive 

identification, individuals employ various strategies to maintain individual positive 
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distinctiveness or enhance the positive distinctiveness of the whole ingroup. However, 

occasionally intragroup tensions (between the group memberships that one belongs to) occur, 

which are best explained by the second component of the SIA, the Self-Categorisation Theory.  

The Self-Categorisation Theory 

Turner et al. (1987) developed the Self-Categorisation Theory to refine the cognitive element 

of categorisation in Social Identity Theory, proposing that self-definition covers three levels of 

identity inclusiveness rather than an interpersonal-intergroup spectrum. These reflect human 

identity referring to one’s self-concept as a human being compared to other species 

(superordinate level), social identity referring to one’s self-concept as a member of a social 

group compared to other outgroups (intermediate level), and personal identity referring to the 

self as an individual compared to other individuals (subordinate level; Turner et al., 1987). The 

salience of a context influences which identity level is activated and the centrality (importance) 

of that identity which influences behaviour (Bosak et al., 2021; Hogg & Rinella, 2018; McLeish 

& Oxoby, 2011).  

Salience 

A social identity is salient when one perceives themselves to be a group member, with identity 

salience influenced by accessibility and fit (Hogg & Rinella, 2018; Oakes et al., 1991). Identity 

salience may also shift between identity levels when the salient identity is threatened (Jackall, 

1978; Verkuyten & Hagendoorn, 1998). During social prescribing, the social context and stage 

of a social prescription may influence identity salience and whether a service-user sees 

themselves as an individual person accessing a service or a member of a group that they can 

access.  
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Accessibility and fit 

Prior experience of categories influences the accessibility of a category for self-definition 

(Jetten et al., 2010; Turner et al., 1982). Fit has two forms outlining how social categories best 

reflect and represent differences in the real world (Turner et al., 1987). When the differences 

within a group are smaller than the differences between ingroup and outgroup members 

(comparative fit), there is greater sense of fit and stronger identification (Haslam et al., 2018; 

Turner et al., 1982). This interaction represents the meta-contrast ratio (Turner et al., 1987). 

The second form of fit (normative fit) refers to the extent that the behaviour of a social category 

reflects the expectations (stereotypes) for that category; greater fit occurs when the social 

behaviour of a group member matches stereotypical expectations of that group (Hornsey, 2008; 

Turner et al., 1987). 

Salience and self-stereotyping 

In Self-Categorisation Theory, high group saliency increases the likelihood of 

depersonalisation (Turner et al., 1987), which involves ‘self-stereotyping’ (Haslam et al., 2018, 

p.42) oneself as similar to and sharing a common fate with the average group member. One 

subsequently aligns themselves with the prototypical behaviour expected of group members, 

adopting the group norms (Hornsey, 2008; Leach et al., 2008). Group prototypes provide clear 

guidance on how members should behave to fit within the group, with greater prototypicality 

increasing the likelihood of norm adherence (Hohman et al., 2017; Turner et al., 1987), which 

boosts positive identification.  

In summary, individuals categorise themselves as ingroup members when the social category 

holds value and is accessible in a given situation, leading to social identification. The salience 

of one’s identity triggers depersonalisation, causing individuals to adopt group norms and think 

and behave as prototypes of the group. At this stage, individuals experience shared group 
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membership by focusing on salient similarities among ingroup members rather than the 

differences with outgroup members.  

Towards a Social Identity Approach to Health 

The SIA has been influential in explaining stereotyping (Haslam et al., 1992), crowd behaviour 

(Reicher, 1987), conformity and social influence (Turner, 1991), self-esteem (Abrams & Hogg, 

1989), and group-based emotions (Smith, 1993). More recently, there has been a shift towards 

applying the SIA to understand the processes promoting health and the role of groups in health 

outcomes (Jetten et al., 2012).  

Early research outside of the SIA highlighted the connection between social relationships and 

health (House et al., 1988). Research exploring social relationships and mortality showed that 

individuals with strong family and friend ties or those belonging to social or religious groups 

had lower mortality rates (Berkman & Syme, 1979), while those leading solitary lives had 

higher mortality rates (House et al., 1982). These findings suggested that strong social 

relationships have a protective effect on health and wellbeing.  

A meta-analysis conducted by Holt-Lunstad et al. (2010) further supported the positive 

influence of social relations on health. Analysing 148 studies from mostly western, 

individualistic cultures, the researchers found that strong social relations were associated with 

increased life expectancy by up to 50% compared to poor social relations. The authors consider 

this finding to reflect similar effects to that of ceased smoking on mortality. While the existing 

research emphasises the individual perspective when examining health outcomes, there has 

been a neglect of the psychological importance of groups. The body of research investigating 

this dynamic between group memberships and health has been coined the ‘social cure’ (Jetten 

et al., 2012) approach, otherwise known as the Social Identity Approach to Health (SIAH). 

Before exploring the benefits of group memberships for health, the researcher acknowledges 
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that this approach may not be a universal remedy for all health ailments, particularly where 

medical intervention is required. Thus, a SIAH approach may be best integrated into existing 

medical frameworks to form a biopsychosocial approach to healthcare (Haslam et al., 2018) 

that comprehensively supports health and wellbeing.   

The Social Identity Approach to Health 

The SIAH challenges the traditional medical model of healthcare by recognising the influence 

that social factors have on health and wellbeing (Halder et al., 2018). Building on social identity 

research, this approach emphasises that group memberships can positively impact the health of 

individuals if they identify with the group (Dingle et al., 2021; Halder et al., 2018; Haslam et 

al., 2017; Jetten et al., 2014; Stevens et al., 2021; Wakefield et al., 2019) and engage with the 

group in a psychologically meaningful way (Jetten et al., 2015; Wakefield et al., 2022). 

Defining oneself in terms of group memberships influences how one perceives and copes with 

stressors, interacts with primary healthcare, and responds to social support, all of which 

influence health and wellbeing (Jetten et al., 2012).  

The Transactional Model of Stress 

Early models of the social cure rooted in Folkman’s and Lazarus (1984) transactional model 

of stress, propose that identifying with a group can influence one’s perception of and response 

to stressors (Wakefield et al., 2019). Figure 3.1 illustrates this process: encountering a 

potentially stressful situation initiates a primary appraisal to determine if it is a threat, followed 

by a secondary appraisal to assess one’s ability to cope.  

Inappropriate coping strategies elicit a high stress response. Both in-group and outgroup 

processes and resources influence this process. Ingroup opinions play a crucial role in 

evaluating stressors (Haslam et al., 2004), as they are more trusted and influential during the 

primary appraisal stage. If a stressor is deemed threatening, individuals with stronger 
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identification are more likely to provide and receive support from other ingroup members 

during the secondary appraisal, compared to outgroup members (Folkman & Lazarus, 1984). 

Figure 3.1 

A diagram of the stress appraisal process (Folkman & Lazarus, 1984) 

 

Social support, encompassing verbal and nonverbal communication, reduces uncertainty and 

anxiety related to stressors which enhance coping ability depending on the type of support 

received (Haslam et al., 2018; McNamara et al., 2021a; Sias & Bartoo, 2007). Social support 

can range from general day-to-day support to targeted support addressing specific issues, 

involving emotional, informational, or tangible assistance (Schaefer et al., 1981), with the type 

of support received dependent upon the strength of identification. For instance, Haslam et al. 

(2005) found that stronger group identification led to increased perceived social support, 

resulting in lower stress levels and higher life satisfaction ratings among individuals recovering 

from heart surgery or working in high-stress occupations. These findings remained consistent 

across various stressors, including traumatic situations. Kellezi et al. (2009) surveyed war 
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survivors and observed that those who perceived the war as affirming their national identity 

reported fewer mental health problems (e.g., anxiety, depression) compared to those who did 

not find the war identity affirming. Family support was found to moderate this relationship, 

highlighting the importance of both the meaning assigned to the experience and the social 

support received in influencing stress coping mechanisms. In a social prescribing context, this 

research suggests that there should be some meaning or value attached to a community resource 

and that social support should be provided for social prescribing to be effective at improving 

health and wellbeing. The following section explores the group dynamics necessary to facilitate 

and sustain social identification and subsequent improvements in health and well-being. 

Group dynamics influence social identification 

Limited research has focused on identifying the key group processes that facilitate social 

identification. Joining a group offers advantages such as increased social support, friendships, 

improved self-esteem, and opportunities to learn new skills. However, joining a group also has 

disadvantages including time, effort, and personal resources required to join (Hogg & Abrams, 

1993), as well as potential anxiety or stress (Brown & Pehrson, 2019). The level of 

identification an individual has with the group influences their health and wellbeing by shaping 

their perception of receiving psychological resources from the group (Häusser et al., 2020). For 

social prescribing, the SIAH suggests that connecting service-users to community groups that 

facilitate social identification may provide the health and wellbeing outcomes that social 

prescribing intends to achieve, such as reduced healthcare usage and improved management of 

health and wellbeing in response to stressors (NHS England, 2019b; Public Health England, 

2019). 

This section delves into the intragroup dynamics crucial to forming, joining, and maintaining 

groups. These include psychological need satisfaction, accessibility, fit, shared similarities, 
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group cohesion, ingroup interactions, shared realities, and the presence of subgroups. The 

purpose of this section is to outline the intricacies in facilitating social identification and 

highlight the importance of these dynamics in fostering, developing, and sustaining social 

identity.  

Accessibility and fit facilitates social identification 

Groups form when a collection of people perceive themselves to share a common identity with 

each other, compared to relevant outgroup members (Hogg & Rinella, 2018). A group needs 

to be cognitively accessible to an individual for them to self-categorise as a group member 

(Hogg & Williams, 2000; Hornsey, 2008; Khan et al., 2020). Prior social experiences influence 

how accessible a group is perceived to be (Hogg & Williams, 2000; Hornsey, 2008; Jetten et 

al., 2010; Oakes et al., 1991). Greater accessibility increases a person’s readiness for 

categorisation, which influences perceptions of fit (Hogg & Rinella, 2018). Accessibility can 

be influenced by one’s current aspirations, goals, and motivations for joining a group (Tarrant 

et al., 2020). The more one’s values, beliefs and actions fit or reflect the group’s identity, the 

stronger the perceived sense of connectedness to the group will be, strengthening social 

identification over time (Çelebi et al., 2017; Kyprianides et al., 2019). Consequently, fit 

supports group identification by promoting a cognitive switch between perceptions of being in 

a group, to having an intertwined fate with the group.  

Groups satisfy psychological needs and improve wellbeing 

People are more likely to join and stay in groups that satisfy basic psychological and emotional 

needs such as self-esteem, belongingness, meaningful connections, a sense of control, 

competence and relatedness (Greenaway et al., 2016; Haslam et al., 2021a; Jetten et al., 2017; 

Kyprianides et al., 2019; Williams, 2009). Groups that hold personal value or meaning are 

more likely to foster social identification, which satisfies these psychological needs and 

provides access to curative psychological resources such as social support (Draper & Dingle, 
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2021; Greenaway et al., 2016; Jetten et al., 2015) and autonomy (Kounderberg et al., 2017; 

Kyprianides et al., 2019).  

Shared similarities facilitate social identification 

When individuals consider joining a group, they assess the degree of similarity between 

themselves and other group members (Brown & Pehrson, 2019). This assessment is influenced 

by numerous factors, including personal traits, gender, social motives, and prior group 

experiences. It is crucial that groups initially hold some interest, meaning, or value for 

prospective members (Jetten et al., 2012). Groups that do not hold meaning or value to an 

individual may be uncomfortable for people to engage with, as experienced by social 

prescribing service-users in Stuart et al.’s (2021) interview study exploring why lonely and 

isolated people do not engage with social prescriptions.  

Meaningful group identification has positive implications for health and wellbeing, granting 

individuals greater access to psychological resources such as social support and autonomy 

(Jetten et al., 2017; Koundberg et al., 2017; Kyprianides et al., 2019). Social support is thought 

to drive the relationship between social identity and health (Freak-poli et al., 2021; Sani, 2012), 

with increased social support both directly impacting health improvement via reduce blood 

pressure, and indirectly via buffering the negative impacts of stress through enhanced coping 

abilities (Häusser et al., 2020; Sani, 2012). Groups that foster a sense of belonging and provide 

greater access to social support encourage social integration through the adoption of normative 

behaviours associated with the group (Jetten et al., 2012; Thoits, 1983).  

Group cohesion maintains social identification 

Maintaining group membership reflects a commitment to the group (Levine & Moreland, 

1994). Self-Categorisation Theory suggests that commitment to a group depends on greater 

prototypicality between group members, creating ingroup cohesion (Hogg & Turner, 1987; 
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Sani et al., 2009). Ingroup cohesion involves trust, with trust being built through self-

categorisation processes. Trust involves having confidence in the goals, intentions, and 

sincerity of others (Tanis & Postmes, 2005), which is necessary for enabling interactions and 

developing a sense of connection among group members (Haslam et al., 2018; Tarrant et al., 

2020). A lack of trust can lead to suspicion regarding the provision of social support, limiting 

the curative benefits of group membership.  

Trust can also be an outcome of group identification. When shared group membership is 

salient, expectations of reciprocity and support foster trust among ingroup members (Tanis & 

Postmes, 2005). Greater similarity between ingroup members increases the presence of trust 

(Brown & Perhson, 2019; Ferguson & Peterson, 2015). This suggests that once someone self-

categorises as a group member, the individual should trust the group. However, identity 

salience and conformity to group stereotypes can influence the degree to which trust is present 

within a group (Abrams & Hogg, 1998).  

Ingroup interactions maintain social identification 

Trust between group members also supports maintained social identification and engagement 

with a group. The more visible one’s involvement and commitment to the group is, the more 

trusted and valued that person’s contributions become. This can enable a more positive 

standing within the group, even for in-group critics, who are considered less threatening and 

more constructive to the group, if they are perceived to be a valued exemplar of the group 

(Hornsey, 2006). This is because perceived member prototypicality influences the groups 

commitment to support a member and a member’s commitment to the group. Strength of 

commitment can change over time, due to shifts in the group prototype or the categorisation 

process defining the prototype (Brown & Pehrson, 2019). Specific dynamics that improve 

group cohesion and promote trust include similarity, physical proximity, successful 
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cooperation towards a shared goal (Brown & Pehrson, 2019), and autonomy on choosing to 

belong to the group (Turner, 1984). 

Shared realities facilitate and maintain social identification 

Our social need to verify our experiences can be achieved by seeking shared realities with 

similar others (Hogg & Rinella, 2018). Greater similarity to ingroup prototypes strengthens 

group identification through a stronger sense of shared reality. This shared reality enhances a 

sense of shared connection within a group (Hogg & Rinella, 2018), reflecting shared interests 

among members. Shared realities also bolster the provision of social support (Jetten et al., 

2014). When group members collaborate to achieve shared goals, it reinforces their sense of 

belonging and helps them define their roles within the group, leading to sustained commitment 

(Tarrant et al., 2020). One group type that fosters shared realities are dieting groups, such as 

Slimming World. Pallister et al. (2009) found that dieting groups promote close social 

relationships and a shared responsibility for maintaining the diet together. Furthermore, the 

health benefits extend not only to individual members but also to their families, suggesting that 

strong relational ties can influence health behaviour in both individuals and their wider social 

networks (Pallister et al., 2009). Social prescribing ethnography research further attests to the 

health benefits of dieting groups such as Slimming World becoming a shared family project 

(Moffat et al., 2023).  

Fulfilling shared goals can also increase the perceived effectiveness of the ingroup, 

empowering individuals to manage and cope with stressors (Relke et al., 2021), thereby 

enhancing their sense of control. Exploring a group-based programme for managing morbid 

obesity in the UK, Tarrant et al. (2017) interviewed 20 participants engaged in the programme. 

Participants reported that they were encouraged to interact with each other and share 

experiences, fostering trust and cohesion between group members due to a sense of similarity 

between group members that was strengthened through shared experiences. The shared 
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experiences fostered social support between group members, which fostered commitment 

towards a shared goal of managing obesity through a collective commitment to lifestyle change 

(Tarrant et al., 2017). 

The more one engages with group members and participates in activities reflective of the 

group’s norms, the more prototypical one becomes which increases positive social 

identification, self-esteem, and self-worth (Code & Zapryniuk, 2010; Newman & Newman, 

2001). The desire to maintain positive distinctiveness further influences this process. 

Experimental research by Kyprianides et al. (2019) demonstrated that group identification 

enhanced positive mood, outlook on life, and life satisfaction, due to the strong feelings of 

connectedness and self-worth groups provided.  

The risk of subgroups when maintaining social identification 

Where a group responds to new members in a warm, sharing way that introduces members to 

group norms, these dynamics can be enhanced (Brown & Pehrson, 2019). However, the 

formation of cliques or subgroups within a group could deter new members from joining if 

they feel excluded or perceive themselves to be outsiders (Cole, 1954; Martin et al., 2014; 

Parker, 2014). Cliques often have distinct norms and boundaries separate from the wider group 

and tend to be more homogeneous, representing a subset of members who have formed a closed 

friendship within the wider group (Adler & Adler, 1995; Cohen, 1977; Dunphy, 1963). Cliques 

can disrupt the formation of a shared social identity (Martin et al., 2014; Parker, 2014) as clique 

members interact more with each other than with the wider group (Adler & Adler, 1995; Cohen, 

1977). Therefore, it is important to closely monitor intragroup dynamics and discourage cliques 

to ensure new members feel welcomed, valued, and able to interact with and develop a sense 

of belonging to the group they join. Social prescribing research outlines how strong 

personalities within support groups and cliques within larger groups can deter service-users 
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from feeling a part of the group they are connected to (Stuart et al., 2021), increasing the 

likelihood of disengagement. 

In summary, when individuals join a group, they must perceive that the group is accessible, 

that they fit the group, and that it fulfils their psychological needs and provides psychological 

resources. Simultaneously, prospective members themselves must be ready and willing to 

engage with the group. The group must be welcoming, offering a meaningful connection based 

on shared interests or similarities, with prospective members actively choosing to participate. 

When these dynamics are met, new members are more likely to feel a sense of belonging and 

connection to the group. This motivates adherence to group norms and engagement in 

prototypical behaviours, reinforcing the sense of belonging and the perception of available 

support. Sustained engagement in prototypical behaviour and group activities helps provide 

new members with purpose and meaning. The salience of shared commonalities between 

prospective and existing members further sustains the sense of belonging through shared 

realities. Over time, these factors contribute to the development of social identification within 

the group. 

Multiple group memberships and health and wellbeing 

Group memberships have a cumulative effect on health, with multiple memberships providing 

access to beneficial groups, psychological resources, and health benefits (Brown & Pehrson, 

2019; Haslam et al., 2019b; Putnam & Feldstein, 2004; Stevens et al., 2021; Wakefield et al., 

2019). Identifying with multiple group memberships positively impacts health behaviour and 

mental health (Miller et al., 2015; Sani et al., 2015a; Cruwys et al., 2013; Sani et al., 2015b), 

with variety of social groups rather than frequency of contact being associated with a lower 

risk of heart disease and mortality (Barefoot et al., 2005).  
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Multiple group memberships are particularly beneficial during life transitions, as they support 

identity maintenance or gain pathways that protect health and wellbeing (Haslam et al., 2008; 

Iyer et al., 2009; Jetten, 2014; Wakefield et al., 2019; Cruwys et al., 2020b; Haslam et al., 

2021a). Whether maintaining existing groups or developing new group memberships supports 

health and wellbeing, depends on the context of the transitional event and the compatibility of 

one’s existing social identity with the prospective group identity (Haslam et al., 2019b). The 

Social Identity Model of Identity Change (SIMIC, Haslam et al., 2021b) outlines when identity 

gain and identity continuity improves health and wellbeing during life transitions. Figure 3.2 

displays the SIMIC, the shaded life transition line represents a period of uncertainty that may 

compromise one’s social identity through identity change or loss of central group memberships 

(Iyer et al., 2009, Haslam et al., 2019b; Seymour-Smith et al., 2017; Wakefield et al., 2019).  

Figure 3.2 

The Social Identity Model of Identity Change representing the life transition of retirement 

(Haslam et al., 2019b) 
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The identity continuity pathway reflects how maintaining existing group memberships during 

life transitions negates the harmful impacts associated with membership loss, improving health 

and wellbeing (Cruwys et al., 2020a; Haslam et al., 2021a; Jetten et al., 2015; Seymour-Smith 

et al., 2017). Maintaining existing group memberships provides increased access to 

psychological resources supporting individuals through life transitions and maintains self-

continuity, a continuous sense of self across one's past, present, and future (Sedikides et al., 

2018).  

The loss of central group memberships during transitions is associated with negative mental 

health outcomes (Haslam et al., 2019b; McNamara et al., 2021b; Seymour-Smith et al., 2017; 

Wakefield et al., 2019). A study by McNamara et al. (2021b) found that firefighters attributed 

their occupational role as a central part of their self-concept, which was lost when they entered 

retirement, resulting in a loss of meaning in life that was associated with reduced health and 

wellbeing. Acquiring new group memberships through the identity gain pathway in Figure 3.2, 

can compensate for the loss and add meaning and support to one’s life (Cruwys et al., 2014a; 

Haslam et al., 2019b; Haslam et al., 2021b; Jones et al., 2012; McNamara et al., 2021b).  

Acquiring new group memberships is thought to enhance the repository of support that is 

provided when one belongs to multiple social groups (Boden-Albala et al., 2005; Jetten et al., 

2008; Jetten et al., 2015; Miller et al., 2015). Where one cannot maintain existing group 

memberships, having multiple central group memberships prior to a life transition can support 

people in acquiring new group memberships (Haslam et al., 2019b). When new groups are 

compatible, support self-continuity, and add meaning or value to a person’s life, they become 

more central to one’s social identity. Social prescribing’s dedication to person-centred care 

should support service-users to acquire new group memberships that are tailored to their 

interests and needs, adding value to a person’s life (NHS England, 2019b). Lonely service-

users may best benefit from interventions that support them to acquire new compatible group 
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memberships (Cruwys et al., 2021; Dingle et al., 2021, given that loneliness is defined in social 

identity terms as a lack or loss of group memberships and identities (Hayes et al., 2022).  

Prior social experiences influence the compatibility of new or existing group memberships 

during life transitions. Memory loss, e.g., due to dementia, can disrupt self-continuity and 

hinder the acquisition of new group memberships (Jetten et al., 2010). Similarly having 

preconceptions of certain health conditions, such as diabetes, could threaten the compatibility 

of existing or new group memberships due to stigma (perceived negative social appraisal of 

diabetes) and lifestyle changes (having to use injections, dietary changes etc.) during health-

based transitions (Schabert et al., 2013). Maintaining supportive existing group memberships 

can increase one’s coping capabilities, however acquiring new group memberships with others 

sharing the conditions (creating reduced stigma) may better support one through the transition. 

Initiatives and group-based interventions have been developed based on the SIMIC to support 

the acquisition of new group memberships as discussed in the next subsection. 

Interventions designed to facilitate identity gain and maintenance 

Haslam et al. (2019b) utilised the SIMIC to develop Groups4Health, a social health initiative 

designed to alleviate the stress of social disconnectedness during life transitions. It helps 

maintain and build compatible group memberships, fostering group connections and protecting 

health and wellbeing (Haslam et al., 2018; Haslam et al., 2019b). The program contains five 

modules: schooling, scoping, sourcing, scaffolding, and sustaining (Haslam et al., 2016). A key 

component is the creation of a social identity map which allows one to reflect on the 

compatibility of their existing group memberships. This helps one to recognise the positive and 

negative aspects of their group memberships and work towards building more positive 

connections.  
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Studies investigating the effectiveness of Groups4Health have shown significant 

improvements in health and wellbeing among non-clinical (Haslam et al., 2016) and clinical 

populations (Cruwys et al., 2021; Haslam et al., 2019a). It has been found to be as effective as 

cognitive behaviour therapy for supporting depression, and slightly more effective than 

cognitive behaviour therapy in addressing loneliness in young people during a three-month 

trial (Cruwys et al., 2021). A large effect size (d = -1.07) was reported at 12-month follow-up 

for improved loneliness, indicating significant long-term benefits. However, further research 

is required to assess the intervention’s effectiveness in different populations.  

Expansions of the Groups4Health programme have included the Groups2Connect and the 

Groups4Belonging intervention. Groups4Belonging is tailored for individuals recovering from 

substance use disorders, adapting and extending the original program to address specific 

challenges faced in substance abuse treatment (Dingle et al., 2021; Ingram et al., 2020). It 

incorporates mindfulness-based cognitive-behavioural therapy elements to target addiction-

related barriers to supportive social connections (Dingle & Sharman, 2022). Initial findings 

suggest that Groups4Belonging is a feasible intervention with promising demand, 

acceptability, and participant satisfaction (Ingram et al., 2020). A feasibility trial is currently 

ongoing (Dingle et al., 2021).  

Alternatively, Groups2Connect is a condensed version of Groups4Health designed as a short 

15-minute activity to support and sustain positive online group connections, particularly during 

the COVID-19 pandemic (Bentley et al., 2021). It aims to increase awareness of various group 

memberships and provides a structure for setting social connectedness goals. Preliminary 

evidence indicates that Groups2Connect is a feasible intervention that improves social 

connectedness, health, and wellbeing (Bentley et al., 2021), with effect sizes (d) ranging from 

.15 - .74.  
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While these interventions show promising results, larger scale randomised controlled trials are 

necessary to establish their true effectiveness at improving health and wellbeing through 

increased social connections. To support the development of group-based interventions that 

utilise group processes to foster health-related behaviour change. Tarrant et al. (2020) have 

proposed a Social Identity Model of Behaviour Change (SIMBC), discussed below.  

The Social Identity Model of Behaviour Change 

Utilising six hypotheses proposed by Haslam et al. (2018), Tarrant et al. (2020) developed the 

SIMBC (Figure 3.3). The hypotheses intended to support behaviour change through promoting 

a shared social identity and included the meaning hypothesis, the connection hypothesis, the 

support hypothesis, the norm enactment hypothesis, the influence hypothesis, and the agency 

hypothesis (Haslam et al., 2018).  

Figure 3.3 

The Social Identity Model of Behaviour Change (Tarrant et al., 2020) 
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SIMBC aims to support researchers and practitioners to design group interventions that 

consider contextual factors such as the target population, the desired behaviour to change, and 

the intervention setting, by utilising social identity principles to promote behaviour change 

(Tarrant et al., 2020). Promoting behaviour change is relevant to social prescribing as the 

initiative aims to promote continued engagement with the group, so that service-users can be 

supported to change their behaviour (NHS England, 2019b; NHS England & NHS 

Improvement, 2020). To self-manage one’s health and wellbeing, service-users are encouraged 

and supported to make lifestyle changes that promote healthier behaviours that are maintained 

(NHS England & NHS Improvement, 2020). 

According to the SIMBC, three leadership processes facilitate the development of a shared and 

positive social identity during an intervention: identity reflection, identity representation, and 

identity realisation. These processes involve the group leader encouraging members to reflect 

on their collective values and goals, clarifying the group's identity, and promoting actions that 

reinforce the group's importance. The intervention leader(s) should foster a group environment 

that encourages members to perceive themselves as part of a collective by addressing readiness, 

fit, and depersonalisation. However, the utility and effectiveness of this model in supporting 

desired behaviour changes during group interventions still requires further evidence, with a 

manualised version of the model currently being feasibility tested to explore its capacity to 

support positive behaviour change in group-based interventions targeting obesity in the UK 

(Swancutt et al., 2022). 

Chapter summary 

The SIA outlines how people categorise themselves and others into groups based on similarity, 

fit, and accessibility, leading to psychological connection and a sense of belonging. The SIAH 

expands on this by highlighting how group identification provides access to psychological 
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resources that promote individual health and wellbeing. Multiple group memberships enhance 

access to these benefits. Facilitating and maintaining identification involves various group 

processes, such as accessibility, fit, connectedness, shared realities, trust, cohesiveness, need 

satisfaction, belonging, and social support. Interventions based on the SIAH have shown 

effectiveness in promoting positive health and wellbeing, particularly by addressing 

psychosocial factors like reducing loneliness through increased social connection. The SIAH 

thus offers a theoretical framework that could support social prescribing in addressing 

psychosocial factors, by supporting service-users to reconnect and identify with their 

community. The next chapter explores the relevance of the SIAH for social prescribing, why it 

appears to be a better fit to other theories currently being applied to social prescribing such as 

occupational science (Doble & Santha, 2008), and how social identification can support 

successful social prescriptions to community groups.   
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Chapter 4: Social prescribing as a social cure 

Chapter overview 

This chapter focuses on applying the SIAH to social prescribing, examining the social cure 

mechanisms that contribute to its potential effectiveness. It explores key group processes such 

as accessibility, fit, psychological need satisfaction, and shared similarities, and argues that 

these are crucial for promoting social identification in social prescribing. The chapter presents 

evidence from studies highlighting the group processes underlying the health and wellbeing 

benefits of social prescribing (Kellezi et al., 2019c; Wakefield et al., 2022), as well as instances 

where these processes may not be curative (Stuart et al., 2021). Furthermore, it outlines the 

group processes relevant to the Link Worker assessment and referral to a community group, 

emphasising how these processes are addressed in a Community Prescribing Toolkit based on 

the SIAH. The Toolkit intends to assist Link Workers in facilitating social identification 

through social prescriptions to appropriate community groups. The chapter justifies the pivotal 

role played by Link Workers in fostering group identification. It also discusses and evaluates 

existing toolkits and their limitations in contrast with the proposed Community Prescribing 

Toolkit. Lastly, the chapter introduces the research environment of the PhD program and 

provides a summary of its relevant key features.  

Does social prescribing align with a Social Identity Approach? 

Social prescribing policies aim to reduce loneliness, health inequalities, and barriers to 

engagement in community resources, and promote health and wellbeing by connecting people 

to community groups that foster a sense of belonging (NHS England, 2019c; NHS England, 

2020; Public health England, 2019). Link Workers provide personalised support to empower 

service-users in managing their health and well-being, as well as assess and enhance 

community capacity to meet their needs (NHS England, 2019a; NHS England, 2022b).  
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The outcomes of social prescribing according to designers, commissioners, and deliverers of 

social prescribing schemes include improved resilience, self-confidence, self-esteem, mental 

health, quality of life, reduced primary care utilisation, improved community resilience, and 

decreased isolation (Polley et al., 2017b). Link Workers aim to facilitate these outcomes by 

adopting a person-centred approach, using active listening and motivational interviewing 

techniques (person-centred conversations that promote acceptance and compassion) to promote 

positive behavioural changes through shared decision-making and reflective listening (Anstiss, 

2021; Lee et al., 2022; NHS England, 2019c; Resnicow & McMaster, 2012). The SIAH 

outlines that group belonging can improve health and wellbeing by satisfying psychological 

needs and providing access to social support (Greenaway et al., 2016; Kyprianides et al., 2019), 

which aligns with social prescribing’s aim to improve health and wellbeing by connecting 

people to community groups that foster belonging (NHS England, 2019b). Although, it is 

unclear from Greenaway et al. (2016) whether group identification satisfies the full range of 

psychological needs, such as autonomy, relatedness, and competence, that could also be met 

through identification. Despite this, social identification within groups has been found to 

reduce isolation, improve self-confidence and self-esteem, and provide opportunities for 

community involvement (Greenaway et al., 2016; Kyprianides et al., 2019; Steffens et al., 

2016). Given that Link Workers assess service-users’ needs and aim to connect them with 

suitable community groups (not always successfully as noted in Chapter Two), they are ideally 

situated to provide social prescriptions that facilitate group identification. The following 

section explores the existing evidence for the SIAH as a theoretical framework for social 

prescribing.  
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Social cure mechanisms for social prescribing’s success 

Chapter Two introduced Kellezi et al. (2019c) and Wakefield et al. (2022) as leading 

researchers applying the SIAH to the same social prescribing scheme. In Kellezi et al. (2019c) 

the team of researchers report a mixed-method study involving interviews with healthcare staff 

and patients, as well as a longitudinal survey with 630 service-users at a four-month follow-

up. The study explored whether social cure processes captured the experiences of healthcare 

staff and patients, and whether those processes explained the effect of the social prescribing 

pathway on healthcare usage. Patients expressed the benefits of receiving social support from 

community groups, including reduced anxiety, decreased isolation, increased motivation, and 

a sense of being understood. However, some patients reported facing challenges in joining 

these groups due to anxiety related to meeting new people. Consequently, the Link Worker role 

was highly valued by patients for their support, empathy, and consideration. Quantitative 

findings demonstrated that community belonging mediated the relationship between increased 

group memberships and reduced primary healthcare usage through decreased loneliness at 

four-month follow-up. These findings outline how social prescriptions to community groups 

might improve wellbeing, by presenting multiple group memberships and community 

belonging as mechanisms that can improve wellbeing.  

The team of researchers in Wakefield et al. (2022) further expanded on this evidence by 

examining the longitudinal impact of social cure processes on service-users' quality of life 

during a social prescription. Data from three time-points were analysed and included 632 

service-users at baseline, 178 service-users at four-month follow-up, and 63 service-users at 

six-nine-month follow-up. Quality of life positively correlated with increased group 

memberships examined across engagement with the social prescribing pathway, social support, 

and community belonging, while negatively correlating with loneliness at baseline. The 

number of group memberships at baseline predicted quality of life at a 4-month follow-up, 



85 
 

indicating a positive influence of group memberships on long-term wellbeing. This relationship 

was not reciprocal (Wakefield et al., 2022), implying that the number of groups a person 

belongs to predicts their future health rather than their health predicting group membership. 

Mediation analysis further revealed that increased group memberships positively predicted 

quality of life by fostering community belonging, social support, and reducing loneliness. 

These improvements in health and well-being were maintained at a later follow-up, even 

though group memberships declined. These findings underscore the importance of community 

belonging, social support, and reduced loneliness as active group processes influencing the 

effectiveness of social prescriptions. 

The results from both Kellezi et al. (2019c) and Wakefield et al. (2020) suggest that promoting 

a sense of belonging is a crucial aspect of social prescribing and may explain the improved 

health and well-being outcomes, including reduced loneliness. Therefore, social prescribing 

schemes that prioritise fostering a sense of belonging may yield optimised benefits for service-

users. These findings have implications for the development of social prescribing programs, as 

variables such as community belonging, social support, loneliness, health-related quality of 

life, and group memberships may be overlooked depending on the type and purpose of the 

social prescribing scheme and its target population. Therefore, focusing on developing tools 

and knowledge on how to nurture processes of social identification during social prescribing 

appears to be a logical extension of this research, enhancing our understanding on how and 

why social prescribing is effective, and when it is not.  

Social prescriptions that do not facilitate a social cure 

Stuart et al. (2021) conducted longitudinal qualitative research as part of a larger social 

prescribing project with Age UK Exeter, focusing on understanding why certain lonely and 

isolated individuals who are not receptive to group-based activities do not engage with 

community groups. The study involved eleven participant interviews with older adults and 
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highlighted how social identification processes can act as barriers to joining a group. Some 

service-users mentioned personal barriers relating to past traumas, lack of social experience, 

shyness, and prior health problems, which made group settings uncomfortable for them (Stuart 

et al., 2021). Service-users who had negative experiences with groups may require additional 

time and support to find a suitable community group. The Community Prescribing Toolkit is 

aiming to increase the likelihood of connecting service-users with groups they can identify with 

by taking the necessary time to align the group to the service-user's social identity and needs, 

and vice versa. Consequently, insights from group-based interventions (Haslam et al., 2019b) 

and social prescribing service-users (Stuart et al., 2021) suggests that social connections may 

need to be scaffolded to encourage service-users to attend and join groups. However, time 

constraints within social prescribing services may hinder the provision of such scaffolded 

support, especially for services offering short-term rather than long-term assistance (Islam, 

2020). 

Likewise, engaging and maintaining participation in groups posed challenges for some service-

users in Stuart et al. (2021), including difficulties fitting in, social anxiety, low self-esteem, and 

discomfort in social settings. Unwelcoming or unaccommodating groups further exacerbated 

these issues. Chapter Two previously acknowledged how anxiety can be a barrier to attending 

social prescribing and subsequent social prescriptions (Dayson & Leather, 2020). Thus, 

service-users experiencing shyness, anxiety, or low self-esteem may require ongoing support 

to encourage their engagement. In their SIMBC model, Tarrant et al. (2020) recommended 

assessing identification at various time points throughout an intervention due to its complex 

and time-consuming nature. Consequently, the Community Prescribing Toolkit includes 

acknowledgment of the time required to facilitate group identification. 

Scaffolded support (Haslam et al., 2019b) can involve assessing the fit between the service-

user and potential groups (Turner et al., 1987), considering factors such as similarity to other 
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group members and alignment with the service-user's sense of identity as suggested by Stuart 

et al. (2021) and Tarrant et al. (2020). Stuart et al. (2021) also acknowledged that barriers may 

accumulate over a lifetime, resulting in complex needs that are challenging to address within a 

single group setting. Thus, social prescribing should cater to the needs of individuals who are 

not inclined to join groups due to long-standing preferences. Some service-users may feel 

obliged to participate in unsuitable groups, emphasising the importance of offering options that 

meet their specific requirements, such as open spaces, non-pressured socialisation, escape 

routes, and mental health support. Supporting service-users in this way may help improve 

sustained long-term engagement in group social prescriptions which has been highlighted as a 

concern in prior research by Halder et al. (2019). Services that provide support for six to twelve 

weeks, which is the recommended standard for most NHS-based social prescribing schemes, 

may not allow sufficient time for the development of group identification and social cure 

processes. Such time limited social prescriptions may impact participants’ perceptions on the 

presence of group processes and the utility of a toolkit to support Link Workers to facilitate 

social identification if they are not given adequate time to support service-users through a social 

prescription.  

Facilitating social identification during social prescriptions 

Given the focal role of the Link Worker in social prescribing for supporting service-user 

engagement with social prescriptions (Halder et al., 2019), it is essential to consider how Link 

Workers can best be supported to connect service-users to groups that can become curative 

through identification. A theoretically informed toolkit that applies the SIAH and wider group 

processes from the SIA to the social prescribing referral process could support Link Workers 

to provide curative social prescriptions. A toolkit was considered optimal over a training course 

because of its reviewability, flexibility, and utility in various settings (Hempel et al., 2019; 
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Theole et al., 2020). Toolkits support the implementation of evidence-based interventions or 

best practice (Hempel et al., 2019), and can be easily accessed repeatedly in comparison to 

training courses that may be accessed solely during the time of the course. Repeated access to 

a toolkit combined with its flexibility to be utilised in differing contexts, with differing service-

users, is particularly beneficial for supporting Link Workers to facilitate social identification 

during the variable social prescribing schemes (Ladds, 2021). However, there are no 

guidelines, definitions, or standard approaches towards creating toolkits (Davis et al., 2017; 

Hempel et al., 2019; Theole et al., 2020), with some toolkits failing to outline how to implement 

toolkit guidance into real world practice (Theole et al., 2020).  

As stated in Chapter One, this programme of research aims to create a SIAH based toolkit, 

which Link Workers can use to increase the likelihood of service-users being matched to 

community groups they can identify with. This toolkit will contain real-world examples of how 

to apply the guidance into practice, to overcome some of the existing limitations associated 

with the creation of toolkits (Theole et al., 2020). As indicated in Kellezi et al. (2019c) and 

Wakefield et al. (2022), a service-user's health and wellbeing is more likely to improve if they 

are connected to community groups that they can develop a sense of belonging with, one of the 

key components of social identification (Leach et al., 2008). Shared group identification is 

likely to facilitate access to social support from other group members, whilst potentially 

satisfying psychological needs for belonging, self-esteem, and self-efficacy (Greenaway et al., 

2016). These dynamics may potentially support the social prescribing outcomes of reduced 

loneliness, improved confidence, and self-esteem (Polley et al., 2017b), and may improve 

health and wellbeing. How this can be achieved is explored next by focusing on the group 

dynamics relevant to the Link Worker assessment and group connection processes of a social 

prescription.  
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Social identity processes during a social prescription 

Service-users can be referred into social prescribing through their GP, other non-health and 

healthcare professionals, and where possible, through self-referral (Garside et al., 2020) as 

outlined in Chapter Two. Once a Link Worker receives a service-user, they typically conduct 

an initial introductory phone call, before organising a time and date for a face-to-face 

assessment (Wildman et al., 2018). Service-user’s users then experience two parts to social 

prescribing, 1) the Link Worker assessment process and 2) the referral to a community resource 

process (Runacres, 2022) once a service-user has selected a group to attend. These two 

processes will be the focus of the Community Prescribing Toolkit as these processes are where 

identity-based information can be discussed and then matched against the available resources 

in the community.  

The Link Worker assessment process 

Chapter Two provided an overview of the Link Worker model in social prescribing, 

emphasising the importance of the interaction between Link Workers and service-users in 

facilitating appropriate referrals to community resources. Link Workers use motivational 

interviewing techniques during conversations with service-users to encourage self-disclosure 

of their needs and goals (Anstiss, 2021; NALW, 2019a). Link Workers then match this 

information against the available community resources, such as local community groups 

(Anfilogoff, 2020b; Wildman et al., 2019a). However, barriers to engagement can arise when 

referrals do not consider factors such as interests, perceived accessibility (e.g., mobility, 

capability,  similarity to others, etc.), and cultural needs (Wildman et al., 2019a; 2019b). To 

address this, Link Workers should consider identity-based information, including cultural 

identities, gender, age, interests, hobbies, shared similarities, and psychological needs when 

suggesting community groups (Greenaway et al., 2016; Hogg & Rinella, 2018; Tajfel & 

Turner, 1986).  
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Prior experiences also play a crucial role in shaping one’s readiness to identify with a group 

(Jetten et al., 2010; Tarrant et al., 2020). For some social prescribing service-users in Stuart et 

al.’s (2021) interview study, a lack of prior positive social experiences in childhood prevented 

them from identifying with groups during adulthood due to a persistent feeling of being an 

outsider. Link Workers should gather information about prior experiences during the 

assessment process to understand a service-user's needs and preferences. Drawing on social 

identity research, positive experiences contribute to group engagement and social 

identification, whilst negative experiences hinder group engagement and identification 

(Abrams & Hogg, 1989). 

The Community Prescribing Toolkit intends to support Link Workers in providing a good fit 

by highlighting the types of social identity-based information (e.g., prior experiences, age, 

shared similarities, potential barriers, group experiences) they can discuss during their 

conversations with service-users. A conversational framework in the toolkit should support 

Link Workers to discuss such topics and match them against the available community groups 

to recommend the most suitable options. When suggesting potential groups, Link Workers 

should provide detailed information about the group. Providing such descriptions increases the 

level of personalisation necessary for service-users to understand why a group can benefit them 

and for finding the right fit (Aughterson et al., 2020).  

The referral to a community resource process 

Having chosen a potentially suitable community group, the service-user needs to be supported 

to access the group. Community groups need to be welcoming to new group members to 

optimise the likelihood for social identification (Kraut et al., 2012; Tarrant et al., 2020) and 

facilitate maintained engagement with a social prescription (Stuart et al., 2021). Responding 

positively to new members by welcoming them into the group and teaching them the group 

norms can facilitate a sense of belonging (Kraut et al., 2012), whilst an unwelcoming group 
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could foster disengagement as seen with social prescribing service-users in Stuart et al. (2021). 

Group leaders can help service-users feel welcomed into the group by being friendly, 

displaying a positive attitude, empathising with service-users, and encouraging group member 

interactions (Borek et al., 2019b). A Nottinghamshire social prescribing evaluation by Halder 

et al. (2019) outlines how being welcomed into a group by the group leader was perceived to 

support a positive group experience for service-users that encouraged maintained engagement 

with a social prescription. Furthermore, service-users are more likely to consider the group 

beneficial for satisfying their needs if they have a positive group experience. Borek et al. 

(2019b) developed the mechanisms of action in group-based interactions framework (MAGI), 

applying it to health-based support groups. This framework outlines key action mechanisms 

that facilitate social identification and positive behaviour change. Within this framework and 

Tarrant et al.’s (2020) SIMBC model, group leaders are considered influential for fostering 

positive group processes that facilitate social identification. These action mechanisms include 

facilitating member introductions, setting group goals, communicating clearly with members, 

presenting, and adhering to the group norms and providing members with group roles. 

Encouraging group discussions and interactions is also beneficial for providing social support 

and fostering group identification. Group leaders who are relatable or considered peers are 

more effective at facilitating social identification (Borek et al., 2019b). The Community 

Prescribing Toolkit thus considers these action mechanisms, including the need to be 

welcoming in a guidance document for group leaders supporting social prescribing. Aside from 

the Community Prescribing Toolkit developed during this PhD Programme, to the researcher’s 

knowledge at the time of writing this thesis, there were only two theoretically informed toolkits 

created for utilisation in social prescribing. These toolkits are not universally utilised and are 

explored below.  
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Supporting Link Workers to promote a social cure 

Two toolkits have been created that present similarities to the Community Prescribing Toolkit 

developed throughout a series of studies described in this thesis (see Chapters Seven to Nine). 

The first toolkit, underpinned by occupational science, is the Salford Social Prescribing Toolkit 

introduced in Chapter Two. The second toolkit, The Social Psychology of Social Prescribing 

Toolkit is underpinned by the SIAH and is designed to support the general operation of social 

prescribing.  

The Salford Social Prescribing Toolkit 

 

The SSPH developed a licensed, person-centred assessment and planning toolkit informed by 

occupational science, the field of study guiding the practice of occupational therapy (Clark et 

al., 1991; Doble & Santha, 2008), to improve the outcomes of social prescribing for Link 

Workers and service-users (Bodell et al., 2019; SSPH, 2020b; 2020c). The Salford Social 

Prescribing Toolkit was developed based on the understanding that person-centred outcomes 

during social prescribing are related to how one feels about the activities they engage with 

(Polley et al., 2018; SSPH, 2020c). Occupational science was chosen as the theoretical 

framework because it focuses on human participation in meaningful and purpose-led activities 

(Bodell et al., 2019; SSPH, 2020b; 2020c), and can explain why social prescribing outcomes 

occur and improve consistency in social prescribing effectiveness. In occupational science, 

meaningful and purpose-led activities refer to those that reflect one’s sense of capacity, values, 

interests, and spirituality (Clark et al., 1991; Doble & Santha, 2008; Kielhofner, 2008). 

Specifically, the toolkit utilises the Person, Environment, and Occupational (activity) 

Framework (Figure 4.1) of occupational science (Kielhofner, 2008; SSPH, 2020c), which is 

considered useful for understanding what a person does and how it makes them feel.  
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Effective social prescribing is thought to require careful alignment of the person, their 

environment, and the prescribed activity (Bodell et al., 2019; SSPH, 2020c). Figure 4.1 depicts 

a service-users journey through social prescribing using occupational science as a theoretical 

framework. The Link Worker considers the person, their environment, and the potential 

occupation to explore what support the service-user needs. Using this framework, Link 

Workers are then able to refer complex cases onto to other services who may be able to support 

the service-user (SSPH, 2020c).  

Figure 4.1 

The Person, Environment, and Occupation Model of occupational science applied to social 

prescribing in the Salford Social Prescribing Toolkit (Bodell et al., 2019) 

 

The toolkit was co-produced with social prescribing stakeholders (Link Workers, managers, 

and commissioners), and consists of a conversation framework, process flowchart, analysis 

framework, and an action plan (Bodell et al., 2019; SSPH 2020a; 2020c). These resources are 

accessible following training in the toolkit which includes a one-year license to use the toolkit. 

Consequently, precise details on each of the resources in the toolkit cannot be provided due to 
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the training requirements. However, Bodell et al. (2019) provided insight into the conversation 

framework (Figure 4.2). The conversation guidance was developed to help Link Workers co-

design an action plan that is meaningful and useful to the service-user (SSPH, 2020c), relating 

to the wellbeing conversations that Link Workers have with service-users. The conversation 

guidance was intended to increase consistency of this process, following little documentation 

on how the conversation occurs in practice (SSPH, 2020c).  

Figure 4.2 

Examples of occupational science-based questions Link Workers can ask service-users using 

the Salford method (Bodell et al., 2019) 

 

The conversation guidance was developed to help Link Workers co-design an action plan that 

is meaningful and useful to the service-user (SSPH, 2020c). The conversation guidance was 

intended to increase consistency of this process, following little documentation on how the 

conversation occurs in practice (SSPH, 2020c).  
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The topics covered in Figure 4.2 may also be relevant within a social identity-based toolkit. 

For example, when considering the person within the Salford toolkit, one question that may be 

asked is “How do you feel about being part of a group?” From a SIAH perspective, this question 

explores prior experiences of groups and whether someone would be ready to attend a group. 

According to Tarrant et al. (2020), perceiver readiness (see Chapter Three) to attend a group is 

important when engaging with group-based interventions. Those who are not ready may be 

more likely to decline or stop engaging with a group. When considering one’s environment 

within the Salford toolkit, a Link Worker may ask “Who do you see or have contact with?” to 

explore a service-user’s existing social network. Maintenance of existing social networks can 

be beneficial for health and wellbeing (Haslam et al., 2019b). Understanding one’s existing 

social relationships is important for understanding whether identities can be maintained or 

whether identity gain needs to be explored (Haslam et al., 2019b). Finally, when considering a 

service-users occupation within the Salford toolkit, Link Workers may ask “What do you love 

to do?” From a SIAH perspective, this question may elicit responses on a service-user’s 

interests and skills, which can be matched to groups that have shared characteristics.  

According to the SSPH website, their toolkit was being pilot tested (SSPH, 2020c), and to the 

researcher’s knowledge at the time of writing this thesis in 2023, there are no formal 

publications detailing the development or pilot of the toolkit. However, insight from participant 

interviews in Chapter Seven suggests that the toolkit was distributed to some social prescribing 

services in Nottinghamshire, with some participants reporting they had received training in it.  

Whilst occupational science focuses on what is meaningful to an individual, the SIAH focuses 

on what can become psychologically meaningful to an individual, and why it is meaningful 

using psychological insights (Haslam et al., 2018; Wakefield et al., 2019). For a community 

group to become psychologically meaningful, one must identify with the group. Facilitating 

group identification is a complex process involving considerations of need satisfaction 
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(Greenaway et al., 2016), fit and accessibility (Hogg & Williams, 2000; Turner et al., 1987), 

shared similarities with group members and the group prototype (Brown & Pehrson, 2019; 

Hogg & Rinella, 2018), and existing group dynamics, including ingroup cohesion (Hogg & 

Turner, 1987), trust (Ferguson & Peterson, 2015), being welcoming (Brown & Pehrson, 2019), 

and managing subgroups (Parker, 2014).  

Whilst the Salford toolkit appears to be a well-defined package undergoing efficacy testing, 

the full process of social prescribing may have been overlooked. For example, the Salford 

toolkit focuses on the Link Worker assessment process to provide service-users with a more 

meaningful referral (SSPH, 2020c), due to the utilisation of occupational science as their 

theoretical framework. However, occupational science is typically individualistic and neglects 

considerations of sociocultural and group-based contexts that influence health (Gallagher et al., 

2015; Hocking & Whiteford, 2012; Phelan & Kinsella, 2009). Failing to account for social 

factors that inform behaviour and engagement in activities is concerning because social factors 

are considered the greatest predictors of health and wellbeing (Steffens et al., 2016). The SIAH 

on the other hand does account for sociocultural factors and emphasises the importance of 

group memberships in the improvement of health and wellbeing (Jetten et al., 2012; Steffens 

et al., 2016; Wakefield et al., 2019). Therefore, the SIAH may offer a more comprehensive 

theoretical account as to why and when social prescribing is effective.  

The Salford toolkit also does not consider the community group that the service-user is referred 

to. Considering the groups that service-users are connected to is important because a service-

user could disengage with the group if they are not received positively (e.g., if they feel judged 

or unwelcomed; Husk et al., 2019; Stuart et al., 2021), as noted earlier. A Community 

Prescribing Toolkit, guided by the SIAH, can take account of sociocultural factors and a groups 

response to service-users during a social prescription. In doing so, service-user disengagement 

with social prescribing should be minimised, particularly when identification is facilitated, 
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because the group will imbue the service-user with psychological resources that enrich their 

life (Wakefield et al., 2019). An alternative toolkit developed by Kellezi et al. (2019a) that 

utilises the SIAH is explored below.  

The Social Psychology of Social Prescribing: A Toolkit 

The toolkit was designed using the SIAH and insights from Kellezi, Wakefield, Bowe, 

Stevenson et al., as a resource for those considering becoming involved in or developing social 

prescribing schemes (Kellezi et al., 2019a). However, it does not specifically focus on the Link 

Worker referral process. Five tools offering best practice guidance and links to additional 

resources are included in the toolkit (Kellezi et al., 2019a). Each tool has a theoretical section 

outlining the available evidence and relevance of social psychology to social prescribing. This 

information varies depending on the purpose of the tool and whether it is for developing, 

commissioning, or running schemes. For example, Tool 1 offers a resource list (including 

Dayson & Bashir (2014), Kellezi et al. (2019c), NHS England (2019b), and Wakefield et al. 

(2019) discussed across Chapters Two, Three and Four), which directs readers to the social 

evidence base if they are interested in more information. Tool 2 helps readers identify if social 

prescribing is right for their needs. This is achieved by asking readers to describe elements of 

their intervention and compare them to examples of a social prescribing-based scheme. If the 

elements match, then a social prescribing approach could be useful to them and their 

intervention. Tool 3 offers insight into what social psychological factors should be considered 

during social prescribing, by presenting statements and descriptions of why that factor should 

be considered. One recommendation includes ensuring that the social prescription fosters a 

strong sense of connection with other group members, becoming meaningful to the patient, 

which is considered important for accessing the health benefits of a social prescription through 

group identification (Kellezi et al., 2019a). Tool 4 provides understanding on how and why 

social prescribing works, using Kellezi et al. (2019c) as a case study. Finally, tool five offers 
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insight into how to evaluate and monitor a social prescribing service or group (Kellezi et al., 

2019a). This involves considerations of why social prescribing should be evaluated, how it can 

be evaluated quantitatively or qualitatively, and how one can present their evaluations for 

clarity.  

Whilst most tools within this toolkit provide guidance and advice on why utilising social 

psychological principles during social prescribing is beneficial, the toolkit does not explore 

how Link Workers can specifically utilise this guidance in practice. For example, Tool 3 

explains why ensuring a social prescription is meaningful to the service-user is important from 

a SIAH perspective but does not explain how a Link Worker can provide a social prescription 

that has the potential to become meaningful to the service-user. As it takes time for social 

identification to develop (Çelebi et al., 2017; Doosje et al., 2002), guidance on how group 

identification can be developed is imperative for increasing the likelihood of service-users 

gaining access to the health and wellbeing benefits resulting from social identification. In 

comparison, the Community Prescribing Toolkit can provide detailed guidance on how a social 

prescription to a community group can become psychologically meaningful to a service-user. 

For example, the Community Prescribing Toolkit will consider how Link Workers can gather 

social identity-based information about the service-user during conversations with them, and 

then apply and compare that information to the available groups in the area that may support 

the service-user's needs.  

Consequently, the Community Prescribing Toolkit aims to maximise the likelihood of social 

prescriptions to community groups improving health and wellbeing by facilitating group 

identification, through negating the shortfalls of existing theoretical toolkits. The Community 

Prescribing Toolkit will consider both the Link Worker assessment process and the connection 

to a group process, overcoming the missed opportunity in the Salford Social Prescribing 

Toolkit. The Community Prescribing Toolkit will also do more than outline why facilitating 
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social identification is important during a social prescription as with Kellezi’s et al.’s (2019a) 

toolkit, by offering guidance on how Link Workers can utilise the theory in practice and 

facilitate social identification during a social prescription. The next section introduces the 

research context underpinning this PhD programme.   

Setting the research scene: Social prescribing during COVID-19 

During the COVID-19 pandemic in the UK, various restrictions were imposed to control the 

spread of the virus, including national and local lockdowns, social distancing measures, and 

stay-at-home orders (Gov UK, 2021a). The first national lockdown began in March 2020 and 

ended on the 23rd of June 2020; local lockdowns (city-based lockdowns) with four tiers of 

severity were imposed in England on the 4th of July 2020 (HM Government, 2021; Institute 

for Government Analysis, 2022). A second national lockdown occurred between the 5th of 

November to the 2nd of December 2020, followed by reduced restrictions over Christmas and 

a third national lockdown which lasted between the 6th of January to the 19th of July 2021 

(Institute for Government Analysis, 2022). During the third national lockdown, the UK 

Government in England implemented a roadmap to recovery which involved the strategic 

relaxation of pandemic restrictions, until all legal restrictions were lifted in February 2022 (HM 

Government, 2022). At this stage, the UK was claimed to have entered a ‘recovery period’ 

from the coronavirus pandemic which involved a commitment to social reintegration through 

the Emerging Together policy (Gov UK, 2021b). Emerging Together focused on supporting 

recovery from COVID-19 by promoting social connection using local and place-based 

approaches that tackle loneliness in young and older people and improving digital inclusion 

(Gov UK, 2021b). 

These restrictions had significant implications for the delivery of social prescribing services. 

Initially social prescribing shifted from face-to-face interactions to remote modes of support 
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provision including email and telephone communication (Bertotti & Temirov, 2020; Melam & 

Sanderson, 2020; O’Connor et al., 2021; Tierney et al., 2020). Ongoing doctoral research and 

commentaries suggest that remote working was beneficial for increasing staff flexibility and 

reducing social pressures for service-users with mental health issues (Etheridge, 2020; 

Lawrence et al., 2021), however, it also posed challenges in fully understanding service-users’ 

needs and was seen as contradictory to the ethos of social prescribing (Bertotti & Temirov, 

2020; British Red Cross, 2020; Fixsen et al., 2021; Lawrence et al., 2021). The pandemic 

further increased Link Worker workload following a surge in the complexity of cases seeking 

loneliness and mental health-based support (Bertotti & Temirov, 2020; British Red Cross, 

2020; Carpenter et al., 2021; Lawrence et al., 2021; Vidovic et al., 2021), due to the pandemic 

widening health inequalities and weakening economies (Fixsen et al., 2021; Spencer et al., 

2021; Spencer et al., 2022). The social distancing restrictions imposed during the pandemic 

was thought to increase loneliness, particularly for those already vulnerable to these issues 

(Gov UK, 2021b), and this became a critical public health concern (McQuaid et al., 2021). 

Social distancing measures also resulted in the temporary closure of community groups, 

limiting social interactions and the availability of typical community resources (Carpenter et 

al., 2021; Grotz et al., 2020; Howarth & Leigh, 2020b; Lawrence et al., 2021; Ogden, 2020). 

Link Workers adapted by providing crisis support, (e.g., accessing medication and food 

shopping), rather than linking to community groups (British Red Cross, 2020; Etheridge, 2020; 

Fixsen et al., 2021; Tierney et al., 2020). Some community groups attempted to address the 

limitations of social distancing by offering online sessions and interactions such as 

videoconferencing, emails, and social media (Carpenter et al., 2021; Grotz et al., 2020; Ladds, 

2021). However, this digital shift presented challenges for service-users experiencing digital 

exclusion (Broomhead & Mackin, 2020; Carpenter et al., 2021; Lawrence et al., 2021) and 

reduced the value of interpersonal contact (British Red Cross, 2020; Williams et al., 2022), 
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potentially increasing social isolation and loneliness. Consequently, there was a perception that 

face-to-face services could not be replaced (British Red Cross, 2020; Lawrence et al., 2021).  

From the end of 2021 onwards, social prescribing and communities were considered important 

for social recovery from the pandemic (Brown et al., 2021; Cunningham et al., 2022; Howarth 

& Leigh, 2020b; Vidovic et al., 2021). However, concerns were raised regarding the capacity 

of Link Workers and community groups to provide long-term support, given the anticipated 

economic, psychosocial, and health consequences of the pandemic (Brown et al., 2021; Mak, 

2021; Rice, 2020). The VCSE sector, including community groups and charities, faced 

difficulties due to austerity measures, such as funding cuts and the inability to fundraise during 

COVID-19 (British Red Cross, 2020; Carpenter et al., 2021; Hamilton-West et al., 2020; 

Mahase, 2020; Razai et al., 2020). Despite the allocation of £5 million supporting local 

community groups to respond to COVID-19 in England, the VCSE sector was reported to be 

in crisis (Brown et al., 2021), struggling to bounce back from the forced closures during the 

initial stages of the pandemic (Mahase, 2020). Overall, the pandemic profoundly impacted the 

delivery of social prescribing services, necessitating remote support provision and a shift in the 

types of resources available. The challenges posed by the pandemic highlighted the importance 

of social prescribing and community support for social recovery, but also underscored the need 

for sustained resources and capacity-building in the face of ongoing uncertainties. 

Chapter summary 

This chapter applied the SIAH to social prescribing to understand how and why social 

prescribing can reduce loneliness, barriers to community group engagement, and improve 

health and wellbeing, belonging, and social connection (NHS England, 2020). The SIAH was 

found to be useful for addressing inappropriate referrals to social prescribing by facilitating 

group identification, an active ingredient that promotes health and wellbeing benefits during 
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social prescribing (Kellezi et al., 2019c; Wakefield et al., 2022). The group processes of 

accessibility, fit, psychological need satisfaction, and shared similarities, alongside time, 

facilitate social identification during social prescribing.  

Existing resources were critically evaluated, revealing limitations in supporting Link Workers 

to facilitate connections to groups which will lead to the development of valuable social 

identification during a social prescription. The Salford Social Prescribing Toolkit overlooked 

the important role that group leaders have in supporting a successful social prescription, while 

the Social Psychology of Social Prescribing Toolkit did not provide practical guidance for Link 

Workers in fostering group identification. Therefore, the development of a Community 

Prescribing Toolkit that specifically supports Link Workers to facilitate social identification 

was deemed necessary, particularly given the reported increases in loneliness during the 

pandemic (British Red Cross, 2020; Lawrence et al., 2021). The methods utilised to develop 

the toolkit during the research programme detailed in this thesis are discussed in Chapter Five. 
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Chapter 5: Methodology 

Chapter overview 

The previous chapter applied the SIAH to social prescribing and introduced the social 

environment that this research was conducted in. This chapter begins by providing a brief 

overview of the research conducted during the PhD programme, before outlining the 

philosophical stances guiding the research and detailing the collaborative and mixed methods 

research utilised. The methodologies utilised in this mixed method research are then discussed, 

followed by the analytical methods. A reflection on my influence on the research is then 

presented before discussing ethical considerations. The chapter concludes by summarising the 

key methodological decisions guiding the four studies reported in the consecutive chapters, and 

what a mixed method approach will offer.  

The research within this thesis 

This thesis aimed to answer the overarching research question: How can the application of the 

SIAH improve the social prescribing referral process to community groups? To answer this 

research question, the development of a Community Prescribing Toolkit was explored. Four 

studies supported the development of the toolkit, responding to four research questions and six 

research aims detailed in Table 5.1. Social prescribing stakeholders including Link Workers, 

community group leaders and service-users were recruited for this research.  

Mixed methods 

A mixed methods design from a pragmatist paradigm was utilised during this research 

programme. Pragmatism states that knowledge is both constructed through the actions and 

interactions of people and based on the reality of the world we experience and live in (Allemang 
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et al., 2022), and that experience of the world is necessary to ascribe meaning to an event 

(Allemang et al., 2022; Shannon-Baker et al., 2016).  

Table 5.1 

The research questions and aims underlying the four studies documented in this thesis.  

 

Pragmatists utilise the most appropriate research methods to investigate real-world problems, 

supporting the use of multiple sources of data and knowledge to answer research questions 

(Allemang et al., 2022; Creswell, 2014; Hall, 2013; Shannon-Baker, 2016). As such, 
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pragmatism supports mixed methods research by perceiving differing methodologies to be 

useful tools that aids one’s understanding of the world (Allemang et al., 2022; Shannon-baker, 

2016). Pragmatism’s ethos that reality and knowledge are socially constructed from 

individuals’ experiences (Zoztmann et al., 2022) supports the use of social psychological 

theory to understand and ascribe meaning to an experience, such as the framework offered by 

the SIAH applied throughout this research programme.  

This research employed an exploratory, sequential mixed methods design, prioritising 

qualitative data collection and using quantitative data to complement and expand upon the 

initial qualitative findings (Clark, 2019; Creswell & Plano Clark, 2007; 2018). Link Workers 

and Group Leaders in Study One could take part in Study Two. Prioritising qualitative research 

was beneficial for tailoring the toolkit to the needs of Link Workers, group leaders, and service-

users (Creswell & Plano Clark, 2018; McKim, 2017), which aligns with the pragmatic goal of 

using human experience to build knowledge and understanding of the world (Allemang et al., 

2022; Morgan, 2014). Pragmatists further believe that one’s experiences and actions occur 

within specific historical, social, and cultural contexts (Allemang et al., 2022; Maarouf, 2019), 

making the use of mixed methods research to explore multiple worldviews of social prescribing 

throughout this research programme appropriate (Creswell & Plano Clark, 2007; Johnson & 

Onwuegbuzie, 2004; Levitt et al., 2018). Pragmatism recognises that one’s ability to use prior 

experience to predict future actions is limited, thus pragmatists engage in careful, reflective 

decision making before using the scientific method (Morgan, 2014). Such careful consideration 

of an experience makes it a useful approach to understanding the world through applied and 

collaborative research as described in this thesis (Allemang et al., 2022). 

The research program consisted of three research phases. The first phase (starting September 

2020 and ending June 2021) involved a two-step process of toolkit development. The first step 

involved a qualitative exploration of social prescribing, focusing on stakeholder perceptions 
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and understandings of group processes during social prescriptions to community groups (Study 

One). The outcomes of Study One informed the development of a draft toolkit based on the 

SIAH, which was then qualitatively refined to support both Link Workers and group leaders in 

the second step of toolkit development (Study Two) . The second phase (starting August 2021 

and ending October 2021) aimed to conduct a quantitative feasibility trial of the toolkit, but 

due to the ongoing impacts of the COVID-19 pandemic (Gov UK, 2022; HM Government, 

2021), it became necessary to assess the practicality of conducting a trial within a pandemic-

affected working environment. Thus, the initial aim to explore the feasibility of the Community 

Prescribing Toolkit in practice with social prescribing Link Workers was changed to explore 

the possibility of conducting a feasibility trial of the Community Prescribing Toolkit. A 

quantitative and qualitative questionnaire was used to explore the practicality of conducting 

the trial (Study Three), revealing that a trial was not feasible due to bottlenecks in social 

prescribing schemes and limited community capacity. This led to the identification of the 

under-researched population of disengaged service-users (Wildman et al., 2019b), and the final 

qualitative phase of toolkit development (starting March 2022 and ending February 2023) 

exploring service-user experiences of disengagement with recommended community groups 

(Study Four). To comply with university regulations during the coronavirus pandemic 

(Nottingham Trent University, 2021) and ethical permissions, all data collection took place 

remotely.  

Ontology 

This section discusses ontology, the philosophical study of reality (Tubey et al., 2015). One 

makes ontological assumptions about what they believe is real and how they know it is real 

(Kivunja & Kuyini, 2017). Ontology thus shapes the way a researcher perceives and studies 

their research subjects, such as social prescribing stakeholders, informing choices on what and 
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how to research (Saunders et al., 2015). The main ontological assumption guiding this thesis is 

realism. Realists believe that there is one true reality that exists independently of the 

researcher’s and other’s minds (Al-Ababneh, 2020; Ryba et al., 2022; Saunders et al., 2015; 

Sobh & Perry, 2006). One’s perception offers a window into reality, however because people 

operate interdependently in the real world, there are multiple worldviews of that reality (Al-

Ababneh, 2020; Sobh & Perry, 2006). Multiple worldviews of a single reality make realism 

compatible with a pragmatist paradigm due to pragmatism’s belief that there are different 

experiences of one reality (Allemang et al., 2022; Guyon et al., 2018; Maarouf, 2019). 

Consequently, realists believe that the real world is probabilistically apprehensible (Braun & 

Clarke, 2021b; Michell, 2003; Sobh & Perry, 2006; Williams, 2003), acknowledging 

differences between the real world and their view of it. The aim of research for realists is to 

create a family of answers that capture a complex, single reality (Sobh & Perry, 2006). Since 

there is an external reality, realists acknowledge that others would have researched or 

experienced aspects of that reality previously and support the use of theory in understanding 

people’s perceptions of reality (Emmel et al., 2018; Sobh & Perry, 2006; Williams, 2003). As 

such, the SIAH is applied to social prescribing throughout the research, recognising that 

participant’s experiences reflect real phenomena that can be interpreted using prior knowledge 

of reality.  

Realists thus attempt to construct differing views of this reality using triangulation of 

quantitative and qualitative methodology that is appropriate for the research context (Al-

Ababneh, 2020; Michell, 2003; Ryba et al., 2022; Sobh & Perry, 2006), making it appropriate 

for mixed method research combining quantitative and qualitative methodologies. Quantitative 

methodologies such as questionnaires and inferential statistics enable realists to explore the 

prevalence and severity of a phenomenon (Ryba et al., 2022; Sobh & Perry, 2006), such as the 

types of social prescriptions provided over a set amount of time. Thus, the exploratory 
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questionnaire used in Study Three was appropriate for a realist approach, as the quantitative 

and qualitative data was triangulated to explore the practicality of trialling the Community 

Prescribing Toolkit during a social prescribing environment impacted by the coronavirus 

pandemic (Al-Ababneh, 2020; Madill et al., 2000; Ryba et al., 2022; Sobh & Perry, 2006).  

Qualitative methods and analyses are appropriate for realist research because they support the 

exploration of the nature of reality from multiple and individual perspectives (Braun & Clarke, 

2021b; Ryba et al., 2022; Sobh & Perry, 2006), such as a service-user’s experience of receiving 

a social prescription. Thus, the semi-structured interviews in Study One and Four and the focus 

groups and qualitative questionnaire in Study Two were appropriate in capturing participant’s 

experiences of social prescribing (Study One and Four) and participant’s experiences of the 

Community Prescribing Toolkit (Study Two). Realism also aligns with qualitative data analysis 

that utilises theory to support understanding of participant realities, such as Reflexive Thematic 

Analysis utilised in Study’s One and Two (Braun & Clarke, 2021b). Realism also aligns with 

the Reflexive Thematic Analysis using a hermeneutic phenomenological lens utilised in Study 

Four. Phenomenology refers to “the study of human experience and the way in which things 

are perceived as they appear to consciousness” (Langdridge, 2007, p.10). Using a 

phenomenological lens, one reflects on a person’s understand and meaning associated with an 

experience (Finlay, 2011; Ho et al., 2017; Westland, 2010; Willig, 2013), recognising that one 

experience is not truer than another aligning with realists’ recognition that there are differing 

perceptions of reality (Braun & Clarke, 2021b; Michell, 2003; Sobh & Perry, 2006; Williams, 

2003).   

Epistemology  

Epistemology is the philosophical study of knowledge concerned with how we acquire 

knowledge and what qualifies as knowledge (Fazlıoğulları, 2012; Kivunja & Kuyini, 2017). 
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Our epistemological stance governs what forms of knowledge generation are considered 

legitimate for our research (Saunders et al., 2015). This research within this thesis adopts a 

contextualist epistemology which perceives knowledge of reality to be contextually situated, 

partial, and perspectival (Braun & Clarke, 2021b; DeRose, 1999; Madill, 2000). Contextualism 

acknowledges that participants cannot be separated from their context, allowing for multiple 

versions of reality without privileging one over another (DeRose, 1999; Lloyd, 2023), aligning 

with realist ontology that there may be multiple worldviews of one reality (Braun & Clarke, 

2021b; Michell, 2003; Sobh & Perry, 2006). Theoretical interpretation is necessary to 

understand the meaning of data, thus supporting the application of the SIAH to connect 

participant data with the broader social context of social prescribing. Acknowledging that there 

are multiple accounts of reality (Braun & Clarke, 2021b; DeRose, 1999) supports the utilisation 

of semi-structured interviews in Study’s One and Two. Contextualism further supported the 

utilisation of focus groups and a qualitative questionnaire in Study Two, and an exploratory 

quantitative and qualitative questionnaire in Study Three, by considering the broader social, 

political, and theoretical context of participants (Braun & Clarke, 2021b; DeRose, 1999; 

Madill, 2000).  

A contextualist approach was also deemed appropriate for the analytical approaches conducted 

in each study. The capacity to interpret and situate participant responses to the wider contextual 

situation, utilising the SIAH supported the Reflexive Thematic Analysis in Study’s One and 

Two, and the qualitative content analysis in Study Three (Bengtsson, 2016; Braun & Clarke, 

2021b). A hermeneutic phenomenological lens was utilised to guide the reflexive thematic 

analysis in Study Four, in a comparable manner to Mitchell et al. (2020) who conducted their 

research from an interpretive phenomenological stance. Introduced in the ontology section, a 

phenomenological lens for this study was considered necessary to capture the idiographic 

nature of service-users’ lived experiences of disengagement, given the variability in social 
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prescribing schemes (Ladds, 2021). A phenomenological lens supported a contextualist 

approach by pursuing an interpretative account of a participants experience that considers the 

context surrounding shared meaning making (Ho et al., 2017; Ozuem et al., 2022; Willig, 

2013).  

Stakeholder engagement 

This research aimed to collaboratively develop a Community Prescribing Toolkit that 

facilitates social identification during social prescriptions to community groups. Stakeholder 

engagement was crucial in tailoring the toolkit to Link Workers and group leaders to ensure its 

relevance for social prescribing (Goodman & Thompson, 2017). Several social prescribing 

organisations, clinical commissioning groups, local councils, and national platforms such as 

the NALW were contacted to support the research via dissemination and participation. Monthly 

Microsoft Teams meetings were held with a local council member to support distribution and 

recruitment for Study One. Relationships were further developed through maintained contact 

with the council member and follow-up meetings conducted over six-months to generate 

interest in trialling the toolkit. Through the council member, a working relationship was 

developed with a social prescribing service willing to trial the toolkit. Microsoft Team 

Meetings were held to generate interest in a trial, via presenting a research plan to the 

prospective social prescribing services. These meetings spanned several months but ceased in 

February 2022 when it was deemed impractical to trial the toolkit following Study Three and 

high demands on the interested social prescribing service. Such involvement is reflective of 

patient and public involvement research involving stakeholders outside of the research context 

(e.g., Gedling Borough council members and a social prescribing service manager). Involving 

patients and the public in research increases the relevance, appropriateness, and potential 

benefits of research outputs (Greenhalgh et al., 2019; Holmes et al., 2019; Morgan et al., 2016; 



111 
 

Rivas et al., 2019), including the Community Prescribing Toolkit. Involvement of the council 

members and service manager was considered necessary at the time, to ensure that a planned 

feasibility trial of the toolkit was considerate of their needs, wishes, and capacity to support 

research (Greenhalgh et al., 2019; Rivas et al., 2019).  

Despite the inability to trial the toolkit, insights from Link Workers, community group leaders, 

and service-users informed the creation and refinement of the toolkit in Studies One and Two, 

and its further development following Study Four. The variability of social prescribing across 

the UK meant that attempts were made to understand local contexts of stakeholder engagement, 

such as in Study Four. However, low recruitment motivated a shift towards a national sample 

in Study One, whilst a national sample was sought in Study Three to best capture the impact 

that COVID-19 had on social prescribing’s capacity to support a trial of the toolkit. Such 

changes between localised and national recruitment were necessary to engage participants in 

the research. 

Engaging stakeholders aligns with realism and contextualism as multiple worldviews are 

accounted for (Madill, 2000; Shannon-Baker, 2016). Lai’s (2011) literature review into 

collaborative learning characterises collaborative interactions as shared goals, negotiation, 

interactivity, and interdependence, with the level of collaboration varying in research 

depending on the purpose of stakeholder engagement (Morgan et al., 2016). Symbolic 

participation (Goodman & Thomspon, 2017) was the type of stakeholder engagement 

employed in this research, which aligns with the newly refined definition of stakeholder 

consultation in Thompson et al. (2021, p447):  

“Researchers ask community residents and/or patients for advice on important elements of a 

project or activity. The provided feedback informs the research, but the researchers are 
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responsible for designing and implementing projects with no help expected from the people 

who were consulted.” 

Participants in this research provided recommendations that were incorporated into a toolkit 

and tailored to effectively apply the SIAH to the social prescription process. Such involvement 

of stakeholders as informative research participants in Study One to create the toolkit and 

collaborative research participants in Study Two to refine the toolkit are somewhat reflective 

of Delphi research which seeks expert consensus on a topic over multiple iterations of feedback 

(Fink-Hafner et al., 2019). However, as detailed in Chapter Seven, unlike a Delphi study which 

restricts who is considered an expert to professional qualifications (Fink-Hafner et al., 2019), 

this research perceives those stakeholders who have direct experience of providing, supporting, 

or receiving a social prescription as experts of social prescribing.  

Semi-structured interviews 

Semi-structured interviews were employed in Study’s One and Four to address the research 

questions. This approach allowed for in-depth exploration and follow-up on participant 

responses through a combination of open and structured questions (Adams, 2015; Doody & 

Noonan, 2013). The use of an interview schedule ensured comprehensive coverage of the topic 

area in each study while allowing flexibility to delve deeply into participant thoughts and 

experiences of social prescribing (Adams, 2015; Dejonckheere & Vaughn, 2019; Kallio et al., 

2016). Key topic areas, such as the process of social prescriptions, the role of group leaders in 

welcoming service-users, and barriers faced by service-users in attending recommended 

groups, were informed by previous literature on social prescribing and the SIAH. 

Sample sizes for semi-structured interviews can vary based on the information sought and the 

targeted population. Hard-to-reach populations, characterised by factors like stigma, digital 

exclusion, reduced literacy, desire for anonymity, and distrust, often pose recruitment 
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challenges and may result in smaller sample sizes (Raifman et al., 2022; Wilkerson et al., 2014). 

In Studies One and Four, sample sizes were estimated using Malterud et al.'s (2016) concept 

of information power, as recommended by Braun and Clarke (2021a) for Reflexive Thematic 

Analysis. Smaller sample sizes were deemed appropriate due to the narrow research aims, 

specific target populations, utilisation of theory-based analysis on a rich dataset, and 

comparison of participant responses. Consequently, a small sample of ten participants per 

stakeholder group (to ensure a larger multi-perspective sample) was planned for Study One, 

and a small sample of 15 participants was planned for Study Four.  

Focus groups  

Online focus groups were utilised in Study Two as part of a two-step process to elicit consensus 

and feedback  on the content and refinement of the Community Prescribing Toolkit. This 

approach involved introducing Link Workers to a draft version of the Toolkit that was created 

following Study One, before facilitating online group-based interactions where participants 

shared their individual and collective views on the toolkit (Kamberilis & Dimitriadis, 2011; 

Morgan, 1996), allowing for active discussion and the generation of group perspectives that 

supported the refinement of the toolkit. Online focus groups were chosen to facilitate 

discussions across different geographical locations and encourage wider participation (Morgan, 

1996; Stewart & Shamdasani, 2017).  

A focus group schedule was employed to guide the discussions (Kamberelis & Dimitriadis, 

2011) keeping participants focused on the toolkit's content. This directed approach helped 

maintain topic relevance and minimise the risk of participants deviating from the main subject 

or influencing the data based on unequal engagement or pre-existing relationships (Laenen, 

2021). To maintain a balance between researcher control and participant autonomy, the focus 

groups were semi-structured (Kamberilis & Dimitriadis, 2011; Laenen, 2021). This allowed 
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participants to provide their own insights and responses to set questions regarding the toolkit's 

content and structure, promoting collaborative discussions.  

For Study Two, a target sample of eight Link Workers from Study One was divided into two 

focus groups, aligning with previous literature suggesting that two to three focus groups (Guest 

et al., 2017), involving six to eight participants for about one and a half hours (Finch et al., 

2013) would be sufficient for data coverage. Participants were not acquainted with each other 

prior to the focus groups to ensure unbiased discussions. The researcher minimised their own 

input to encourage participant led discussions. The researcher only commented to provide 

clarification, encourage all participants to engage, and to progress the focus group to cover all 

relevant topics.  

Online questionnaires 

Online questionnaires were employed in Study Two and Study Three. In Study Two, group 

leaders were invited to choose the method for reviewing the draft toolkit. Allocating choice of 

methodology to group leaders was considered necessary to increase the likelihood of 

recruitment and accommodate group leader availability. After a majority vote, an online 

questionnaire which utilised open-ended questions derived from the focus group schedule in 

Study Two was selected. In Study Three, Link Workers answered qualitative and quantitative 

questions to assess the practicality of conducting a trial of the toolkit post-pandemic. 

The social distancing requirements during the COVID-19 pandemic (Gov UK, 2021a) 

necessitated the use of online questionnaires, as opposed to face-to-face data collection 

methods, to ensure the safety of participants and the researcher. Online questionnaires offered 

flexibility, affordability, and the ability to overcome geographical limitations (Ball, 2019; 

Braun et al., 2021; Evans & Mathur, 2018), making them a cost-effective means of gathering 

diverse perspectives from Link Workers and group leaders.  
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Both studies employed descriptive exploration of the research questions using open-ended 

questions as recommended by Braun et al. (2021), Nayak and Narayan, (2019), and Zuell et al. 

(2015). Single-item questions were used to minimise participant burden and overcome the lack 

of known validated measures that suited the studies' purposes and objectives. Containing both 

quantitative and qualitative questions in Study Three, the questionnaire was long. Using single-

item questions where possible helped to reduce the number of questions a participant was 

required to answer, reducing the physical and psychological burden of completing the 

questionnaire (Nayak & Narayan, 2019; Riggle et al., 2005; Zuell et al., 2015). Nevertheless, 

single-item questions can be subject to misinterpretation, such as reading a question wrong and 

not answering the question provided (Van Oort et al., 2011), and open-ended questions may 

have higher non-response rates (Braun et al., 2021; Riggle et al., 2005; Zuell et al., 2015). 

Determining an appropriate sample size for questionnaires can be challenging. For qualitative 

questionnaires a sample size ranging between 20 to 100 participants can be obtained depending 

on the study’s scope (Braun et al., 2021). In Study Two, which attempted to recruit as many 

participants as possible from Study One, a sample size calculation was not necessary. 

Alternatively, for quantitative questionnaires, a power analysis is recommended to determine 

sample size unless the research is exploratory (Haile, 2023). Exploratory research that does not 

test hypotheses does not require power analysis (Haile, 2023), thus sample size can be 

determined using alternative methods. Since the exploratory questionnaire in Study 3 did not 

seek to test hypotheses, sample size was instead calculated based on a known estimated 

population of participants, utilising a population table published by Israel (1992; Table 5.2) as 

recommended in Nanjundeswaraswamy and Divakar (2021). Using an NHS population target 

to recruit 1,000 Link Workers by 2021 (Bertotti et al., 2019), a standardised confidence level 

of 95%, and a standardised variability of 50% (Israel, 1992; Lakens, 2013; Singh & Masuku, 
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2014), a sample of 286 participants was calculated for the questionnaire based on a 5% 

precision level, 95% confidence level and 50% variability. 

Table 5.2 

Calculated sample sizes from Israel (1992), based on population size, a 95% confidence level 

and 50% variability.  

 

Analytical methods  

As noted in Table 5.1, the analytical methods utilised during the research programme were 

Reflexive Thematic Analysis, phenomenological Reflexive Thematic Analysis, qualitative 

content analysis and paired samples t-tests.  

Reflexive Thematic Analysis  

Reflexive Thematic Analysis was chosen as the analytical method for Studies One, Two, and 

Four due to its ability to generate a comprehensive understanding of shared experiences whilst 

accounting for individual perspectives of that experience. This approach allows for both 

inductive (themes generated from the dataset) and deductive analysis (themes driven by the 

researcher’s theoretical framework and questions), as well as semantic (closely reflecting 

participant responses) and latent coding (reading between the lines, searching for the hidden 

meaning), providing theoretical flexibility (Braun & Clarke, 2019; 2021b). The six phases of 

Reflexive Thematic Analysis are outlined in Table 5.3. The process of reflexivity is essential 
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in Reflexive Thematic Analysis, enhancing transparency and promoting the researcher's 

development and understanding of the method (Braun & Clarke, 2014; 2021b). 

Study One employed a multi-perspective approach, combining inductive and deductive 

analysis with latent coding to explore group processes during social prescribing. A multi-

perspective analysis explores the similarities and differences between different perspectives 

(Kendall et al., 2009), making it appropriate for understanding group processes throughout the 

social prescription process. Study Two utilised an inductive, semantic approach to analyse the 

novelty of reviewing a draft toolkit. 

Table 5.3 

Braun and Clarke’s (2021b) six phases of Reflexive Thematic Analysis. 

 

In Study Four, an inductive, latent Reflexive Thematic Analysis was conducted from a 

phenomenological perspective, as outlined in the ontology and epistemology sections. While 

alternatives such as Interpretative Phenomenological Analysis (IPA) could have been 
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considered, the choice was made to focus on understanding the shared meaning-making process 

rather than individual experiences. IPA has limitations in explaining why an experience occurs 

and is perceived to be incompatible with theories of cognition. The application of the SIAH in 

this research, which has cognitive underpinnings, overcomes these limitations, and provides 

insights into the experience and its causes (Bowe et al., 2020; Cruwys et al., 2014b; Hogg, 

2000; Turner et al., 1987; Wakefield et al., 2022). The flexibility of thematic analysis enables 

the application of the SIAH under a phenomenological lens in this study (Braun & Clarke, 

2021b; Ho et al., 2017). 

Qualitative content analysis 

In Study Three, qualitative content analysis was employed instead of Reflexive Thematic 

Analysis to analyse the open-ended questions. This choice was made because qualitative 

content analysis is better suited for handling copious amounts of qualitative data (Beck et al., 

2010). It allows for the portrayal of multiple perspectives by categorising responses into 

frequently occurring categories that require contextual consideration to avoid misinterpretation 

(Bengtsson, 2016). Qualitative content analysis involves analysing the meaning and 

relationships within textual data in a replicable and systematic manner (Bengtsson, 2016; 

Erlingsson & Brysiewicz, 2017). Its aim is to produce a condensed yet comprehensive 

description of the phenomenon under investigation (Bengtsson, 2016; Elo & Kyngäs, 2008; 

Erlingsson & Brysiewicz, 2017). The analysis can be inductive or deductive and may employ 

either manifest (semantic) or latent coding (Bengtsson, 2016). In Study Three, an inductive, 

manifest content analysis was conducted due to the novelty of the information being sought 

(Lauri & Kyngäs, 2005). At the time of Study Three, there was little information regarding 

how Link Workers and community groups were operating during the pandemic and the 

pandemic recovery period, including whether social prescriptions to community groups were 
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occurring. Such information was necessary to determine if a trial of the toolkit could occur 

during 2022.  

To ensure the trustworthiness of the qualitative content analysis, the process should be 

systematically and clearly reported from start to finish (Elo et al., 2014). Bengtsson (2016) 

outlines four steps involved in this analysis: decontextualisation, recontextualisation, 

categorisation, and compilation. Decontextualisation involves familiarising oneself with the 

data by repeatedly reading participant responses and breaking them down into smaller units of 

two to six words that capture the content. Recontextualisation compares these meaning units 

against the research aim and the original text to ensure their accuracy and relevance. Any 

unmarked text is reviewed for inclusion and excluded if irrelevant to the research aim. 

Categorisation condenses the meaning units into codes that retain the content, which are then 

clustered into subcategories and categories based on similarities. The categories are refined 

until they are internally consistent and externally diverse. The compilation stage involves 

writing up the analysis once the categories have been established (Bengtsson, 2016). 

NVivo Pro-12 

The NVivo Pro-12 qualitative data analysis software was utilised to organise, sort, and 

synchronise the qualitative data into a single location (Oliveria et al., 2016; Zamawe, 2015). 

Data can also be imported, coded, and collated into themes in NVivo, using a node system 

(Oliveria et al., 2016). The software was also methodologically flexible meaning it supported 

the conducted Reflexive Thematic Analyses (Castleberry & Nolan, 2018; Zamawe et al., 2015) 

and the qualitative content analysis (Bengtsson, 2016).  

Quantitative analysis: paired sample t-tests 

Quantitative questions in Study Three were analysed descriptively, with three sets of related 

questions being analysed through paired samples t-tests. Paired sample t-tests were considered 
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appropriate for Study Three because they compare the mean differences between related 

variables (Kim, 2017; Park, 2009) in studies where all participants have answered all questions 

(Field, 2013; Nardi, 2018). Comparing the mean differences was considered important for 

exploring any potentially significant changes within the data that could be relevant for 

informing whether a trial of the toolkit was practical. For example, comparing the mean 

differences in social prescriptions to community groups before and after the pandemic, could 

be beneficial in exploring if there were significant changes in service-users being connected to 

groups. Community groups would need to be open and receptive of service-users for a trial of 

the toolkit to take place. Alternative analyses, including the Analysis of Variance have been 

considered superfluous in situations where there are only two group comparisons (Emerson, 

2017). As Study Three only contained two comparable variables, paired sample t-tests were 

considered the most appropriate statistical analysis.  

Reflexivity 

In this section I reflect on how my interest in social prescribing and my experiences have 

shaped the progress and analysis of the studies conducted during the research programme. 

Qualitative analysis necessitates that I situate myself in relation to my research and increase 

transparency on how I conducted qualitative analysis (Braun & Clarke, 2021b). I developed a 

deep-rooted interest in social prescribing during my MSc course because I valued its ability to 

improve health and wellbeing without a pharmaceutical prescription. Throughout my academic 

background specialising in psychopathology and wellbeing, I have considered pharmaceuticals 

to be supplementary to wider therapies that address root problems. My beliefs align more 

closely with the nurture perspective in that, I believe that experiential or social factors largely 

shapes one’s sense of self and behaviours, including health and wellbeing, rather than 

biological factors (Eagly & Wood, 2013). Such alignment is reflective of contextualist 
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epistemology where one’s knowledge of reality is dependent on wider social contexts (Braun 

& Clarke, 2021b; Lloyd, 2023). Although, given my mental health background, I do 

acknowledge that both nature and nurture (Eikemo & Øversveen, 2019; Tabery., 2014) can 

influence one’s behaviour in certain instances. I also largely side with the view that one can 

change across the lifespan (Block & Robins, 1993; Eikemo & Øversveen, 2019; Roberts et al., 

2006), which aligns with social prescribing’s intention to empower service-users to change 

how they manage their health and wellbeing. Therefore, I consider myself to be an advocate 

for social prescribing to support one’s health and wellbeing without pharmaceuticals unless it 

is necessary such as in the management of long-term conditions and mental illness. Such 

personal investment could introduce bias into the research process by neglecting participant 

voices who are less enthusiastic about social prescribing or community groups in general. 

Careful reflection upon the qualitative analyses that I conduct will be required to reduce this 

risk of bias.  

As a white female in my late twenties from a working-class background, I have witnessed 

family and friends struggle with their mental health and wellbeing. As a result, I often provided 

space for family and friends to share their struggles, which has fuelled my interest in services 

that are person-centred. Consequently, I believe in working with people to understand their 

experiences and opinions, which aligns with a realist ontology that seeks to understand people’s 

worldviews of reality (Al-Ababneh, 2020; Sobh & Perry, 2006). However, in my attempt to 

understand another’s experience, I may have asked leading questions to participants based on 

information I had gathered during a previous participant interview. For example, during Study 

Four I had asked one participant whether they would like a group to be closer to their ethnic 

background and age range, rather than simply asking them to describe what type of group 

would better suit their needs. I was aware of this tendency and improved my interview skills 

over time. Alongside leading questions, I may have influenced the relationship between the 
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participants and myself in Study One. Introducing myself as a student researching social 

prescribing, Link Workers may have considered myself an insider (someone knowledgeable 

about social prescribing) resulting in reduced descriptions on what they do (Adu-Ampong & 

Adams, 2020; Dunn, 2019). Alternatively, community group leaders and service-users may 

have considered me to be an outsider, with differing consequences to the subsequent 

interactions (Adu-Ampong & Adams, 2020; Dunn, 2019). Community group leaders may have 

assumed that I was naïve to the operations of community groups, providing me with detailed 

insight into their group. Alternatively, service-users may have considered me unknowledgeable 

about their experience and been wary of discussing their experiences with me due to the 

authority and power associated with academic institutions (Adu-Ampong & Adams, 2020). As 

a result, I found it easier to build rapport with Link Workers and group leaders and discuss their 

roles. Alternatively, I found service-users to be less talkative about their experiences which 

required me to utilise additional prompts to encourage further discussion during interviews. 

Consequently, Link Workers and group leaders had the longest interviews whilst service-users 

tended to have shorter interviews in Study One, increasing in length by Study Two due to 

developed interview skills over the course of the research programme. 

Ethical approval and considerations 

The Business, Law and Social Sciences Research Ethics Committee at Nottingham Trent 

University provided ethical approval for all four studies documented in this thesis. The research 

also abides by the British Psychological Society’s (BPS) ethical requirements for human-based 

(BPS, 2021a) and online research (BPS, 2021b). Considerations around gathering informed 

consent, minimising harm to participants, protecting anonymity and confidentiality, and 

transparency in the collection, transportation, utilisation, and storage of participant data were 

required (BPS, 2021a; 2021b). For example, participants were required to sign a consent form 

for Studies One, Two, and Four to indicate that they understood the nature of the study and 
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were providing informed consent to take part (BPS, 2021a). For Study Three, informed consent 

was gathered through a consent page, which was preceded by a detailed information page (in 

accordance with BPS, 2021a; BPS, 2021b). Regarding confidentiality, participants in studies 

who provided qualitative data were informed that full confidentiality could not be guaranteed 

in case of self-identification in any published reports of the data (BPS, 2021a). Participant 

anonymity to each other was also compromised during focus groups (BPS, 2021a; 2021b), 

which participants were made aware of when consenting to take part. To further protect 

participant anonymity, participants who provided qualitative data were pseudonymised (BPS, 

2021a; 2021b). 

Data management  

A data management plan was developed and updated accordingly in line with BPS (2021a; 

2021b) recommendations. All data was stored in line with open science principles which 

increases the transparency of the research process including conceptualisation, design, data 

collection, and analysis (Allen & Mehler, 2019). Collected data was initially stored on the 

researcher’s password protected, organisational cloud-based OneDrive and accessed from their 

password protected laptop. The researcher contacted potential participants and obtained 

informed consent for Studies One, Two and Four from their encrypted university email. 

Interviews and Focus groups were audio recorded using a password protected audio recording 

device. Each recording was transferred into a secure folder on the OneDrive. All audio-

recordings were deleted at the end of each study, due to the presence of identifiable information 

that was anonymised during transcription. Transcripts were created in Microsoft Word and 

saved on the OneDrive. Identifiable information utilised to share research documents with 

participants was temporarily stored in a password protected file on the OneDrive. The storage 

of identifiable information (including email addresses, phone numbers etc.,) is considered 

appropriate for research purposes of obtaining consent (BPS, 2018).  
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 All identifiable data was deleted at the end of each study. Participants were informed that their 

anonymised data would be retained for ten years for research purposes. To comply with open 

science principles, whilst retaining the confidentiality and anonymity of participants the 

following research data was made available:  

• Anonymised transcripts with sensitive information withdrawn.  

• An analysis log containing information on how data was analysed.  

• Participant information sheet, consent forms, and debriefs.  

• Interview schedules, focus group schedule, and questionnaire questions. 

• Raw data for the questionnaire study, with identifiable data removed (I.e., IP addresses).  

• The data management plan.  

Please see page 303 for a data assessment statement.  

Chapter summary 

This chapter provided an overview of the upcoming research conducted for a PhD, highlighting 

the realist ontological and contextualist epistemological positioning of the researcher within a 

pragmatist paradigm. The involvement of stakeholders within an exploratory sequential mixed-

methods research design was considered essential for developing the toolkit using social 

prescribing stakeholder experiences and opinions. Semi-structured interviews, focus groups, 

and an online questionnaire supported the development of the toolkit by increasing 

understanding of group processes during the social prescription process. The use of qualitative 

data analyses such as Reflexive Thematic Analysis and quantitative analysis such as paired 

sample t-tests were justified, before reflexively positioning the researcher within their research 

and wider psychological literature. Ethical approval and considerations were also discussed, 

ensuring participant and researcher safety. The following chapter, Chapter Six, introduces the 

first study of the described research programme.   
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Chapter 6: Exploring the presence of social identification processes during the social 

prescription referral process to community groups 

Chapter overview 

Following the methodology chapter, this chapter presents the first study in the research 

program exploring the social prescribing referral process to community groups, perceptions of 

group processes, and their relevance to social prescriptions to community groups. Knowing 

which, if any, group processes are present and understood during the Link Worker assessment 

and connection to a community group stage of a social prescription is important for improving 

future social prescriptions to community groups to minimise disengagement. Semi-structured 

interviews were conducted with three groups of social prescribing stakeholders and analysed 

using Reflexive Thematic Analysis (Braun & Clarke, 2021b). Three themes were generated 

during analysis and are discussed before outlining how they were utilised to create a draft 

Community Prescribing Toolkit informed by the SIAH.  

Introduction 

As of May 2023, social prescribing research has focused on the effectiveness of social 

prescribing schemes and the barriers that may impact its effectiveness (Bickerdike et al., 2017; 

Frostick & Bertotti, 2019; Moffat et al., 2017; Wildman et al., 2019a), as indicated in Chapter 

Two. Bickerdike et al. (2017) outlined how a lack of engagement with Link Worker 

appointments and social prescriptions were barriers to social prescribing’s success. 

Inappropriate referrals into social prescribing (Laing et al., 2017), and to community groups 

that do not suit a service-user’s needs (Wildman et al., 2019a; 2019b) may increase 

disengagement. Moreover, the variability in social prescribing schemes (Halder et al., 2018) 

and the absence of a unifying theoretical framework (Stevenson et al., 2020a) have made it 

challenging to understand how and why social prescribing works. 
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The SIAH, outlined in Chapter Three, has been applied to social prescribing (see Chapter Four) 

to overcome this theoretical limitation (Halder et al., 2018; Stevenson et al., 2020a). Social 

prescriptions that are valuable to a service-user, foster community belonging, provide social 

support, and reduce loneliness are more likely to improve service-user health and wellbeing 

(Kellezi et al., 2019c; Wakefield et al., 2022). Likewise, drawing on the Social Identity 

Approach, community group social prescriptions should also be accessible (cognitively and 

practically) and reflect shared similarities between the service-user and ingroup members 

(Hogg & Rinella, 2018; Wakefield et al., 2019). 

However little research has investigated what occurs during a social prescription to a 

community group and Link Workers understanding of the group processes outlined above, 

during a social prescription. Understanding these processes is crucial for developing effective 

social prescriptions that facilitate social identification. One approach to achieve this is through 

the development of a psychoeducational toolkit that considers how Link Workers can utilise 

group processes during social prescribing and the role that community groups have in 

supporting a successful social prescription. Focusing on these aspects will help overcome the 

short fallings of existing toolkits such as the Salford Social Prescribing Toolkit (SSPH, 2020c) 

and the Social Psychology of Social Prescribing Toolkit (Kellezi et al., 2019a). 

From a social identity perspective, the complexity of facilitating group identification (Tarrant 

et al., 2020), underscores the importance of considering how Link Workers can facilitate it 

during social prescriptions. This involves helping Link Workers to maximise the chances of 

referring service-users to a context where group processes might develop and facilitate social 

identification. Failure to recognise the importance of social identification may result in missed 

opportunities to optimise the health and wellbeing of service-users. Therefore, this study aimed 

to gather perspectives from Link Workers, service-users, and community group leaders on 1) 

the community group referral process, and 2) the presence and their understanding of possible 
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group processes that facilitate or prevent social identification during social prescriptions to 

community groups. The study also sought to answer the additional research question: ‘What 

would Link Worker, community group leader, and service-user stakeholders include in a SIAH 

based Community Prescribing Toolkit supporting social prescriptions to community groups?’ 

The findings from this study will offer insight into where and how awareness of group 

identification facilitation is needed throughout the social prescription journey. These insights 

can then be used to create a draft Community Prescribing Toolkit outlining how social 

identification can be facilitated during a community group social prescription pathway.  

Method 

Design 

Semi-structured interviews were conducted online over Microsoft Teams or over the telephone 

between October 2020 and March 2021, supporting the in-depth exploration of multiple Link 

Worker, group leader, and service-user perspectives of social prescribing (Doody & Noonan, 

2013). To contextualise participant responses, the SIAH was utilised to aid interpretations of 

participant responses.  

Participants 

In total, 22 participants (two males, 20 females, aged between 20 - 78 years) were recruited, 

involving ten Link Workers, seven community group leaders and five service-users. Table 6.1 

details participant demographics. Participants reported their age, ethnicity, and experience in 

their role through open-text responses. Multiple choice questions were utilised for gender, 

marital and employment status.  
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Table 6.1 

Participant demographics 

Participant 

Type 

Age 

(years) 
Gender Ethnicity 

Marital 

status 

Employment 

status 

Experience in 

role/service 

Link Worker 1 36 Female White British Unknown Employed 10 months 

Link Worker 2 44 Female White British Cohabiting Employed 9 months 

Link Worker 3 44 Female White British Married Employed 6 months 

Link Worker 4 25 Female White British Single Employed 5 months 

Link Worker 5 26 Female White British Single Employed 14 months 

Link Worker 6 45 Female White British Married Employed 14 months 

Link Worker 7 60 Female White British Married 
Employed Part 

Time 
6 months 

Link Worker 8 26 Male 
White British 

and Irish 
Single 

Employed Part 

Time 
2 years 

Link Worker 9 46 Female White British Cohabiting Employed 2 years 

Link Worker 10 27 Female White British Cohabiting Employed 1 year 

Group leader 1 
54 Female White British Married Self- Employed 5 years 

Group leader 2 
52 Female White British Cohabiting Employed 5 years 

Group leader 3 
61 Female White British Married Retired and 

volunteering 

11 years 

Group leader 4 
57 Female White 

Multiracial 

Married Employed 22 years 

Group leader 5 
74 Female White British Married Retired 50 years 

Group leader 6 
55 Female White British Married Employed Part 

Time 

4 years 

Group leader 7 
72 Female White British Married Retired 10 years 

Service-user 1 
78 Female White British Married Retired Unknown 

Service-user 2 
70 Female White British Divorced Retired 8 years 

Service-user 3 
33 Male British South 

Asian 

Single Employed Part 

Time 

Unknown 

Service-user 4 
20 Female Mixed Race 

Caribbean 

Single Unemployed 3 months 

Service-user 5 
52 Female White British Married Employed 2 years 
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Although the sample size in this study was lower than the intended 30 participants, it was 

considered sufficient. The use of information power as defined in Chapter Five (Malterud et 

al., 2016), justified the small sample because the research focused on a narrow aim and specific 

target population, and employed a theory-based analysis on a rich data set in a cross-case 

analysis.  

Recruitment initially targeted the East Midland counties of Derbyshire, Lincolnshire and 

Nottinghamshire but was later expanded to encompass the whole of England to encourage 

successful recruitment. Link Workers and group leaders were recruited between September 

2020 and March 2021, and service-users between November 2020 and March 2021. Purposeful 

and opportunistic sampling methods were utilised in this study, as outlined in Figure 6.1. 

Additionally, snowball sampling was conducted with Link Worker participants to recruit group 

leaders, service-users, and other Link Workers, by asking existing participants to share the 

research opportunity. It was unclear which recruitment strategy had generated group leader 

participants. 

Semi-structured interviews 

Three individually tailored semi-structured interview schedules (see Appendix A) were utilised 

with Link Workers, community group leaders, and service-users respectively. Semi-structured 

interviews were appropriate for a contextualist approach as they supported the in-depth 

exploration of multiple experiences (Dejonckheere & Vaughn, 2019), as indicated in Chapter 

Five. The interview schedules explored current practice surrounding a social prescription to a 

community group, the group processes involved in successful social prescribing referrals, and 

whether stakeholders appreciated and understood group processes. A series of questions were 

derived from the SIAH, with follow-up questions prompting further clarification or exploration 

of responses. For example, the SIAH recognises the importance of providing a positive and 

welcoming group experience (Grant et al., 2017; MacIntosh & Law, 2015).  
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Figure 6.1 

Recruitment processes for Link Workers, group leaders, and service-users 

Thirty-two East Midland 
organisations were 
contacted by email to 
generate interest in the 
research.

Forty-one organisations 
across wider regions in 
England were contacted 
by email to generate 
interest in the research.

Seventy-one 
organisations were asked 
to share a participant 
information sheet and 
consent form with Link 
Workers.

Sixty organisations were 
asked to share a group 
leader recruitment flyer 
with local community 
groups.

Three organisations 
generated Link Worker 
participants, and three 
forwarded the flyer onto 
community groups.

Eight organisations 
forwarded the 
information on to 
appropriate staff 
members, the remaining 
did not respond. 

Link Workers also 
shared a service-user 
recruitment flyer with 
their service-users who 
met the study criteria. 
Three service-users were 
obtained.

Purposeful 
sampling Recruitment flyers for 

group leaders and 
service-users were 
circulated on Twitter 
and Facebook social 
groups.

Participants contacted 
the researcher for more 
information using 
contact information on 
the flyers.

Interested participants 
were provided with a 
participant information 
sheet and consent form. 

Two service-users were 
recruited through social 
media. 

Opportunistic 
sampling
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Welcoming group structures have been found to be a motivating factor for joining groups 

(Grant et al., 2017) and maintaining group memberships in qualitative research (MacIntosh & 

Law, 2015). These findings suggest that how a group responds to prospective members is 

important for encouraging people to join and maintain group membership. Consequently, the 

SIAH literature supported the addition of questions including: “What sort of atmosphere are 

you looking for?”, “How do you ensure that new members feel they can join the group and feel 

part of the group?”, and “How did the group make you feel”, for Link Workers, group leaders, 

and service-users respectively.  

Procedure  

Informed consent was obtained, and interviews were arranged over email. During the 

interview, participants provided demographic information, were reminded of the study’s 

purpose, and answered the interview questions. Afterwards, participants were debriefed, 

provided with their shopping voucher and a list of supportive resources to access if needed. 

The voucher was given regardless of whether a participant withdrew from the study. 

Participants could withdraw from the study at any point up until two weeks after their interview 

using a unique identifier they created during informed consent. All interviews were audio-

recorded.  

Ethics  

Participants in the study may discuss sensitive topics, such as Link Workers sharing 

information about service-users from their caseloads. To protect privacy and minimise the risk 

of privacy violations, all identifiable information about participants and the individuals they 

discussed were anonymised during transcription (BPS, 2021a). Furthermore, the audio 

recordings containing non-anonymised information were deleted at the end of the study. 

Participants were also compensated for their time, in line with recommendations (BPS, 2021a), 
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with a £10 Shopping voucher due to the expectation to dedicate between 45 minutes to one 

hour to the study.  

Data analysis  

A hybrid, deductive-inductive, multi-perspective, Reflexive Thematic Analysis was conducted 

using the guidelines provided by Braun and Clarke (2021b, see Chapter Five) and NVivo pro-

12. A multi-perspective analysis supported the consideration of differing stakeholder 

experiences of a community group social prescription (Kendall et al., 2009), whilst Reflexive 

Thematic Analysis supported the detection of shared patterns of meaning across the data (Braun 

& Clarke, 2019).  

A hybrid analysis “reflects a balanced, comprehensive view of the data”, because it can fully 

capture participant’s views through inductive analysis, whilst also contextualising participant 

accounts through theoretical interpretations (Xu & Zammit, 2020, p.3). A hybrid approach was 

deemed necessary to capture the complexity of factors associated with social identification 

during a community group social prescription, in line with the study’s aims..  

Analytic procedure 

Interviews were transcribed into a word document. No notes were taken during or after the 

interviews. A deductive analysis guided by the social prescribing, the SIAH, and the SIA 

literature was conducted first. Following deductive theme generation, the data was analysed 

inductively to fully capture novel stakeholder perspectives that could relate to group processes 

during a social prescription. For both inductive and deductive analyses, the six steps to 

Reflexive Thematic Analysis outlined by Braun and Clarke (2021b) in Chapter Five were 

followed. First, transcripts were familiarised through repeated reading and listening to the 

audio-recordings in accordance with step one. Data was analysed per stakeholder group with 

Link Worker data analysed first, followed by group leaders, then service-users. Following 
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familiarisation, initial coding occurred which involved generating semantic codes that provided 

explicit coding labels to sections of data forming step two. This initial list of semantic codes 

was then refined to remove duplicate codes.  

Semantic codes were then analysed via latent coding, seeking the meaning within the data by 

using theory to inform interpretations. Similar codes with shared concepts were clustered 

together, forming initial themes in step three. Step four involved continuously reviewing, 

expanding, collapsing, or removing themes and subthemes, with feedback from a supervisory 

team, to refine the core concept of the theme in line with the data. Themes were labelled to 

highlight the core concept once refined. This iterative process continued until the themes 

adequately captured the essence of relevant parts of the dataset in relation to the research 

objectives as recommended for step five. Final themes included data from all participant 

groups, where relevant. Inductive analysis followed the same procedural steps for generating, 

reviewing, and finalising themes as deductive analysis, without searching for latent meanings 

relating to group processes. Instead, the data was searched for accounts of processes that could 

influence the community group referral process, an example of inductive coding is presented 

in Table 6.2.  

Once inductive themes were generated, they were compared and combined with the deductive 

themes to create a hierarchical order of themes and subthemes. In accordance with step six, 

these themes were formally reported. Three themes were generated consisting of inductive and 

deductive subthemes, detailed in Table 6.3 and a thematic map in Figure 6.2. Themes were 

inclusive of the Link Worker assessment process and the group connection process within 

social prescribing, with subthemes referring to these processes based on the stakeholder 

perspective being analysed.  
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Table 6.2 

An inductive coding example reflecting the semantic, latent and subtheme labelling of a data 

extract from a Link Worker participant.  

 

Table 6.3 

Thematic table detailing the generated themes and subthemes
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Figure 6.2 

Thematic map of the generated themes and subthemes of Study One.  

  

Relationship between themes 

Link to subtheme 

Subtheme 

Thematic Map Key 

Theme  

 

Social identification 

facilitators during the 

referral process 

A positive group atmosphere 

supports social identification 

during the group connection 

stage 

Consistent groups support 

social identification during 

the group connection stage 

Multi-stakeholder 

collaboration supports 

social identification 

processes 

All in due time: Opportunities 

for social identification 

Existing group dynamics 

impede opportunities for 

social identification 

Social identification 

barriers during the 

referral process 

Pre-conceptions about 

groups may hinder 

referral efficiency 

Social identification 

dynamics during the 

referral process 

Unlocking the treasure trove: 

Exploring what fits during the 

assessment process 

Reaping the rewards of 

belonging 

Are you ready yet? 

Willingness to engage with 

group prescriptions 
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Analysis and discussion 

The following section details the three generated themes in Table 6.3 and Figure 6.2.  

Theme 1: Social identification dynamics during the referral process 

All participants demonstrated inherent knowledge of group dynamics that were present 

throughout the referral process. This theme covers three subthemes, ‘Are you ready yet? 

Willingness to engage with group prescriptions,’ ‘Unlocking the treasure trove: Exploring what 

fits during the assessment process,’ and ‘Reaping the rewards of group belonging.’  

1.1: Are you ready yet? Willingness to engage with group prescriptions.  

Link Workers and service-users discussed readiness for group engagement in this inductive 

finding reflecting the importance of service-users being ready to engage with the recommended 

groups. Most Link Worker participants discussed a service-user’s readiness to engage with a 

group from the context of them being motivated or willing to attend a group when describing 

how they would connect a service-user to a group:  

“Well first of all making sure that the client is ready to engage, for a start. So, this is- a client 

journey is key. And err there's one lady that erm I worked with for many months erm who was 

adamant at first…no, no, I’m not going to counselling... So, working with her over a period of 

time and erm she went to counselling… So, this is relevant in any groups I mean, somebody 

has to have the intention and the, the will and the drive and the motivation and all the other 

things that, you know inspires and encourages action to engage.” (Link Worker 9, Female) 

According to this sample, service-users may require time to find the motivation or readiness 

needed to attend a recommended community group via social prescribing. This focus on 

individualistic motivation and readiness to attend groups, as described by Link Worker 9 may 

be influenced by training in patient activation. Link Workers in this sample reported being 

trained in the PAM (Hibbard et al., 2004; NHS England, 2019c) to help them provide social 
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prescriptions. This measure assessed an individual’s skills, needs, and confidence in managing 

their own health and wellbeing, with higher levels of activation indicating greater self-

management ability that requires less support to engage social prescribing (Hibbard et al., 2004; 

NHS England, 2019c). Link Workers using this training recognised the importance of building 

service-user confidence to engage with a group, and that this process could not be forced:  

“I’m not going to force you to go to any groups, I’m not going to make you do anything you 

don’t want to, and I'm always very sort of clear with that with people. It’s a case of you know, 

it’s what you are wanting, if you’re not in the right place yet to be wanting this or you’re not 

wanting to change that, absolutely fine that’s your choice and I respect that.” (Link Worker 10, 

Female) 

When suggesting potential groups to service-users, Link Worker 10 emphasised the choice that 

service-users had when selecting the group/s they wished to attend. As such, Link Worker 10 

was supporting service-users to have greater voice in their social prescribing journey towards 

improving their health and wellbeing. For most Link Workers, promoting empowerment 

through personal choice complies with the person-centred nature of social prescribing (NALW, 

2019a), supporting service-users to actively decide to engage with a group, rather than 

passively accepting a suggested group. Service-user 5 reflects on the beneficial impact of 

empowerment for their own health and wellbeing:  

“I think the fact that it was- I wasn’t referred as such. I just rang up. Erm, I mean I’m not saying 

don’t refer people, cause sometimes that’s beneficial, but you know it was, I think because I’d 

done it. Rather than somebody else. And I suppose that’s the start of me taking control of my 

own destiny and my own life” (Service-user 5, Female) 

After finding a leaflet at their doctors advertising an arts group, service-user 5 contacted the 

group to find out more information. For them, the act of choosing to contact the group 

themselves was empowering and they experienced increased agency through their action of 
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reaching out for support. From a social prescribing perspective, this action could be considered 

another success story for Link Worker training advocating empowerment and readiness to 

change. However, applying insights from the SIA literature, a service-users agency to manage 

one’s own health and readiness to engage in health improving social relations is dependent on 

social categorisation processes and intergroup attitudes (Hogg & Reid, 2006) which could 

influence the cognitive accessibility of a recommended community group. Prior social 

experiences, such as whether one has previously been passive or active in accessing support, 

could influence a service-user’s readiness to attend groups, by influencing the cognitive 

accessibility of a group (Hogg & Williams, 2000; Tarrant et al., 2020; Turner & Haslam, 2001). 

By considering a service-user's prior experiences and social interactions when empowering 

them to choose a recommended group, Link Workers should increase the likelihood of the 

service-user selecting a group they can identify with. Furthermore, social identities can satisfy 

a psychological need to exert control over one’s actions (Greenaway et al., 2016), which could 

increase service-user agency to manage their health and wellbeing. Therefore, redefining how 

Link Workers understand empowerment and a service-user’s readiness to engage in groups 

could increase the effectiveness of social prescriptions in facilitating valuable social 

identification. The next two subthemes explore deductive insights relating to group processes 

during a social prescription.  

1.2: Unlocking the treasure trove: Exploring what fits during the assessment process.  

A service-user’s willingness to attend a group cannot facilitate the positive outcomes of group 

identification alone. For social identification to occur, a group must hold some initial value, 

attraction, or purpose to a prospective group-member (Abrams & Hogg, 1989), such as 

satisfying a service-user’s needs or the presence of shared commonalities (Hogg & Rinella, 

2018) between a service-user and other group members. Shared commonalities can include 

hobbies, interests, skills, and demographics, such as age or gender. Community group leaders 
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and Link Workers were aware of the importance of considering how a service-user’s needs fit 

the available community groups:  

“So, you need to kind of find out- match both the criteria. So, what is the individual looking 

for, because they might be lonely and isolated but they’re twenty-two years old. Well going to 

the local church group for people who are isolated may have attracted people who were sixty 

plus, and that might not be a good fit. But the individual may want to socialise with older 

people, so you really need to find out what the person is really looking for” (Link Worker 6, 

Female) 

Link Worker 6 outlined the complex yet crucial task of matching a service-user to a community 

group that fits them. Matching the needs of a service-user to the criteria of a group should 

increase the chances of a social prescription facilitating group identification, because fit and 

shared commonalities are important group dynamics that foster social identification (Hogg & 

Turner, 1987; Oakes et al., 1991). Both dynamics help individuals to compare their level of 

similarity to others in the group (Jetten et al., 2017; Turner, 1984). Service-users placed similar 

importance on their being a right match between themselves and others within the group:  

“At first, I was erm sceptical like, will any other service-users in this group who have been 

labelled, or do you know- are supposed to be- have mental health difficulties, will I be able to 

relate to them? Will I be able to sympathise, and you know talk to them in a group environment” 

(Service-user 3, Male)  

Service-user 3 expressed scepticism about their ability to empathise with and perceive 

themselves as similar to other group members. Their scepticism indicates that they are 

questioning their prospective level of fit with the group and whether they share characteristics 

and experiences with other members. In the SIA, high levels of fit and need satisfaction are 

likely to foster depersonalisation and the development of a shared group identity (Haslam, 

2004; Hogg & Reid, 2006). The ease of comparing fit may be influenced by the extent to which 
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a Link Worker matches a group to a service-user’s needs and interests. Community group 

leaders also expressed concerns about Link Workers providing appropriate matches to their 

groups, based on prior experiences of inappropriate referrals:   

“Well, I mean I can’t say every referral was wrong but [organisation] were really working on 

the mentally handicapped1 people… and you know I’ve got nothing against that at all. But they 

were pushing- we had one or two meetings, especially at the garden, when we met in the 

community garden. And erm these people with real- erm were mentally handicapped people 

with learning difficulties, and they were coming and disrupting us and one of our ladies is a 

retired social worker. And she said I really can’t keep coming if- with how, you know, we’ve 

got to give help to these people” (Group leader 5, Female) 

For group leader 5, the changed inclusivity of group boundaries (accepting people with learning 

difficulties) strained existing member’s sense of belonging to the group by providing a barrier 

to engaging with the group. Referrals perceived to be inappropriate  for a group can disrupt 

group cohesion and the strength of social identification amongst existing members (Levine & 

Moreland, 1994), causing existing members to disengage with the group if they perceive that 

it has changed or no longer fit their needs. To minimise this risk, the consideration of fit and 

what is valuable to a service-user could be matched to the purpose and demographics of the 

proposed community group. To practically implement this level of consideration, there will 

need to be effective relationships between Link Workers and group leaders to provide a 

thorough understanding of a group and who they can support. Some group leaders provided 

examples of how they supported prospective member’s assessment of fit with the group:  

“If somebody is thinking about bringing somebody, erm a support worker of some sort, then I 

would have a chat and get a little bit of information over, such as like wh- what interests that 

 
1 This quote is from a verbatim transcript and the author recognises that this language is outdated and 
inappropriate. The quote is retained for authenticity and with the consideration that others may not 
understand or be aware that such language use is now outdated.  
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person has. Erm and then erm, well I mean- well in the past erm I might’ve… I might have 

made sure that we have an activity that was appropriate to that person going on” (Group leader 

2, Female) 

Group leader 2 appealed to prospective members interests by tailoring session activities for 

their arrival. This action supported assessments of fit by increasing perceptions of shared 

similarities between the prospective member’s and wider group’s interests. The provision of 

accessible activities to prospective members that match their interests, may also generate a 

sense of inclusion by encouraging engagement in group activities.  

Consequently, the assessment process conducted by Link Workers plays a crucial role in 

shaping the provision of suitable groups that can facilitate social identification for service-

users. Group identification is more likely to occur when service-users fit the group and share 

similarities with other group members. When this happens, service-users are more likely to 

remain engaged with the group because the group activities are desirable, beneficial, or 

enjoyable for them. Groups can support this process by tailoring activities to the interests or 

skill level of prospective members, which fosters feelings of inclusion and belonging (Ashforth 

& Mael, 1989; Tajfel & Turner, 1979) and facilitates social identification. Once a service-user 

feels a sense of belonging, they are more likely to experience the psychological benefits 

associated with group membership as explored in the next subtheme.  

1.3: Reaping the rewards of group belonging.  

Once a service-user becomes an ingroup member, The SIAH outlines that they should have 

increased access to the psychological resources that groups provide (Greenaway et al., 2016; 

Kyprianides et al., 2019). All participants commented on the benefits of belonging to a group, 

including improved confidence, health and wellbeing, self-esteem, and the provision of social 



142 
 

support. Most Link Workers showed tacit understanding of the importance of group belonging 

for service-users:  

“Yeah, I mean if the person doesn’t feel included or they feel like there’s ingroups, that you 

know, if your face doesn’t fit… if you feel that you don’t belong and you’re made to feel you 

don’t belong then you’re not going to be motivated to be involved in any way shape or form, 

so those things are really important” (Link Worker 3, Female) 

Feeling included and accepted by a group motivates maintained group engagement. Research 

indicates that those who are included in group activities are more likely to be perceived as 

ingroup members (Berkman & Glass, 2000; Putnam, 2000), and receive social support (Haslam 

et al., 2009; Jetten et al., 2009). Where service-users do not feel included, either due to poor fit 

or the presence of subgroups (explored in subtheme 3.2), then they are unlikely to experience 

the health benefits associated with group belonging. Group leaders recognised the importance 

of including new members:   

“They need to feel included, it’s- it’s really important that they feel part of that group, rather 

than the kind of you know, the new boy or girl on the side-lines. Erm and that’s why I need to 

be really sure about that, that I think that physically, mentally they could be integrated into that 

group, because if they can’t, then it’s just going to be miserable for them and also miserable for 

other people” (Group leader 1, Female) 

Group leader 1 expressed the importance for new service-users to practically and 

psychologically fit the group so that they would be included. Perceived similarities between a 

service-user and other group members are likely to lead to the group including them in group 

activities (Haslam et al., 2018; Levine et al., 2005). When a social prescription does result in 

social identification, the outcomes can be significant as outlined by service-user 5: 

“I: Okay, and what has changed for you then personally since you actually started to go to that 

group?  
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P:…Erm I just feel like I'm a complete person now. Whereas before I was just so broken, I 

didn’t ever see myself as anything other than a service-user… I've never felt that I’ve had an 

identity or purpose. Erm and this has given me that. This has giving me my identity and my 

purpose, which is priceless. Erm when I talk about thriving, not just surviving, that’s the key 

difference.” (Service-user 5, Female)  

After joining an art group at one of their lowest moments of their life, service-user 5 discovered 

a new purpose in life. The process of joining and integrating into the group, and developing a 

sense of belonging, provided them with a new sense of identity. Group membership had 

furnished them with psychological benefits that provided them with the agency to thrive in life 

rather than just survive. This example shows how social prescriptions that facilitate social 

identification can result in the empowering health benefits that social prescribing was intending 

to provide.  

Overall, group dynamics relating to a service-users willingness to attend a group based on prior 

experiences of social categories (cognitive accessibility), fit, need satisfaction, inclusion, and 

belonging can be found during social prescriptions to community groups. Each of these 

dynamics impact the development and maintenance of social identification and the potential 

health benefits associated with group membership. These findings provide valuable insight into 

aim two, with this theme outlining where these group dynamics may be present throughout the 

community group referral process providing insight into aim one.  However, as noted in 

Chapters Three and Four, facilitating social identification is complex. The following two 

themes outline this complexity in greater detail, starting with factors that can support group 

identification during the referral process in theme 2.  

Theme 2: Social identification facilitators during the referral process 

All participants reflected on factors that could facilitate social identification during the referral 

process. Evidence of this span four subthemes ‘Multi-stakeholder collaboration supports social 
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identification processes,’ ‘All in due time: Opportunities for social identification,’ ‘Consistent 

groups support social identification during the group connection stage,’ and ‘A positive group 

atmosphere supports social identification during the group connection stage.’ 

2.1: Multi-stakeholder collaboration supports social identification processes.  

Effective social prescribing is reliant on collaboration between various sectors (NHS England 

& NHS Improvement, 2019). Goal-directed collaboration can influence collective, intergroup 

behaviour (Abrams & Hogg, 2006). In social prescribing, Link Workers collaborate with other 

stakeholders such as community groups and service-users, to connect service-users to 

community groups. Collaborative discussions between Link Workers and group leaders are 

essential for developing mutual understanding of the available groups in an area, increasing a 

Link Workers repertoire of resources they can utilise when determining which group/s may 

facilitate social identification. All Link Workers described collaborative discussions with 

group leaders when mapping their communities:  

“I’ve been liaising with her over the phone and through email and just sort of getting to know 

her and sort of wanting to know, you know, who are you expecting at your groups, what are 

you going to be discussing, what are you going to be talking about, what’s- you know, what- 

what can I tell patients when I’m sort of suggesting this.” (Link Worker 10, Female) 

Link Worker 10 outlines the importance of communication in building an effective working 

relationship with group leaders, to determine what a group offers and who they support. This 

information can provide insight into a group’s boundaries and their identity, particularly for 

smaller groups (Postmes et al., 2005). Link Workers may be cued to key information provided 

by the service-user, that they can match to a suitable group because they have developed a 

mutual understanding of who a group can best support. Within the interviews, service-users 
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and group leaders recognised the importance of this collaboration, with group leaders 

indicating that Link Workers should visit the groups to get a better feel for who they are:  

 “I think you would need to make really, really sure that that person you know, the club that 

you were recommending them to join was going to be the right sort of place. Somebody would 

have to- somebody should meet up with somebody there and make sure that it most definitely 

was” (Group leader 6, Female) 

Visiting the group should provide further insight into how the group operates, and whether it 

could be a good match for a service-user. This type of collaboration may be beneficial in 

supporting the provision of a right match, as indicated in subtheme 1.2.  Visiting a group can 

also build intergroup trust which strengthens the collaborative relationship between a Link 

Worker and community group (Aughterson et al., 2020; Cakal et al., 2021). Therefore, 

intergroup trust between Link Workers and community groups is important for building trust 

in the social prescribing process and recommended community resources (Aughterson et al., 

2020; NALW, 2019a).  

Group leaders and Link Workers both endorsed the need to visit local community groups, 

despite this opportunity being constrained by social distancing guidelines during the 

interviewing period (Institute for Government Analysis, 2021). Some Link Workers further 

outlined how contact with groups further established collaborative communication 

opportunities between themselves and group leaders:  

“We get permission from the client to talk a little bit about whatever challenges they are 

experiencing and then we can chat that through with the group leader. If there’s anything around 

any sort of physical disability or communication needs again, we would sort of talk to the group 

leader to make sure that they felt that they could accommodate that person sort of comfortably 

and safely, before we would then you know link the person to actually go along to the group” 

(Link Worker 1, Female) 
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Pre-group contact is highly valued by Link Worker 1 as it helps assess the suitability of referrals 

and increases the chances of connecting a service-user with a group they can establish a 

connection with. From a SIA perspective, this communication facilitates the evaluation of fit 

(Postmes et al., 2005) and helps align service-user and group expectations. It also minimises 

any risks to the group that may arise when recruiting new members. Pre-group contact makes 

the joining process smoother for both prospective and existing group members by providing 

reassurance that new members are likely to be like-minded individuals who do not pose a threat 

to the group's structure (Levine et al., 2004; Zander, 1976). Effective collaboration within 

social prescribing involves input on referral suitability from all stakeholders, and the use of 

feedback mechanisms can further enhance the process by addressing potential barriers to group 

attendance, integration, and social identification: 

“It can be a learning point as well for both of us and their feedback is helpful as well, because 

if erm, if there’s a barrier or particular situation that happened, if I log it in my head and then 

there’s someone else I’m thinking of signposting or referring to them and it might happen again, 

I might have a better understanding” (Link Worker 5, Female) 

Where communication occurs with Link Workers on the progress of a referral, it can provide 

Link Workers with a greater understanding on how a group operates and who they support. 

From this, Link Workers can become more informed about failure or success. Likewise, 

feedback opportunities can also help address any issues that may occur during a social 

prescription to community group. Link Worker 10 reflects on how they collaborated with a 

group following negative feedback from a service-user who attended a second group session 

alone, following a positive first impression:  

“Because she had me to sort of- who was following up and sort of like, “oh how did things go, 

how was it, what did you get up to you?” And she’s like “oh, really not good”, and it’s like oh 

my goodness why?... “Should we look at sort of trying to sort this out, would you like to you 
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know, go back and give it another go? I’ll have a chat with some of the volunteers, we can 

maybe you know, get you sat down in a different part of the [group]”… erm and through being 

able to have that you know- that sort of working relationship with the volunteers and obviously 

this lady, we was able to sort of get her back into that group” (Link Worker 10, Female) 

The capacity for the service-user to feedback to Link Worker 10 on the group experience, and 

the subsequent capacity to collaborate with that group to resolve the negative experience, aided 

service-user integration into the group. Without this level of feedback, the service-user 

supported by Link Worker 10 may have disengaged from their social prescription due to the 

negative group experience. The cause of this experience is explored in subtheme 3.2, and the 

importance of having a positive first experience of a group is outlined further in subtheme 2.4.  

Overall, collaboration between stakeholders supports opportunities for social identification, 

through facilitating trusting relationships between stakeholders. Trusting relationships can 

improve collaborative intergroup communications between stakeholders which can aid in both 

assessing initial fit between a service-user and community group, and for supporting service-

users to attend and integrate into a group. These findings provide further insight into the 

complexity of balancing group dynamics during a social prescription and how important 

collaborative communications are throughout the social prescribing referral process. However, 

these processes take time to complete as outlined in the next subtheme. 

2.2: All in due time: Opportunities for social identification.  

Social identification is a complex and time-consuming process involving various group 

dynamics (Abrams & Hogg, 2006; Cruwys et al., 2020b; Tarrant et al., 2020). In social 

prescribing, it can take time for service-users to explore their needs and reach a point where 

they are ready to attend a group (Frostick & Bertotti, 2019). Additional time is required if a 

service-user needs assistance in accessing and integrating into the selected group/s (Hari, 



148 
 

2018). This suggests that the process of accessing suitable groups, integrating into them, and 

developing a sense of belonging cannot be rushed and requires appropriate support. Tarrant et 

al. (2016, 2020) recommend considering group identification over several time points, as an 

intervention and context progresses. Link Workers acknowledged the time it takes to complete 

a community group social prescription: 

“I worked with a young lad who was agoraphobic. Erm and when I first met him initially, he 

was not leaving the house for anything, not even to go to the shop or anything. And over time 

we sort of worked up a relationship to the point where, we were actually getting to the shop and 

back and to a point where he was actually going on his own. And actually, to a point where we 

went to some of these groups” (Link Worker 10, Female) 

Link Worker 10 reflects on the time required to build a collaborative relationship with their 

service-user. The opportunity to develop a trusting relationship that was supportive and 

empowering, provided the service-user with the confidence to venture outside of their home 

and access local groups. In social prescribing, service-users may require multiple conversations 

with a Link Worker before they agree to attend a selected group or activity:  

“I found that I’ve had maybe six phone calls with someone before they go actually, yeah, I’d 

love the befriending service now. I think that’s something that could work for me.” (Link 

Worker 4, Female) 

Some service-users may require six conversations with a Link Worker before they feel the 

suggested group or activity would be beneficial for their needs. As these phone calls may be 

weeks apart, this account provides further insight into the time service-users may need to reflect 

on and process their needs until they are ready to act on them. Depending on the social 

prescribing service, this could occupy most of the allocated time a Link Worker has for a 

service-user, particularly if they are in a 12-week scheme (Pescheny et al., 2018a). Service-

user 1 further outlines the time it took them to act on a suggested group referral:  
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“Amongst other things that the GP suggested, was joining the group, which I didn’t actually do 

immediately, it was a couple of months. And then by chance I looked on erm [organisation 

website] what’s on list and discovered that [organisation name] do a community group in [city], 

which bizarrely was held in our church… so I went along as a visitor because you can go as a 

visitor, and decided yes it was for me and so I joined” (Service-user 1, Female)  

For this service-user, the suggested group was not enacted upon until months later when they 

had found out more information about the suggested group themselves. This suggests that Link 

Workers may want to disclose as much information about a group to a service-user, to 

encourage a timelier uptake of group social prescriptions. Link Workers and Group leaders 

also recognised service-users may need time to integrate into their group:  

“…so, we did have a lady that started to come. Erm she wouldn’t speak to anybody, erm she 

wouldn’t do anything…for about three weeks, she’d just sit next to me, not speak to anybody 

and knit squares. But slowly she started to get I think a little bit confident about the surroundings 

and now, well now she- but then she became one of the group” (Group Leader 2, Female) 

Group leader 2 describes the slow integration of a group member who was not confident to 

interact with and integrate into the group. People may need time to take in new surroundings 

and observe a group before feeling confident enough to interact with group members. Group 

observations develop understanding of the group’s norms and promote beneficial interactions 

with group members that support social identification (Oakes et al., 1991). Research indicates 

that time spent interacting with other group members on group-based activities, such as group 

singing, positively predicts the development of psychological connection with the group 

(Bullack et al., 2018; Pearce et al., 2016). Therefore, whilst the group concept should be of 

interest to a service-user when looking to join a group, time to observe and interact with other 

group members on shared activities may be more important for facilitating psychological 

connection during group integration. Group leader one supports this:  
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“I’ve seen it happen so many times, when you’ve had somebody that you know, the- the rugs 

been pulled out you know from underneath, and they’ve got nothing left. They’re just miserable, 

they’ve got no purpose, no point to their lives and then they- they, I don’t know they come 

along to a [group] and then they cry the first two times, because they feel so pathetic2 and 

miserable and lonely and then gradually, they get integrated and gradually they feel stronger, 

and gradually they make friends and gradually those friends may all come join the theatre 

group” (Group leader 1, Female). 

From experience, group leader 1 outlines how gradual integration into the group due to time 

spent with other members increased people’s psychological connection to the group, which 

resulted in improved wellbeing and social relationships. Social identification developed over 

time, by gradually becoming an active group member. The benefits of identification are then 

recognised by group leader one as increased agency, self-esteem (Foster et al., 2021; 

Greenaway et al., 2016), and increased social relationships (Kellezi et al., 2019c; Wakefield et 

al., 2022). Consequently, social prescriptions designed to foster and facilitate social 

identification cannot be rushed if one wants to achieve the subsequent health and wellbeing 

benefits associated with a group referral. These findings highlight the time sensitive nature of 

social prescribing for supporting service-users to act on a social prescription, deepening 

understanding of aims one and two and the potential time required to provide a community 

group social prescription and support new group member integration into a group that 

facilitates social identification. The next subthemes explore supportive factors relevant to 

joining and integrating into a group during the group connection stage of the referral process. 

 

 
2 This quote is from a verbatim transcript and the author recognises that this perception of a service-user’s 
feelings of self-worth may not be representative. The quote is retained for authenticity and in recognition that 
this group leader used to be a Link Worker and may have had a service-user express these feelings to them.  



151 
 

2.3: Consistent groups support social identification during the group connection stage.  

Consistency was an inductive finding considered important for facilitating group engagement. 

Link Workers and group leaders reflected on the practical elements of group consistency, such 

as the timing and location of a group. Link Workers noted how a disruption in routine could 

increase disengagement: 

“If something changes within the group, people who decide they no longer want to go, so maybe 

the environment changes. Maybe erm how the sessions run change, maybe there’s less- maybe 

a break moved to a different time. But erm, people are creatures of habit, so if they’re used to 

a group being on erm a certain time, certain place, and it changes time from 11 till 12 for 

example, people might just stop going” (Link Worker 6, Female) 

Link Worker 6 acknowledges that people are habitual creatures that can become reluctant to 

maintain group engagement when the group environment changes. Thus, a lack of practical 

group consistency, e.g., timings, locations etc., may disrupt people’s capacity to maintain group 

identification. For group leaders, practical consistency helped them to create a space where 

their members could develop a sense of connection to the group:  

“I think why people come to my class is because I’m just there. I’m not- you see they know 

about my family; they know about my background, and I think my class feel very secure and 

it’s not an open class. So, the people that come every week, they know, they start to get to know 

each other… people don’t come and go… every week they see most of the same people, so you 

get a bond between people” (Group leader 4, Female) 

For group leader 4, the consistency of their sessions provided group members with a space to 

bond and supported the development of consistent relationships between group members. 

Providing space for group members to interact with each other is important for developing a 

sense of belonging with and between group members (Code & Zapryniuk, 2010). A lack of 
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practical group consistency within a group may prevent prospective members from developing 

a sense of belonging with the group, as experienced by service-user 4: 

“Erm yeah. I think that not having- because it was not like a regular thing, I didn’t- yeah, I 

didn’t have like- I couldn’t really have like a connection to anyone or, I don’t really have a 

connection to the group. Like it was quite easy for me like, when I like stopped going because 

it was just like erm. Yeah... it helped me like for a period of time and then afterwards, it wasn’t, 

it wasn’t that helpful.” (Service-user 4, Female) 

Service-user 4 struggled to develop and maintain any beneficial social connections to others in 

the recommended group they chose to attend. The lack of consistency in how the group 

operated and who attended the group meant disengagement was easy as they did not feel 

committed to the group or its members. Whilst the group was perceived as initially beneficial, 

the inability to maintain consistent relationships with other group members hindered service-

user 4’s capacity for group identification and they disengaged. Therefore, ensuring there is 

practical consistency regarding group locations and timings, as well as consistency in member 

interactions, is important for supporting social identification. These novel findings outline the 

reliability required from community resources to support a successful social prescription to a 

community group (exploring aim one) and that provides opportunities for service-users to 

experience consistent interactions with other group members that facilitate social 

identification, e.g., (exploring aim two). The final subtheme explores the need for providing a 

welcoming experience for service-users to support group identification.  

2.4: A positive group atmosphere supports social identification during the group connection 

stage.  

Welcoming group members into a group can be seen as an inclusion tactic. The importance of 

inclusion for group identification was outlined in subtheme 1.3, however use of such positive 

tactics can help service-users to feel they are genuinely desired and appreciated by the group 
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(Levine et al., 2004). Providing a positive group atmosphere may aid social identification 

through providing a positive first impression of the group. The social identity literature 

suggests that a positive group atmosphere is polite, respectful, open, and friendly (Borek et al., 

2019a). All participants recognised the importance of being welcoming and inclusive to 

prospective members, with group leaders outlining how and for whom they were welcoming:  

“We are a community space erm for all variety. We have people- we have asperger’s, autism, 

erm bipolar, borderline personality disorder and people that have got anxiety or are just feeling 

a little bit isolated” (Group leader 2, Female)  

For group leader 2, providing a welcoming and inclusive atmosphere meant providing a safe 

space for people managing various mental health diagnoses to come together and form a 

community. The utilisation of the word community indicates the presence of a shared social 

connection between group members. Shared social connections may reflect shared realities, 

which can foster social identification due to shared similarities between group members (Hogg 

& Rinella, 2018). Most group leader’s understanding of being welcoming aligns with the 

theoretical description thought to support social identification (Borek et al., 2019a). Group 

leaders would personally introduce themselves to a service-user, ask if they would like 

anything to drink (if relevant), and then connect them with other group members so they could 

interact with the group. One welcoming tactic used by some group leaders, and recommended 

by some Link Workers was a buddy system, which involved matching a prospective member 

to an existing group member, who would support their integration into the group:  

“We were sort of thinking of…making sure that the groups that we’re referring to have a sort 

of champion within them. That we- that met new people and made sure they were comfortable 

and made sure they were happy being there and that they weren’t sort of pushed into the corner 

while everybody else carried on chatting” (Link Worker 7, Female) 
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Link Workers recognised the importance of a community group for being supportive and 

welcoming to service-users attending the group. A buddy system minimises the risk of a 

prospective member being excluded from group activities and would provide existing group 

members the opportunity to interact with prospective members and teach them the group norms 

(Borek et al., 2019a; Levine et al., 2004).  

Some service-users attributed the welcoming nature of a group to effective group leadership 

skills. Group leader effectiveness is thought to influence the development of a shared social 

identity because they facilitate and manage group interactions (Borek et al., 2019a). The 

SIMBC model outlines that shared identity can be facilitated by encouraging group members 

to reflect on their collective values, clarifying the group identity, and promoting actions that 

reinforce the group’s importance (Tarrant et al., 2020). For service-users a good leader is 

welcoming, friendly, approachable, and listens to their group members:  

“I think the facilitator at the first instance, like he said take a seat. He was very welcoming, he 

had a good attitude, his personality was very erring down to Earth. And I think he had the right 

characteristics to you know, to work err with mental health. So, he was a very good listener… 

I think it was just that facilitator, that group dynamics and the way that he could pull things 

together and his skill and his ability made the group successful” (Service-user 3, Male) 

Good leadership skills helped to create a smooth integration experience for service-users. 

Service-user 3 was made to feel comfortable within the group. When groups are not 

welcoming, service-users may disengage and seek support elsewhere. This is explored further 

in subtheme 3.2. Community groups that help prospective members experience a positive 

impression by being welcoming, inclusive and supportive can minimise the risk of them 

disengaging with the group by increasing perceptions that they are valued, providing valuable 

insight into aim one and two.  
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Theme 3: Social identification barriers during the referral process 

Consistent with previous research, all participants indicated practical barriers to accessing a 

group to be a concern, such as transport, costs, mobility, motivation, and service locality (Husk 

et al., 2019; Moffat et al., 2017; Wildman et al., 2019b). These types of barriers could impact 

opportunities for social identification, by limiting a service-users ability to access the group. 

However, stakeholders also provided novel insights into barriers that could impede group 

identification. Two subthemes reflect these barriers, ‘Preconceptions about groups may hinder 

referral efficiency’ and ‘Existing group dynamics impede opportunities for social 

identification’. 

3.1: Preconceptions about groups may hinder referral efficiency.  

Preconceptions of groups can significantly influence a service-user’s likelihood of attending 

and psychologically connecting with a group, according to Link Workers and service-users in 

this sample. Prior group or service experiences can shape the cognitive accessibility of a group, 

due to preconceived expectations of that group (Oakes et al., 1994) impacting the likelihood of 

one categorising themselves as a group member (Levine & Moreland, 2004). Positive 

experiences can increase motivation, while negative experiences can be demotivating (Levine 

& Moreland, 2004). In social prescribing, prior experiences of services can influence the social 

prescription process. For instance, Link Workers may have personal preferences for 

community groups which may introduce bias in their community resource recommendations:  

“I think you do kind of really pick out somethings that you think yeah, some real good works 

going on there erm and that probably influences. I think that's influenced me sometimes and it's 

maybe something I worry about as well, of almost like that prejudice in you just because… I 

think it's a really good thing, peer support and I feel like maybe I incorporated that- not just 

asking everyone do you wanna do this, but maybe my questioning angled things to, do you feel 
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if you had someone to talk to regularly about that, or could hear from other people going 

through a similar thing.” (Link Worker 8, Male) 

Link Worker 8 acknowledges that their preference for peer support may have influenced their 

interactions with service-users. While their preconception is positive, it can have a negative 

impact on service-users. Service-users may unintentionally agree to attend a group that is not 

suitable for their preferences, resulting in a mismatch between the service-user and the group, 

which hinders the likelihood of social identification. This occurred with Link Worker 10 who 

demonstrated implicit biases by repeatedly recommending a specific group to their service-

users based on their perception that anyone would feel welcome there. However, their 

preconception led to an inappropriate social prescription to that group:  

“We went to the [group name], and he- he went there, and he found it really nice, really 

welcoming but he was so anxious and so worried, and it wasn’t his thing… it’s like okay, this 

doesn't work for ya, that's- that's absolutely fine but at least you tried it. There’s no ties to this, 

you don’t have to commit to coming here, we’re just coming to see what’s it about… Erm and 

we actually found a different group in town called erm [group name].” (Link Worker 10, 

Female) 

Link Worker 10’s preference for a specific group may have caused oversight in ensuring that 

the group was a good fit that the service-user was willing to attend. If the first group experience 

is not perceived to be a good fit, service-users may struggle to develop a sense of connection 

and disengage with the group. Alternatively, negative preconceptions that make group 

memberships seem unattainable due to incompatibility with existing identities can also prevent 

engagement with groups. Research by Frings et al. (2020) outlines that when existing identities 

are considered incompatible with prospective identities, it can result in negative outcomes. In 

social prescribing, negative preconceptions that make group status seem unattainable due to 

incompatibility with existing identities, may result in service-users disengaging with 
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potentially beneficial group referrals that could facilitate group identification. Service-user 5 

outlines how their preconceptions of art-based groups did not align with the group 

memberships defining their sense of self:  

“Yeah because (pause) arts for arty farty people, it’s for posh people. You know, it's not for 

somebody who was on benefits, whose kids look after them. Erm, you know it’s not for the 

bog-standard person, it’s for people with money, it’s for people who can appreciate it.” 

(Service-user 5, Female). 

Service-user 5 held preconceptions about art being associated with affluence and distinct from 

their perceived social status of being “on benefits” and as someone in the care of their children. 

These preconceptions meant they had never attempted to engage with art prior to attending the 

art group where they gained a new sense of purpose in life, as outlined in subtheme 1.3. If this 

service-user had allowed their preconceptions to guide their actions on attending the group, 

they may not have experienced the benefits they received from belonging to the art group. 

Consequently, preconceptions of services may impact the likelihood of service-users engaging 

with groups they can socially identify with. In either case, preconceptions may need to be 

considered and addressed carefully throughout the social prescription process to prevent them 

from hindering opportunities for group identification during the referral process to community 

groups. This inductive finding further supports aims one and two by outlining the influence 

that prior social experiences may have on service-user engagement with a social prescription 

and the subsequent opportunity to facilitate group identification. The last subtheme outlines 

how existing group dynamics can prevent prospective group members from developing a sense 

of belonging to the group.  

3.2: Existing group dynamics impede opportunities for social identification.  
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Existing group dynamics, such as the existence of subgroups within a group, were considered 

a potential barrier for new members looking to join and integrate into the group. Subgroups, 

referred to as “cliques” by some participants, represent a proportion of group members that 

have formed close friendships within the larger group (Adler & Adler, 1995; Cohen, 1977). 

Groups with cliques reduce opportunities for personal relations between all group members 

(Abrams & Hogg, 2006), and may neglect to welcome and interact with prospective members 

due to perceptions that they are not ingroup members (Cole, 1954; Martin et al., 2014). Link 

Workers and group leaders acknowledged that subgroups could be barriers for service-users 

looking to join a group, with Link Worker 10 recalling an incident that occurred with one of 

their service-users:   

“I spoke to her the day after she went to the group, and she said I went and nobody even talked 

to me. And I was sort of like, nobody talked to you? She’s like yeah, I- I went to go speak to 

some of the ladies that I spoke with the other week, but they were sort of in their own 

conversation and I didn’t feel like, they was trying to sort of encourage me to be involved in 

the conversation.” (Link Worker 10, Female) 

The experience described by Link Worker 10 explains the situation in subtheme 2.1, where a 

service-user provided negative feedback of a social prescription following a first positive 

experience. When the service-user attended the group alone, members of the group they 

initially interacted with neglected to include the service-user, suggesting that those group 

members may not have perceived the service-user to be an ingroup member. Where subgroups 

discourage prospective member attendance, opportunities for group identification are hindered. 

Group leader 1 notes an instance where subgroups have impeded continued engagement with 

the group:  

“I accompanied someone to an arts group once and she wasn’t really welcomed in. I don’t know 

whether they just thought well Sally’s with her, so we don’t really need to talk to her, but she 
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kind of was on the edge and she so she didn’t feel part of the group. That should have been a 

wonderful experience for her, but they didn’t kind of you know welcome her in, they didn’t 

chat to her and so she felt isolated, so she you know she didn’t wanna go back” (Group leader 

1, Female) 

Group leader 1 reflects on their experience of supporting a service-user to attend an art group 

and in doing so, highlights a point of interest regarding existing group dynamics. A Link 

Workers presence may prevent service-user integration into a group. Service-users do benefit 

from being supported to community groups (Wildman et al., 2019b), however once there, Link 

Workers may need to help the service-user settle into the group and interact with other group 

members by taking a step back and observing. If this does not occur, then others within the 

group may perceive that support is already being provided and therefore fail to interact with 

the service-user, hindering social identification.  

In extreme instances, subgroups may become discriminatory towards prospective members 

whom they perceive to be outgroup members (Adler & Adler, 1995). For example, subgroups 

within senior centres have been found to become territorial and exclusionary towards new 

members (Salari et al., 2006). This behaviour can reflect attempts to maintain a positive distinct 

social identity through degradation of outgroup members (Abrams et al., 2021). As a result, 

service-users are likely to disengage with the group:  

“…another time before, when I joined another group when I was quite young as a teenager, 

there were people who were making judgements, people who are making opinions, people who 

were very discriminative people who were err speaking to you inappropriately. So, I think that’s 

err what put me off from joining that group as well” (service-user 3, Male) 

Service-user 3 disengaged with a group whose existing members marginalised prospective 

members. Aside from impeding integration into and continued engagement with a group, these 

negative dynamics within groups can impede one’s ability to trust the group. Trust is important 
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in groups as it supports cohesion, enables collective action, and is built through shared group 

membership and group interactions (Ferguson & Peterson, 2015; Reicher, 1996; Tanis & 

Postmes, 2005). If one does not trust a group, they are unlikely to develop a sense of belonging 

with the group (Tarrant et al., 2020), which further limits access to the psychological resources 

provided by groups (Greenaway et al., 2016). Therefore, existing group dynamics have the 

potential to hinder opportunities for social identification and can limit access to the potential 

benefits of group membership. This finding deepens understanding of aim two by outlining 

when group dynamics may not be supportive during a social prescription. As such, the 

dynamics within a group need to be monitored carefully to ensure service-users are actively 

welcomed and integrated into a group by existing group members. 

Summary 

This study aimed to explore the social prescribing referral process to community groups and 

participant views and recognition of group processes that facilitate social identification via 

interviews with Link Workers, community group leaders, and service-users. All participants 

demonstrated inherent understanding of group processes occurring during a social prescription 

explored through three themes: ‘Identification dynamics during the referral process,’ 

‘Identification facilitators during the referral process,’ and ‘Identification barriers during the 

referral process.’ 

Theme one found that Link Workers focused on ensuring a service-user’s readiness to attend 

groups, reflecting the empowering nature of social prescribing (NALW, 2019a), and supporting 

a service-user’s perceived readiness to engage with groups they may want to socially identify 

with (Turner & Haslam, 2001). Matching service-users with suitable community groups was 

considered essential for addressing their needs and fostering group identification (Hogg & 

Rinella, 2018). The greater the fit, the more likely a service-user was to integrate into a group 
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and develop a sense of belonging (Haslam, 2004). Lastly, all participants recognised the 

psychological benefits and health benefits associated with social prescriptions to community 

groups that elicit social identification (i.e., social support, improved self-esteem, improved 

confidence, Greenaway et al., 2016).  

The second theme highlighted the importance of developing collaborative and trusting 

intergroup relationships. Intergroup collaboration was crucial for supporting social 

prescriptions (NHS England & NHS Improvement, 2019), with communication channels and 

site visits supporting a mutual understanding between Link Workers and group leaders on who 

would fit a group (Postmes et al., 2005). Time for service-users to observe groups and develop 

a psychological connection was also necessary to support social identification processes 

(Bullack et al., 2018; Oakes et al., 1991; Tarrant et al., 2020). Providing a positive first 

impression during the community group connection stage through supporting a welcoming, 

friendly, and supportive group atmosphere (Borek et al., 2019a), was facilitative of group 

engagement. The use of a buddy system could welcome service-users into a group and teach 

them the group norms (Borek et al., 2019a). Lastly, all participants indicated that groups should 

be consistent with their locations and timings, and in encouraging group member interactions. 

Disruptions to consistency may cause service-users to disengage with a group therefore group 

consistency should be considered when seeking to facilitate group identification. 

The third theme outlined preconceptions about groups and their impact on the referral process. 

Preconceived notions based on past experiences could influence Link Workers’ 

recommendations and service-users’ consideration of suitable groups, potentially hindering 

social identification (Levine & Moreland, 2004). Finally, existing group dynamics, particularly 

subgroups reluctant to engage with new members, could undermine opportunities for group 

identification and the referral process by impeding trust (Tarrant et al., 2020). 



162 
 

Overall, the findings emphasised the importance for: a) considering whether a service-user is 

ready to engage, b) considering the shared similarities and prior experiences of service-users 

to improve fit, c) ensuring that a group satisfies a service-user’s needs, d) ensuring there are 

feedback mechanisms in place to support multi-stakeholder collaboration, e) offering time to 

provide a social prescription, f) providing a positive first impression, g) offering a consistent 

group setting, h) addressing preconceptions of groups, and I) discouraging the formation of 

subgroups.  These insights contribute to the understanding of group processes and their role in 

facilitating effective social prescribing interventions. 

Strengths and limitations 

The study was conducted between September 2020 and March 2021 where the COVID-19 

pandemic posed challenges for recruiting participants as the social prescribing and voluntary 

sector faced disruptions (Bertotti & Temirov, 2020; Stevenson et al., 2020b). Community 

group social prescriptions were replaced with support for basic needs (Fixsen et al., 2021), and 

many community groups ceased operations or shifted to remote sessions (Bertotti & Temirov, 

2020). These changes may have influenced participant decisions to take part in the study, due 

to limited current experience of either supporting a community group social prescription (Link 

Workers), running a community group (group leaders), or having been connected to a 

community group (service-users). This is noted in the small service-user sample in this study, 

with service-users being a notoriously difficult population to recruit due to their vulnerability 

(Ellard-Gray et al., 2015), which was not aided by the constrictions of the pandemic. In 

response, service-user inclusion criteria were broadened to anyone who had been referred to a 

community group by a health professional rather than those referred through a social 

prescription. However, this increased the risk of recruiting participants who may not represent 

the Link Worker referral pathway of social prescribing or represent the variety of service-user 

experiences associated with social prescriptions. For example, this study did not capture the 
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voices of service-users who had declined a social prescription, who had received an online 

social prescription, who were placed on a waiting list, and who were unable to attend or join 

community groups, although this is common to most social prescribing studies. This lack of 

inclusivity may undermine the strength of service-user claims within this study and the 

applicability of finding from service-users.  

Despite these limitations, this study did generate insightful and applicable information to shape 

the creation of a draft Community Prescribing Toolkit as discussed in the next subsection. 

These insights were enabled by another strength of this research, the epistemological stance of 

the study. The contextualist stance allowed the researcher to interpret both deductive and 

inductive findings within the broader social context of social prescribing and the SIAH (Braun 

& Clarke, 2021b). Without this stance, the deductive findings from this research may have 

proved too restrictive when applying the SIAH to social prescribing. The ability to incorporate 

inductive findings, such as assessing a service-user’s willingness to engage with groups and 

ensuring there is consistency in how and when groups operate, is crucial for ensuring the toolkit 

remains theoretically appropriate to social prescribing. However, whilst inductive coding 

intended to generate data orientated themes, it is possible that theory influenced latent analysis 

of the inductive coding. This is because no research can be purely inductive or purely deductive 

(Braun & Clarke, 2012; Byrne, 2022). The next section details the creation of the Community 

Prescribing Toolkit based on the insights generated during this study and the wider SIAH 

literature.  

Creating the draft Community Prescribing Toolkit 

In response to the second aim of this study, the themes generated during Study One were 

utilised alongside the wider social identity literature to create a series of recommendations for 

facilitating social identification during a social prescription. These recommendations formed 
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the first version of the proposed toolkit that was created between March-April 2021. Two sets 

of recommendations are directed towards Link Workers and group leaders respectively, both 

parties being key to supporting social identification during social prescribing. Four documents 

were systematically created and formed into the initial Community Prescribing Toolkit. These 

documents included: ‘Section one: Background and overview,’ ‘Section two: Guidance for 

Link Workers,’ ‘Section three: Community Prescribing Tool overview,’ and ‘Section four: 

Guidance for community groups. 

 To create these documents, the social prescribing referral process to community groups was 

mapped onto Tarrant et al.’s (2020) SIMBC model, detailed in Chapter Three. The nature of 

the Link Worker assessment processes and the community group connection processes inspired 

the decision to utilise Link Workers and group leaders as facilitators of social identification 

within Tarrant et al.’s model. The toolkit follows the chronology of a social prescription, from 

connection to a Link Worker to referral to a community group, incorporating recommendations 

guided by the SIAH.  

Section one: Background and overview 

• A two-page document providing a brief overview of the toolkit and the application of 

the SIAH to social prescribing.  

• Subthemes 1.1, 1.2 and 1.3 supported the creation of this section by introducing readers 

to the importance of connecting service-users to groups that are accessible and that fit 

their needs to avoid disengagement. Readers are also informed that connecting service-

users to groups that they can develop a sense of belonging with is likely to increase 

their health and wellbeing due to the psychological resources that groups provide. 

Subtheme 2.2 further supported the creation of this section by emphasising the time 

necessary to provide a social prescription that facilitates social identification.  
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• Theoretical insights that supported the creation of this section included highlighting the 

concerns around disengagement during social prescribing (Wildman et al., 2019b), and 

how the SIAH is a suitable theoretical framework that can address disengagement and 

optimise service-user health and wellbeing through facilitating group identification 

(Kellezi et al., 2019b; Wakefield et al., 2022). Readers are informed that a sense of 

belonging is associated with group identification but that this takes time to develop 

(Doosje et al., 2002). Chapter one in Jetten et al. (2012) and Chapter two in Haslam et 

al. (2018) supported the brief description of the SIAH for readers, whilst Hornsey 

(2008) informed the description of categorisation for readers. Leach et al. (2008) is then 

utilised to introduce readers to centrality and how important group memberships have 

greater health and wellbeing benefits. Greenaway et al. (2016) further supports the 

readers introduction to the psychological resources that groups provide. Finally, Hogg 

& Reid (2006), Oakes et al. (1991) and Tarrant et al. (2020) all support the readers 

understanding of connecting service-users to groups that are cognitively accessible.  

Section two: Guidance for Link Workers  

• A four-page document providing guidance to Link Workers on how they can facilitate 

social identification during a social prescription to a community group. The SIAH is 

applied at the community mapping stage precluding a service-user’s referral into social 

prescribing (NHS England & NHS Improvement, 2019), the Link Worker assessment 

stage, and the connection to a community group stage (Runacres, 2022) of the referral 

process.  

• Subthemes 1.1, 1.2, 2.1, 2.2, 2.4, and 3.1 supported the creation of this document. 

Readers were informed about the importance of building collaborative working 

relationships between stakeholders (subtheme 2.1). Recommendations included 

visiting groups to gain a greater understanding of who they could support, and 
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providing opportunities for feedback from group leaders and service-users to 

understand if social prescriptions were successful. The time necessary to build 

collaborative relationships and support social identification during a social prescription 

(subtheme 2.2) was also re-emphasised. Link Workers were further made aware of how 

negative prior experiences can lead to preconceptions that limit engagement in a group 

referral (subtheme 3.1). Link Workers were recommended to ensure a service-user is 

ready to attend a group (subtheme 1.1). Likewise, the section recommended exploring 

how a service-user fits a group and vice versa (subtheme 1.2), to increase the likelihood 

of maintained engagement and group identification. Finally, this section recommended 

Link Workers to confirm the likelihood of a group providing a welcoming experience 

(subtheme 2.4) for their service-users to improve first impressions and facilitate 

maintained group engagement. 

• Theoretical insights for this section cohesively provided insight into how Link Workers 

can build and apply knowledge of group processes during a social prescription. Link 

Workers were informed of the importance of building positive intergroup relationships 

based on trust (Halabi et al., 2021), direct personal contact (Allport, 1954; Dovidio et 

al., 2011), and open communication (Schruijer & Vansina, 2008), to support a 

successful connection to a community group. Readers were also reminded of the time 

it takes to foster social identification (Abrams & Hogg, 2006). The SIAH hypotheses 

in Haslam et al. (2018) were also utilised in this section to emphasise how groups 

improve health and wellbeing through meaningful group life. Link Workers were 

recommended to consider a service-users prototypicality to the potential groups they 

were considering suggesting (Hoffmann et al., 2020), to improve the likelihood of the 

service-user feeling a sense of belonging to the group and receiving the benefits of 

group membership (Hogg & Rinella, 2018). Prior experiences can also shape the 
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accessibility of groups suggested by Link Workers (Hogg & Williams, 2000); therefore, 

group suggestions require careful consideration on their accessibility for service-users. 

Link Workers were also recommended to consider how similar a service-user is to other 

group members (if practical within their working remit) and whether the groups 

behaviour matches the stereotypical expectations of the group so that the group was 

more likely to fit the service-user (Turner et al., 1987).  

• Other recommendations included fostering trusting relationships with service-users, so 

they perceive the support offered to be genuine (Calderón-Larrañaga et al., 2021), with 

trust being facilitated through similarity, physical proximity, successful collaboration 

towards a shared goal, and autonomy (Brown & Pehrson, 2019; Hogg & Abrams, 1993, 

Tarrant et al., 2020; Turner et al., 1984). Autonomy is encouraged in social prescribing 

and reflects a basic psychological need that group membership satisfies (Deci & Ryan, 

2000; Greenaway et al., 2015; Koudenberg et al., 2017). This section also educates Link 

Workers on the importance of continuity and centrality (Leach et al., 2008). Self-

continuity refers to a continuous sense of self across one’s past, present, and future and 

is a motive for group identification (Sedikides et al., 2018; Smeekes & Verkuyten, 

2015). Having high identity centrality may buffer the negative effectives of group-

based stressors (Crane et al., 2018), therefore facilitating important group memberships 

may best support improved health and wellbeing.  

• When connecting a service-user to a group, Tarrant et al.’s (2020) identity realisation 

stage of the SIMBC model supported recommendations for Link Workers. The 

community group should be helping service-users understand why that group matters 

to them so that they remain engaged in the group. Link Workers were recommended to 

follow up with a service-user to assess how well a social prescription had gone. Service-



168 
 

user’s that have a positive feeling about their group are more likely to socially identify 

with the group (Leach et al., 2008).  

Section three: Community Prescribing Tool overview 

• A six-page document provides key information and questions that Link Workers can 

utilise to generate identity-based information to match to a community group. A 

Community Prescribing Tool spanning three pages supports the monitoring of this 

information, acting as a summary for Link Workers to review before suggesting a 

potential group. Six discussion points that are informed by the SIAH are provided to 

Link Workers to encourage them to consider ways they can ask identity-related 

questions during their assessments with service-users.  

• Subthemes 1.1, 1.2, 3.1, and 3.2 supported the creation of this section. Link Workers 

can utilise the community prescribing tool to record key responses from the assessment, 

the chosen groups to attend, and a plan of action to attend those groups. Thematic 

recommendations included considering a service-user’s needs and potential 

commitments that could impact their ability to attend groups (subtheme 1.2), 

considering a service-user’s readiness to attend a group (subtheme 1.1), what 

similarities a service-user shares with suggested groups (subtheme 1.2), a service-users 

prior experiences of groups (subtheme 3.1), and whether a group would support or 

exclude service-users due to subgroups (Subtheme 3.2). 

• Theoretical insight supported the included recommendations of considering a service-

user’s needs (Greenaway et al., 2016) and whether a group is likely to be central to 

one’s social identity (Leach et al., 2008). Further recommendations included 

considering whether a service-user is ready attend a group (Hogg & Rinella, 2018), 

whether prior experiences influence the accessibility of a group (Tarrant et al, 2020), 

whether there are shared similarities between a service-user and a suggested group 
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(Fancourt et al., 2020; Tarrant et al., 2020; Walsh et al., 2015), and whether service-

users have existing social networks that they can re-establish or build upon (Haslam et 

al., 2019b). 

Section four: Guidance for community groups 

• A four-page document mirroring the Link Worker guidance but tailored for community 

groups. This section acknowledged the vital role groups play in facilitating social 

identification during a social prescription.  

• Subthemes 2.1, 2.3, 2.4, and 3.2 supported the creation of this section. Community 

groups were recommended to provide clear information about their group, provide pre-

group contact opportunities for service-users, and provide feedback on the suitability 

of new members in their group (subtheme 2.1), to provide a welcoming atmosphere and 

a buddy to support new member integration into the group (subtheme 2.4), to be 

consistent in their timings and locations if possible (subtheme 2.3), and to discourage 

the formation of subgroups that could prevent prospective members from joining the 

group (Subtheme 3.2). 

• Theoretically based recommendations focused on how community groups can best 

work with Link Workers and support service-user integration into the group. 

Community groups were recommended to build a collaborative intergroup relationship 

with Link Workers under the shared purpose of supporting members of their 

community (Boudreau et al., 2016; Hogg, 2015). This included a recommendation for 

transparency of who the group can support and what they do. When introducing 

prospective members into a group, recommendations included responding positively to 

prospective members, encouraging them to the see similarities between them and other 

group members (Beauchamp et al., 2011; Leach et al., 2008; Turner et al., 1987), 

encouraging interaction in activities to increase trust and member familiarity (Tarrant 
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et al., 2020), and maintaining practical consistency to support members developing a 

sense of connection to the group (Code & Zapryniuk, 2010). Recommendations were 

also provided to support effective group leadership, including meeting a service-user 

before their first group session to support early assessments of fit (Postmes et al., 2005), 

facilitating inclusion using inclusive language and encouraging group member 

interactions (Tarrant et al., 2020), managing group dynamics to reduce conflict, 

exclusionary behaviour and subgroups (Tarrant et al., 2020), and maintaining 

communication with group members to support and maintain group identification 

(Borek et al., 2019b). 

All of these recommendations are guidelines, and it is acknowledged that a Link Worker’s or 

community group leaders’ capacity to adopt any of these recommendations may be constrained 

by practical, financial, or workload related limitations.  

Chapter summary 

This chapter described the initial study conducted to inform the creation of a Community 

Prescribing Toolkit based on the SIAH. The study aimed to gain insight into social prescribing 

stakeholder perspectives on the presence and their understanding of group processes during 

social prescriptions to community groups. Interviews with Link Workers, group leaders and 

service-users generated three themes highlighting various group processes, facilitators, and 

barriers to social identification during the community group referral process. 

The generated themes informed recommendations included in the draft Community Prescribing 

Toolkit. These recommendations focused on building collaborative relationships, assessing 

service-users' readiness for group engagement, addressing preconceptions and prior 

experiences, comparing service-users to group members, and evaluating the potential 

satisfaction of service-users' needs. Group leaders were advised to discourage subgroups, 
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create a welcoming and supportive atmosphere, maintain consistency, and promote interactions 

among group members. By following these recommendations, the likelihood of facilitating 

group identification during the social prescription process to a community group should be 

increased. The next chapter, Chapter Seven, details the collaborative refinement of the draft 

toolkit with the involvement of Link Workers and group leaders.  
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Chapter 7: Reviewing the Community Prescribing Toolkit 

Chapter overview 

Chapter Six outlined step one of a two-step toolkit development process, the creation of the 

draft Community Prescribing Toolkit. This chapter details the refinement of the draft 

Community Prescribing Toolkit as the second step of toolkit development. Study Two thus 

sought to 1) appraise the newly formed toolkit and 2) refine it collaboratively with Link 

Workers and community group leaders. Two qualitative studies sought Link Worker and 

community group leader insights on the toolkit’s structure and content. A joint inductive, 

semantic Reflexive Thematic Analysis was conducted, to provide collective insight on the 

utility of the SIAH informed toolkit for social prescribing. The chapter concludes with a general 

discussion, clarification on how the toolkit was refined based on participant insights, and a 

chapter summary.  

Introduction 

Chapter Four outlined how the SIAH is a useful and important theoretical framework 

underpinning the benefits of a community group social prescription by improving belonging, 

social support, health-related quality of life, and reducing loneliness (Kellezi et al., 2019c; 

Wakefield et al., 2022). However, occasionally service-users are referred to groups that do not 

meet their needs resulting in disengagement (Laing et al., 2017; Pescheny et al., 2018b; 

Wildman et al., 2019a). The Community Prescribing Toolkit created following Study One was 

designed to minimise disengagement, by improving the likelihood of service-users being 

connected to community groups that facilitate social identification.  

This chapter explores the refinement of the toolkit through stakeholder consultation as defined 

in Chapter Five (Thompson et al., 2021). Stakeholder engagement through consultation was 
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deemed necessary to ensure that the toolkit was feasible, useful, and beneficial to the Link 

Workers and group leaders who would be utilising it. As touched upon in Chapter Five, 

Stakeholder consultation was utilised over consensus and collaboration research methods such 

as the Delphi study. Despite being a rigorous methodology for obtaining consensus on a topic, 

a minimum qualification is often required for a participant to qualify as an expert in Delphi 

research (Fink-Hafner et al., 2019). Consequently, Delphi research often captures expert 

opinions on social reality, rather than a true reflection of that reality as experienced by those 

encountering it (Fink-Hafner et al., 2019). The requirement to have a minimum qualification 

to be considered an expert, limits the value of Delphi research in social prescribing, considering 

that the Link Workers who provide social prescriptions are not required to have specific 

qualifications (Moore et al., 2023). Furthermore, selecting experts based on qualifications as 

opposed to lived experience limits the value and voices of those who have direct of experience 

of receiving or providing a social prescription, which detracts from the purpose of the research 

documented in this thesis. Thus, whilst Delphi research undoubtedly supports collaborative 

refinement via consensus (Fink-Hafner et al., 2019; Thangaratinam & Redman, 2005), it 

achieves this in a way that neglects to capture experienced reality and thus may not support the 

creation of a practical toolkit that has utility within social prescribing. 

The draft toolkit created with the insights from Study One formed the basis of two bespoke 

versions of the toolkit: one for Link Workers and one for community group leaders. For this 

reason, consultation with both stakeholders was necessary to support the toolkits refinement. 

The Link Worker version contained four sections (Figure 7.1), whilst the community group 

version contained three sections (Figure 7.2).  
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Figure 7.1 

Brief overview of the Community Prescribing Toolkit sections that Link Workers reviewed 

  

 

Figure 7.2 

Brief overview of the Community Prescribing Toolkit sections that group leaders reviewed 

  

 

The following studies document the process and outcomes of toolkit refinement for Link 

Workers (Study 2a), and community group leaders (Study 2b). The studies aimed to answer 

the research question: ‘How would social prescribing stakeholders refine the Community 
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Prescribing Toolkit?’ Only participants who had taken part in the interviews in Study One 

(September 2020 – March 2021) that informed toolkit creation were invited to review and 

refine the draft toolkit. No participants had been made aware of the results of Study One prior 

to them reviewing the toolkit. 

Method 

Study 2a 

Design 

This study consulted with Link Workers to determine the utility of the Community Prescribing 

Toolkit via online focus groups conducted in April 2021. Consultation was essential for 

determining the utility of the toolkit for Link Workers. The focus group design decentralised 

the researcher and instigated collective discussions of the toolkit which provided rich insight 

into participant views of the toolkit (Kamberelis & Dimitriadis, 2011; Stewart & Shamdasani, 

2017).  

Participants 

Eight Link Workers from Study One (Chapter Six) were invited to review the Community 

Prescribing Toolkit in one of two Microsoft Teams focus groups, aligning with sample size 

recommendations in the literature (Guest et al., 2017). Two Link Workers were not invited due 

to retirement from the Link Worker role. Six Link Workers agreed to participate in one of the 

two focus groups offered to accommodate majority attendance at a session. Four Link Workers 

had agreed to attend focus group one, and two Link Workers agreed to attend focus group two. 

However, on the day of focus group one only two Link Workers were present, resulting in four 

participants having engaged in the two focus groups, two in each group. A third focus group 

was offered to the two participants who dropped out of focus group 1, however only one 

attended on the day resulting in a solo interview conducted in May 2021. Consequently, five 

Link Workers reviewed the draft toolkit. Table 7.1 details the homogenous demographics.  
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Table 7.1 

Study 2a demographics 

 

Procedure 

Participants were emailed a participant information sheet, consent form and toolkit with 

instructions on how to review it in April 2021. Participants reviewed the draft Community 

Prescribing Toolkit one week before the focus group. On the day, participants were welcomed 

and informed of their rights and the house rules. Discussions were initiated by the researcher, 

using a focus group schedule (Appendix B), but remained participant led with occasional input 

from the researcher. A semi-structured interview occurred for the solo participant, following 

the same schedule as the focus group. Participants were video recorded during the focus 

group/interview using Microsoft Teams; the video was removed post-study and the audio 

retained for transcription. Afterwards, participants were debriefed.  

Study 2B 

Design 

Community group leaders chose to review the toolkit via a qualitative online questionnaire due 

to lack of availability for focus group participation. The flexibility of online questionnaires 
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allowed group leaders to review the toolkit at their convenience (Ball, 2019; Evans & Mathur, 

2005).  

Participants 

All seven group leaders from Study One were invited over email in April 2021 to decide if and 

how they would like to review the Community Prescribing Toolkit. Three group leaders 

accepted the invite, choosing an online questionnaire format for convenience and availability. 

Table 7.2 outlines the homogenous participant demographics. 

Table 7.2 

Study 2b demographics 

 

Procedure 

Group leaders were emailed a participant information sheet, consent form, the Community 

Prescribing Toolkit, and instructions on how to review it. Participants who completed the 

questionnaire were compensated with a £10 Amazon voucher. Acceptance of the voucher did 

not impact their right to withdraw. Participants were recruited in May 2021, and questionnaires 

completed in June 2021. Following informed consent, participants were provided with the 

toolkit and the questionnaire to review over a 2-week period. The two-week period was 

provided to allow participants time to read and review the toolkit, prior to completing an online 

qualitative questionnaire. The questionnaire mirrored the topic schedule utilised in the focus 

group studies, allowing group leaders to clearly document their thoughts and opinions of the 



178 
 

toolkit as a whole document and per section. Reminders to complete the questionnaire were 

sent after one week, and a debrief and voucher were sent once completed.  

Ethics 

A key ethical concern for focus groups is confidentiality. Data collected through research must 

be confidential for it to be considered ethical, particularly when it concerns personal or 

sensitive information (BPS, 2021a; 2021b). Focus groups impede confidentiality as they 

involve multiple participants sharing their views at once (BPS, 2021a; Sim & Waterfield, 

2019). To maintain ethics, participants were informed that confidentiality could not be 

guaranteed, and they were asked to not repeat anything stated in the focus group. Additionally, 

obtaining informed consent is a concern of online questionnaires (BPS, 2021b). The BPS 

advises the use of a distinct consent page with tick boxes for online questionnaires (BPS, 

2021b), which was applied in Study 2b. Participants were unable to access the questionnaire 

contents without first consenting to participate.  

Data analysis 

An inductive Reflexive Thematic Analysis was conducted on the focus group data using the 

guidelines set by Braun and Clarke (2021b). Inductive thematic analysis was considered ideal 

for addressing the research aims, through its focus on data-driven themes (Braun & Clarke, 

2021b; Castleberry & Nolan, 2018), which would capture and represent participants’ 

understandings and opinions on the feasibility of the toolkit.  

The quantity and quality of responses obtained in Study 2b was deemed inadequate to perform 

a thorough qualitative data analysis of any form. Participant responses were short and a 

technical error with one participant resulted in increasing data loss when completing the 

questionnaire. Therefore, Study 2b’s data was analysed inductively, using semantic coding 
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guidelines in Reflexive Thematic Analysis (Braun & Clarke, 2021b) and outcomes interwoven 

into the themes generated in Study 2a.   

Analytic procedure 

Focus group data were analysed first, followed by the questionnaire data. Focus group data 

were transcribed into word documents and questionnaire data were exported into Microsoft 

Excel from Qualtrics and cleaned. Questionnaire responses were then transferred into a 

Microsoft Word document for each participant in the order they appeared on the questionnaire. 

The Microsoft Word documents for Study 2a and Study 2b were imported into NVivo Pro-12 

to support the six steps of Reflexive Thematic Analysis (Braun & Clarke, 2021b) as outlined 

in Chapter Five.  

The researcher first familiarised themselves with the data by repeatedly reading the transcripts, 

aligning with step one (Braun & Clarke, 2021b). Semantic codes were generated, reviewed, 

and condensed if duplicates were present after every transcript. Semantic codes were then 

interpreted by looking at the latent meanings within the data. Latent codes were reviewed, and 

duplicates removed after every transcript, aligning with step two. Latent codes were clustered 

around shared concepts and collated into working themes, aligning with step three. These 

working themes were then reviewed by reading extracts to ensure the theme label adequately 

represented the data in a cyclical process of refinement, aligning with step four. Theme creation 

was restricted by the small sample. A final review of the data within the themes and adjustments 

to theme and subtheme labels were made to ensure the essence of the data was fully captured 

following step five, before completing step six by writing up the results. Table 7.3 details the 

generated themes and subthemes. 
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Analysis 

Four themes were generated, ‘A relevant and useful theoretical approach to social prescribing’, 

‘Fine-tuning the utility of the toolkit for social prescribing’, ‘Adding the finishing touches to 

the toolkit’, and ‘The impracticality of the toolkit during COVID-19’. Refinements to the 

toolkit based on the insights from these four themes are presented after the analysis 

Table 7.3 

Coding table demonstrating the main themes and subthemes for Study Two 

 
 

Theme one: A relevant and useful theoretical approach to social prescribing 

Following reading the information included in the toolkit, participants indicated that the SIAH 

was a suitable theoretical framework to apply to social prescribing. Whilst some participants 

did not consider the theoretical processes outlined in the toolkit to be novel, the provision of 

real-world examples increased the relevance of the SIAH to social prescribing. Two subthemes 
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explore this further, ‘The SIAH is relevant for social prescribing but not novel’, and ‘Real-

world examples of the SIAH in situ are useful’.  

1.1: The SIAH is relevant for social prescribing but not novel  

Most participants perceived that the toolkit provided beneficial and useful insight into how the 

SIAH could be utilised to support a successful social prescription to a community group. Link 

Workers appreciated the SIAH’s insight into how they could provide a social prescription that 

could become meaningful:  

 “It just showed a really nice flow of when approaching somebody to holistically look at what 

would be appropriate, meaningful and useful to them, I found that really helpful” (Link Worker 

6, Focus Group 2) 

The guidance offered in the toolkit provided all Link Workers with deeper insight into social 

identity related factors that could be considered meaningful and relevant to a service-user. 

Knowing what could be meaningful and valuable to a service-user in relation to their broader 

needs, is beneficial in helping Link Workers to provide a social prescription that fosters social 

identification. The relevance of focusing on fostering psychological connection stood out for 

Link Worker 2:  

“Yeah, I mean I could see you know, it’s clearly there, you kept talking about the psychological 

links, the connections, so I could see it kept coming up and through for me. So yeah, I could 

see the relevance yeah.” (Link Worker 2, Focus Group 1) 

The consistent theme of fostering psychological connections helped to increase the relevance 

of the guidance in the Toolkit for Link Workers. Grounding the document with the purpose of 

facilitating group identification through promoting psychological connection benefitted Link 

Worker’s understanding of how the SIAH is embedded within social prescribing. However, 

one Link Worker and group leader appeared indifferent towards the content of the toolkit and 
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the theory due to perceptions that the guidance was already known. Link Worker 9 considers 

the theory to reflect organic social prescription processes:  

“I think with this document, I think that a lot of this approach, the questions the exploration, 

it’s innate within social prescribing link workers just to- on that, we’re almost intuitive, 

responsive. You know it happens organically, automatically, you know this approach.” (Link 

Worker 9, Focus Group 1) 

Through self-reflection, Link Worker 9 perceives that the processes described within the toolkit 

are already functioning within social prescribing, indicating that they are intuitively promoting 

psychological connection when providing social prescriptions. Consequently, Link Worker 9 

maintains an ambivalent and sometimes critical attitude towards the toolkit’s content 

throughout their focus group. This stance may be due to Link Worker 9 stating that they find 

groups boring and irrelevant for most service-users accessing social prescribing in their Study 

One interview. In response to Link Worker 9’s comment above, Link Worker 2 suggested 

increasing the theoretical presence within the toolkit:  

“I think we got it because we do the job. But I wonder if someone didn't, who was reading it 

for the first time or who was new to the role, I wonder if it stood out enough for them. I'm not 

sure if it was- sometimes it needs to be in your face doesn't it (laughs). And it’s quite subtle the 

way you write” (Link Worker 2, Focus Group 1) 

Despite Link Worker 2 appreciating the accessibility of the toolkit (subtheme 2.1), they query 

whether the theory was visible enough to new social prescribers. The intention of ensuring that 

the explanations of the theory remained accessible to non-experts and non-academics may have 

resulted in an under-representation of crucial theoretical elements for Link Workers. 

Alternatively, the SIAH was perceived to be overly complicated and full of jargon for group 

leaders. One group leader did not understand sections informed by the SIAH, whilst another 
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was confused as to why the SIAH was included in the toolkit. Group leader 7 provided an 

alternative introductory paragraph to the toolkit:  

“Change to: Welcome to this Social Prescribing Toolkit designed by a student of psychology. 

Its aim is to support the process of referral to community groups. We want to make it easy for 

service users to find a group where they feel at home and an activity suitable to their needs. In 

more technical terms we are using a social identity approach to find a good fit.” (Group leader 

7) 

This alternative is perceived to be a more accessible introduction to the toolkit which sees the 

SIAH rewritten into plain English. Consequently, the researcher gained insight into how the 

SIAH could avoid jargon for those unfamiliar with technical language. Despite the jargon, all 

group leaders found the information about connecting with groups convincing. Group leader 3 

indicated that the information contained “good advice and good ideas”, whilst group leader 7 

reflected on the difficulty of putting the theory into practice:  

“On the ground it's often very different. If the leader is sociable and the group is sociable that's 

fine. All my groups are wonderful and very welcoming. We had one group who chased the tutor 

away in tears and then most of the rest of the class!” (Group Leader 7) 

Group leader 7 emphasises the complexities of applying theory to reality, perceiving the 

success of which to rely on group dynamics such as effective leadership. Where group 

dynamics are not supportive the group may break down or not support the integration of new 

group members. Link Workers also noted complexities in applying the theory to practice, 

highlighting tensions between the SIAH and existing Link Worker training:  

“Ok I’m- I’m uncomfortable with that providing a sense of control. I would really like to see 

that gone and changed and flicked round because we’re not, we’re not providing a sense of 

control, that’s inauthentic… we’re promoting empowerment, rather than- it's just me. It’s just 
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me, I think that’s really important wording to consider, providing a sense of control” (Link 

Worker 9, Focus Group 1) 

Link Worker 9 highlights tensions regarding how group memberships satisfy a psychological 

need for control either due to unclear information in the toolkit or a possible misunderstanding 

of the guidance. Rather than perceiving the guidance as stating that service-users can have 

greater agency over the decisions in their life, Link Worker 9 perceived the sense of control 

guidance to clash with their understanding of social prescribing and the requirement to 

empower service-users, reflecting the training that Link Workers receive. Responding to Link 

Worker 9, Link Worker 2 demonstrated a greater understanding of the intended interpretation:  

“Yeah, totally agree Link Worker 9, I think you’ve hit on a good spot there because I think 

you’re right, a lot of work is around people understanding that most of life isn’t under your 

control and learning to live with that and find the strategies for it. So, maybe it’s more about 

having err- being able to make your own decisions or your own choices. I suspect that’s 

probably what you’re getting at” (Link Worker 2, Focus Group 1) 

Whilst understanding Link Worker 9’s interpretation by stating that they work with service-

users to overcome the concept that they are in control of their life, Link Worker 2 acknowledges 

the intended interpretation for service-users to make their own choices in life. The nuances 

between retaining a person-centred approach to social prescribing which facilitates 

empowerment, appears to undermine interpretations of the SIAH. When minimising jargon and 

adapting the SIAH into an accessible toolkit, consideration of tensions between current 

knowledge and practice, alongside incorporating new learning and practice is required. It 

remains important for the toolkit to be phrased appropriately for both Link Workers and group 

leaders. However, the strength of the relatability of the toolkit may reveal a limitation. 

Considering that most participants perceived the SIAH to reflect an inherent, albeit complex 

functioning of social prescribing, there is the possibility that the theory was overly simplified. 
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As a result, Link Workers were seeking greater theoretical presence in the toolkit, whilst group 

leaders were confused over the theoretical presence and requested the removal of all jargon. 

The next subtheme explores the relevance of providing examples of using the SIAH in practice.  

1.2: Real-world examples of the SIAH in situ are useful 

All Link Workers appreciated sections of the toolkit that illustrated the relevance of the SIAH 

for social prescribing through applied examples. Participants especially appreciated the utility 

of an example conversation regarding the proposal of potentially suitable groups to service-

users:  

“I think sometimes it’s helpful to have it in, because it suddenly brings it back and you think 

oh yeah, that is like a real conversation, and I did. I thought you- that’s kind of how it would- 

a conversation would easily go you know. So erm and sometimes I think that is useful to- 

because it reminds you back into the practicality a bit of what you doing, you know brings you 

back round to it a bit, so I liked it personally.” (Link Worker 2, Focus Group 1) 

The applicability of the example conversation was appreciated, highlighting how easily the 

SIAH framework fits into and supports current social prescribing practice. The example 

conversation detailed a key stage during a social prescription, where Link Workers collaborate 

with service-users on which groups are suitable to attend. How the discussion is framed could 

influence whether a service-user feels ready to attend the group:  

“Yeah, no. I- I thought that was very erm a good reflection of a likely conversation I could have 

had. And I like how you’re picking out all the positive things erm in a group so that somebody 

could erm, attach to that if that makes sense, to motivate them to want to start, yeah.” (Link 

Worker 6, Focus Group 2) 

Link Worker 6 perceived the group descriptions within the example conversation to be 

beneficial for increasing understanding of the importance of a group being perceived to be 

accessible to service-users, whilst increasing motivation to engage with a group. Highlighting 
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positive aspects of a group during discussions with service-users, whilst checking to see 

whether the service-user is interested in attending the suggested groups is important for 

encouraging active decisions to engage with the group: 

“It absolutely is, you’re asking them open questions. Erm you’re not sort of saying you know, 

we’re gonna do this, we’re going to do that… you’re asking that permission and giving that 

person autonomy, you know that is so important throughout our support with people. People 

need to feel empowered throughout and they need to feel that everything that they are doing, 

everything that they’re talking about is their choice and it’s what they’re wanting from this 

rather than us saying you know, we know what would make your life better, we know how we 

can help you, we know what we can do. It needs to come from that person as to what they want 

to do, what matters to them and I think that’s [the toolkit] captured it” (Link Worker 10, 

interview) 

Link Worker 10 outlines how the example conversation in the draft toolkit supports a person-

centred empowering dynamic between the Link Worker and service-user, whilst applying the 

SIAH. With the service-user retaining a sense of control over their life in terms of which groups 

they attend, they are more likely to derive a sense of meaning or purpose and motivation for 

attending the group. The example conversation thus provided insight into the level of detail 

required during discussions of potentially suitable groups, to help service-users assess whether 

the group fits them. Whilst service-users still need to attend a group to determine a true sense 

of fit, discussions about the group could increase the perceived benefits of the group for their 

needs, which would increase motivation and readiness to engage with the group.  

Overall, both Link Workers and group leaders appreciated the value that the SIAH framework 

brings to the social prescription to community group referral process. Whilst aspects of the 

SIAH may already be innate within social prescribing, participants acknowledge the benefits 

of recognising and utilising the SIAH in their practice. Going forward, the visibility of the 
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SIAH in the toolkit requires adjusting to adequately support Link Workers and group leaders 

in providing a community group social prescription that facilitates social identification. The 

next theme outlines elements of the toolkit that require modification to best support Link 

Workers and group leaders in providing a successful social prescription.  

Theme two: Fine-tuning the utility of the toolkit for social prescribing 

Whilst participants were appreciative of the theoretical toolkit, improvements were suggested 

to increase the utility of the toolkit for each social prescribing stakeholder. Three subthemes 

explore this in greater detail, ‘Balancing language for lay and professional audiences,’ ‘The 

futility of scales in the toolkit,’ and ‘Conversational pointers not conversational scripts.’  

2.1: Balancing language for lay and professional audiences  

All participants commented on the language utilised throughout the toolkit, and suggested 

changes to increase its readability. Most Link Worker participants found the toolkit to be 

accessible and easy to understand:  

“R: What did you feel about the language that I used?  

LW10: Yeah, it's very, you know it's not too complex you know, it’s well described, well wrote. 

Erm, I don’t think, I don’t think there was anything that I could sort of- I think it’s quite easy 

to sort of interpret and understand, especially if you’re new coming into the role.” (Link Worker 

10, Interview) 

Link Worker 10 notes the utility of the toolkit for being accessible to newly established Link 

Workers. This suggests that the toolkit provides practical insight into the role and how Link 

Workers can best support a successful social prescription to a community group. Link Worker 

2 further comments that: 

“The language isn’t over complicated or complex, that… you have to read several times to get 

the gist off and that makes it a lot more accessible. So, you know, I really like that. I’m a bit of 
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a fan of plain English you know, why make it more complicated than it needs to be you know, 

it’s not an academic document, it’s not you know.” (Link Worker 2, Focus Group 1) 

The appreciation for the no-nonsense approach of the draft toolkit in conveying information 

about the social prescription process to community groups may be due to the complexity of the 

Link Worker role. Having to balance multiple roles, toolkits are likely to be most appreciated 

if the content is easy to grasp and visibly applicable to their role. Link Worker 2 further reflects 

that the toolkit is not an academic document, indicating that jargon must be avoided or 

minimised, which contrasts slightly for the desired increase in theoretical presence outlined in 

theme one. These contrasting recommendations indicate a requirement to increase the visibility 

of the SIAH, whilst making it easy to understand. Furthermore, Link Workers were conflicted 

over the language used to describe those who access social prescribing. Language preferences 

varied depending on whether a Link Worker was charity, community, or NHS based:  

“I know that we use clients. I mean I work up under the umbrella of citizens advice and in our 

write-ups, clients are clients.” (Link Worker 9, Focus Group 1) 

Community-based Link Workers like Link Worker 9 appear to utilise client terminology, whilst 

Link Worker 2, who is charity-based, experiences conflict between NHS terminology and their 

terminology:  

“I think we get a kind of dilemma between ours because as a charity we’d use service-user, but 

the NHS deems us- they want us to use patient, so it’s been a bit of a Mindshift. I don’t like any 

of the terms to be honest for me, I’ll use people wherever I can or person because I think you 

really lose that sense of this person underneath, if you use the terminology all the time” (Link 

Worker 2, Focus Group 1) 

This highlights tensions between schemes set up within community and medical settings. 

Patient terminology was disliked by the participants in focus group one due to the medical 

connotations associated with the label: 
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“I definitely agree with the patient thing. I don’t think that clients- I’ll just use the word clients, 

should be referred to as erm patients, because we are coming away from that clinical medical 

model, that’s the point… erm patient is quite disempowering I feel.” (Link Worker 9, Focus 

Group 1) 

Patient was considered unrepresentative of the empowering nature of social prescribing. In 

contrast, the term service-user was considered appropriate by all participants:  

“It’s just quite a nice generic term that a lot of places use I think and the whole what we call 

our, our people is a, in lots of services I’ve been in is an ongoing thing, and certainly for us we 

don’t tend to use patient, we would talk about err- I think we use client generally but yeah, I 

don’t have a problem with service-user.” (Link Worker 1, Focus Group 2) 

Link Worker 1 outlines the ongoing discourse surrounding service-user terminology, with Link 

Worker 6 also stating a preference for “service-user or client to be honest” (Focus group 2). 

Two group leaders further disliked the term service-user, with group leader 3 suggesting that 

“Client may be more appropriate.” These preferences for group leaders contrast with Link 

Workers and appeared to differ depending on the group leader’s professional background. 

Therefore, despite the various language used to describe those utilising social prescribing, the 

term service-user was deemed an appropriate label by Link Workers with NHS, charity, and 

community backgrounds and suitable for use in the Community Prescribing Toolkit. Group 

Leaders however preferred the term client.  

Regarding group leaders, two group leaders felt that the toolkit was well structured, if 

complicated to read. One group leader commented on the language utilised in the toolkit:  

“I really do not like the word ‘referral’ at all. Social Prescribing Link Workers should not be 

referring service users to community groups.  They should be finding out what matters to Sus 

[service-users], helping them to think about what sort of activities they would be interested in, 

helping them to find out about what's in the area, helping them to access them and if necessary, 
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accompanying them the first couple of times. But they should NOT be referring them.” (Group 

Leader 1) 

Their understanding of social prescribing meant they did not agree with the term referral as the 

term implied that the Link workers chose the social prescriptions, rather than the service-users 

being empowered to choose their own community resources to attend. To increase the utility 

of the toolkit for each stakeholder, separate refinements may be required to fully accommodate 

the requirements of group leaders and Link Workers. The next subtheme explores the utility of 

scales in the toolkit. 

2.2: The utility of measurement scales in the toolkit  

Link Workers had mixed reviews of the community prescribing form. The form itself was 

created to offer a space for LWs to record an accurate and useful summary of the referral 

process to aid a social prescription. Thus, the form supported Link Workers to make notes on 

a service-user’s needs and other identity-based information that could be utilised to recommend 

a community resource, measurement scales of anxiety, loneliness, and confidence. The scales 

were intended to add context to potential barriers or factors that may prevent a service-user 

from feeling able to engage with a recommended community group. However, discourse arose 

around the measurement scales in the form:  

“I think it’s important to have the confidence level for the link worker really, because they’d 

be like “yeah, yeah, yeah I want to go” well how confident are you, “oh, three” (laughs), so that 

just gives you an idea if they’re saying it for the conversation or in the moment you know. Erm 

the scales for the loneliness before, it’s quite subjective isn’t it sort of how they’re experiencing 

it. And what was the other one, oh anxiety, again somebody’s five could be different to your 

five.” (Link Worker 6, Focus Group 2) 

Link Worker 6 perceived the confidence scale to be beneficial in understanding whether a 

service-user was ready to engage with a community group. However, participants were 
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concerned over the subjectivity of the scales, which could vary in meaning depending on the 

service-user. Link Worker 10 suggested turning the scales into conversational questions:  

“So, I do like the scales but sometimes with the scales, I think it’s better having a question, in 

terms of like the loneliness one, sort of like you know, who do you have in your life? Do you 

have family, do you have friends that you speak to on a regular basis.” (Link Worker 10, 

interview). 

Link Worker participants felt that information on confidence, loneliness, or anxiety may be 

divulged naturally and questions relating to those constructs would be best interwoven into 

conversations, limiting the utility of measurement scales in the draft toolkit. This was 

recognised by Link Worker 1 for the anxiety and confidence scales, which they hesitantly 

suggested could be beneficial as quantifiable scores:  

“I think anxiety and confidence they’re the sort of things you would be asking about, and a 

score might be useful and it’s something that might be used in assessments… you know it can 

be used as a tool to kind of guide that conversation. I think degree of loneliness I’d probably be 

a little bit hesitant… I think getting people to score how lonely they are, for some people might 

be a little bit triggering.” (Link Worker 1, Focus Group 2) 

However, they raised concerns over the abruptness and potential triggering nature of the 

loneliness scale, which may impede the rapport building process. Link Workers in this sample 

thus reflected tensions between current practice and the requirement for statistical evidence of 

social prescribing’s effectiveness, through their views on the impracticality of scales and the 

sensitivity in which they need to be collected. Such tension may be due to the training that Link 

Workers receive regarding the purpose of a social prescription, which may result in some Link 

Workers completing scales themselves based on their perceptions of a service-user or not using 

them at all. Some of the Link Workers in this sample reported using measures infrequently 

despite being asked to utilise them due to the concerns outlined above. Removing the scales 
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may be more suitable for the purpose of the toolkit. The next subtheme explores the importance 

of offering guidance rather than a script during Link Worker assessments with service-users.  

2.3: Conversational pointers not conversational scripts  

Link Workers reflected on the included conversational topics that explored examples of the 

information necessary to provide a social prescription that can become meaningful to a service-

user. Participants in focus group two appreciated this information:  

“Like Link Worker 6 says, if you’re new to the role, you might not think to- and I’m guilty of 

it you know, if somebody drives, I think oh brilliant you know, it’s accessible, but actually, it’s 

only accessible if they can park within a five meter walk and there’s a disabled spot and, but 

yeah you know I think it’s nice to prompt some of these like for example other commitments 

people might have like having pets you know, these things that maybe you know don’t think to 

ask for all the time. So yeah, I think that’s very useful.” (Link Worker 1, Focus Group 2) 

Participants in this focus group felt that the example questions provided useful conversational 

pointers, collecting valuable information about the service-user, which they could utilise when 

suggesting potentially suitable and meaningful community groups. The example questions 

supported Link Workers to consider information they may have previously neglected during 

discussions with service-users. Link Worker 10 particularly appreciated the open-answer 

nature of the questions: 

“I like the pointers you know, some of the like suggested questions to go through with patients 

and people that we’re working with. Erm, you know, I think that’s a really sort of good tool in 

itself, just having them sort of motivational interviewing questions erm to really engage with 

the person. Because I think, that initially is quite hard to do in itself, when you work with people 

who may be quite demotivated and not too engaging, or they haven't been engaging previously. 

Erm and I think those sorts of questions are just quite good at opening things up a little bit more 

for a person, sort of reflect upon their own sort of thoughts and feelings as to why they are not 
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wanting to integrate into things and better their health and wellbeing.” (Link Worker 10, 

interview) 

Link Worker 10 outlines the benefit of open-questions to encourage service-users to reflect and 

discuss their needs and wellbeing. Service-users typically lead conversations, in line with the 

person-centred nature of social prescribing. Consequently, Link workers are trained in 

motivational interviewing techniques designed to foster service-user engagement with 

discussions. The questions in the toolkit appeared to reflect the current style used during 

conversations, increasing the applicability of the SIAH to social prescribing. However, tensions 

arose once more between the toolkit and current social prescribing practice. Link Workers in 

focus group one misinterpreted the conversational tool, perceiving that the questions were a 

script:   

“I think that if we try and break it down into a tick box lists and what have you, then I think 

you lose a lot of the- you might not hear something, you might not tune in and connect to 

something subtle, where the client actually wants to go, but the document wouldn’t allow the 

client to go” (Link Worker 9, Focus Group 1) 

Link Worker 9 perceived the conversational tool to be an inflexible document that was 

unsupportive of service-user tangents rather than conversational pointers. This 

misunderstanding relates to the requirement for Link Workers to collaboratively work with a 

service-user, where the service-user leads conversations and indicates that the guidance on the 

toolkit on how to use the conversational tool was unclear. Therefore, Link Worker 9 remained 

concerned that a script would impede their ability to provide effective social prescriptions, 

which Link Worker 2 agreed with:  

“I agree with you, I mean I’m a bit like that you know. When I first came in the role, they tried 

to give us a guided conversation, which was like a list down and I screwed it up and threw it in 

the bin, because conversations don’t happen like that do, they and they shouldn’t you know. 
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And totally you know, yeah client led- and if that only means they talk about one thing and the 

one thing that’s important, the rest doesn’t actually matter, because that’s the golden nugget in 

there anyway” (Link Worker 2, Focus Group 1) 

Link Worker 2 implies that service-user conversations can be meaningful and beneficial with 

one key conversational area if the information gathered acts as a gateway for recommendations. 

The action of physically rejecting a scripted conversation shows insight into how strongly Link 

Workers embody person-centred practice. Despite this misunderstanding, other Link Workers 

recognised the adaptability of the conversational guide:  

“It doesn’t feel like you’re telling these are the questions you have to ask, because you can work 

them into conversations and word them slightly different depending on the conversation and 

the person, you’re with. So, it’s quite adaptable as well which is good.” (Link Worker 10, 

interview) 

Being able to adapt the conversational pointers to a service-user was considered beneficial by 

Link Worker 10. Therefore, the questions within the toolkit offer guidance on topic areas which 

would help Link Workers connect service-users to community groups that have the potential 

to become meaningful through group identification. The more social identity-based 

information a Link Worker gathers, the greater their ability to provide a potentially meaningful 

referral, with the example questions acting as beneficial pointers, rather than a checklist. 

Emphasis on the flexibility and guidance-based nature of the conversation topics is needed to 

prevent further misunderstandings. 

Overall, the proposed scales in the toolkit may not be practical for the purpose of the 

Community Prescribing toolkit, with the utility of the toolkit improved through the removal of 

this section. Likewise, revisions to the language utilised throughout the toolkit is required to 

describe the process of connecting a service-user to a community group, and those accessing 

social prescribing. Finally, emphasising the flexibility of the conversational topics should 
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increase their utility with social prescribing. These revisions need to be tailored to Link Worker 

and group leader preferences regarding the visibility and accessibility of the SIAH framework, 

as outlined in the refining the Community Prescribing Toolkit subsection following analysis. 

The next theme explores sections that should be added to improve the toolkit’s utility.   

Theme three: Adding content to the Community Prescribing Toolkit 

All participants suggested adding sections to improve and refine the toolkit. Group leaders 

provided numerous recommendations, including the addition of a top tips section, executive 

overviews, consideration of practical needs, and checking the credentials of group leaders. For 

example, group leader 1 reflected on the practical needs that should be considered:  

“Logistics - really important for link workers to think about access - toilets, disabled loos, flat 

surfaces, car parking, bus stops, lifts if appropriate, where activities are based - ground floor or 

up steep staircases, lighting, ventilation, cafes, kitchens, steps, surfaces, ramps, rails. Who 

attends the groups - ethnicity, age, gender, physical ability.” (Group Leader 1) 

These practical issues reflect important considerations that could become potential barriers to 

accessing a community group, therefore hindering possibilities for social identification. If these 

practicalities do present a barrier for accessing a group, this could limit how accessible a group 

is perceived to be by a service-user, reducing the likelihood of them attending. Group leaders 

further reflected on the size of a group:   

“It's all about safety for the participants. Qualified tutors are expensive. I was horrified when 

someone told me they had 24 people in their exercise class for older people. Financially I can 

understand why but these people have complex medical problems. With 24 you can't watch 

them all. I suspect they sit all the time and do a little mobility. You can't learn to balance better 

if you are sitting.” (Group Leader 7) 

Group leader 7 indicates that the size of a group could influence how effective the group is at 

supporting its members and required careful consideration. Therefore, discussion on who the 
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group is for and who already attends may be beneficial for helping service-users decide whether 

they fit the group. Such discussions would indicate greater time spent on reviewing and 

selecting potentially suitable community groups to recommend to service-users and relies on 

strong relationships with community resources. Finally, group leaders also reflected on the 

need to consider group integration strategies for new or prospective members:  

“I think that there could be more tactics included about ways of integrating newcomers into 

groups; the leader or buddy acting a bit like the host of a dinner party making sure that the 

newcomer gets to meet different people within the group, while making sure they're not 

overwhelmed, or stuck with a boring or inappropriate person for too long. Also trying to 

understand what the newcomer would like - do they want to throw themselves into the new 

group or would they like to stand back a bit to see what's going on first… Should include 

chatting to the newcomer at the end of the session to find out their initial feelings - what went 

well, what didn't go so well, what could be done differently/better the next time.” (Group 

Leader 1) 

Group leader 1 outlines the importance of an ingroup member acting as a welcome point for 

new group members and checking in with a new group member at the start and end of the 

session to understand their experience of the group. This recommendation is particularly 

beneficial for helping service-users to integrate effectively into the group, increasing the 

likelihood of social identification. Through considering the needs of the service-user and 

communicating with them about how they are getting on, the group leader can ensure the 

service-user has a positive and comfortable experience with the group.  

Aligning with promoting a positive and comfortable group experience that promotes 

engagement and group identification is the suggestion from Link Workers to increase 

discussion on barriers preventing engagement and how to overcome then in the draft toolkit. 

Barriers that prevent a service-user from engaging with a community group could impact the 
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perceived benefits of social prescribing. Where barriers cannot be problem-solved, then this 

could impact whether a community group is considered accessible and meaningful to the 

service-user: 

“Sort of looking at them solutions to them barriers and where the motivation is to that. Some 

people will put barriers up on purpose for themselves because they don’t want to do things, erm 

so I guess again it’s sort of looking at- it goes back to that sort of erm readiness to attend and 

interact with them groups so yeah that’s really good.” (Link Worker 10, interview) 

Link Worker 10 considers how purposively built barriers may reflect a service-user’s readiness 

to attend a group. Community groups, whilst beneficial to our health and wellbeing, may not 

suit everyone and the extent to which barriers are preventing a community group social 

prescription from occurring requires further discussion: 

“I think barriers is a very big part in it and maybe, I don’t know, I wonder if it should (sighs) 

have a bit more about that, about addressing those and doing some more work around those… 

It [the toolkit] does look at those barriers to accessing support, but that in itself can be a huge 

piece of work, erm not just a thing on the list further down it. So sometimes you know, it’s 

about spotting those a bit sooner, rather than leaving those late in the conversation.” (Link 

Worker 2, Focus Group 1) 

Link Worker 2 considers incorporating discussions about barriers sooner into conversations 

because they can impact continued engagement with a social prescription. Barriers could be 

personal, group related as indicated by the group leaders above, psychological, practical, or 

physical. Regardless of the type of barrier, it could impact a Link Worker’s ability to provide 

a social prescription that could become meaningful to the service-user. A final solution 

recommended by Link Workers that could address barriers and increase the meaning behind a 

social prescription is planning achievable and scalable goals: 
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“I- I would say about goals erm. Sometimes there's short term goals, sometimes there’s longer 

term goals and sometimes you cannot achieve obviously a longer-term goal without first tippy 

toeing or so… You know it just facilitates a better journey and it makes the journey more 

tangible in working with the client… what do they want to get out of their social prescription, 

how do they want to address their needs, what are their short-term goals, what are their longer-

term goals.” (Link Worker 9, Focus Group 1) 

Where a social prescription satisfies a purpose, it becomes meaningful, which is beneficial for 

fostering social identification. Goal planning breaks down a social prescription into 

manageable steps that service-users can achieve which Link Worker 2 acknowledges in their 

agreement with Link Worker 9:  

“Very important, I agree. I mean I kind of go one step further and I set- I set short, mid-term 

and longer-term goals, and perhaps the longer-term goals are something they’ll take beyond my 

social prescription, they’re something they’re aspiring to into the future you know… it is 

helpful to sort of create that visual of where you’re going to and what's gonna happen on the 

way, you know. Almost like a journey you know, what point are we gonna stop off and where 

we want to be, and when do we want to be there you know, how's it gonna happen… it can be 

quite a powerful thing to have something to look back on as well.” (Link Worker 2, Focus 

Group 1) 

Action plans therefore add structure to social prescriptions, which the service-user controls 

through setting achievable goals. By outlining short, mid, and long-term goals, the purpose 

behind a community group prescription is outlined, increasing the likelihood of maintained 

engagement due to accountability. For social prescribing, maintained control of the goals 

service-users set (and the groups they attend) is vital for satisfying their psychological need for 

control and for adding value and purpose towards a community group social prescription. 

Therefore, this data suggests that the toolkit should include a goal planning section which 

enables service-users to break down a social prescription into achievable steps that support 
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group engagement.  

Overall, to refine the toolkit and improve its utility for both Link Workers and group leaders, 

further additions to the toolkit are required. Group leaders suggested that considering practical 

needs pertaining to the group including its size and demographics are required, alongside 

integration techniques to support service-user engagement with a recommended group. Link 

Workers further suggested incorporating a barrier section into the toolkit that considers how 

they can be addressed and a goal planning section. The next theme stems from Link Worker 

participants raising concerns within the data regarding the practicality of trialling the 

Community Prescribing Toolkit within a pandemic setting.  

Theme four: The impracticality of the toolkit during COVID-19 

Most Link Workers raised concerns about social prescribing’s capacity to support a trial of the 

toolkit during the COVID-19 pandemic. Whilst most Link Workers perceived the toolkit to be 

beneficial for their role, they queried whether it would be feasible in the context of a pandemic:  

“Yeah, I think at the moment because of the pandemic, we’ve had to work in a more targeted 

and streamlined way and the community just shut down and we’re not available.  So, we’ve 

had to work differently. And need and trend has changed as well. So, people, I found there’s a 

lot of erm welfare housing, food banks, finances, those kinds of issues that erm could be 

resolved in a few contacts, but they’re not about enabling people to start groups and activities 

and make those long-term changes for their wellbeing. Its more about erm first responder sort 

of erm current troubling issues and that I feel is affected by the covid situation.” (Link Worker 

6, Focus group 2). 

Link Worker 6 is reluctant to utilise the draft toolkit during a pandemic that has changed who 

social prescribing supports and the community resources that are being accessed. With limited 

social prescriptions occurring to in-person community groups and a focus on short-term health 

and wellbeing improvements, trialling the toolkit during the COVID-19 pandemic may not be 
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appropriate or a useful test of its effectiveness. Link Worker 10 shared similar concerns on the 

utility of trialling the toolkit within a pandemic-impacted workforce.  

“I think erm 50/50 on it really, because I think in terms of the sort of you know, understanding 

how we’re working with a person, such as that you know, time and trust with a person, finding 

things that fit with them, that meaningful conversation… I think they’re all things that we’re 

using now and that are working really well now. In terms of the group stuff, it’s a little bit 

difficult, because we’re still not quite seeing any groups up and running yet and a lot of them 

don’t look like they’ll be up and running until late June/July time. Erm so in terms of getting 

people accessing groups is quite difficult at the moment.” (Link Worker 10, interview) 

Link Worker 10 indicates that trialling the toolkit would not be feasible within a setting 

impacted by the pandemic. This study was conducted between April and May 2021, at the start 

of a national roadmap to reduce pandemic restrictions, meaning that community groups were 

not running but may have been preparing to re-open. Community groups need to be operating 

for there to be a participant sample to trial the toolkit with. Whilst this study has demonstrated 

interest in the Community Prescribing Toolkit and highlighted several ways to increase its 

utility for Link Workers and group leaders, there are concerns on its suitability during the 

COVID-19 pandemic. As the pandemic continued to impact community groups and social 

prescribing, and Link Workers were questioning the practicality of trialling the toolkit, 

explorations into whether it was possible to trial the refined version of the Community 

Prescribing Toolkit are required.  

Refining the Community Prescribing Toolkit 

The Community Prescribing Toolkit was refined between June and July 2021, in response to 

the insights from Study Two and a second review of the social prescribing and SIAH literature. 

Stuart et al. (2021), and Borek et al. (2019a, 2019b) supported the refinement of the toolkit. To 
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tailor guidance to each stakeholder, the toolkit remained divided into two versions, the 

Community Prescribing Toolkit for Link Workers, and the Community Prescribing Toolkit for 

community groups. After refinement, five sections were included in the toolkit for Link 

Workers and four sections were included in the toolkit for community groups. The readability 

of the toolkit for community groups improved following the edits from Study Two. The version 

given to group leaders to review was calculated to have a Flesch Kincaid reading ease score of 

42.05, which is defined as “challenging” (The First Word, 2022). Following refinement, the 

revised toolkit had a reading ease score of 61.97 and is defined as “plain English” (The First 

Word, 2022), aligning with requests by group leaders. The refinements for each version are 

jointly discussed below for brevity. Discrepancies between the toolkits are highlighted. 

Executive overview and contents 

• Recommendations to include an executive overview were provided by group leaders in 

Theme three. Executive overviews were added to both versions of the toolkit to provide 

an overview of the toolkit and its contents. Page numbers were added to improve the 

navigation of both versions of the toolkit.  

Section one: Theoretical overview of the Community Prescribing Toolkit 

• Labelled as ‘the theory behind the toolkit’ in the community group version, this section 

contained two pages explaining the SIAH framework applied to social prescribing. All 

jargon was removed for group leaders and the section was rewritten in plain English as 

requested in subtheme 2.1. For example, rather than focusing on providing a meaningful 

connection that promotes social identification, group leaders were advised to build a 

sense of belonging and to help new group members feel at home with their group. The 

plain English introduction to the toolkit in subtheme 1.1 was included in the community 

group version, but not the Link Worker version. Inclusive language was utilised, and 
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the terms ‘referred,’ and ‘service-user’ were changed to ‘connected’ and ‘client’ in the 

Community Group version of the toolkit as requested by group leaders in subtheme 2.1.  

• For Link Workers, in-text citations supporting the theory were included to increase the 

visibility of the SIAH literature, as requested in subtheme 1.1. Furthermore, 

misinterpretations of the SIAH were addressed by defining jargon, such as the 

psychological need for control. A guidance box initially labelled ‘accessibility’ was 

also changed to ‘readiness to engage with groups’ to minimise confusion of the term 

with practical accessibility such as travel or access requirements.  

Section two: Link Worker Guidance  

• The Link Worker version contained four pages, including an additional page addressing 

barriers to attending groups as requested in theme three. The new barriers section 

outlined the types of barriers that could occur and ways of addressing those barriers at 

different points of the social prescription. Examples of barriers were created from Study 

One and Two and from Stuart et al. (2021). Additional refinements included 

emphasising the importance for Link Workers to check group leader qualifications as 

indicated in theme three. Utilising further insights from Stuart et al. (2021), Link 

Workers were also advised to consider the language service-users used when discussing 

plans for social connection, and to fully consider social identity compatibility. This 

included assessing whether a service-user is seeking to socialise with people or is 

seeking to do something for people, and what aspects of their existing identity are 

important and require continuation. Finally, Link Workers were also advised to 

consider the logistics and composition of the groups they suggest, following 

recommendations from group leaders in theme three and drawing upon Borek et al.’s 

(2019a) guidance on how shared similarities between group members can facilitate 

shared identity.  
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• The community group version contained three pages detailing the Link Worker role to 

increase understanding of social prescribing in the community. Aughterson et al. (2020) 

indicate that there remains a lack of understanding of what social prescribing is and 

who it can support in GPs, which can hinder engagement. Adding this section was 

intended to increase transparency of the Link Worker role and trust and engagement 

with social prescribing. 

Sections three/four: Community prescribing tool and prescription form (Link Worker 

toolkit) 

• Section three consisted of a four-page community prescribing tool containing 

discussion points relating to identifying goals, discussing outcome expectations, and 

prompting accountability as recommended by Borek et al. (2019b). Changes to this 

section impacted changes to Section four.  

• Section four contained the community prescription form consisting of three pages that 

provided space for Link Workers to document the social identity facilitating 

information gathered when using the community prescribing tool. As requested in 

subtheme 2.2 the scales measuring loneliness, confidence, and anxiety were removed 

and included in the discussion points provided in section three. The removal of these 

evaluation points was deemed compatible with the purpose of the toolkit which was to 

facilitate social identification to improve health and wellbeing, rather than measure 

health and wellbeing improvements directly. For example, the degree of loneliness 

scale was transferred into questions pertaining to the service-user’s wider social 

network. Example questions added to this discussion point includes ‘Would you say 

you have friends or family living close by?’ and ‘Are you comfortable being by 

yourself?’. The latter question was deemed necessary to account for service-users who 

enjoy solitude without feeling lonely (Nguyen et al., 2018).  
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• In replace of the scales in section four, a brief table to provide basic information about 

the service-user was added to aid the storing and tracking of a service-user’s basic 

information (e.g., name, date of birth etc.). Finally, following recommendations by Link 

Workers in theme three, a goal planning section was added to the community 

prescription form. Link Workers were provided space to write short, mid, and long-

term goals for service-users to plan achievable milestones during their social 

prescription.  

Section three: Community group guidance (community group toolkit)  

• This section contained four pages that offered community groups guidance on how to 

facilitate social identification with signposted community groups. Top tips sections 

were added to this document following recommendations in theme three. The top tips 

introduced integration tactics as requested in subtheme 2.1 and highlighted guidance 

informed by the SIAH that could facilitate a sense of group belonging. Integration 

techniques were informed by Borek et al. (2019b), Tarrant et al. (2020), and Stuart et 

al. (2021), to support group leaders to welcome new members into their ‘household’. 

An example integration tactic included helping new members to see similarities 

between them and other group members through shared tasks and conversation. 

Interacting in this way could address social anxieties and facilitate trust (Borek et al., 

2019a; 2019b; Tarrant et al., 2020). 

• Groups were also advised to involve group members in the running and planning of 

sessions, aligning with recommendations provided by Stuart et al. (2021) and Tarrant 

et al. (2020). Effective leadership was also re-emphasised following recommendations 

in subtheme 1.1 and by Borek et al. (2019a; 2019b) and Tarrant et al. (2020). Skills 

such as maintaining group cohesion, managing conflicts, promoting a positive group 

atmosphere and being approachable were included in this section as guidance.  
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Section four/five: Concluding remarks 

• Both versions of the toolkit contained a one-page concluding remarks section. For Link 

Workers, this was section five, and for group leaders it was section four. In this section, 

a summary of the key messages presented in the toolkit was provided. The Link Worker 

version contained a reference list to allow Link Workers to follow up on the in-text 

citations provided.  

Discussion 

This study aimed to collaboratively review the draft Community Prescribing Toolkit and 

collate feedback from Link Workers and group leaders on its utility, which applied insights 

from the SIAH to Link Worker support and group integration processes during social 

prescribing. Focus groups with Link Workers and an online qualitative questionnaire with 

community group leaders supported the research aim by providing participants with 

opportunities to suggest alterations to the toolkit that would increase its utility for their role in 

supporting a service-user to access community resources that they could identify with. Group 

leaders discussed barriers to a successful social prescription, whilst Link Workers requested a 

section that addressed barriers to attending a social prescription. Barriers may influence a 

service-users continued engagement with a social prescription (Husk et al., 2019; Laing et al., 

2017; Pescheny et al., 2018b; Wildman et al., 2019a), therefore the sooner they are identified, 

the sooner they can be assessed and potentially mitigated. Additionally, group leaders 

suggested including integration tactics and considerations of group size and demographics in 

the toolkit. Chapter Four notes that a group members’ response to a service-user, and active 

engagement with a group could influence social identity development. For example, social 

identity research outlines that active engagement with a group increases one’s capacity to 

assess their similarity to other group members (Sani et al., 2015a; Turner et al., 1987), including 
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whether they demographically fit existing group members. Considerations of these group 

dynamics could be applied to service-users in a social prescribing setting. Furthermore, the size 

and demographics of a group can impact social identity development, with smaller groups 

facilitating social identification more effectively (Badea et al., 2010; Brewer et al., 1993; 

Abrams & Hogg, 2006). Therefore, reflecting on these factors and providing strategies for 

integration was considered beneficial for the Toolkit as outlined in its refinement.  

Regarding the SIAH framework, participants recognised and appreciated the toolkits’ emphasis 

on promoting a sense of belonging via social prescriptions to community groups as requested 

in Study One. However, some participants felt that the knowledge provided by the theory was 

already known, while group leaders questioned its relevance to social prescribing and preferred 

a plain English version of the toolkit. Minimising jargon is important to ensure that the toolkit 

can be understood and applied by diverse stakeholders involved in social prescribing. In 

organisational communications, jargon can impede processing ability and training 

effectiveness due to a lack of understanding or meaning (Marshall, 1964; Patoko & 

Yazdanifard, 2014). Thus, care should be taken to make the application of the SIAH visible 

and understandable while minimising jargon, misinterpretations and potential tensions between 

the theory and the person-centred nature of social prescribing (NALW, 2019a; NHS England, 

2019a, 2022b). One such tension that arose involved the psychological need for control in 

Focus Group One (Greenaway et al., 2016). Participants may have been referring to a service-

user having personal autonomy (another psychological need) over their life (Koudenberg et al., 

2017; Kyprianides & Easterbrook, 2020) rather than the psychological need for control when 

interpreting the guidance within the toolkit. Autonomy in social identity terms refers to having 

choice over one’s actions that are congruent with one’s sense of self (Deci & Ryan, 2000; 

Koudenberg et al., 2017). Personal autonomy is thought to improve health and wellbeing by 

increasing perceptions that one has the capacity to change their behaviour and can sustain 



207 
 

behaviour change (Koudenberg et al., 2017), with group identification satisfying autonomy as 

a psychological need in vulnerable populations (Kyprianides & Easterbrook, 2020) and music 

groups (Draper & Dingle 2021). 

Furthermore, while the toolkit was perceived to be beneficial, Link Workers expressed 

concerns about the feasibility of trialling it due to uncertainties relating to the reopening of 

communities during the pandemic. At the end of Study 2a (April 2021) preparations were being 

made to re-open communities through the relaxation of national pandemic guidelines (HM 

Government, 2021). Whilst social prescriptions to community groups were not occurring 

during this study, they may have begun within the near future. However, if community groups 

were not fully operational, trialling the toolkit would be impractical as there would be no target 

sample to test it on. Thus, future research is required to explore the practicality of trialling the 

toolkit during a social prescribing setting impacted by the COVID-19 pandemic.  

Strengths  

The focus groups utilised in Study 2A encouraged Link Workers to discuss the toolkit in greater 

detail and allowed for novel considerations between participants, reflecting a strength of focus 

groups (Kamberelis & Dimitriadis, 2011; Morgan, 1996). This type of discussion ensures that 

the data collected portrays the participants genuine thoughts and opinions. Participants in the 

focus groups provided greater constructive criticism than what was provided in the solo 

interview, suggesting that participants were more comfortable to speak truthfully in the group 

setting – another benefit of focus groups (Kamberelis & Dimitriadis, 2011; Morgan, 1966; 

Stewart & Shamdasani, 2017).  

Utilising stakeholder involvement in reviewing the toolkit is a further strength of this study. 

There are growing demands in health research for patient, public, and stakeholder engagement 

throughout the research process, to enhance the depth and applicability of research findings 
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(Morgan et al., 2016; Greenhalgh et al., 2019). Patient and public involvement refers to 

working with the public to plan, design, and conduct research (Russel et al., 2019; Staley, 

2013), which this study adopted elements of to provide those who would be utilising the toolkit 

a voice in the content and development of the toolkit. Thus, this study engaged in stakeholder 

consultation (Thompson et al., 2021) involving symbolic participation (Goodman & 

Thompson, 2017), as outlined in Chapter Five. For both studies, the researcher consulted the 

stakeholders for their opinions and thoughts of the toolkit, to ensure that the toolkit would be 

a functional and useful resource. However, full stakeholder involvement was limited due to 

Link Workers lack of voice in planning the study. Alternatively, Study 2b supported greater 

stakeholder involvement, with community group leaders selecting their preferred methodology 

for reviewing the toolkit.  

Limitations 

High rates of participant attrition proved problematic in this study. As noted in Chapter Four, 

the coronavirus pandemic changed the working and social lives of many, including Link 

Workers and community group leaders (Bertotti & Temirov, 2020; Stevenson et al., 2020b). 

Many professions adapted to working from home in an online manner (Bertotti & Temirov, 

2020; Stevenson et al., 2020b), however most community groups were forced to shut down 

during national and local lockdowns to minimise the spread of COVID-19 (Bertotti & Temirov, 

2020; Stevenson et al., 2020b). This meant that both Link Workers and community groups 

were operating in constrained circumstances and, in the case of some community groups, may 

not have been operating at all. Link Worker participants had changing and increasing 

workloads as the nation shifted in and out of national lockdowns (Fixsen et al., 2021; Stevenson 

et al., 2020b), whilst community groups leader’s workload increased with preparations to re-

open following the governments roadmap to recovery (HM Government, 2021). Pandemic 

restrictions were relaxed from the 8th of March 2021, with some community groups allowed to 
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re-open from the 29th of March if they were outdoors. By the 17th of May all community groups 

were allowed to reopen. Since recruitment and data collection for Study 2b occurred between 

May and June 2021, the lack of engagement by group leaders could be attributable to limited 

availability.  

Regrettably, the poor response rate for both studies, particularly the poor quality and quantity 

of responses for Study 2b, impacted the quality of the data analysis. Braun and Clarke (2021a) 

recommend that to generate quality data to be analysed using Reflexive Thematic Analysis, the 

researcher should be responsive to participants’ developing accounts and have deep 

engagement and reflexive interpretation of the generated data, which was not possible in Study 

2b. Whilst the online questionnaire was requested by participants for the ease and convenience 

they provide (Ball, 2019; Evans & Mathur, 2005), the questionnaire lacked the exploratory 

value of focus groups or interviews (Adams, 2015; Ball, 2019; Morgan, 1996), resulting in the 

researcher being unable to inquire further into participant responses. The lack of response for 

Study 2b could have been negated through forced responses to the questionnaire. However, the 

technical issues faced by one participant, alongside the frequent single-word responses indicate 

that additional viable responses may not have occurred. Likewise, the utilisation of a forced 

response can be viewed as a violation of a participant’s rights to not answer specific questions 

(Baker, 2012; Nayak & Narayan, 2019). The lack of a researcher presence may have also 

contributed to the poor quality and quantity of responses, which is a common limitation of 

online questionnaires (Ball, 2019; Nayak & Narayan, 2019). The same applies for the online 

focus groups conducted in Study 2a, with online focus groups reflecting higher attrition rates 

due to reduced commitment influence (Stewart & Shamdasani, 2017). Therefore, whilst Link 

Workers initially agreed to take part in Study 2a, the commitment to do so may have been 

reduced due to the online nature of the study.  
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Chapter summary: Future directions 

This chapter explored Link Worker and group leader perspectives of the draft Community 

Prescribing Toolkit. Two studies were conducted involving focus groups and an online 

questionnaire. An inductive Reflexive Thematic Analysis was conducted, generating four 

themes. Participants suggested tailoring the language and visibility of the SIAH to different 

stakeholders in social prescribing and making specific additions and removals to refine the 

toolkit. The study also highlighted implications for the future of the toolkit, with Link Workers 

expressing concerns about the practicality of trialling it. A lack of suitable referrals into and 

out of social prescribing (Bertotti & Temirov, 2020) indicate that it may not be practical to trial 

the toolkit until the impacts of the pandemic were overcome. Consequently, the next chapter, 

Chapter Eight, explores the practicality of conducting a feasibility trial of the toolkit during a 

social prescribing setting impacted by the COVID-19 pandemic.  
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Chapter 8: COVID-19 and social prescribing: Exploring the practicality of trialling the 

Community Prescribing Toolkit in the UK 

Chapter overview 

The next study was planned to be a feasibility trial of the Community Prescribing Toolkit. 

However, following Link Worker concerns on whether a feasibility trial would be practical in 

Chapter Seven, an alternative study was planned. Thus, this chapter presents a qualitative and 

quantitative questionnaire conducted between August – October 2021, to explore whether it 

would be practical to trial the toolkit in a social prescribing setting recovering from the 

coronavirus pandemic. The chapter introduces the rationale for the questionnaire, before 

describing the methods and questions used. The results are then presented. Link Workers 

provided insight into the impact of the pandemic on social prescribing referrals, community 

group capacity to support social prescriptions, utility of toolkits, and their understanding on the 

perceived importance of group processes supporting social prescribing. The findings are then 

discussed in relation to the study plans and subsidiary aims, before summarising the chapter 

and signposting the final study described in Chapter Nine. 

Introduction 

This study took place during the COVID-19 pandemic recovery period when social prescribing 

and communities were transitioning back to face-to-face contact (HM Government, 2021). 

Understanding the current climate of social prescribing during the pandemic recovery period, 

including whether community groups were being accessed by social prescribing service-users, 

is important for assessing whether social prescribing could support a feasibility trial of the 

toolkit. A six-month feasibility trial exploring demand, acceptability, and implementation 

(Bowen et al., 2009) was planned, involving a trial and control condition. A social prescribing 

service would need capacity to support Link Workers to engage in either condition of the trial. 
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Link Workers would need capacity to attend training in the study and the toolkit (for the trial 

condition), commit to recruiting service-users throughout the trial, and community group 

availability would be required to support a target population for the trial.  

Considering the impacts of the coronavirus pandemic and the uncertainty of trialling the 

Community Prescribing Toolkit, this study aimed to explore the research question: “Can social 

prescribing and communities practically support a feasibility trial of the Community 

Prescribing Toolkit, whilst recovering from the ongoing impacts of the COVID-19 pandemic?” 

The primary aim was to explore the possibility of conducting a feasibility trial of the 

Community Prescribing Toolkit. This involved exploring if there were any perceived changes 

to social prescribing as a result of the pandemic. Comparing why a service-user accessed social 

prescribing and the community resources they were connected to both before the pandemic and 

during the pandemic recovery period is important for understanding whether social prescribing 

has the capacity to support a feasibility trial of the toolkit. A secondary aim of this study was 

to explore whether Link Workers were connecting people to community groups during the 

pandemic recovery period. 

The questionnaire also provided an opportunity to gauge the perceived usefulness of the 

developed toolkit alongside other alternative toolkits during the pandemic recovery period. 

Given the changes to social prescriptions during COVID-19, three alternative SIA-informed 

toolkits which could be adapted from the Community Prescribing Toolkit, and that may be 

more useful during the pandemic recovery period were suggested. These alternative toolkits 

are detailed below and supported a second subsidiary aim to explore Link Worker perceptions 

on the usefulness of four psychoeducational toolkits informed by the SIAH framework during 

the pandemic recovery period. 
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Alternative one: An online community group toolkit 

The first option presented to participants was a toolkit to support connections to online 

community groups which was suggested in response to the shift towards online sources of 

support during the COVID-19 pandemic (Fixsen et al., 2021). Qualitative research conducted 

during the pandemic suggests that service-users were being connected to online support due to 

social distancing measures (Ladds, 2021). Studies indicate that social identification supports 

engagement, perceived social support, and psychological well-being in online groups (Brandt 

& Carmichael, 2020; Zhu & Stephens, 2019). These findings align with the SIAH framework, 

as they suggest that facilitating social identification in online groups can improve health and 

well-being. Therefore, an online group toolkit could be a viable alternative if deemed useful by 

Link Workers. 

Alternative two: A toolkit to support referrals to practical or support services 

During the COVID-19 pandemic, many community groups temporarily closed (Ogden, 2020), 

and their reopening was delayed. In the absence of community groups, Link Workers increased 

connections to other essential, non-group resources such as housing, financial support, and 

counselling (Anfilogoff, 2020a; Fixsen et al., 2021). However, research suggests that a service-

users' ability to engage with practical resources is hindered when their cultural, physical, and 

accessibility needs are not considered (Pescheny et al., 2018b; Smith, 2021). Considering the 

compatibility between practical resources, a service-user's social identity, and their needs could 

help overcome these barriers. Therefore, the Community Prescribing Toolkit could be adapted 

to support connections to practical resources, if such a toolkit is deemed useful by Link 

Workers. 



214 
 

Alternative three: A toolkit to support remote rapport building between Link Workers 

and service-users 

During the COVID-19 pandemic, building rapport between Link Workers and service-users 

became challenging due to limited face-to-face contact and a lack of social cues (Fixsen et al., 

2021; Morris et al., 2022). This hindered the trust-building process, which typically requires 

multiple sessions (NHS England, 2019c; Polley et al., 2017b; Stevenson et al., 2020b). The 

prolonged time required to establish trust can be problematic as the Link Worker-service-user 

relationship is crucial for maintained engagement with social prescribing (Halder et al., 2019). 

To address this issue, a SIAH toolkit that promotes remote trusting interpersonal relationships 

could be developed to support rapport building. The Link Worker guidance document from the 

Community Prescribing Toolkit could be adapted to focus solely on supporting the facilitation 

of trusting interpersonal relationships with service-users, if deemed useful by Link Workers.  

These alternatives, if perceived to be useful by Link Workers, could provide useful extensions 

of the developed Community Prescribing Toolkit by increasing its capacity to support social 

prescriptions to various community resources. Should one of these alternatives be perceived to 

be useful in comparison to the Community Prescribing Toolkit, the direction of this PhD 

research could shift towards developing and trialling a secondary supportive toolkit that may 

better support social prescriptions following the pandemic. For each alternative the utilisation 

of the SIAH is necessary to either increase the likelihood of a service-user identifying with an 

online group, foster a remote therapeutic alliance between a service-user and Link Worker that 

maintains engagement with social prescribing, or consider identity and need compatibility 

when accessing practical and support services. The next section outlines the final opportunity 

provided by the questionnaire. 
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Exploring Link Workers understanding of group processes 

This study provided a final opportunity to further explore and compare Link Worker’s 

understanding and utilisation of group processes during social prescribing and the pandemic 

recovery period. Comparing Link Workers perceptions of group processes when they were 

face-to-face before the pandemic and online during the pandemic recovery period is useful for 

understanding whether group processes are perceived to be important in social prescribing 

regardless of format. Furthermore, understanding Link Worker’s knowledge of group 

processes and their perceived importance to social prescribing is important when considering 

the training materials (Eldridge et al., 2016) for a feasibility trial of the Community prescribing 

Toolkit. Chapter Four detailed how social identification is associated with social prescribing 

outcomes of reduced loneliness, isolation, and improved wellbeing and health (Kellezi et al., 

2019c; Wakefield et al., 2022), and that social integration, belonging, inclusion, and need 

satisfaction underpin the health benefits of group identification (Borek et al., 2019b; 

Greenaway et al., 2016; Wakefield et al., 2022). For example, group identification satisfies a 

psychological need to be socially included by providing people with a sense of belonging 

(Brewer, 1991; Wakefield et al., 2019). Social integration fosters belonging (Thoits, 1983) 

through participation in various social relationships, including active engagement in social 

activities, and a sense of communality with one’s social role (Holt-Lunstad et al., 2015). 

Therefore, social integration, inclusion, belonging, and need satisfaction are included in this 

study, to support a final subsidiary aim to explore Link Workers understanding on the perceived 

importance of group dynamics during a social prescription. 

Method 

An online quantitative and qualitative questionnaire study with UK social prescribing Link 

Workers was conducted. This method was chosen due to its capacity to overcome geographical 
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boundaries in a time and cost-effective manner during the pandemic (Ball, 2019). Open-ended 

questions were utilised to provide greater depth and context (Fuchs & Diamantropolous, 2009; 

Zuell et al., 2015) on the current climate of social prescribing.  

Participants  

Participants were required to be a social prescribing Link Worker or be involved in similar 

roles, i.e., community connector and were recruited through purposeful sampling. Two hundred 

and twenty-one organisations, including all clinical commissioning groups in the UK, were 

invited to distribute a research flyer containing information about the study and a link to the 

questionnaire. Three organisations declined to participate because they did not recruit Link 

Workers and one declined due to not supporting student research. Three organisations had 

incorrect emails, eleven forwarded the information on, eight provided alternative contacts, and 

the remainder did not respond. Additionally, snowball sampling was conducted on Twitter, 

targeting Link Workers through tailored posts and research flyers containing a link to the 

questionnaire. The Twitter posts received 6,875 views and 21 clicks on the questionnaire link. 

A total of 124 responses were received with 54 participants excluded due to not starting the 

questionnaire (12), only completing the consent section (28), or only completing the 

demographics section (14). The final sample included 70 Link Workers, with 58 completing 

all sections and 61 providing responses to open-ended questions.  

Most participants were female (N = 61, male = 8, prefer not to say = 1) located in England (N 

= 64, Scotland = 6), with an average age of 46 years (SD = 12.91, range = 22-78). On average, 

they had been in the Link Worker role for 18 months (SD = 15.14, range = 1 – 78 months [6.5 

years]), with prior experience in a similar role averaging 20 months (SD = 37.28, range = 6 – 

180 months [15 years]). The participants were spread across various counties as noted in Figure 
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8.1, with higher participation rates observed in counties such as Ayrshire and Arran, 

Gloucestershire, Lancashire, Leicestershire, and Tyne and Wear.  

Figure 8.1  

Percentage of participant’s location at the county level  
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Measures 

The questionnaire is provided in Appendix C.  

Demographics 

Demographic questions included age, gender, country and county of work, length spent in the 

role, and prior experience of the role.  

Reasons for referral to social prescribing 

Two questions explored the changes in reasons for referral into social prescribing pre-pandemic 

and during the pandemic recovery period (described as the current working environment to 

participants), to understand the type of support being sought. An example question is: “Please 

indicate how often service-users were referred into your service before the pandemic, for the 

following reasons.”  

The responses provided were selected from the social prescribing literature (Featherstone et 

al., 2021; NHS England, 2019c) and include: debt, housing support, domestic violence, social 

isolation, loneliness, mental ill-health, anxiety, depression, bereavement, chronic ill-health, 

weight management, and other.  

Type of community resources being linked to 

Two questions explored the types of community resources that service-users were being linked 

to before the pandemic and during the pandemic recovery period, for example: “Please indicate 

how often a service-user would be referred to one of the following community resources now, 

during the current working environment”. The community resources provided were selected 

from the social prescribing literature (Barnes, 2020; Polley et al., 2017b), and included the 

Citizens Advice Bureau, housing support, financial advisor, counselling, other therapy (i.e., 

addiction support), health coach, volunteering, gym, local community groups, online 

community groups, exercise classes, and other. Participants responded on a six-point Likert 
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scale (never - very frequently). Higher scores reflected greater frequency in social prescriptions 

to each community resource. The responses provided were selected from the social prescribing 

literature (Featherstone et al., 2021; NHS England, 2019c) and include: debt, housing support, 

domestic violence, social isolation, loneliness, mental ill-health, anxiety, depression, 

bereavement, chronic ill-health, weight management, and other.  

Type of community resources being linked to 

Two questions explored the types of community resources that service-users were being linked 

to before the pandemic and during the pandemic recovery period, for example: “Please indicate 

how often a service-user would be referred to one of the following community resources now, 

during the current working environment”. The community resources provided were selected 

from the social prescribing literature (Barnes, 2020; Polley et al., 2017b), and included the 

Citizens Advice Bureau, housing support, financial advisor, counselling, other therapy (i.e., 

addiction support), health coach, volunteering, gym, local community groups, online 

community groups, exercise classes, and other. Participants responded on a six-point Likert 

scale (never - very frequently). Higher scores reflected greater frequency in social prescriptions 

to each community resource.  

Ability to connect to community groups 

Six statements explored whether participants were connecting service-users to face-to-face or 

online community groups during the pandemic, e.g., “I am able to refer service-users to 

community groups”. Participants responded on a five-point Likert scale (strongly disagree – 

strongly agree). Higher scores indicated greater agreement in ability to connect service-users 

to community groups during that period.  



220 
 

Perceived community group capacity within the next six-months 

To explore Link Worker perceptions on whether community group capacity would return to 

pre-pandemic levels within the near future, participants were asked “How likely do you think 

it is that referrals to face-to-face community groups will return to normal capacity within the 

next six-months”. Participants responded on a five-point Likert scale (very unlikely – very 

likely). Higher scores indicated greater perceptions that community group capacity would 

return to normal within the next six-months post-questionnaire completion. 

Useful support for the Link Worker role 

The questionnaire assessed the perceived usefulness of four psychoeducational toolkits 

informed by the SIAH, by asking participants to rate the usefulness of the Community 

Prescribing Toolkit and each of the three alternative toolkits described in the introduction. 

These options were presented as four statements, i.e., “a psychologically informed toolkit 

designed to support the referral process to online community groups.” Participants rated the 

usefulness of each toolkit using a five-point Likert scale (not at all useful – extremely useful). 

Higher scores indicated greater perceptions of usefulness during the pandemic recovery period.  

Group dynamics and social prescribing 

Four questions assessed Link Worker’s perceptions of the importance of providing a good 

match that supports group processes during social prescribing. The questions were split across 

three sections 1) perceived ability to support need satisfaction, belonging, and integration 

during social prescribing, 2) perceived importance of group processes during social 

prescribing, and 3) perceived capacity for face-to-face or online groups to support integration, 

inclusion, and belonging.  

Perceived ability to support need satisfaction, belonging and integration during 

social prescribing. Three statements explored a Link Workers perceived ability to provide a 
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community group match that supports need satisfaction, belonging, and integration. An 

example statement includes “I am usually able to connect people to community groups that fit 

their needs”, referring to a service-user’s general needs. Participants responded on a 5-point 

Likert scale (strongly disagree – strongly agree). Higher scores indicate higher agreement in 

Link Worker’s abilities to provide a community group match that meets service-users’ needs.  

Perceived importance of group processes during social prescribing. One question 

explored Link Worker perceptions on the importance of fit, “How important is it to provide a 

good match, where the service-user enjoys and fits in with the group?”. Participants responded 

on a five-point Likert scale (not at all important – extremely important). Higher scores indicated 

greater perceived importance of providing a good match.  

A second question asked participants to respond to three statements assessing the perceived 

importance of community groups supporting need satisfaction, belonging, and inclusion: 

“Connecting people to community groups that include them in the groups session or activities 

is important”. Participants responded on a five-point Likert scale (strongly disagree – strongly 

agree). Higher scores indicated greater perceived importance for community groups supporting 

group processes during a social prescription.  

Perceived capacity for face-to-face or online groups to support integration, 

inclusion, and belonging. Six statements assessed participants views of online versus face-to-

face group’s capacity to support group dynamics; three expressed preferences for online groups 

and three for face-to-face groups, I.e., “Face-to-face groups are easier to integrate into than 

online groups”. Participants responded on a five-point Likert scale (Strongly disagree  - 

Strongly agree). Higher scores indicated higher agreement that face-to-face groups or online 

groups were better at supporting group dynamics.  
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Qualitative questions  

Seven open-ended questions allowed participants to expand on their answers. Participants 

could utilise a textbox to expand on their views of the current referral process, the availability 

of community groups for social prescribing during the pandemic recovery period, the 

likelihood of groups returning to normal capacity within the next six-months, the ratings of 

usefulness they gave the toolkits, alternative support they would require, their perceptions on 

the importance of group belonging, and the utility of online groups.  

Procedure 

Participants were presented with a participant information page, followed by a consent page. 

Those who did not consent were redirected to the end of the questionnaire, whilst those who 

did consent, proceeded to the questions. A debrief page with supportive resources was provided 

at the end.  

Ethics 

Confidentiality and anonymity (BPS, 2021a) were ethical concerns within this study as 

participants may identify themselves in the anonymous survey if their demographic 

information is reported alongside their location. To mitigate this risk, participants were asked 

to provide generalised locations at the county level (I.e., Nottinghamshire, Leicestershire) to 

avoid being associated with a particular town or city. The localisation of social prescribing 

(Ladds, 2021) means there are likely to be multiple schemes within a county, minimising the 

risk of identification.  

Quantitative data analysis 

Raw data was cleaned in Microsoft Excel. Twelve of the 70 participants did not answer all 

questions but were retained as the missing data satisfied Little’s (1998) test for missing 

completely at random, producing a non-significant result (P = .692) which indicates that the 
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data can be analysed normally due to a low chance of bias (Howell, 2007; Scheffer, 2002). Any 

missing data was appropriately handed using casewise deletion (Howell, 2007; Scheffer, 2002). 

Cleaned data was imported into SPSS to conduct descriptive analysis and paired sample t-tests. 

Paired samples t-tests were conducted to compare the mean differences (Park, 2009) for the 

referral reasons into social prescribing, the types of community resources being linked to, and 

the face-to-face versus online groups capacity to support the group processes of integration, 

inclusion, and belonging items. Paired sample t-tests were appropriate for this study because 

participants answered all questions (Field, 2013; Nardi, 2018) and the tests could provide 

insight into any significant changes in Link Worker’s perceptions of reasons for referral into 

social prescribing, the types of community resources being linked to, and whether face-to-face 

or online groups are perceived to better support the aforementioned group processes. To 

minimise type one error, post-hoc analysis using Bonferroni correction were used which 

involved dividing the standardised p-value (0.05) by the number of statistical tests being 

conducted to obtain a maximum significance value (Lee & Lee, 2018). P-values higher than 

the maximum significance value were not considered significant.  

Qualitative data analysis 

A qualitative content analysis was conducted to produce a condensed, broad (reflective of the 

breadth of the data), and authentic (true to what was said) description of Link Worker 

experiences of social prescribing during the pandemic recovery period (Bengtsson, 2016; Elo 

& Kyngäs, 2007; Erlingsson & Brysiewicz, 2017). This approach suited the generation of new 

insights (Bengtsson, 2016; Krippendorff, 2018). An inductive, manifest analysis (semantic 

description of participant responses) was conducted, despite the presence of theory within the 

study framing (Bengtsson, 2016), due to the novelty of the research area (Elo & Kyngäs, 2007; 

Kyngäs, 2004). Theoretical interpretations of the data are therefore provided in the discussion. 
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However, it is acknowledged that no inductive analysis is without theoretical influence from 

the researcher’s prior knowledge (Erlingsson & Brysiewicz, 2017; Krane et al., 2002).  

Qualitative procedure 

In this study, rigour was enhanced through various measures to improve credibility, such as 

acknowledging the researcher's preunderstanding of the topic, employing a logical study 

design, and creating a coding table to document the iterative analytic process (Bengtsson, 2016; 

Elo et al., 2014; Erlingsson & Brysiewicz, 2017). The four-stage analysis process outlined by 

Bengtsson (2016) was conducted in NVivo Pro-12. The data was familiarised through repeated 

reading and broken into smaller meaning units that captured the content of a sentence known 

as decontextualisation. Recontextualisation then occurred, which involved comparing the 

meaning units against the research aim to ensure comprehensive representation of the data and 

excluding any irrelevant text. The meaning units were then condensed into codes without losing 

their content during categorisation. Codes were grouped into subcategories based on similarity, 

and through an iterative process of fit and refinement, these subcategories were further 

consolidated into broader categories (Bengtsson, 2016). This iterative process continued until 

no data fell between two categories. The same process was applied to all qualitative questions, 

and the findings were compiled into a formal report that maintained the essence of the original 

text. Table 8.1 provides an example of the coding process, demonstrating the progression from 

data extract to category labelling. 

Reports of the findings created during the compilation stage remained close to the original text. 

The use of ‘[]’ within quotes represents the researchers’ inputs for clarity. Table 8.2 outlines 

the four generated categories and subcategories and their frequency in the data. The relevance 

of the findings to the wider literature and whether they were logical and reasonable are 

considered in the discussion. 
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Table 8.1 

An example of the coding process applied to participants’ qualitative comments 

 

Results 

Normal distribution analysis  

Most of the quantitative data fell within the normality parameters of +/- 2 for skewness and +/- 

7 for Kurtosis (Byrne, 2010; Hair et al., 2010). Four questions were negatively skewed with a 

long tail towards the left side of the distribution (Banyard & Grayson, 2017) indicating higher 

score responses for those questions. The skewed data for the social isolation response in the 

reason for referral to social prescribing question was not considered problematic in this study 

because of increases in isolation across the UK during the pandemic (Office for National 

Statistics, 2021), aligning with prior research treating negatively skewed data normally when 
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it is expected, e.g., IQ levels (Devlin et al., 1997; Plotnik & Kouyoumdjian, 2013). The 

remaining three questions relating to the perceived importance of matching someone to a group 

they can belong to, that fits their needs, and that includes them in group activities were 

negatively skewed by -2.10, -2.42, and -3.22 respectively, indicating that there were consistent 

higher ratings of importance for these questions. 

Table 8.2 

Summary of the main findings across the data, including frequency of responses 

 

Reasons for referral to social prescribing 

Table 8.3 presents the results of twelve paired samples t-tests, conducted with 70 participants 

to compare the mean difference between reasons for referral into social prescribing before the 

pandemic, and during the pandemic recovery period.  
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Table 8.3 

The results of twelve paired samples t-tests comparing the differences between Link Workers’ 

perceptions on the reasons for referral into social prescribing before the pandemic, and during 

the pandemic recovery period 

 

 

Following Bonferroni corrections, results indicated a maximum significance value of .004. 

Eleven paired samples t-tests were significant, suggesting that Link Workers perceived that the 

frequency of people being referred into social prescribing for the reasons presented to 

participants was significantly higher during the pandemic recovery period, than before the 

pandemic. This suggests that Link Workers think that more people were accessing social 

prescribing during the pandemic recovery period. There was no significant mean difference 

between the frequency that the ‘other’ referral reason was selected by Link Workers for the 

before the pandemic period and during the pandemic recovery period. The results from the 
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content analysis of the open-ended responses regarding the referral process into social 

prescribing are reported in category one. 

Category one: Social prescribing referrals have changed during the COVID-19 pandemic 

Forty-seven of 61 (77%) participants commented on the referral process into social prescribing 

during the pandemic recovery period across three subcategories: ‘Increased complexity of 

service-user’s needs’, ‘High demand for social prescribing’, and ‘Remote social prescriptions 

are impractical’.  

1.1: Increased complexity of service-user’s needs 

Twenty-three percent of the 47 participants described the pandemics impact on service-user 

needs. These included an increased range and need for practical, emotional, physical, and 

mental support, as indicated by Link Worker 23:  

“Specific referrals to welfare reform have remained high along with mental health supports. 

Those referrals focussing on more social aspects of need have been more challenging due to 

pandemic restrictions.” (Link Worker 23, Female, 46 years, Ayrshire and Arran, 3 years in role) 

The social distancing restrictions that were imposed as a measure to keep people safe, may 

have increased the need for mental health support as people became socially isolated from each 

other, whilst increasing the challenges around supporting such needs. Eleven percent of 

participants reported increases in referrals for depression, anxiety, and general coping during 

the pandemic recovery period:  

“Currently a lot of clients struggling with fear of the pandemic. Trying to motivate and build 

their confidence is very challenging. Debt and housing issues on the rise and bereavement of 

lost ones coming to terms, coping strategies. Referrals are on the high, each referral differs for 

support/guidance.” (Link Worker 33, Female, 52 years, Lancashire, 1 year in role) 
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Service-user reluctance to mix socially due to fear of catching coronavirus increased the 

complexity of referrals for Link Workers. If one felt the mental and emotional impacts of the 

coronavirus pandemic on top of the practical impacts, this could further increase the complexity 

of a referral. Subcategory 1.2 explores how COVID-19 impacted the referral process to social 

prescribing. 

1.2: High demand for social prescribing 

Sixty-four percent of participants provided insight into referral processes into their service 

during the pandemic recovery period. High demand for some Link Workers seemed 

“unmanageable” (Link Worker 21, Male, 53 years, Gloucestershire, 4 months in role). This 

may have been due to some services broadening their entry pathways. Twenty-eight percent of 

participants reported several ways they accepted referrals into their service:  

“Referrals into our service have opened up to external agencies using a referral form into our 

shared clinical mailbox. This has increased access to those that do not engage with our service 

initially through Primary Care.” (Link Worker 26, Female, 46 years, Ayrshire and Arran, 3 

years in role) 

For Link Worker 26, broadening referral pathways increased access to a large service-user 

population who were unable to access social prescribing previously. However, broadening 

access to the service could increase demand at a time where providing support was challenging. 

For 6% of participants, the pressure to support their service-users may have resulted in 

inappropriate connections to community resources: 

“Very frequently in [location], partnership organisations are feeding back that Social 

Prescribing Link Workers are completing inappropriate referrals due to the Housing, Social 

Care and Mental Health Crisis's in [location]” (Link Worker 61, Male, 30 years, Greater 

London, 2 years in role) 

The increased complexity of needs and demand for social prescribing suggests that Link 
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Workers were challenged with providing a good fit during the pandemic recovery period. 

Prioritising which issues to address in complex referrals may explain the poor fit, however the 

limited community resources available to Link Workers during the pandemic recovery period 

could be another reason, as explored in subcategory 1.3. 

1.3: Remote social prescriptions are impractical 

Fifty-one percent of participants commented on the referral processes to community activities 

and services during the pandemic recovery period. Eleven percent of participants explicitly 

stated that social prescriptions to community resources occurred remotely via “email, referral 

form or by telephone” (Link Worker 39, Female, 48 years, Ayrshire and Arran, 2 years in role).  

For 6% of participants who commented, remote referrals were difficult:  

“Many organisations retain arm’s length referral processes and elongate the whole 

process...with some taking weeks to contact clients and other failing to contact at all. a REAL 

HIT AND MISS situation with Social Prescribers chasing continually to get services in for 

clients. Massive waste of time and very frustrating when services are withdrawn or fail to be 

offered due to conflicting eligibility criteria and changes in charities strategies.” (Link Worker 

13, Female, 61 years, Derbyshire, 9 months in role) 

Link Worker 13 was frustrated by inaccurate information on group eligibility criteria, alongside 

lengthy referral processes to access a resource. This meant it was challenging to make social 

prescriptions during the pandemic recovery period to certain community resources. 

Furthermore, those that remained available were not suitable for every service-user:  

“The only one that is running now is the health walks, but most clients are not well enough to 

go on these” (Link Worker 10, Female, 67 years, Hertfordshire, 6 months in role) 

Ill-health could hinder a service-user’s capacity to engage with community resources. 

Furthermore, one Link Worker acknowledged that there were “still few resources for the folk 

who aren't online or are tech-phobic” (Link Worker 8, Female, 65 years, Hertfordshire, 1 year 
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9 months in role), indicating that digitally excluded service-users were challenging to support. 

The minimal availability of community resources meant that waiting lists grew as services 

became overwhelmed as explained by Link Worker 31:  

“The demand for services to be referred in to exceeds service’s capacity. Due to lengthy waits 

for NHS MH [mental health] support we are holding patients at high risk as they are not able 

to get support quick enough.” (Link Worker 31, Female, 41 years, Shropshire, 10 months in 

role) 

Retaining service-users with complex mental health needs, increased the complexity of 

referrals and the support required from Link Workers when they could not be signposted to 

appropriate support. Together, these accounts provide a snapshot into social prescribing 

capacity to support service-users during the pandemic recovery period. The increased demand 

for social prescribing and the increased complexity of referrals provided insight into why Link 

Worker participants reported increased frequency of referrals into their service during the 

pandemic recovery period. However, Link Workers further reported that there were reduced 

community resources available to support the increased demand for social prescribing. The low 

community resource supply resulted in lengthening waiting lists hindering entry into social 

prescribing and community resources. The next two subsections explore the availability of 

community resources further.  

Types of community resources being accessed  

Table 8.4 depicts the results of twelve paired samples t-tests conducted to compare the mean 

perceived difference between the community resources being accessed before the pandemic 

and during the pandemic recovery period. Eight participants were excluded for non-response 

and data from 62 participants were analysed. Following Bonferroni corrections, results 

indicated a maximum significance value of .004. Link Workers perceived that they could 

significantly link people to housing support, financial aid, counselling, other therapy, health 
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coach, and online community groups more frequently during the pandemic recovery period, 

than before the pandemic. 

Table 8.4 

The results of twelve paired samples t-tests comparing Link Worker perceptions on the 

community resources being accessed before the pandemic, and during the pandemic recovery 

period 

 

There were no significant mean differences between the frequency of linking people to the 

Citizen’s Advice Bureau, volunteering, local community groups, exercise classes, gym, and 

other community resources. This suggests that Link Workers felt they were making just as 

many referrals to community groups and the other community resources before the pandemic 

as they were during the pandemic. Category two below, explores perceptions of  community 

group availability further. 
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Category two: Divided access to community groups during the COVID-19 pandemic 

Fifty-one of 61 (84%) participants chose to comment on the availability of community groups 

in their area through two subcategories: ‘Community groups are re-opening’ and ‘Community 

group capacity differs during the pandemic recovery period’.  

2.1: Community groups are re-opening 

As pandemic restrictions were lifted, people could socialise in small outdoor socially distanced 

groups. For 61% of the 51% that commented, community groups were re-opening, as detailed 

by Link Worker 59:  

“Availability and accessibility of community groups was extremely low when we started our 

job last October (mid-pandemic), due to changes in restrictions and national/regional 

lockdowns. During the lockdown, there was a major shift from face-to-face community groups 

to online sessions... However, since the restrictions have lifted there has been greater 

availability of groups and services we can refer/signpost individuals to, both face-to-face and 

online.” (Link Worker 59, Female, 22 years, Leicestershire, 1 year in role) 

Compared to October 2020, group availability had increased due to reduced COVID-19 

restrictions. Both face-to-face and online groups were available. However, some participants 

reported insufficient group availability for their service-users. Thirty-three percent of 

participants commented on the challenges of supporting digitally excluded service-users to 

access online or remote groups. Accessibility challenges to face-to-face groups when combined 

with digital exclusion, limited the support available to some service-users:  

“Things are starting to open up, but in some areas, there is very limited service and often no 

transport. Very few spaces and still a lot of online which a lot of people don't want or feel can't 

access well.” (Link Worker 37, Female, 53 years, Leicestershire, 1 year in role) 

Link Worker 37 struggled to support their digitally excluded service-users due to limited face-

to-face community resources in their area. In summary, whilst face-to-face community groups 
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were re-opening for most Link Workers in this questionnaire, availability remained limited. 

Online sessions were offered in replace of face-to-face, however these isolated those unable or 

unwilling to access digital support. Subcategory 2.2 outlines the changes in community group 

capacity during the pandemic recovery period.  

2.2: Community group capacity differs during the pandemic recovery period 

Eighteen percent of participants reported that community groups were not running in their area 

during the pandemic recovery period. Link Workers reported difficulties in connecting service-

users to the expected community support:   

“Can’t count the number of times I have enthused to a client about a service I was under 

the impression was available and had restarted...to find when I tried to refer ...it was 

full/ failed to respond/ or had shut.” (Link Worker 13, Female, 61 years, Derbyshire, 9 

months in role) 

Link Worker 13 was frustrated by a lack of communication from community groups on their 

capacity and functioning. Other difficulties stemmed from the protections that many groups 

maintained from the pandemic:  

“It varies greatly from person to person but some S/U’s [service-user’s] do not have access to 

internet or feel comfortable engaging in online groups. Then, face-to-face engagement is even 

more difficult as usual groups that used to run are either fewer capacity than normal, or made 

harder to book on to (for example, needing tickets for track and trace info, when maybe before 

you would have just popped in)” (Link Worker 9, Female, 30 years, Nottinghamshire, 3 months 

in role) 

Groups operating at reduced capacity cannot include all group members in the same session 

and may require multiple sessions to provide support to their members. Similarly, booking 

systems limit a group’s accessibility, particularly for digitally excluded individuals. Forty-three 



235 
 

percent of participants reported that community group availability was lower than it was before 

the pandemic. One Link Worker considers a lack of volunteers as the reason behind low group 

availability: 

“There are many organisations willing to run groups but lack of volunteers and 

coaching to facilitate groups” (Link Worker 6, Female, 54 years, Derbyshire, 2 years in 

role) 

A lack of support in facilitating the re-starting of groups meant that those who wished to re-

open during the pandemic recovery did not have the resources to do so safely. Furthermore, 

Face-to-face community groups that were operating were described as “oversubscribed” (Link 

Worker 31, Female, 41 years, Shropshire, 10 months in role) by 6% of participants, and 4% 

indicated that groups were “only taking current and previous members” (Link Worker 46, 

Female, 62 years, Greater Manchester, 1 year in role). In summary, whilst community groups 

in some areas were unavailable, most Link Workers indicated that their community groups 

were reopening. However, groups that were running were overwhelmed, difficult to access, or 

had limited capacity.  

Together these qualitative findings provide insight into the non-significant change in social 

prescriptions to community groups. Given the restrictions on group activities as evidenced in 

subcategory 2.1, one may have expected referrals to community groups to be lower during the 

pandemic recovery period. However, as evidenced above, most community groups were 

beginning to re-open, but were operating at reduced capacity and were overwhelmed. The next 

three subsections further explore Link Workers abilities to connect service-users to community 

groups.  
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Ability to connect to community groups 

Figure 8.2 outlines Link Worker’s average agreement on six statements relating to their 

perceived ability to connect people to face-to-face and online community groups during the 

pandemic recovery period. Most Link Workers in this sample agreed that they were able to 

connect people to both online and face-to-face groups.  

Figure 8.2 

Link Worker perceptions on accessing community groups during the pandemic recovery period 

 

Note. Participants responded on a 5-point Likert scale rated from strongly disagree (1) to strongly agree (5). 

Additionally, there was lower average Link Worker agreement with the statement that online 

groups were wanted by service-users, suggesting that on average, online groups were perceived 

to be a less desired resource. Figure 8.2 further indicates that on average, participants could not 

agree with the statement “no community groups were running during the pandemic” 
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considering that the average rating (M = 3.43, SD = 1.26) aligns with the neither agree nor 

disagree rating. 

Community group capacity within the next six-months 

Most Link Workers perceived that community group capacity was somewhat likely to return 

to normal within the next six-months (mode = 4). However, the median response to this 

question was 3 and the mean was 2.89 (SD = 1.36), which falls between somewhat unlikely 

and neither likely nor unlikely. This suggests that whilst some Link Workers believed 

community group capacity in their locality would likely return to normal within the next six-

months, other Link Workers were not confident. Category three explores community group 

capacity further. 

Category three: Uncertainty over the future of community groups 

Forty-four of 61 (72%) participants chose to add more detail on whether face-to-face 

community group capacity would return to normal within the next six-months, as explored in 

two subcategories: ‘Group capacity unlikely to return to normal due to COVID-19’ and ‘The 

new ‘normal’ of group interactions.  

3.1: Group capacity unlikely to return to normal due to COVID-19 

Eighty-six percent of the 44 participants could not predict whether community groups would 

return to normal capacity within the next six-months. The variation in lockdowns and pandemic 

restrictions from March 2020 until the questionnaire (August – October 2021) hindered Link 

Worker’s abilities to judge the near future capacity of community groups in their area. 

Consequently, 14% of participants expanded upon remaining sceptical of the return of 

community groups: 

“Many local groups like “knit and natter” groups aren’t reforming as the people who ran them 

previously aren’t around now. Community centres aren’t open to groups yet. Funding has dried 
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up. New uses for funding have emerged. Lots of activities that transferred to online are staying 

online” (Link Worker 8, Female, 65 years, Hertfordshire, 1 year 9 months) 

Physical and practical consequences of the pandemic meant it would be difficult for community 

groups to return to normal capacity within the next six-months. The unpredictability of 

COVID-19 meant some community groups were reluctant to restart: 

“With the increasing numbers of Covid and the pressure to protect people and the winter season 

I am finding lots of groups are either deciding not to return or to run a limited service or are too 

worried about the implications of starting.” (Link Worker 37, Female, 53 years, Leicestershire, 

1 year in role) 

Views of a lack of motivation to return to face-to-face socialisation and capacity to support the 

re-opening of community groups meant that Link Workers felt a return to normal capacity was 

unlikely. Consequently, many Link Workers were not hopeful for community group capacity 

to return to normal within the six-months following the questionnaire. However, some Link 

Workers felt a new form of normal could develop as explored in subcategory 3.2. 

3.2: The new ‘normal’ of group interactions 

Thirty-six percent of participants whose groups were re-opening face-to-face perceived that 

they could return to normal capacity. Although one Link Worker indicated that a return to 

‘normal’ capacity could be different to what it was before the pandemic:  

“I think there will be a large number of people waiting to go back to face-to-face groups, due 

to difficulties accessing online sessions, so there may be a slight increase in intake in the next 

6 months. However, many people we support are reluctant to return to face-to-face groups due 

to complete changes in their habits/routines/comfort with in-person sessions as a consequence 

of the pandemic. This may mean that groups are unable to return to 'normal' capacity (as they 

had before covid), but rather take on a new normal in terms of numbers attending groups.” 

(Link Worker 59, Female, 22 years, Leicestershire, 1 year in role) 
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The routine changes caused by the pandemic may lead to a ‘new normal’ level of functioning 

in community groups. One Link Worker considered that a new normal of smaller capacity 

groups may occur to protect the vulnerability of people attending the groups:  

“They are taking people in some groups, some groups are not going to restart until next year so 

will likely do what groups open are doing currently and taking restricted numbers to test things 

out, I suspect everyone's anxieties will remain and also as it's often the most vulnerable 

attending the groups. I suspect the groups sizes will remain restricted.” (Link Worker 41, 

Female, 49 years, Devon, 2 years in role) 

Whilst some groups were accepting new people, other groups were reluctant to restart until the 

following year, with 5% of participants indicating that the new ‘normal’ may involve a 

“blended approach” (Link Worker 60, Female, 46 years, Kent, 3 years 2 months in role). In 

summary, Link Workers considered it unlikely for face-to-face community group capacity to 

return to pre-pandemic levels over the next six-months (the time when the toolkit would be 

trialled). The fluctuations in lockdowns and pandemic restrictions during the preceding year 

and a slow return to before pandemic levels of operation in community groups fuelled this 

perception. However, community groups may start a new form of normal, involving smaller 

face-to-face groups and blended offers of face-to-face and online interactions. The next 

subsection explores the utility of the newly created toolkits and three potential alternatives in 

light of their possible usefulness during the pandemic recovery period. 

Useful support for the Link Worker role 

Exploring Figure 8.3 shows participants’ average perceptions of usefulness of the suggested 

four toolkits. On average, Link Workers perceived the Community Prescribing Toolkit to be 

the most useful toolkit (M = 3.70, SD = 1.31), followed by a toolkit to connect service-users to 

practical/support services (M = 3.57, SD = 1.35), an interpersonally-focused remote rapport 

building toolkit (M = 3.28, SD = 1.47), and a toolkit to support connecting service-users to 
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online community groups (M = 3.63, SD = 1.31). However, median values (median = 4) 

indicate that Link Workers perceived all toolkits to be very useful, except the online community 

group toolkit, suggesting multiple support needs. The next four subsections explore 

participant’s abilities to support group processes during social prescribing. 

 Figure 8.3 

The average perceived usefulness of four psychologically informed toolkits  

 

Note: Participants responded on a 5-point Likert Scale ranging from (1) not at all useful, to (5) extremely useful.  

 

Perceived ability to support need satisfaction, belonging, and integration during social 

prescribing  

Figure 8.4 shows that participants perceived themselves capable of supporting the group 

processes leading to integration, belonging, and need satisfaction during social prescribing. 

Link Workers more strongly agreed that they could support belonging, followed by integration, 

with need satisfaction having the lowest average agreement rating. 
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Figure 8.4 

Link Workers average agreement on their perceived ability to support group processes during 

social prescribing 

 

Note. Participants responded on a 5-point Likert Scale ranging from (1) strongly disagree, to (5) strongly agree.  

Perceived importance of belonging, need satisfaction, and inclusion during social 

prescribing  

Most Link Workers in this study considered the provision of a good match between a service-

user and a community group, where the service-user experiences a sense of fit with the group, 

to be very important (Mode = 5, M = 4.66, SD = .48). Link Workers in this sample, on average, 

also agreed that belonging, need satisfaction, and inclusion were important features of group 

experiences in social prescribing (Figure 8.5). Need satisfaction was considered the most 

important, followed by belonging and inclusion.  

Comparing Figures 8.4 and 8.5, Link Workers in this sample perceived themselves to be less 

able to support group processes, despite recognising their importance. This is particularly 
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relevant for need satisfaction, which had a higher importance rating than other group 

experiences in Figure 8.5 yet had the lowest agreement rating in Figure 8.4. Category four 

explores the perceived importance of group processes for social prescribing further.   

Figure 8.5 

Link Workers average agreement on the perceived importance of group processes 

 

Note. Participants responded on a 5-point Likert Scale ranging from (1) not at all useful, to (5) extremely useful.  

Category four: Group belonging is vital for social prescribing’s success 

Fifty-four of 61 (88%) participants provided comments on their perceptions of group belonging 

within social prescribing. Some participants perceived that developing a sense of group 

belonging was vital for service-user progression and helped to build community capacity. For 

example, 22% of participants recognised belonging was a human need:  

“It is a basic, core, human need and can elevate a person's overall well-being.” (Link Worker 

15, prefer not to say, 53 years, East Sussex, 1 year 2 months in role) 
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When the need to belong is met, Link Worker 15 recognised that it could improve a person’s 

wellbeing. Twenty-two percent of participants recognised how belonging could maintain group 

attendance that empowered service-users:  

“A sense of belonging is often what patients are seeking. They feel undervalued and 

disassociated from their neighbourhood for a number of reasons. Those able to connect with 

groups that offer friendship, inclusion and a sense of purpose and belonging always thrive better 

and their attendance is more sustained, often resulting in life changing experiences.” (Link 

Worker 43, Female, 51 years, Gloucestershire, 1 year 7 months in role) 

Service-users that develop a sense of belonging are likely to feel included and as though they 

have a purpose, which in turn results in health and wellbeing improvements. For 13% of those 

who commented, building a sense of belonging was a fundamental purpose of social 

prescribing:  

“This is the whole ethos of social prescribing - to promote a sense of belonging, raise self-

esteem and increase wellbeing. If someone does not feel a sense of belonging this can be 

damaging.” (Link Worker 44, Female, 53 years, Southwest, 6 months in role) 

Link Worker 44 understands social prescribing to be an initiative that raises self-esteem and 

increases wellbeing by promoting belonging. They recognise belonging as a psychological 

need that requires satisfying, otherwise it may be damaging to a service-user. Service-users are 

likely to disengage from a social prescription if it is not a good fit, which is likely to increase 

isolation, as captured by Link Worker 8: 

“It dispels isolation - shoehorning them into an inappropriate group only increases isolation.  

Acceptance by like-minded individuals promotes self-confidence, self-esteem, well-being, 

community resilience and eventually health.” (Link Worker 8, Female, 65 years, Hertfordshire, 

1 year 9 months in role) 
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Link Worker 8 acknowledges how belonging dispels loneliness, but only when that group is 

appropriate and is selected by the service-user. Indeed, “working alongside their peers and 

similar difficulties makes it less daunting” (Link Worker 21, Male, 53 years, Gloucestershire, 

4 months in role), meaning belonging provides access to social support which should motivate 

maintained engagement with a social prescription. Therefore, group belonging has emotional, 

social, and psychological value to service-users that keep them motivated to progress in their 

social prescription. 

Overall Link Workers recognised the importance of group belonging for social prescribing, 

considering it to be fundamental for social prescribing. These findings provide insight into why 

Link Workers consider the provisions of a good match to be very important, alongside 

supporting belonging, need satisfaction, and inclusion when providing social prescriptions to 

community groups. The next subsection explores whether face-to-face or online groups are 

perceived to be supportive of group dynamics.  

Perceived capacity for face-to-face or online groups to support group processes  

Three paired samples t-tests (Table 8.5) explored the mean differences between perceptions of 

a face-to-face versus online group’s capacity to support the social identity processes of 

integration, inclusion, and belonging.  

Table 8.5 

The results of three paired sample t-tests comparing face-to-face or online groups capacity to 

support three group processes of integration, inclusion, and belonging 
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Following Bonferroni corrections, results indicated a maximum significance value of .017. 

On average, Link Workers perceived that face-to-face groups were significantly better at 

supporting the three processes of integration, inclusion, and belonging than online 

community groups. 

Discussion 

This study first aimed to explore whether social prescribing could support a feasibility trial of 

the Community Prescribing Toolkit during the pandemic recovery period. A subsidiary aim 

explored whether Link Workers could connect service-users to community groups during the 

pandemic recovery period and whether the whole process could support feasibility testing 

(requiring groups to be efficiently working too). Two further subsidiary aims explored Link 

Worker preferences for psychologically informed toolkits, and the perceived importance of 

group processes during social prescriptions.  

Regarding the first objective, Link Workers and Community groups would need capacity to 

support a feasibility trial of the toolkit to ensure a participant sample and commitment to a trial. 

Quantitative analysis revealed no significant difference in ratings of Link Workers connecting 

to community groups during the pandemic recovery period compared to before the pandemic. 

This suggests that the demand for community groups remained consistent. However, 

qualitative insights indicated a high demand for face-to-face community groups but limited 

supply due to the limited number, capacity, and format of operational groups. Slow return to 

normal capacity for community resources and fear of COVID-19 also affected the availability 

of face-to-face offerings (Bakolis et al., 2021; Morris et al., 2022; Westlake et al., 2022). 

Waiting lists for social prescribing and social prescriptions to community resources were also 

reported in this study and the wider literature (Gould, 2021; Westlake et al., 2022), further 

complicating the feasibility of trialling the Community Prescribing Toolkit. Consequently, 
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these findings indicate that it would not be practical to trial the toolkit due to a limited 

availability of community groups for service-users to be connected to, reducing the participant 

sample to trial to the toolkit with. Likewise, with Link Workers experiencing high workload 

with complex cases, the likelihood of them being able to commit to, engage in, and support a 

feasibility study was low.  

Quantitative analysis did reveal significant increases in ratings of referrals to statutory services 

and counselling, indicating that service-users may have sought other forms of support. For 

instance, the significant increase in ratings for therapeutic and financial support in this study 

coincided with continued service closures and the ongoing mental and financial impacts of the 

pandemic (Fixsen et al., 2021; Mahase, 2020; Westlake et al., 2022). One Devonshire 

evaluation found that social prescribing Link Workers were holding at-risk service-users with 

severe mental health issues during the pandemic, due to high demand and low availability of 

statutory and community-based mental health services (Westlake et al., 2022). When supply 

cannot meet demand, existing systems may become strained which could increase the 

complexity of service-user’s needs, as recognised in this study. Furthermore, Link Workers 

remained uncertain about groups returning to normal capacity within the six-months post-

questionnaire. Together these ongoing concerns may be responsible for the lack of significant 

ratings in differences in community group social prescriptions and further outline the 

impracticalities of trialling the Community Prescribing Toolkit.  

Concerning the second objective, participants on average considered the Community 

Prescribing Toolkit to be the most useful option during the pandemic recovery period, while 

the online group toolkit was considered the least useful. However, all the toolkits received 

moderately to very useful ratings, suggesting that other toolkits supporting social prescribing 

could also be beneficial during the pandemic recovery period. Such insight is useful when 

considering future studies in this research programme whilst also highlighting the ongoing need 
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for appropriate training and support to effectively conduct the Link Worker role (NALW, 

2019a, 2019b).  

For the third objective, face-to-face groups were perceived to be better at supporting 

integration, inclusion, and belonging compared to online groups. Draper and Dingle (2021) 

support this finding in their research showing that group identification and need satisfaction 

was significantly higher for face-to-face music groups compared to their virtual counterparts. 

Link Workers recognised the importance of group dynamics, including need satisfaction and 

fit, in social prescribing. The qualitative analysis highlighted the importance of group processes 

in successful social prescriptions, indicating that Link Workers would appreciate measures 

enhancing their understanding of these processes. These findings align with existing research 

emphasising the importance of community connections and group processes in social 

prescribing such as Kellei et al. (2019c). However, this study extends Kellezi et al. (2019c) by 

increasing insight into the emotional, social, and psychological value that community 

connection has in motivating service-services to engage with their social prescriptions through 

group belonging. This study further indicates that a SIAH based toolkit could benefit Link 

Workers by supporting them to provide social prescriptions that support the group processes 

perceived to be important in social prescribing, facilitating social identification. These insights 

suggest that continued exploration into how Link Workers can facilitate social identification 

during social prescribing, including overcoming potential barriers to social identification, 

would be beneficial to social prescribing and this research programme. 

Strengths and Limitations  

This study provides further evidence supporting the use of the SIAH as a theoretical framework 

for promoting successful social prescribing that is understood and valued by Link Workers. 

The descriptive, statistical, and qualitative findings in this study have contributed to a better 

understanding of the recovery of social prescribing and communities after the pandemic. These 
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insights can help inform decisions about the practicality of conducting a feasibility trial during 

the pandemic recovery period.  

However, the utilisation of bespoke measures impedes this study by introducing 

interpretational challenges (Fuchs & Diamantropolous, 2009) that may not have been present 

with validated measures. Furthermore, whilst this study aimed to capture niche, context specific 

information, the inability to follow-up qualitative responses, due to the online nature of the 

questionnaire (Ball, 2019), limited the researcher’s ability to interpret and understand the 

context of responses.  

The low response rate from Link Workers also weakens the strength of the findings. With only 

70 participants, 58 of which completed all quantitative questions, the sample size was small. 

The limited recruitment of Link Workers may be attributed to the high demand for social 

prescribing and other pressures on their work during the pandemic (Bertotti & Temirov, 2020), 

which may have restricted their capacity to engage in research relevant to their role. Moreover, 

many participants had only been in their roles for a brief period, and their experience and 

knowledge of community group capacity before the pandemic may have been limited. The 

stress and burnout experienced by Link Workers during the pandemic (Westlake et al., 2022) 

could have further demotivated their participation in research activities. For example, in Devon, 

Link Workers reported increasing levels of stress and burnout as the complexity of their 

caseloads and role boundaries increased during the COVID-19 pandemic (Westlake et al., 

2022).  

Chapter summary: Decisions for trialling the community prescribing toolkit 

This chapter aimed to assess the feasibility of conducting a trial of the Community Prescribing 

Toolkit in a pandemic-affected context. Participants recognised the importance of group 

processes in social prescribing. However, the questionnaire revealed an unstable environment 
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for social prescribing and community support, making it impractical to proceed with the trial. 

Discussions with a social prescribing service willing to support a feasibility trial confirmed 

these findings. The emergence of the Omicron variant further exacerbated concerns 

(Karunanthi, 2022), as it led to the reintroduction of some pandemic measures and the potential 

for future lockdowns (Vaughan, 2021). As a result, both the researcher and the social 

prescribing service decided to postpone the trial until the service and community were in a 

better stage of recovery from the ongoing impacts of COVID-19. 

To continue the research programme within the thesis, a shift in focus was made to deepen 

understanding on the predictors of engagement and disengagement during social prescriptions 

to community groups. Such understanding could provide further insight into how and when 

Link Workers and community groups can facilitate social identification. Chapter Nine details 

the rationale behind this shift and its alignment with the broader research aims, alongside the 

study conducted to explore this new focus.  
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Chapter 9: Exploring why service-users disengage with recommended community 

groups 

Chapter overview 

After determining that it would be impractical to trial the toolkit during the pandemic recovery 

period in Chapter Eight, this chapter describes the altered fourth study supporting the research 

program in this thesis. Semi-structured interviews were conducted with service-users who had 

disengaged with or declined to attend a recommended community group. Understanding why 

service-users disengage is important for developing the Community Prescribing Toolkit which 

aims to reduce disengagement by facilitating social identification. A rationale for the study is 

first provided, followed by the aims. The methods utilised in the study are described, followed 

by the conducted phenomenological Reflexive Thematic Analysis. The findings are then 

detailed before outlining the refinements to the Community Prescribing Toolkit based on the 

findings. The study is then discussed, highlighting its strengths and weaknesses prior to 

summarising the chapter. 

Introduction 

Disengagement is a common issue in social prescribing (Bickerdike et al., 2017; Husk et al., 

2020; Porter et al., 2022; Tierney et al., 2022) with reasons for disengagement varying across 

different services as noted in Chapter Two. Approximately 6% of service-users stopped 

attending a Welsh social prescribing service between February 2019 – October 2021 for 

reasons including unmet expectations, no longer desiring the service, poor health, inappropriate 

referrals, and inability to contact the service-user (Mind Cymru, 2021). Further reasons for 

disengagement include a lack of knowledge of social prescribing, transport limitations, and 

social anxiety (Bertotti et al., 2018; Brandling & House, 2009; Wildman et al., 2019a). 
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 Sandhu et al. (2022a) conducted a qualitative content analysis on data from an American social 

needs screening and referral intervention, from people who reported barriers to accessing 

clinical support. They found that approachability (a lack of information about resources), 

acceptability (the suitability of resources for a service-user’s needs), availability (the ability to 

access and attend a resource), accommodation (the capacity for a resource to support a service-

user in accessing it), affordability (cost) and, the appropriateness of a resource in terms of 

current need or interest, were barriers preventing service-users from addressing their social 

needs. These barriers are likely to be a snapshot of the true range experienced by service-users, 

with some of these barriers being present within UK social prescribing schemes, such as 

availability (i.e., transport barriers, poor health), appropriateness (i.e., continued need to access 

social prescribing), and approachability (i.e., lack of knowledge).  

However, there may be other barriers preventing service-user engagement that are yet to be 

explored, particularly when considering the suitability of recommended community groups. 

Social prescriptions to community groups are more likely to foster health and wellbeing 

benefits when they facilitate social identification (Kellezi et al., 2019c; Wakefield et al., 2022), 

as noted in Chapter Four. When service-users disengage with a community group social 

prescription, they are less likely to improve their health and wellbeing because they do not 

access the available support (Husk et al., 2020). 

Additional barriers preventing isolated service-users from engaging with groups may include 

negative group experiences, a lack of social experiences, and existing health problems (Stuart 

et al., 2021). These experiences may reduce a service-users capacity to consider groups to be a 

good fit for them. In Stuart et al. (2021), unwelcoming groups exacerbated the barriers of 

negative group experiences and lack of social experiences. Consequently, the stress and 

conflict experienced through negative social encounters are likely to undermine one’s health 

and wellbeing (Bolger et al., 1989; Cohen, 2004; Stevenson et al., 2014) and produce a social 
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curse rather than cure (Kellezi & Reicher, 2012). Social curses occur when there are limited 

opportunities for positive social identification which could be due to stigma, a loss of agency 

in one’s life, social isolation, and a lack of social support impacting one’s ability to cope with 

stressors, as noted in Kellezi et al.’s (2019b) qualitative study exploring immigration detention 

centres as social curses or cures. Should a service-user perceive themselves as unable to engage 

with a social prescription, they will be unable to develop a sense of belonging with a group and 

may not experience the health and wellbeing benefits of a community group social prescription, 

resulting in a social curse.  

Despite existing evidence on barriers to engagement, further insight into the specific barriers 

related to group-based social prescriptions is needed. Understanding the experiences of service-

users who disengage or decline to engage with recommended groups, can inform the 

development of strategies to minimise disengagement and the potential development of a social 

curse. Therefore, this study aimed to 1) deepen understandings on why service-users may 

decline or disengage with recommended group activities and 2) further explore the potential 

facilitators that may encourage service-user engagement with community groups. 

Consequently, this study explored the research question: ‘How can the experiences of service-

users who disengage or decline to engage with recommended community groups, inform 

understanding of the barriers and facilitators of engagement with social prescribing?” The 

findings from this study can inform recommendations that can be included in the Community 

Prescribing Toolkit to further increase the likelihood of it reducing disengagement by 

facilitating a social cure. 
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Method 

Design 

Semi-structured in-depth interviews were conducted between March 2022 and February 2023 

and explored service-user experiences of disengagement with recommended community 

groups. Semi-structured interviews provided the depth and flexibility necessary to fully explore 

the unique qualities of a participant’s experience through follow up questions (Adams, 2015; 

Dejonckheere & Vaughn, 2019). The SIAH was utilised as a framework to contextualise and 

interpret participant responses.  

Ethics 

There was a potential risk of discussing sensitive or emotionally charged topics, such as 

bereavement, loneliness, social isolation, or mental health. To minimise potential harm to 

participants, they were informed about the potential to discuss sensitive topics in the 

information sheet, and their right to withdraw from the study was emphasised (BPS, 2021a). 

The researcher also remained attentive to signs of distress during the interview.  

Participants 

Initially, service-users were required to have declined to engage or disengaged with a 

community group social prescription as part of a service evaluation. Recruitment criteria was 

broadened in May 2022 due to low response to the study, to include those who had attended 

some sessions before disengaging and those who had self-referred and disengaged. Low 

response and the end of the evaluation saw a widening of recruitment in August 2022. People 

in local communities who were 18 years or older, UK-based, had the capacity to attend an 

interview online or over the telephone, and who had declined to engage or disengaged with a 

recommended community group were targeted. Participants were recruited using gatekeepers, 

purposeful and opportunistic sampling. Appendix D provides further details of these 

recruitment pathways.  
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Remote recruitment was necessary to comply with ethics permissions and was thought to 

increase the chances of obtaining the intended target sample of 15 participants, following 

guidance from Malterud et al. (2016). Smaller sample sizes are appropriate for hard-to-reach 

populations because they may be reluctant to engage in research due to increased stigma and 

reluctance to associate with authorities (Raifman et al., 2022). Five participants were recruited, 

and their demographics are detailed in Table 9.1.  

Table 9.1 

Participant demographics  

 

Two participants were recruited via the social prescribing service evaluation, and three from 

local communities. All participants in this sample had disengaged with recommended groups 

in their past and declined to attend a socially prescribed or recommended group. No participants 

had disengaged with a socially prescribed group in this sample, whilst one had disengaged with 

a group recommended by their therapist. 

Procedure 

Participants who expressed interest in the study were emailed a participant information sheet 

and consent form upon contacting the researcher. Interviews were scheduled once informed 

consent was obtained. For participants recruited through the community, screening questions 
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were conducted over the telephone to ensure that they met the study requirements. Interviews 

were guided by an interview schedule (Appendix E), were audio recorded, and lasted on 

average for 40 minutes. The interviews explored the participant’s community, how they were 

referred to their group, their experience of being recommended to a group, why they 

disengaged or declined to attend those groups, and what factors may have supported them to 

attend those groups. Afterwards, participants were debriefed and compensated with a £10 

shopping voucher.  

Reflexive Thematic Analysis 

Similar to Mitchell (2020), an experiential approach to Reflexive Thematic Analysis utilising 

a phenomenological lens was conducted following six-steps to Reflexive Thematic Analysis 

by Braun and Clarke (2021b). This approach aimed to capture the unique qualities of 

participants’ lived experiences (Finlay, 2011; Ho et al., 2017; Ozuem et al., 2022), giving voice 

to the under-researched and isolated population of disengaged service-users (Braun & Clarke, 

2013; Ho et al., 2017; Mitchell, 2020). The analysis was inductive and latent, utilising the SIAH 

to aid interpretation of participant responses (Braun & Clarke, 2021b).  

Analytical procedure 

Participant interviews were transcribed into Word documents and imported into NVivo Pro-

12, to aid analysis. Each transcript was familiarised, through repeated reading and coded before 

moving to the next transcript, to support a phenomenological approach that captures the 

uniqueness of participant experiences (Ho et al., 2017; Mitchell, 2020). During familiarisation 

(step one of Reflexive Thematic Analysis), initial impressions, ideas, and thoughts were noted 

using the annotations function in NVivo. Transcripts were then analysed inductively, coding 

sections of data at the semantic level first that were relevant to the research question. Latent 

coding was then conducted to explore the meaning within the data, aligning with step two. Step 
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three involved searching for patterns of meaning across the dataset by clustering similar 

conceptual latent codes together to generate initial themes/subthemes. These initial 

themes/subthemes were then reviewed and revised through an iterative process of 

reorganisation, expansion, or removal, aligning with step four. During this iterative process, 

initial themes were shared with the wider research team and refined into finalised themes that 

captured the shared patterns of participant experiences, aligning with step five. Step six was 

then conducted by formally writing up the results. Table 9.2 outlines the two themes generated 

during the analysis.  

Table 9.2 

Thematic table detailing the experiential themes generated during a phenomenological 

reflexive thematic analysis  

Analysis 

Theme one: Incompatible social experiences create vicious cycles of disengagement 

Participants indicated that they were socially disconnected from their community and had 

mostly experienced poor quality social relationships. When combined with incompatible 

recommendations to groups which did not suit their existing identities and needs, participants 
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became distrustful of future social experiences. For some participants, chronic experiences of 

isolation resulted in self-fulfilling prophecies that impeded their capacity to engage with others. 

Three subthemes explore this further, ‘Existing identities are incompatible with recommended 

groups,’ ‘Social disappointment increases distrust of future group experiences,’ and ‘Self-

fulfilling prophecies impede opportunities for psychological connection.’  

1.1: Existing identities are incompatible with recommended groups  

All participants outlined how a professional (i.e., Link Worker, therapist etc.) had 

recommended them to groups that were incompatible with their existing identity. In this 

sample, group incompatibility was due to a lack of shared characteristics with other group 

members, a lack of fit between one’s capabilities in attending group activities, and a mismatch 

with the type of group recommended. Lily’s occupational therapists (OTs) had offered and 

failed to refer her to social prescribing. Instead, they provided Lily with a list of four groups 

that were incompatible with her sense of self and needs. Consequently, she perceived the group 

recommendations to be stigmatising due to the OTs not listening to her needs:  

“Those OTs just assumed, but because I- and I feel like this, I don’t know if it’s right or not, 

but this is what I feel so therefore it’s valid, but I feel like they thought oh she’s over 60 on her 

own all day and right we’ll try and fit what over 60’s do. It was a bit ageist to be honest with 

you.” (Lily, Female, 60 years, White British)  

Lily feels that her OTs provided discriminatory group recommendations based on her age. 

Considering herself to be “young at heart” Lily was provided inappropriate recommendations 

that were perceived to be incompatible with her sense of self. Jasper was also recommended 

to a group by their therapist that was incompatible with his sense of self:  

“I feel the main factor there was the factor that erm should I say, these people in the group 

weren’t like the same ethnicity in the group as me and I erm saw a lot of erm older people, like 

people older than me in the group. So, I felt like, you’d never be able to bond with people that 
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are should I say 20-30 years older than you in the group. So, I felt that maybe I was 

recommended to the wrong group and that’s the reason I disengaged.” (Jasper, Male, 30 years, 

Black Caribbean) 

The lack of shared important and valued group identities (ethnicity, age) between Jasper and 

the existing group members made it difficult for him to bond with and integrate into the group. 

Consequently, he disengaged with the group after the first session. Shared similarities can 

support assessments of fit (Oakes et al., 1991) and the development of a psychological 

connection with the group (Hogg & Reid, 2006). Group recommendations that do not consider 

shared similarities appear to increase their incompatibility and the likelihood of disengagement.  

In this sample, incompatible recommendations to groups seemed to occur because the service-

user was not listened to by those recommending the group. Theo was provided with an 

incompatible group recommendation by his Link Worker after explaining his aversions to 

group settings:  

“I've not heard anything from her apart from when I were recommended to her. Apart from 

when she rang me up and asked me if I wanted to go to a coffee morning where everybody 

meets at the, this whatever school it is. And they all sit round having a coffee, and I said, “did 

anybody listen to what people are saying”. I said, “I told you I don’t like groups and I don’t 

like crowds. I've got to know people very well before I get into a crowd.” She says, “well your 

welcome to come for a coffee”, and I says, “well I won’t come”. I said it don’t matter how 

many times you ask. I won’t just walk into a room with a crowd of people. I won’t even walk 

in a coffee shop where it’s crowded. You know, people they sit there listening to you, but they 

can’t hear what you’re saying” (Theo, Male, 68 years, White British) 

Theo expresses his frustration at having to repeat his preferences for social contact following 

an inconsiderate recommendation that did not align with his sense of self. The prospect of being 

in a crowded room resulted in an immediate rejection of the recommended group because a 
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group setting was not perceived to be accessible to Theo. Consequently, Theo felt that his needs 

were not valued by the Link Worker, and he did not engage with the recommended group. 

Feeling unheard by a Link Worker, or others recommending community groups can be 

demotivating (Levine et al., 2004) and increase the likelihood of disengagement. In contrast, 

when a service-user felt that their needs were heard and supported, they remembered their 

experience fondly, even if they had yet to act upon a recommendation:  

“My highlight is when I approached the services, I felt welcomed. And listened, helpful advice 

and further information. They were the key factors for me. I was- if I wasn’t clear enough, I 

was made clearer, so I’ve got the understanding and I’ve got the information at hand to follow 

up.” (Clover, Female, 45 years, White British)  

Clover was the only service-user in this study to have a ‘pleasant’ social prescribing experience, 

and who was looking forward to joining groups that she had yet to engage with due to 

bereavement. The informative and helpful nature of the social prescribing service that Clover 

experienced, made her feel valued, heard, and appreciated. Where a service-user feels valued 

and heard by those recommending groups, they are more likely to have a positive experience 

that motivates future group engagement. Unfortunately, none of the service-users in this study 

appear to have been guided to access a compatible group that was considerate of their needs 

and their existing social identity. The next subtheme explores the impact of being 

recommended to incompatible groups.  

1.2: Social disappointment increases distrust of future group experiences 

Most participants were disappointed with the groups they were recommended due to misplaced 

expectations. Sometimes elevated expectations were created by the person recommending the 

group and when expectations were not met, participants lost faith that they could be supported. 

For example, Theo’s Link Worker stated that he was “the ideal type of person that they were 
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looking to help,” which may have triggered expectations that he would be supported by the 

service:  

“They help people like myself who were struggling to make way in life, and who were alone 

and erm, struggling with everyday things to plod on you know. Erm. Just said it was something 

that would probably be beneficial to me because it was from local area… and that erm they’d 

be able to help you find things to do (laughs). And erm. Like I say, they only suggested a walker 

which never transpired, so I can’t say it was a good service, because they never provided a 

service. They had a phone call and that were it.” (Theo, Male, 68 years, White British) 

Theo perceives social prescribing to be “of no use” to him due to the disappointment in not 

being supported to an appropriate social activity. Theo’s aversion to groups appears to be due 

to disappointing and sometimes abusive prior relationships that depleted his faith in other 

people. For example, Theo describes himself as having an “an abusive upbringing… a bullied 

life” having experienced a long-term emotionally abusive relationship, his best friend 

committing suicide, and his own children disowning him. As a result, he has struggled to 

develop social relationships throughout his life:  

“I’ve never bothered with a partner or made friends since he hung himself. Erm so, I don’t 

know maybe it’s a… defence mechanism I’ve set up. I should say I don’t trust anybody. If I get 

too close to people, they seem to, I don’t know they just seem to disappear from life, and it 

hurts so.” (Theo, Male, 68 years, White British) 

Following emotional turmoil at the loss of multiple relationships, Theo is wary of socialising 

and avoids social interactions to protect himself from further psychological and emotional 

distress. Like other lonely individuals, Theo experiences elevated levels of social anxiety in 

social settings which undermines his ability to develop successful social relationships 

(Knowles et al., 2015). Consequently, Theo adopts a pessimistic avoidant coping style that he 

described as a “defence mechanism” to avoid being hurt by future social interactions (Cacioppo 
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& Hawkley, 2005; Hawkley et al., 2005). However, his avoidance of social situations fosters a 

vicious cycle of distrust that predisposes Theo to unsuccessful and negative social encounters 

which increase his loneliness: 

“I says, “if I find myself in a group, I'll go in a corner and look for a way out. I’m like a little 

cornered rat. I'll get myself into a corner away from the group, so that I can sneak out, never to 

be seen again”. I said, I don’t know. I've spent so many years alone, driving lorries up and 

down country and over Europe. I've spent so many hours alone, it’s like people- when I get into 

a group of people, I seem to get uptight, scared.” (Theo, Male, 68 years, White British) 

Years of isolation, including solitary working, and inadequate social relationships have further 

increased Theo’s social anxiety and distrust of group settings. His social anxiety and 

expectations of other’s intentions increases his fear of socialising (Knowles et al., 2015) and 

motivates his actions to “sneak out” of group settings. For other service-users, distrust in groups 

and supportive services developed due to high expectations from other’s experiences of social 

prescribing. Lily was excited to be referred to social prescribing after hearing about it from a 

friend:  

“You see as far as I’m aware- my friend, she’s had it. She had erm a specific person who was 

an expert on social prescribing come to her house and you know, offer to talk to her about what 

she wanted. And she offered to take her to groups you know on the first day and stuff like that. 

And I had none of that, none of that at all. And at a time where I’m mentally and physically not 

well, I haven’t got the energy to do it anymore. And I feel like erm with the OTs they’ve lost 

confidence in me and therefore I’ve lost confidence in the- the social prescribing scheme.” 

(Lily, Female, 60 years, White British)  

Her disappointment in not experiencing social prescribing after having high expectations 

following her friends experience of it, was emotionally and physically draining. Lily states how 
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she does not have the “energy” to search for and join groups themselves. Following the 

disappointment, Lily lost trust in her OT and became demotivated to engage in social settings:  

“I just wish they never really mentioned it to me to be honest. Because it frustrated me. It’s 

made me even more anxious. It got my expectations up… I thought at last here’s this new 

resource that can actually make a difference to people but the way in which they explained it 

to me, I could have found out more myself on the internet.” (Lily, Female, 60 years, White 

British)  

After developing false of hope of being supported, Lily became disheartened by the experience 

and perceived themselves to be “back to square one.” When one encounters such negative 

experiences of a service or support it can influence perceptions of accessibility, which influence 

the likelihood of one engaging with such support in the future as noted in Cruwys et al. (2014b). 

Exploring social isolation schemas in homeless people, Cruwys et al. (2014b) found that 

negative social experiences of a service reduced the likelihood of people accessing new groups 

which increased isolation over time. For Lily, her false social prescribing experience alongside 

previous incompatible group experiences have discouraged her from seeking future support:  

“People weren’t supportive at all. I remember going out because I was feeling really quite 

panicky, and I was sat on a chair trying to do my deep breathing, and throughout this class, 

there was about twelve, there was nobody that came to say are you ok. Not even the facilitator. 

So that again has put me off and groups like that have also contributed to me not wanting to 

access it” (Lily, Female, 60 years, White British) 

Lily felt unsupported by group members during a course she was attending which increased 

her negative perceptions of group situations. She became demotivated to seek further group 

support because the group neglected her psychological and emotional needs and did not make 

her feel valued (Levine & Moreland, 2004). Groups that are insensitive to a service-user’s 

needs may increase feelings that they do not fit the group, particularly when a group’s dynamics 
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change. Rose disengaged with her local church group when the leadership changed and altered 

the feel of the group:  

“Erm, I joined one at the church, and then we got a change of vicar and for personal reasons I 

didn’t go to that. And that was all about four or five years ago now. The vicar were a good 

friend, but he moved into North Yorkshire and left two women vicars. Which I thought was a 

bit excessive, two women, so that was certainly my first thoughts about it.” (Rose, Female, 94 

years, White British) 

Rose displays disappointment with the replacement vicars who she perceived to be “excessive” 

due to her culturally situated expectations of gender and religious roles. The loss of a close 

friend, alongside the shift in group dynamics to one that was not sensitive to Rose’s traditional 

expectations of church management, resulted in her disengaging with her group. Consequently, 

groups that are incompatible with one’s sense of self and expectations may lead to conflict and 

disengagement (Haslam et al., 2019b). Prior social experiences that are disappointing may 

discourage future group attendance, particularly when that group does not support a service-

user’s needs. For some service-users with histories of disappointing social relationships, a 

vicious cycle of social avoidance may develop that enhances their social isolation by 

discouraging engagement with groups (Cacioppo & Hawkley, 2005; Hawkley et al., 2005). 

The next subtheme explores how labelling oneself may create self-fulfilling prophecies that 

maintain the vicious cycle of social avoidance.  

1.3: Self-fulfilling prophecies impede opportunities for psychological connection  

Where participants adopted pessimistic-avoidant coping strategies, they created self-fulfilling 

prophecies which consolidated their perceptions of isolation (Cruwys et al., 2014b). Prior 

research notes how socially isolated individuals are more vigilant to negative social cues, which 

can facilitate self-fulfilling prophecies where people avoid socialising due to cynicism that 

others will reject them because they do not fit in (Jones, 2022; Schuurman et al., 2022; Swift 



264 
 

& Chasteen, 2021). Some participants had reconciled themselves to living a lonely life, either 

due to self-ageism (negative perceptions of one’s own age), labelling oneself as lonely (Bodner, 

2009), or by cynically judging the worth of socialising with others. For example, Rose, who 

had been brought up as an only child, indicated that you “have to be prepared to be lonely” as 

you age, due to the stereotype that “people don’t like to be with old people” and the inevitable 

loss of family and friends (Gardiner et al., 2018). Applying this stereotype, Rose perceives 

herself as unable to socially engage with others due to ageing:  

“They thought I was lonely that’s the thing. But I think when you’ve had a family and then 

you’re left on your own, you do become lonely, because in old age you can’t go and join a 

crowd or go to a pub and get to know people. And I wouldn’t have done that anyway. I’m not 

too bad on my own. I do get down sometimes, but on the whole, I managed to cope fairly well.” 

(Rose, Female, 94 years, White British)  

Rose may have created a self-fulfilling prophecy as she aged (Swift & Chasteen, 2021; 

Schuurman et al., 2022) by drawing on age-based stereotypes that older people do not go out 

and socialise, which enhanced her loneliness (Bodner, 2009). However, Rose dismisses the 

isolating nature of her self-ageism through her perception that she copes with being alone 

because it is her “character to be a loner.” For Rose, perceptions that it is their character to be 

alone could act as a coping mechanism to deal with the emotional and psychological distress 

associated with loneliness. Conforming to her self-ageist views, Rose’s capacity to engage and 

psychologically connect with others was further defined by her age-related declining health:  

“It would depend on my health. It would depend on- I don’t walk very well now and I gave up 

driving a long time ago. Er so it would depend on circumstances really. A lot of things come 

with old age that you don’t expect. Erm, you think you’re going to go on forever and then 

suddenly things drop off one by one.” (Rose, Female, 94 years, White British) 
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Rose had a melancholic sense of inevitability towards her declining health because it was 

related to the uncontrollable aspect of life, ageing. Due to ageing, Rose had given up driving 

as a means for accessing resources, that when combined with her declining physical health and 

mobility, meant that Rose was unable to attend groups without support in getting there. The 

effects of ageing were cumulative and disabling for Rose, as she perceived the prospect of 

psychological connection to be incompatible with her ageing health and mobility (Bodner, 

2009). Longitudinal research with nine older adults interviewed throughout COVID-19 further 

outlines how declining physical health due to ageing undermined participants’ perceived 

capabilities to engage with groups, particularly when others were ageist towards them during 

COVID-19 (Harkin et al., 2023). The medically vulnerable participants in Harkin et al. (2023) 

display similar ageist perceptions towards themselves that Rose reported in this study, due to 

being categorised as vulnerable by others and forced into limited social contact during the 

pandemic. The social isolation policies served to reinforce participants’ experiences of age-

related loneliness as their social worlds reduced. Alternatively, Theo had experienced a chronic 

lack of quality interpersonal relationships throughout his life that shaped his social isolation:  

“Erm I've got no friends. Err no family, my family of my son and daughter. My daughters into 

drugs and my son steals from me and he won’t talk to me now because I've told him I want the 

money back. So, he won’t talk to me because I've asked for what he stole of me, and he won’t 

give it me. So, he’d prefer not to talk to me and not let me see my grandchildren. So, I'm stuck 

in house all seven days a week” (Theo, Male, 68 years, White British)  

His experiences are described as betrayal as Theo lost access to important group memberships 

(his family) and his sense of purpose for leaving the house. Limited opportunities for social 

interactions combined with his self-description as “cynical” shaped how Theo categorised 

others:  
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“I just couldn’t do anything that’s in a group or- not unless I got to know everybody possibly 

individually beforehand, over a period of time. And then I could make my mind up over the 

people I like and the people I don’t like. And then I can say, well I don’t want to go there 

because he’s there or she’s there (laughs). You know, I've got this ability to pick people out of 

a crowd. I don’t know whether it’s a blessing or it ain’t, but I can always tell what, what do you 

call it, the people that you don’t really want to be a- you know a personality. I can pick up on 

people's personalities whether they are really truthful people, or whether they’re not. Genuine 

people or not genuine people. I don’t like disingenuous people.” (Theo, Male, 68 years, White 

British) 

Theo’s deep-rooted distrust of others manifests itself when he judges the social worth of others 

based on their perceived level of honesty. By deciding someone is dishonest, Theo creates a 

scapegoat for avoiding social interactions that may reject him. His prior social experiences 

have led him to become cynical of other’s intentions (Jones, 2022), which reinforces the vicious 

cycle of social avoidance detailed in subtheme 1.2. Theo provides an example of this cycle in 

action when he declined to volunteer at a wood workshop because he perceived the facilitator 

to be a dishonest bully:  

“When I came out, I thought oh dear, if that’s how he talks to these poor students and he loses 

it like that just because they’re making a noise, banging wood, we’d be at loggerheads very 

quickly. I wouldn’t have been able to put up with him for very long. You don’t talk- it don’t 

matter who you are, you don’t talk to students like that. There were no need for it… if I went 

up there and started working with him, I think I’d have the job off him within ten minutes. I 

think I’d get him the sack (laughs). Because I just couldn’t have worked with somebody that’s- 

he was to me, he came across as one of these little Hitlers. He didn’t know a lot, but he were a 

good bully.” (Theo, Male, 68 years, White British) 

Perceiving themselves as incapable of working with a bully, Theo further isolates himself away 

from a volunteering opportunity that could have been beneficial to their health and wellbeing. 
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Theo had stated that they “would have loved to have helped them people making them items 

out of wood, because wood’s my favourite”, indicating that the wood workshop may have been 

a valuable social experience for Theo. However, his cynical interpretations of the facilitator’s 

actions increased Theo’s distrust of the facilitator and he declined to help. The next theme 

explores two perceived facilitators of group engagement.  

Theme two: Engaging with peers by choice 

This theme explores service-user perceptions that a thorough understanding of a group’s 

content, the presence of shared similarities between group members and themselves and 

choosing which social relationships to build would support group engagement. Two subthemes 

explore this further, ‘Building shared psychological connections facilitates engagement’, and 

‘Autonomy in building social relationships’. 

2.1: Building shared psychological connections facilitates engagement 

Participants indicated that getting to know the group prior to attending and the presence of 

visible shared characteristics may have supported them to engage with their recommended 

groups. Knowledge about a group can help the service-user form early impressions, set 

expectations, and support the assessment of fit (Hogg & Rinella, 2018; Postmes et al., 2006). 

Lily provided a detailed outline of the group information she needed to know:  

“For them to give me a ring and tell me things like what exactly they do. What the cost is. Erm 

how flexible the course is. Maybe on a day where I can’t get there, just to reassure me that it’s 

ok not to turn up if I’m not well. Not to feel like you’re letting people down. I would like 

detailed information on what the group entailed, the cost of it. And how many members go and 

what the age range was, the demographic. Erm just generally the ground rules of the content, 

the group content. So, I don’t have to go through all of the effort to turn up, get there, as I have 

done years ago, get there and think oh my god this group is not good for me” (Lily, Female, 60 

years, White British)  
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For Lily, being able to appraise every detail of a group was important for her deciding whether 

to attend a recommended group. Lily’s distrust of being recommended to groups (subtheme 

1.2) motivates her to assess the suitability of groups herself to avoid wasting time attending 

groups that are not a good fit. Her requirement for a group that is understanding of her absence 

could increase Lily’s perception of being valued by the group, which can support experiences 

of belonging and encourage maintained engagement (Stewart et al., 2009). However, 

knowledge of group demographics may also lead some participants to make cynical 

judgements before attending a group:  

“And she said well, “I can recommend ya to a Nordic walker, she does a class every week 

where you walk with two sticks”, and she says they like dash across the park with two sticks. 

And I said, “they walk quite fast don’t they”, and she goes yeah. So I goes, “well I can’t do that 

duck, I've got bad legs, I can’t walk like that”. She goes well, “if you go up and see her, she 

might be able to do it a bit slower”. And I said, “then I'll feel guilty if she’s got other people 

who want to walk fast, so I’m at the back, and she’s having to walk slowly with me”. (Theo, 

Male, 68 years, White British) 

Theo was cynical of the groups suggested by his Link Worker and their potential adaptability 

for his needs. His perception of being unable to engage in fast-paced activities due to an injury 

received in the army increased his reluctance to consider attending any group that is not suited 

for restricted mobility. He feels guilt over a preconception that he would slow other group 

members down which further solidifies his cynical perceptions of the recommended group. 

Consequently, knowledge of a group may influence a service-user’s first impressions of that 

group by increasing or decreasing the groups perceived accessibility. Highlighting visible 

similarities between the service-user and other group members was described by participants 

as one way of increasing the perceived accessibility of groups. Social identity literature outlines 

that shared similarities between group members help to foster social identification (Hogg & 
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Rinella, 2018) and increase the likelihood of social support being provided to group members 

(Wakefield et al., 2011). In Lily’s case, she had previously developed a psychological 

connection to a group she shared experiences with:  

“Erm the group facilitator, he’s had mental health problems himself, so he truly understands. 

And of course, as I say we’re all likeminded people, we all sort of support each other. And 

because we’ve all got similar health problems. We all sort of know what not to do to help 

someone in that situation.” (Lily, Female, 60 years, White British) 

The presence of shared experiences of mental health within the group she regularly attended 

before her health declined was described as “a big family”. Being amongst peers meant that 

Lily could develop a sense of belonging due to the mutual understanding and reciprocal support 

between group members (Hogg & Rinella, 2018; Jetten et al., 2014). For Jasper, who joined an 

online group after disengaging with a group recommended to him by his therapist, being in a 

peer-based group was freeing:  

“I’ve met someone from, should I say, from my own country. So I feel like erm, I feel that I be 

free, I’m very free and I can share whatever I want to share, because people in that group are 

actually people like from my age grade, and erm should I say, your ethnicity, erm like you, I 

feel like I erm I feel very free with them and I can share whatever I want to share.” (Jasper, 

Male, 30 years, Black Caribbean) 

Jasper did not feel judged by others in the online group, instead Jasper identified with the group 

members, stating that they saw each other as “siblings” due to sharing similar ethnic 

backgrounds and ages. His similarity to other members in the online group helped to foster 

psychological connections between members through shared experiences and mutual 

understanding. The next subtheme explores the facilitative nature of choosing which social 

activities one engages in.  
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2.2: Autonomy in building social relationships  

Most participants indicated that they wanted autonomy in selecting the type of social activities 

they engaged in. Autonomy is a psychological need which social inclusion facilitates through 

improved self-efficacy (Koudenberg et al., 2017). For Theo, building social relationships over 

time may have increased his confidence to engage with groups:  

“I’ve got to build up a friendship with somebody, who can then possibly introduce me to 

somebody else. And then you've got two friends, and then two friends could introduce you to 

two more friends. And just learn to get on with these people and find that they’re not using me 

and they’re just ringing up for a chat.” (Theo, Male, 68 years, White British)  

Theo’s distrust of others (subtheme 1.2) meant that he required time to slowly develop a trusted 

social network that was based on meaningful connections. His intentions to build a new social 

network suggests that Theo was hoping to build his social identity through scaffolding one-to-

one relationships as recommended in the SIMIC model (Haslam et al., 2019b). For others, 

autonomy over which groups they attended was desired:  

“Not just being recommended one group, maybe different groups are being recommended and 

I get to choose the one I want to.” (Jasper, Male, 30 years, Black Caribbean)   

Jasper desired personal control over choosing the group they attended, rather than being 

ascribed one by his therapist. The incompatibility of the therapist’s recommended group with 

Jasper’s identity caused disengagement (Bantry-White et al., 2018), as noted in subtheme 2.2. 

In Jaspers eyes, autonomy in choosing a group may have prevented him from being connected 

to a group that was incompatible with his needs and identity. Where choice of suitable groups 

was limited, some participants voiced a willingness to assert their autonomy through 

volunteering:  
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“I have volunteered my services; I don’t know if anyone got an email to be a Zumba teacher 

free of charge. Erm because I’m a qualified one, so I don’t know, I’ve been told I’ve been 

referred and I’m waiting for someone to ring me back. So, I can offer the services.” (Clover, 

Female, 45 years, White British) 

Clover demonstrated a preference for contributing to a group, rather than being offered a group 

to help them. Her prior experience of running a domestic violence support group may have 

predisposed her to supporting others rather than becoming a recipient of support herself. 

Volunteering enables service-users to support others and give back to their communities (Turk 

et al., 2022) and is compatible with service-users who are skill-based. Clover’s preference for 

providing support suggests that volunteering could be a more promising solution to promoting 

autonomous social interactions. However, consideration is required on whether a volunteering 

activity offers group-based or one-to-one support, to accommodate those service-users who 

are not amenable to group settings.  

Additions to the Community Prescribing Toolkit 

Based on the findings in this study, the following refinements were made to the community 

Prescribing Toolkit:  

• A brief timeline of the referral process in the Link Worker toolkit was created. This 

highlighted key stages where Link Workers should consider group processes, such as 

prior social experiences, readiness to engage, perceived accessibility and fit, and the 

type of social contact desired, to increase the chances of facilitating social 

identification. The start of the journey involves considering whether a community 

group social prescription is possible/beneficial to a service-user.  

• Edited the Link Worker guidance document to a) outline the importance of recognising 

inadequate social experiences and the potential impact that can have towards group 
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engagement, and b) outline the importance of service-users feeling actively heard 

during conversations.  

• Edited the barrier section in the Link Worker toolkit to a) highlight the importance of 

supporting assessment of fit by focusing on shared similarities and peer-based groups. 

This included considering volunteering opportunities over community groups for those 

who would benefit from providing support rather than receiving it. And b) consider 

how to support group compatibility when providing service-users with a choice of 

community resources to attend.  

• Edited the community prescribing tool document to include broader questions 

regarding social experiences, including important characteristics to be matched to a 

group. Example questions include “what are your past social experiences?”, “What are 

you seeking from a community group”, and “what are your thoughts on volunteering?”. 

• Edited the Community Group version of the toolkit to re-emphasise the importance of 

being welcoming to prospective members, showing they value new members to 

overcome potential negative expectations set by prior experiences.  

  

Discussion 

This study aimed to explore why service-users declined or disengaged from recommended 

group activities and identify potential facilitators of engagement. Two themes generated insight 

into the lived experiences of service-users who had declined to attend recommended groups 

and the factors they considered to be supportive of engagement. Participants reported having 

inadequate social relationships, influenced by traumatic events such as bereavement, solitary 

working patterns, and poor health. These social experiences undermined their beliefs in the 

value of and their capacity to form social relationships.  
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Qualitative research has shown that personal barriers, including past traumas and a lack of 

social experiences can make service-users uncomfortable in group settings (Stuart et al., 2021), 

aligning with the experiences reported in this study. Further research notes how lonely people 

tend to perceive social events negatively and adopt pessimistic-avoidant coping strategies 

which predispose them to unsuccessful and negative social encounters that enhance their 

loneliness (Cacioppo & Hawkley, 2005; Hawkley et al., 2005). The findings in this study 

extend this research by outlining how lonely and isolated participants experienced a social 

curse (Kellezi & Reicher, 2012) where their prior social experiences undermined their capacity 

to socially identify with groups and experience health and wellbeing improvements. Theo 

demonstrates such behaviour in his endeavours to avoid group settings to protect himself from 

emotional harm which increases his isolation. Where participants adopted pessimistic-avoidant 

coping strategies, they created self-fulfilling prophecies that consolidated their perceptions of 

isolation (Cruwys et al., 2014b). This study extends existing research by outlining how these 

self-fulfilling prophecies developed from service-users stereotyping themselves (i.e., older 

adult), and others (i.e., dishonest) based on their experiences, to the extent that some service-

users had resided themselves to living a lonely life (Bodner, 2009). Service-users with such 

complex social histories are likely to be challenging to support in social prescribing, 

particularly if a Link Worker does not attempt to consider the compatibility of a service-user’s 

existing social identity when recommending community groups. In some cases, as with Theo 

and participants in Stuart et al. (2021), being connected to community groups may not be a 

suitable solution that improves health and wellbeing. If groups are perceived to be incompatible 

with a service-user’s sense of self, their needs and priorities around managing their health and 

wellbeing, and their interests then being connected to a group could decrease wellbeing rather 

than improve it.  
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Participants in this sample further outlined how prior experiences of groups and supportive 

services were disappointing which fostered disengagement. A qualitative study exploring 

social isolation schemas in homeless people outlined how negative social experiences with a 

support service may reduce the likelihood of people socially engaging with new groups, 

increasing isolation over time (Cruwys et al., 2014b). In this study, negative group experiences 

caused by poor perceived fit due to a lack of shared similarities appeared to increase service-

user perceptions that they were not valued and welcomed by the group and that the group was 

unsuitable for their needs. Social psychological research has outlined how negative experiences 

of a service can influence the likelihood of one accessing such support in the future (Stuart et 

al., 2021), whilst feeling valued by a group and put at ease about attending can support 

maintained group engagement (Borek et al., 2019a; Levine et al., 2004). When considering the 

potential groups available for service-users, Link Workers may need to consider the 

psychological and emotional impact of prior group and social experiences to explore a service-

user’s receptiveness to group situations.  

One perceived solution to recommending groups that would be compatible with a service-

user’s existing social identity was shared similarities between the service-user and the 

recommended group. The social identity literature outlines the importance of shared 

similarities for facilitating assessments of fit (Oakes et al., 1991) and for fostering a 

psychological connection with the group (Hogg & Reid, 2006; Hogg & Rinella, 2018). Service-

users in this study reported experiencing group identification when a group had either shared 

physical similarities or shared experiences of mental health. Recommendations that do not 

consider a service-user’s similarity to other group members may increase the risk of 

disengagement due to perceived incompatibility with one’s sense of self, as noted when Jasper 

disengaged with a group that differed in ethnicity and age. Link Workers may need to consider 



275 
 

how well a service-user matches the group’s demographics to support engagement, if such 

considerations are practical within their working capacity.  

A second solution to improving engagement was increasing the perceived accessibility of a 

group and perceptions of fit with the group through knowledge of a groups content. Postmes et 

al. (2005) note how knowledge of a group can help form impressions, set expectations, and 

support the assessment of fit. Groups which demonstrate understanding of a service-user’s 

needs are likely to foster feelings of value, supporting experiences of belonging and maintained 

engagement (Stewart et al., 2009). Link Workers should obtain detailed information about a 

group to share with a service-user, according to the participants in this study. However, care 

may be required when divulging information about a group, to prevent cynical and distrusting 

perceptions influencing the perceived accessibility of a group. 

Finally, participants also commented on the empowering nature of autonomy for choosing 

which social activities or groups to engage with. Autonomy in social identity terms refers to 

having choice over one’s actions that are congruent with one’s sense of self (Deci & Ryan, 

2000). Autonomy is a psychological need which social inclusion facilitates through improved 

self-efficacy, as shown in longitudinal field studies (Koudenberg et al., 2017). Theo 

particularly valued autonomy in building social relationships which could be utilised for 

identity gain (Haslam et al., 2019b), whilst Jasper valued autonomy over selecting a group to 

attend. Where recommendations cannot meet a service-user’s needs, some participants in this 

study indicated a willingness to volunteer. Volunteering involves giving support without 

expecting payment, for the good of others (Turk et al., 2022). The provided support can be 

group based or one-to-one. Volunteering in social prescribing can be an enabling experience 

that improves service-users health and wellbeing (Turk et al., 2022), because it satisfies 

psychological needs for belonging, meaning and purpose when a shared identity is formed 

between volunteers or the volunteer organisation, and offers social support which contributes 
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to personal fulfilment (Gray & Stevenson, 2020). Consequently, volunteering may be a more 

suitable social experience for those more inclined to provide support rather than receive it 

because it can still provide access to the psychological benefits of group identification. 

However, Link Workers may need to consider the nature of the volunteering activity to ensure 

it suits a service-user’s social preferences. 

Overall, the experiences of service-users in this study have highlighted the complexity of prior 

social and group experiences for fostering motivation, willingness, and openness to new social 

situations. Disappointing social experiences that are incompatible with one’s needs and social 

identity are likely to increase social avoidance and negative stereotyping that creates self-

fulfilling prophecies which enhance isolation and loneliness. Engagement with groups may be 

increased by connecting service-users to peer-based groups with visible shared similarities, 

providing clear information about a group, and offering autonomy in the types of social contact 

a service-user engages in. The remainder of this discussion focuses on reflexivity, strengths, 

and limitations of Study Four. 

Reflexivity 

I found discussing the participant’s experiences challenging in this study. After dedicating three 

years towards creating a toolkit to minimise social prescribing service-user disengagement, it 

was difficult listening to participant experiences of when things have gone wrong. This 

difficultly partly stems from my strong empathic capability and my academic pursuit to gain 

knowledge of psychological wellbeing and mental health. A contextualist approach may have 

confounded this further as I explored their experiences in consideration of the broader social 

and cultural contexts that may have influenced it. As a result, I found myself lapsing into the 

role of a counsellor, listening to people’s problems, rather than retaining the role of a researcher 

sensitively probing for further details. This meant that I may not have fully probed a 

participant’s experience of group disengagement. At times, I was unsure how to respond to 
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participants, particularly with Theo who seemed to have an endless supply of negative social 

experiences to share. These difficulties may be due to me being a White, English, female 

student in their late twenties who has not previously accessed support services themselves, 

making me an outsider to the participants in this sample. Nonetheless, I was able to build 

rapport with each service-user to explore their experiences in some detail.   

Limitations  

Recruitment for this study was challenging due to the use of social media, difficulty reaching 

the target population, and an influx of non-genuine participants. Regarding social media, the 

utilisation of a personal Facebook account on a personal laptop for recruitment may have biased 

the search results for community groups. Specifically, the algorithms and cookies on the laptop 

may have tailored the search towards the researcher’s location and prior search terms, limiting 

the feedback of other potentially suitable groups that could be contacted (Bozdag, 2013). 

Reaching the desired target sample was also challenging due to there being no known places 

where social prescribing service-users gather to share their experiences. Many participants may 

have been socially isolated and may not have seen the research adverts displayed online and in 

local community venues. Lastly, encountering participants who pretend to fit the criteria of 

studies with incentives appears to be an increasing challenge, particularly with online research 

as explained in Owens’ (2022) case study. Owens recommended knowing your field, utilising 

targeted ads, and screening questions that require pre-existing knowledge or experience of the 

topic to overcome fraudulent participants. Screening questions were utilised in this study to 

shape understanding on how a participant fit the study criteria before interviewing them. Some 

fraudulent participants did overcome the screening questions but were discovered at the start 

of the interview by repeating the screening questions and cross-referencing answers. Answers 

that did not match, such as location of the participant and if they had disengaged or declined, 

resulted in the termination of the interview without payment. Participants who refused to take 
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part in the screening questions over the phone were also unable to be interviewed, as this was 

one method of increasing the likelihood that the participant was UK based. Future research into 

this area should consider creating working partnerships with existing social prescribing 

schemes to aid recruitment of participants. Recruiting through a social prescribing scheme 

limits the risk of recruiting fraudulent participants via social media.  

Chapter summary 

This chapter introduced the final study in a series of studies conducted to support the 

development of a Community Prescribing Toolkit that was theoretically informed by the SIAH. 

Interviews with five service-users explored the barriers and facilitators influencing engagement 

with recommended community groups. Prior and current social experiences that are 

disappointing increase distrust of future social experiences and create cycles of social 

avoidance. Shared similarities between group members, autonomy over the social experience, 

and detailed information of a groups structure may support engagement. Edits to the 

Community Prescribing Toolkit were made based on Study Four findings to further reduce the 

likelihood of disengagement by connecting service-users to groups that are more compatible 

with their existing social identities. The final chapter of this thesis, Chapter Ten, reflects and 

discusses the research conducted during this PhD Programme and future opportunities.  
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Chapter 10: Overall discussion 

Chapter overview 

Chapter Nine presented the final study in a programme of research exploring the development 

of a Community Prescribing Toolkit. This chapter synthesises the research and learning 

achieved throughout the PhD programme supporting this thesis. The aims of the research are 

presented first before outlining how the research findings collectively answered the aims. The 

overall contribution to knowledge generated during this research is discussed before detailing 

the implications of the research including its utility, strengths, and limitations. Future research 

opportunities are then presented before concluding the thesis. The relevance of the SIAH for 

social prescribing and for addressing the research aims is detailed throughout the chapter, 

alongside what the research documented in this thesis contributes to the literature.  

Aims of this thesis 

As noted in Chapters One and Five, this thesis intended to gather evidence to support the 

creation of a SIAH-informed toolkit, before trialling its effectiveness. Thus, this thesis first 

aimed:  

1) To gain link worker, service-user, and community group leader perspectives on the 

community group referral process to inform toolkit development. 

2) To gain Link Worker, service-user, and community group Leader perspectives on the 

presence of possible group processes that facilitate identification during social 

prescriptions to community groups. 

3) To collaboratively develop the Community Prescribing Toolkit for social prescribing 

stakeholder use.  
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Following the development of the toolkit, the research plan was reevaluated in light of the 

ongoing impacts of the coronavirus pandemic on social prescribing and communities (Brown 

et al., 2021; Mahase, 2020; Mak, 2021). Initial aims to explore the feasibility of the toolkit and 

conduct a randomised controlled trial were altered due to social prescribing have limited 

capacity to support the trials. Instead, to further develop the toolkit, the research aimed:  

4) To explore the possibility of conducting a feasibility trial of the Community Prescribing 

Toolkit.  

5) To deepen understandings on why service-users may decline or disengage with 

recommended group activities. 

6) To explore the potential facilitators that may encourage service-user engagement with 

community groups. 

Addressing these aims is theoretically useful in the context of social prescribing because its 

atheoretical history limits understanding of how and why social prescribing is successful and 

when it is not (Bragg & Leck, 2017; Stevenson et al., 2020a). Likewise, addressing these aims 

is practically useful for supporting Link Workers to minimise the problem of disengagement 

with social prescriptions, due to a misfit between the service-user and the socially prescribed 

community group (Porter et al., 2022; Tierney et al., 2022; Wildman et al., 2019a). These issues 

within social prescribing are concerning because service-users are being connected to groups 

that do not meet their needs, which increases the likelihood of disengagement. Where service-

users disengage, they have limited access to the potential benefits of social prescribing such as 

improved loneliness and social isolation (Ellender & Bonner, 2021; Dayson & Leather, 2020; 

Jones et al., 2021; Reinhardt et al., 2021; Wildman & Wildman, 2021), improved health 

(Bertotti et al., 2020b; Elston et al., 2019; Wildman & Wildman, 2021), and improved 

wellbeing (Dayson & Leather, 2020; Elston et al., 2019; Gallagher, 2020; Wildman et al., 

2019b). Furthermore, service-users that disengage are less likely to feel a part of their 
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community which creates further concern given the health and wellbeing impacts associated 

with group memberships and belonging to one’s community (Bowe et al., 2020; Haslam et al., 

2018; Kellezi et al., 2019c; Steffens et al., 2016; Wakefield et al., 2022).  

The prior lack of a theoretical framework supporting evidence-based practice of social 

prescribing is one of the factors influencing whether a service-user accesses groups that support 

their needs. Group-level interactions can support a service-user’s needs but only when there is 

a sense of social identification (Jetten et al., 2014; Wakefield et al., 2019). Previous research 

has found that group identification results in improved health and wellbeing in different 

settings, including social prescribing (Kellezi et al., 2019c; Wakefield et al., 2022), 

communities (Bowe et al., 2020), group-based interventions (Haslam et al., 2016; Bentley et 

al., 2021), and clinical populations such as those recovering from substance abuse (Dingle et 

al., 2021; Ingram et al., 2020).  

Without social identification, the potential benefits of groups may be lost. One theoretical and 

practical solution to supporting social prescriptions to facilitate social identification thus 

involved the creation of a SIAH and SIA-informed toolkit for Link Workers to utilise during 

social prescriptions to community groups, as outlined in Chapter Four. A toolkit was 

considered the most useful solution due to its flexibility and utility in various settings (Hempel 

et al., 2019; Theole et al., 2020), which supports the variability in social prescribing schemes 

(Ladds, 2021). The purpose of the toolkit was to improve Link Workers’ capacity to connect 

service-users to a community group that they could socially identify with, to optimise the health 

and wellbeing benefits they received from their social prescription. The next two sections 

explore how the four studies conducted during the research programme supported the aims of 

this thesis.  
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How do the conducted studies meet these aims? 

Three research phases supported the exploratory sequential mixed method approach utilised 

during the research programme. Capturing qualitative data first was necessary to provide rich 

insight into the processes that occur during a community group social prescription. Such insight 

helped to answer the overarching research question ‘How can the SIAH improve the social 

prescribing referral process to community groups?’, by informing the creation of a toolkit that 

appropriately captured and applied the SIA and the SIAH as a theoretical framework to the 

social prescription to community groups process. Utilising a theory with evidence-based 

practice on how to facilitate and maintain social identification and promote health improving 

group interactions, should reduce the likelihood of disengagement and help to answer the 

research question. The research phases and their support in answering the research aims are 

discussed below.  

Research phase one 

Phase one started in September 2020 and ended in June 2021, and involved the exploratory and 

sequential creation and refinement of the Community Prescribing Toolkit during Study One 

and Two. Together, both study’s outline the unique roles that Link Workers and Group leaders 

play in supporting a social prescription and highlight the complexity of how both stakeholders 

need to work together to facilitate social identification during social prescribing. Study One 

utilised in-depth semi-structured interviews to explore the referral process to community 

groups (aim one) and whether group processes that facilitate social identification were present 

during that process (aim two). Social prescribing Link Workers, community group leaders, and 

service-users were interviewed for their unique experience of the community group social 

prescription process and for the role they play in supporting a community group social 

prescription. The interviews provided insight into the group dynamics that either facilitated or 

hindered successful social prescriptions. For example, group processes of perceived readiness 
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to engage with groups (Tarrant et al., 2020), prior experiences shaping the perceived 

accessibility of a group (Hogg & Williams, 2000; Oakes et al., 1991), fit (Haslam, 2004; Turner 

et al., 1997), shared similarities (Hogg & Rinella, 2018), positive group atmosphere (Borek et 

al., 2019a; Levine et al., 2004), subgroups (Adler & Adler, 1995; Cohen, 1977; Abrams & 

Hogg, 2006), and belonging (Greenaway et al., 2016; Kyprianides et al., 2019) were found to 

be inherent during the social prescription pathway to community groups. These early findings 

from Study One outlined the relevance of the SIAH as a theoretical framework for social 

prescribing, providing insight into when, where, and how group processes could be utilised to 

facilitate group identification and minimise disengagement. It is these group processes that 

were incorporated into a Community Prescribing Toolkit to support Link Workers in providing 

social prescriptions that facilitate social identification. The SIAH literature, including the 

SIMBC (Tarrant et al., 2020) and the SIMIC (Haslam et al., 2016) were also utilised to support 

the creation of the toolkit. The structure of the toolkit was influenced by two key stages of a 

social prescription, the Link Worker assessment, and the connection to a community group 

stage.  

Study Two was conducted to refine the toolkit and ensure that Link Workers and group Leaders 

found its content useful and relevant to their role (aim three). Focus groups with Link Workers 

and an online questionnaire with group leaders were utilised to support the refinement of the 

toolkit. Analysis indicated that Link Workers and group leaders had differing requirements 

when supporting a social prescription that facilitates social identification. Link Workers wanted 

the SIAH to be more prominent in the toolkit to support their understanding of how to utilise 

group processes during a social prescription. Group leaders wanted to reduce the prominence 

of the SIAH to increase the lay-person friendliness of the toolkit and because the information 

provided was not considered novel. Whilst both stakeholders perceived that the toolkit would 

be beneficial, Link Workers recommended adding in an ‘addressing barriers’ section, whilst 
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group leaders wanted greater consideration of integration tactics, the demographics of a group, 

and the consistency of timings and location of the group. Furthermore, Link Workers were 

concerned that it would not be practical to trial the toolkit during a working environment 

impacted by the COVID-19 pandemic. The Community Prescribing Toolkit was refined in line 

with the stakeholder suggestions. The practical considerations from group leaders regarding 

how a group operates and the role they play in facilitating social identification during a social 

prescription broadened the search criteria for literature supporting the facilitation of social 

identification during group-based interventions. Thus, the work from Borek et al. (2019a; 

2019b) was reviewed and applied to the research to reflect the needs of the group 

leader/facilitator when facilitating group identification.  

Research phase two 

Phase two lasted between August 2021 – October 2021 and explored the practicality of trialling 

the toolkit during a social prescribing setting recovering from the coronavirus pandemic (aim 

four), following the concerns from Link Workers in Study Two. Consequently, Study Three 

utilised a quantitative and qualitative online questionnaire with Link Workers to understand 

whether they were able to provide community group social prescriptions during a period of 

recovery from the coronavirus pandemic. Link Workers were targeted for this study for their 

expert insight into the types of social prescriptions that were occurring during the pandemic 

recovery period. Quantitative insights indicated that whilst Link Workers perceived that there 

was a significant increase in people accessing social prescribing during the pandemic recovery 

period, compared to before the pandemic, there was not necessarily a significant increase in 

ratings of social prescriptions to community resources. Whilst there were perceived significant 

differences in perceptions of social prescriptions to practical resources such as counselling and 

financial support, there was no perceived significant difference in social prescriptions to 

community groups, indicating that Link Workers felt there was no change in the number of 
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people being connected to groups. Furthermore, Link Workers perceived face-to-face groups 

to be significantly better at supporting social identification than online groups, suggesting that 

a return to face-to-face capacity during the pandemic should be a priority for communities to 

best support their members. 

Qualitative insights indicated that there was an altered need for and utilisation of social 

prescribing during the COVID-19 pandemic. There were limited social prescriptions to 

community groups occurring due to low resources, despite a high demand for such support and 

recognition of the benefits of group belonging. Likewise, Link Workers perceived remote 

support to be less useful for meeting the needs of social prescribing service-users. Community 

groups that could open were inconsistent in the support provided, had limited capacity to 

support their members, and were overwhelmed with referrals. Due to these constraints, Link 

Workers perceived that community group capacity was unlikely to return to the pre-pandemic 

levels within the six-months post-questionnaire that were necessary to practically plan and 

conduct a feasibility trial of the toolkit. Subsequently, it was deemed impractical to conduct a 

feasibility trial of the toolkit in a setting where social prescribing and communities were still 

recovering from the COVID-19 pandemic. In response, an alternative fourth study was 

conducted to further deepen understandings of the barriers preventing service-user engagement 

with recommended groups.  

Research phase three 

A second round of qualitative exploration occurred in phase three between March 2022 – 

February 2023 due to the inability to quantitatively trial the toolkit in line with the planned 

mixed methods research. Instead, focus shifted towards deepening understanding of why some 

service-users disengage or do not attend recommended community groups. Such additional 

understanding was sought to develop and strengthen the toolkits potential capacity to minimise 

service-user disengagement. Thus, Study Four explored the barriers (aim five) and facilitators 
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(aim six) of service-user engagement with recommended community groups and in doing so, 

gave a voice to a vulnerable and under researched population within in social prescribing.  

Interviews were conducted with service-users who had disengaged with or declined to engage 

with a recommended community group. Analysis indicated that service-users in this study 

declined to attend a recommended group when it was incompatible with their sense of self 

(Haslam et al., 2016; Hogg & Reid, 2006). Consistent with previous literature exploring 

pessimistic-avoidant coping strategies in lonely individuals, service-users who reported 

previously traumatic or disappointing social experiences perceived groups to be inaccessible, 

forming pessimistic expectations that fostered social avoidance and enhanced loneliness and 

isolation (Cruwys et al., 2014b; Jones, 2022; Swift & Chasteen, 2021; Schuurman et al., 2022). 

Likewise, aligning with the literature on group processes, the presence of shared similarities 

(Hogg & Rinella, 2018), detailed information of a group (Postmes et al., 2005), and autonomy 

in the type of social interactions engaged with (Koudenberg et al., 2017), were perceived to be 

facilitators of group engagement. These findings emphasise the need for Link Workers to 

consider the impact and influence that prior social experiences may have on a service-user 

when providing group recommendations. Considering a service-users past social experiences 

and aligning future opportunities to their existing sense of self may support the service-user to 

overcome potentially negative preconceptions of groups that could prevent engagement with a 

group if its suitability is not evident. The Community Prescribing Toolkit was revised to 

consider the influence that prior negative social experiences have on the perceived 

compatibility of recommended groups with one’s existing social identity.  

Supporting a Social Identity Approach to Health to social prescribing 

Based on this series of studies and previous literature, the SIAH is a suitable theoretical 

framework for social prescribing. Social prescribing has been found to significantly improve 

health and wellbeing (Bertotti et al., 2020b; Jones et al., 2012; O’Hara et al., 2021; Wildman 
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& Wildman, 2021), through reducing loneliness and social isolation (Jones et al., 2021; 

Wakefield et al., 2022; Wildman & Wildman, 2021) and improving mental and physical health 

(Bertotti et al., 2020b; O’Hara et al., 2021; Jones et al., 2021; Moffat et al., 2017; Wildman & 

Wildman, 2021; Wildman et al., 2019b). Longitudinal research suggests that these benefits are 

sustainable when a community group social prescription facilitates social identification 

(Kellezi et al., 2019c; Wakefield et al., 2022). 

However, social prescribing is currently an atheoretical health initiative that is diverse in its 

offerings and tailored to local populations (Bragg & Leck, 2017; Halder et al., 2018; Stevenson 

et al., 2020a). Furthermore, there are reports of inappropriate social prescriptions to community 

groups and other community resources (Bickerdike et al., 2017; Polley et al., 2017a; Sandhu et 

al., 2022a; 2022b). Service-users may be connected to groups that do not fit their needs (Husk 

et al., 2020; Porter et al., 2022; Sandhu et al., 2022a; Tierney et al., 2022; Wildman et al., 

2019a). When a group does not fit their needs, a service-user may be less likely to socially 

identify and engage with their referred activity/group, which hinders access to the health and 

wellbeing benefits of social prescribing.   

The SIAH has the capacity to address the existing limitations of disengagement and a lack of 

theory by providing a theoretical framework that can maintain engagement with social 

prescriptions to community groups by facilitating social identification (Halder et al., 2018; 

Kellezi et al., 2019c; Wakefield et al., 2022). Service-users that identify with a group are more 

likely to remain engaged because they feel a sense of belonging to the group, which reduces 

feelings of loneliness and isolation (Bowe et al., 2020; Greenaway et al., 2016; Jetten et al., 

2012 Tarrant et al., 2020; Wakefield et al., 2019). The SIAH can facilitate group identification 

and minimise disengagement during social prescribing, by focusing on the type of group that 

would best fit a service-user and their needs.  
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Existing group-based interventions drawing on the SIAH, such as Groups4Health, have 

demonstrated the positive impact of group memberships that facilitate social identification 

(Haslam et al., 2016; Cruwys et al., 2021). In both clinical (Cruwys et al., 2021; Haslam et al., 

2019a) and non-clinical populations (Haslam et al., 2016), Groups4Health has been found to 

significantly improve health and wellbeing and was found to be as effective as cognitive 

behaviour therapy for supporting depression during a three-month trial (Cruwys et al., 2021). 

Groups4Health also demonstrates longitudinal improvements in loneliness, having a large 

effect size at 12 month follow up (Cruwys et al., 2021). However, such an approach may be 

best integrated into existing medical frameworks to form a biopsychosocial approach to 

healthcare that comprehensively supports health and wellbeing (Haslam et al., 2018) and 

avoids the SIAH from being perceived as a universal remedy for those who may need medical 

intervention. The next subsections outline how the research reported in Chapters Six to Nine 

advances existing knowledge of a SIAH to social prescribing.  

Past social experiences overshadow shared similarities in group settings 

The research documented in this thesis further advances prior knowledge on social prescribing 

and the SIAH by emphasising the importance of connecting service-users to a group they can 

socially identify with. Prior SIAH literature shows how group identification mediates the health 

and wellbeing benefits of a social prescription (Wakefield et al, 2022). Social identification is 

likely to be facilitated when groups hold personal importance, meet an individual’s needs, are 

accessible, provide a warm welcome and opportunities to interact with other group members, 

and when there are shared similarities between group members (Borek et al., 2019a; 2019b; 

Greenaway et al., 2016; Hogg & Rinella, 2018; Jetten et al., 2017; Kyprianides et al., 2019; 

Tarrant et al., 2022).  

Participants in Study One and Four outlined the importance of providing a right match between 

a service-user and a community group and of ensuring that there are shared interests/similarities 
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between the service-user and the group. Shared similarities can refer to visible characteristics 

such as demographics (Hogg & Rinella, 2018) or shared experiences such as mental health or 

illness (Jetten et al., 2014). The service-users in Study Four advanced this literature by 

providing insight into the sensitivity required when considering shared similarities between a 

group and service-user, particularly when a service-user had prior traumatic social experiences. 

Service-users that had prior traumatic social experiences outlined ongoing difficulties in 

maintaining positive social relationships and distrust of future opportunities for social 

relationships despite the presence of shared interests. These service-user experiences reflect 

the social isolation schema described in Cruwys et al. (2014b) where people become 

pessimistic and avoidant of social experiences following traumatic or neglectful social 

experiences early in life. Unlike Cruwys et al., who found that positive social experiences that 

facilitated group identification significantly reduced the social isolation schema, participants 

in Study Four were unable to move beyond their pessimistic and avoidant behaviours. Whilst 

service-users were connected to incompatible groups that would have decreased their capacity 

to reduce their social isolation schemas via social identification, some service-users used their 

pessimistic expectations as a scapegoat for engaging with social settings. This meant that some 

participants found faults with any social opportunities, even when there appeared to be shared 

interests between the service-user and the social activity. Such strong avoidance towards group 

settings may reflect a service-user’s lack of readiness to engage with groups (Tarrant et al., 

2020). 

Pessimistic preconceptions of social categories may also prevent service-users from perceiving 

a group to fit their sense of self. Service-user five’s preconception of art in Study One had 

prevented them from engaging with art groups in the past as they perceived them to be 

unavailable to those on low-incomes. However, it was an art group that transformed their life 

and improved their health and wellbeing through social identification. Additionally, Link 
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Workers in Study One noted how their own preconceptions of beneficial groups could create 

inappropriate referrals to groups that did not fit the service-user’s needs. If a service-user is 

connected to a group that is incompatible with their needs or sense of self, it may reinforce 

feelings of loneliness/isolation and increase a service-user’s likelihood to avoid future social 

situations (Cruwys et al., 2014b). Thus, the collection of experiences documented in this thesis 

suggest the importance of working to disprove a service-users’ pessimistic preconceptions and 

increase their receptiveness to the idea that social experiences can be a positive and possible 

experience they can engage with. Such insight advances the SIAH and social prescribing 

literature by outlining the strength to which prior social experiences can influence the perceived 

accessibility of and a service-users readiness to engage with community groups during a social 

prescription.  

Incompatible recommendations disrupt existing group dynamics and increase 

disengagement 

Groups were considered incompatible when they did not meet a service-user’s needs or fit their 

sense of self. Where recommended groups did not match a service-users demographics, 

emotional, and/or physical needs, they were more likely to disengage with or not attend the 

recommended group as noted in Study Four. Furthermore, service-users who were connected 

to groups that could not support their needs and that did not fit the groups criteria, were more 

likely to disrupt the existing group dynamics (Levine & Moreland, 1994). Group leaders in 

Study One emphasised the need for service-users who are recommended into their group to not 

disrupt the existing dynamics, with participants in Study Two suggesting that community 

groups may not be suitable for everyone.  

Groups and their members can facilitate engagement and social identification by providing a 

welcoming atmosphere that is polite, respectful, open, and friendly (Borek et al., 2019a). Link 

Workers in Study One acknowledged the importance of groups in providing a warm welcome 
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to service-users and for service-users to be psychologically ready to attend a group. Service-

users in study one and group leaders in Study Two perceived that effective group leadership 

influences the extent that a group is welcoming. Group leaders in Study One and Two outlined 

the tactics they utilised to provide a warm welcome which included personable introductions, 

checking if the new member required refreshments, providing activities that suited the 

member’s interests, directly connecting them with other group members, or using a buddy 

system to pair existing members with new members. Prior literature suggests that such tactics 

are beneficial for helping service-users to feel included in the group and provide opportunities 

for new members to interact with existing members (Borek et al., 2019a; Levine et al., 2004). 

Where a group has shared interests, is welcoming, and supports service-user integration into a 

group, it is more likely to provide a positive social experience to a service-user that could 

challenge any pessimistic expectations based on prior social experiences, as noted in Cruwys 

et al. (2014b). However, Link Workers in Study One also noted how their presence in a group 

may prevent other group members from engaging with the service-user in attendance. Whilst 

Link Workers are recommended to support service-user attendance at a group (Moffatt et al., 

2017), once at the group they must take a step back to enable the service-user to interact with 

other group members and integrate into the group. Thus, this research advances the SIAH and 

social prescribing literature by highlighting the complexity required in supporting service-user 

integration into a group by connecting service-users to compatible groups that can support 

positive social experiences. Capacity to facilitate social identification during social prescribing 

may vary in complexity dependant on a service-user’s prior social experiences and the potential 

for service-users to disrupt existing group dynamics or not be welcomed by a group, as 

experienced by service-users in Study’s One and Two. Careful considerations need to be placed 

when identifying a service-user’s needs and expectations regarding social connection and 

which groups or social activities may best support those needs.  
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The Community Prescribing Toolkit’s potential to support positive social experiences  

The Community Prescribing Toolkit may be useful for supporting social prescribing service-

users to engage with positive social experiences that facilitate social identification. The 

potential wellbeing benefits of the toolkit were not lost on most of the participants documented 

in this thesis. Participants in Study’s One and Two were supportive of a toolkit to minimise 

disengagement by improving the likelihood of a service-user identifying with a socially 

prescribed community group. Link Workers in Study Two perceived the toolkit to be beneficial 

for finding out and understanding what type of group would be beneficial to a service-user. 

However, whilst Link Workers on average perceived the Community Prescribing Toolkit to be 

a useful resource in Study Three, they also perceived that two other toolkits would be useful in 

supporting social prescribing’s recovery from the coronavirus pandemic. Specifically, a toolkit 

supporting social prescriptions to statutory services and a toolkit supporting the relationship 

building between a Link Worker and service-user were also considered useful. Furthermore, a 

small proportion of participants indicated that they did not require any toolkit to support their 

role due to perceptions that they would not be helpful. Such contrasting perceptions on the 

utility of toolkits and the types of toolkits considered useful to the Link Worker role may be 

due to the variation and localisation of social prescribing schemes. Existing literature outlines 

contradictions on whether NHS Link Workers or Community-based Link Workers have better 

access to training and support relevant to their role (Pedro et al., 2021; Rhodes & Bell, 2021). 

Consequently, the second strength of the research reported in this thesis is the developed 

Community Prescribing Toolkit which should provide Link Workers and community group 

leaders with a useful, theoretical, and practical tool they can utilise to optimise the health and 

wellbeing benefits of their service-users. Existing UK governmental and NHS policies, such as 

the NHS Long-term plan (Annual report of the Chief Medical Officer, 2018), the Model of 

Personalised Care (NHS England, 2019b), and the government’s commitment to tackling 
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loneliness by connecting communities (Gov UK, 2023), outline a future commitment towards 

revitalising communities, funding social prescribing and resources that help mitigate loneliness 

and improve health and wellbeing following the coronavirus pandemic. For example, current 

investments are focused on mental health and wellbeing resources to support the health and 

social care system following the pandemic. Link Workers in Study Two and Study Three both 

agreed that the pandemic had impacted why people were accessing social prescribing, with 

perceived increases in statutory and mental health needs reported. Likewise, Link Workers in 

Study Two reported how service-users were initially reluctant to attend groups due to fear of 

mixing socially during relaxed stages of the pandemic where socialising was permissible in 

small groups (Institute for Government Analysis, 2022). By Study Three, Link Workers were 

reporting increases in emotional and mental health support and a desire for face-to-face group 

support, despite a low supply to meet the desire. Thus, to continue to support communities’ 

recovery from the coronavirus pandemic, investments in mental health and wellbeing resources 

have never been more appropriate.  

The theoretically based toolkit designed during this PhD, to improve social connections and 

minimise disengagement, could be a vital resource that mitigates loneliness by revitalising and 

reconnecting service-users to their communities. The toolkit’s considerations on providing a 

good fit and satisfying a service-user’s needs, alongside other group processes including 

providing a warm welcome to a group, should facilitate the development of a sense of 

belonging between a service-user and the community group they are connected to. New 

policies have also emerged following the coronavirus pandemic, such as the Mental Health 

Policy in England (House of Commons Library, 2023), outlining a commitment to jointly 

consider mental health conditions alongside physical health conditions within healthcare. 

Social prescribing is uniquely placed to support this endeavour as a community-based initiative 

that supports both mental and physical health and wellbeing. With the research conducted 
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throughout this PhD and the creation of the Community Prescribing Toolkit, there has never 

been a more relevant time to consider where and how we can belong to our communities.  

To successfully explore whether the Community Prescribing Toolkit can be a useful tool, 

tensions between the SIAH applied within the toolkit and the current practice of social 

prescribers need to be addressed. A Link Worker who took part in Study One and Two, 

highlighted differing tensions between the SIAH and current social prescribing practice. 

During Study One the Link Workers trained in patient activation disagreed with the phrasing 

of a question regarding a service-users readiness for group engagement. Tarrant et al. (2020) 

outlines how prospective group members must have some degree of perceived readiness to 

engage with the group, through the group being perceived to be accessible. However, patient 

activation training suggests that a service-user needs to be motivated to manage their own 

health and wellbeing (NHS England, 2019a), rather than be psychologically ready to engage 

with a group. The same Link Worker misinterpreted the SIAH’s psychological need for control 

(Greenaway et al., 2016; Kyprianides et al., 2019), perceiving it to contrast with their role in 

making service-users understand that life is not under their control. The psychological need for 

control refers to making one’s own decisions or choices, not giving a service-user control over 

life (Greenaway et al., 2016; Kyprianides et al., 2019). Such conflicts are associated with the 

person-centred training that Link Workers receive (NHS England, 2019a) and may be due to 

the extent to which this Link Worker embodied a person-centred practice. New training in the 

Community Prescribing Toolkit and on the relevance of the SIAH for supporting successful 

social prescriptions could negate these tensions.  

The SIAH can also overcome existing limitations of other theoretical approaches applied to 

social prescribing, such as occupational science (Bodell et al., 2019), by considering the wider 

referral process to resources, rather than the Link Worker assessment process alone (SSPH, 

2020c). Occupational science focuses on human participation in meaningful and purpose-led 
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activities (Doble & Santha, 2008; Kielhofner, 2008), perceiving that successful social 

prescriptions rely on a balance between a person, their environment, and occupational activity 

(Bodell et al., 2019; Kielhofner, 2008; SSPH, 2020c). As such occupational science is useful 

for understanding what a person does and how it makes them feel. However, this approach is 

individualistic, focusing on how an environment or activity can be changed to suit an individual 

and often neglecting to consider the sociocultural and group-based contexts that influence 

health (Gallagher et al., 2015; Hocking & Whiteford, 2012; Phelan & Kinsella, 2009). By not 

considering the group-based contexts that influence health, occupational science does not 

account for the social factors that inform behaviour and engagement in activities (Gallagher et 

al., 2015; Hocking & Whiteford, 2012). Not accounting for social factors is concerning due to 

research highlighting the significant impact that social factors have on health and wellbeing 

(Steffens et al., 2016). Alternatively, the SIAH does account for sociocultural factors, 

emphasising the importance of group memberships for improving health and wellbeing (Jetten 

et al., 2012; Steffens et al., 2016; Wakefield et al., 2019). Thus, the SIAH embodies a more 

collective approach to understanding which social prescriptions can become psychologically 

meaningful and why they are meaningful through group identification (Haslam et al., 2018; 

Wakefield et al., 2019), as opposed to focusing on what is meaningful as with occupational 

science.  

Understanding why a social prescription has the potential to become meaningful is important 

in accounting for the various stages of a social prescription and the group-based contexts 

surrounding it i.e., the Link Worker assessment stage, connection to a group stage (Runacres, 

2022). An occupational science approach to social prescribing focuses on the service-user and 

how their needs can be met by the available resources in the community (Bodell et al., 2019; 

SSPH, 2020b; 2020c). However, the occupational science approach does not consider the 

group-context and whether a service-user themselves suits a community resource. Should 
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service-users be connected to community resources, such as community groups, they do not 

suit or are not welcomed by, this could increase disengagement with the group (Husk et al., 

2019; Stuart et al., 2021) and disrupt the existing groups dynamics (Levine & Moreland, 1994). 

Prior research notes the importance of being welcomed into a group (Borek et al., 2019a; 

2019b), a SIAH can provide guidance on supporting service-user integration into a group that 

an occupational science approach cannot and would not consider.   

Implications 

The utility of this COVID-19 situated research  

Research collected during COVID-19, particularly long-term data, may be discounted for not 

being reflective of the usual role of social prescribing due to the crisis management that Link 

Workers engaged in (Polley & Sabey, 2022; Porter et al., 2022). However, the absence of social 

and group contact during the pandemic only served to highlight the necessity of such contact 

for one’s health and wellbeing (Bowe et al., 2022; The British Academy, 2021). A report by 

The British Academy (2021) synthesised evidence of the impact of the coronavirus pandemic 

from several research and governmental sources during the Autumn of 2020. Despite not 

reporting effect sizes of their findings, The British Academy notes the longitudinal impacts of 

COVID-19 for communities and the vital role of communities to promote recovery and support 

health and wellbeing in the years to come after COVID-19. Health inequalities within 

communities need addressing to best provide the infrastructure to support recovery from 

COVID-19. Consequently, funding has been provided to revitalise communities following the 

pandemic (Gov UK, 2021b), and the continued support of social prescribing, particularly for 

green and blue nature-based environments (NHS England, 2022a). Going forward there is 

potential for the SIAH and the Community Prescribing Toolkit detailed in this thesis, to support 

this revitalisation of social prescribing and communities, by fostering social identification 
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within communities. Correlational evidence from Bowe et al. (2022) outline how voluntary 

helping within communities was a vital source of support during the pandemic, which 

improved wellbeing and reduced depression and anxiety through a built sense of community 

identification. Despite a lack of reported effect sizes, longitudinal research further showed that 

social identification with multiple groups pre-COVID, identity continuity, and identification 

with communities were the strongest predictors of social support during the pandemic, which 

mediated improved physical and mental health outcomes (Carter et al., 2022). Thus, rather than 

COVID-19 limiting the applicability of this research, COVID-19 has highlighted the 

importance of social and group relationships for one’s health and wellbeing. This shift in 

recognition may explain the continued support from Studies One and Two for a SIAH-based 

toolkit that facilitates social identification.  

The practical applications of this research 

Practically, the Community Prescribing Toolkit is a resource that can be utilised by Link 

Workers and group leaders. Current governmental and NHS policies are set on utilising social 

prescribing as a foundation to address loneliness (Gov UK, 2021b; HM Government, 2018) 

and improve access to personalised care through community resources (NHS England, 2019b). 

Likewise, there is a greater awareness of the important impact that communities and groups 

have on one’s health and wellbeing (Gov UK, 2021b). Consequently, funding has been made 

available by the UK government (Gov UK, 2023), to support the development of national 

resources that can better support improvements in health and wellbeing. The Community 

Prescribing Toolkit developed during this PhD programme of research could provide an 

appropriate resource that improves health and wellbeing by connecting service-users to groups 

that they can socially identify with.  

The guidance within the toolkit created throughout this PhD programme of research could serve 

to improve group relations and support successful social prescriptions for service-users. 



298 
 

Training in the toolkit could support Link Workers and communities to foster group 

identification, build community belonging, and optimise the health and wellbeing benefits of 

service-users who access social prescribing. To fully explore the toolkits benefits, the toolkit 

now needs to be feasibility tested to determine its potential effectiveness, prior to a randomised 

controlled trial being conducted on the toolkit (Gadke et al., 2021). Typically, feasibility 

research involves determining whether an intervention is appropriate for further testing and 

does not involve measuring outcomes (Bowen et al., 2009; Blatch-Jones et al., 2018). 

Feasibility testing involves determining the demand, social validity, practicality, adaptability, 

acceptability, integration, implementation, and limited effectiveness of the intervention (Gadke 

et al., 2021). Often, feasibility research is considered interchangeable with pilot studies which 

involve a small-scale test of the intervention to determine its potential effectiveness prior to a 

randomised controlled trial (Blatch-Jones et al., 2018; Gadke et al., 2021).  

To fully test the toolkits potential effectiveness as a feasible toolkit that minimises 

disengagement during social prescriptions to community groups, the toolkit needs to be trialled 

as a whole intervention as opposed to individual components as expected in traditional 

feasibility research (Gadke et al., 2021; Wuest et al., 2015). A six-month partially controlled 

feasibility trial assessing the acceptability, limited efficacy and implementation of the 

Community Prescribing Toolkit was considered appropriate to explore the feasibility of the 

toolkit in practice. All Link Worker participants would attend training in study expectations 

one week before the start of the trial, with Link Workers in the trial condition receiving 

additional training on how to utilise the toolkit. Link Workers would then support the 

recruitment of service-users and collect questionnaire data over three time points across a 12-

week period. The questionnaire would contain seven validated scales equating to 17 items. To 

support the trial, Link Workers would need the capacity to recruit and follow service-users 

throughout their progress and those in the trial condition would be invited to take part in an 
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interview post-trial to share their experience of using the toolkit. Using a predicted effect size 

from a reported partial eta square in Kellezi et al. (2019c) that was converted to Cohens f, a 

sample size calculation was conducted in RStudio (version 4.1.2), using the WebPower 

package (V.0.6). Based on 80% power and an alpha of 0.05, it was calculated that a powered 

study would require a minimum of 59 service-user participants.  

Regardless of the type of study conducted, collaborative working with the social prescribing 

services selected to trial the toolkit should occur throughout the design and distribution of the 

study, and during the analysis of the study if desired (Greenhalgh et al., 2019; Holmes et al., 

2019). Stakeholder engagement in research is swiftly becoming recognised as vital for 

enhancing the depth, credibility, and applicability of research findings (Goodman & 

Thompson, 2017; Greenhalgh et al., 2019; Holmes et al., 2019; Morgan et al., 2016). Working 

with the social prescribing service supporting the trial should also minimise the burden they 

experience when engaged in the trial, encouraging greater engagement with the research 

(Greenhalgh et al., 2019; Rivas et al., 2019). The insight provided by such collaborative 

working could inform the further development and utilisation of the toolkit, so that it can be 

easily incorporated into existing social prescribing practice.  

To further support the development of the toolkit, the feasibility trial and further research could 

gather in-depth feedback from group leaders and other social prescribing stakeholders such as 

service managers on the utility of the Community Prescribing Toolkit. There is potential to 

explore the value of the toolkit further with these individuals, which could be incorporated into 

a randomised controlled trial of the toolkit to triangulate data between the quantitative 

outcomes of its effectiveness and the qualitative outcomes of its perceived utility.  

Finally, my research showed how life-long complex and often traumatic social experiences 

influenced service-user perceptions that community groups were not a suitable solution in 
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service-users from ethnic, mental health and poor socioeconomic status minority backgrounds. 

Service-users from minority backgrounds experienced multiple barriers influencing their 

ability to engage with social prescribing and recommended community groups, including social 

anxiety when engaging with groups (Knowles et al., 2015) and a lack of fit between the service-

user and the community group due to perceived incompatibility between the recommended 

group and their sense of self (Cruwys et al., 2014b; Haslam et al., 2019b). Service-user’s that 

had particularly traumatic social experiences struggled to perceive any recommended groups 

as suitable for their needs, suggesting that social prescribing may not be appropriate for every 

service-user. Greater consideration towards addressing a service-users wider health and 

wellbeing needs prior to recommending a service-user to a group may be required. Co-

production research exploring the facilitators and barriers of migrants accessing health services 

and social prescribing supports the need for a holistic approach to addressing a service-users’ 

needs (Kellezi et al., 2021). Through two roundtable discussions with migrants and community 

stakeholders that support migrants, Kellezi et al. (2021) report how migrants may disengage 

with social prescribing if it does not support their more immediate needs and concerns relating 

to their legal status to remain in the country and access support prior to accessing recommended 

community groups. Migrants also often have multiple complex and traumatic life experiences 

that may prevent full engagement with any community, group-based or volunteering initiatives 

(Kellezi et al., 2021). Volunteering, including via social prescribing, is considered to have 

many benefits to health and wellbeing by furnishing one with a sense of purpose, value, 

meaning and belonging (Bowe et al., 2022; Gray & Stevenson, 2020; McNamara et al., 2021b), 

which could foster social identification with the volunteer organisation or those they support 

(Turk et al., 2022). Kellezi et al. (2021) and Stuart et al. (2021) both note the potential benefit 

that volunteering could have for minority populations and social prescribing service-users. 

Service-users with traumatic social histories in Study Four also reported an interest in 
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volunteering over attending group-based activity, further indicating that volunteering 

opportunities within social prescribing may be beneficial for supporting service-users from 

minority backgrounds and/or who have complex needs. Therefore, future research should 

explore how social prescribing can best support service-users from minority backgrounds and 

explore the potential benefits of volunteering for service-users from minority backgrounds or 

who have negative social experiences. 

Limitations of the research 

Whilst the COVID-19 pandemic may not have undermined the utility of the research, it did 

disrupt the service provision of social prescribing and communities (Brown et al., 2021; 

Etheridge, 2020; Mahase, 2020). The aftermath of the pandemic had left both social prescribing 

and communities in a state of recovery as they attempted to manage high demand for 

community resources amidst a low, albeit increasing supply (Brown et al., 2021; Cunningham 

et al., 2022; Mak, 2021). The impacts of the pandemic were unfolding and ongoing throughout 

the PhD research programme and directly impacted recruitment for Study’s One, Two, and 

Three. Study Three was particularly challenging due to the time-pressured and context-

dependent nature of the questionnaire to explore if it was practical to trial the toolkit. The 

questionnaire was time-pressured because a quick assessment was required to design a 

feasibility study and recruit a service willing to support it. The questionnaire was also context 

dependent as it was conducted in response to the ongoing impacts of the coronavirus pandemic. 

However, it was necessary to explore if social prescribing had the capacity to support a 

feasibility trial of the Community Prescribing Toolkit whilst recovering from the pandemic.  

Furthermore, the restriction on face-to-face interactions during the pandemic (Gov UK, 2021a) 

resulted in all studies being conducted remotely. Theoretically this should have provided access 

to a larger target sample, due to the ability to overcome geographical boundaries (Ball, 2019), 
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however with service-user participants, remote recruitment may have prevented recruitment 

from those who were digitally excluded (Carpenter et al., 2021). Additionally, remote research 

has been critiqued for lacking personability due to a lack of physical presence and may have 

required participants to source technological resources to take part (Hensen et al., 2021). Whilst 

remote interview methods such as telephone interviews have been utilised successfully for a 

long period of time, are cost-effective, and overcome geographical boundaries (Farooq, 2005; 

Novick, 2008), there remains concerns that remote data collection methods have a higher non-

response than face-to-face data collection methods (Hensen et al., 2021). In Study Three, higher 

non-response with remote data collection may have been present due to an increasing desire 

for face-to-face social contact following prolonged periods of mandatory remote 

communications (Institute for Governmental Analysis, 2021). Furthermore, an increase in 

people pretending to meet a study’s criteria for online research (Owens, 2022) made it 

challenging to recruit genuine participants in Study Four. Five participants were determined to 

be fraudulent at the start of an interview after cross-referencing answers to demographic and 

screening questions and were excluded from the study. Therefore, whilst remote methodologies 

supported the continuation of the research described in this thesis during the pandemic, the 

necessity to engage in remote contact may have limited access to an important sample 

population.  

Concluding remarks 

To summarise, this thesis aimed to apply the SIAH to a nationalised NHS investment in social 

prescribing, to understand how disengagement during social prescriptions could be minimised. 

In doing so, two concerns of social prescribing are addressed: the lack of theory guiding social 

prescribing practice and disengagement within social prescribing. Six aims supported the 

exploration of an overarching research question: How can the Social Identity Approach to 
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Health influence the social prescribing referral process to community groups? A Community 

Prescribing Toolkit was created to answer the overarching research question, due to its capacity 

to adapt to the variety of social prescribing services (Ladds, 2021). The research findings 

documented within this thesis indicate that the SIA and the SIAH are a useful theoretical 

framework that aligns with social prescribing processes, and that Link Workers would benefit 

from greater understanding on how to utilise group processes during a social prescription to a 

community group. Future research is required to explore whether the developed toolkit has the 

potential to be beneficial, before conducting a full-scale randomised controlled trial to 

determine the toolkits effectiveness. Future research should be done collaboratively with a 

social prescribing service to support the integration of the toolkit into practice during a trial 

and its continued development once trialled in situ. To help minimise loneliness and support 

the reconnection of communities by facilitating social identification, social prescribing needs 

access to resources that can support service-users to access groups that they can identify with. 

The Community Prescribing Toolkit is one such resource that, once tested, should minimise 

disengagement with social prescriptions and improve health and wellbeing through social 

identification.  
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directed to LIBResearchTeam@ntu.ac.uk. Data supporting the development of the toolkit will 

be available from NTU Data Archive at: https://doi.org/10.17631/rd-2024-0005-ddat subject to 

an 18 month embargo to support future trialling of the toolkit.  
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Appendix A: Study One interview schedules 

Link Workers: 

Collect demographic information prior to starting interview.  

1. Can you tell me a little bit about your role and how you became involved in it?  

a. How long have you been involved in social prescribing or worked link to this role?  

 

2. Can you describe the nature of service-user appointments and what they involve? 

a. How do you build rapport with the service-user? 

b. How do you assess the needs of service-users? 

c. How do you assess the strengths of service-users?  

d. How do you assess the challenges of service-users?  

 

3. How many referrals would you say you make in an average week in general?  

a. How many of these referrals would you say are to community groups?  

 

4. What are your views about the variety and number of community groups available for service-

users to be referred to? Can you give me some examples?  

a. What type of groups are in your area? 

b. How do you access lists of groups? 

c. Do you have any way of accessing/linking with groups not listed?  

d. Are you involved in the creation of new groups?  

 

5. What does the process of recruiting a community group for SP involve?  

a. Do you meet the group leader and their members prior?  

b. What do you think makes a good community group/activity?  

c. How do you decide that?  

d. What sort of atmosphere are you looking for?  

 

6. What does the referral process to a community group look like and are there any challenges?  

a. What does a typical first session attendance at a community group look like? 

b. Do you attend the group with them and if so, under what circumstances?  

c. Why do you attend groups with them?  

d. How do you make sure that the community group and the service user will be a good 

match?  

e. Why do you think that a good match is important?  

 

7. Do you monitor continued attendance with a group and if so, how and why do you monitor 

this? 

a. How do you handle the situation if the service-user does not like the group? 

b. Why do you think people keep going or stop going to community groups?  

c. Do you think the activity of a group is important when linking service-users to them? 

d. What dynamics do you think are important for a social prescribing community group?  
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e. To what extent do you think practical issues impact whether service-users continue to 

attend groups or not? i.e., transport, timings, costs etc.  

 

8. When assessing new groups, what do you look for in a group that makes you think they would 

be a good addition for social prescribing referrals?  

 

9. Are there any questions you would like to ask, or anything else you want to add before we end 

the interview?  

 

Close interview and debrief participant.  

Group Leaders:  

Collect demographic information prior to starting interview.  

1. Can you tell me a little bit about yourself and how you became involved with the group?  

 

2. How long has your group been running?  

a. How many members do you typically have in your group and what do they typically 

do?  

b. How do they relate to each other?  

c. What are their typical needs?  

d. How does the group help? 

e. What issues do they face?  

 

3. How does one become a member?  

 

4. What do you know about social prescribing?  

a. [If relevant] To what extent do you interact with link workers?  

b. Do you know about any other referral pathways? 

 

5. Are you aware that some people may be referred into your group?  

a. What are your experiences so far with new members who could have been referred in?  

b. What are your concerns about people being referred into the group, going forward?  

c. Do you see any benefits in having people referred into your group?  

 

6. What do you think needs to be considered if someone was to be referred into your group?  

a. What activities need to be considered?  

b. Does accessibility need to be considered?  

c. What about the people being referred into the group needs to be considered?  

d. What aspects of the group need to be considered?  
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7. How do you ensure that new members feel they can join the group and will feel part of the 

group?  

a. As a group leader, how do you maintain fairness or stability in the group? Can you 

provide any examples? 

b. How would you describe the atmosphere of the group? Can you provide any examples?  

 

8. Have you experienced cases where some people do not engage or fit with the group?  

a. Why do you think the group did not suit that person?  

 

9. Are there any questions you would like to ask, or anything else you want to add before we end 

the interview?  

Close interview and debrief participant. 

Service-users: 

Collect demographic information prior to starting interview.  

1. Can you tell me a little bit about yourself and how you became involved in your group?  

 

2. How did you get connected to the group?  

a. How did you meet?  

b. Where did you meet and for how long?  

c. What was discussed during these interactions that led to being linked to the group?  

 

3. Thinking about the community group recommended to you, what was your experience with the 

group?  

a. How did the group make you feel?  

b. Thinking back to the reasons why you were linked to the group, do you feel the group 

suited your needs?  

 

4. Why do you think that particular group was suggested? 

a. Have you been to other groups before this one? If so, what were they like?  

b. Why did you not stay with previous groups?  

c. Do you feel that your interests were taken into consideration when being referred to 

this/the current community group? 

 

5. Where there any barriers to attending or joining the group?  

a. [if relevant] what about the group made you feel that you did not want to attend/join? 

b.  [If relevant] what about the group made you feel that it was easy to join/attend?  

c. Did you know anyone there?  

d.  [if relevant] what would encourage you to join/attend the group?  

 

6. Do you intend to continue attending the group and remain a member? 
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a. What has changed since you started going to the group? 

b. Why do you think things have changed? i.e., have you met new people, joined other 

groups etc?  

c. What made you decide to remain a member of the group?  

 

7. If you were to be linked to a community group again, what would you like to be considered 

before being referred to the group?  

 

8. Is there anything about the group itself that would put you off attending?  

a. What do you think needs to be considered before service-users are linked to groups?  

 

9. Are there any questions you would like to ask, or anything else you want to add before we end 

the interview?  

Close interview and debrief participant.  
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Appendix B: Study Two focus group and questionnaire schedule 

Welcome to the focus group and thank you for participating. 

As a reminder, the aim of this focus group is to discuss and refine which topics should be included in a 

community prescribing toolkit for social prescribing referrals to community groups, and to refine how 

these should be explained and presented within the proposed toolkit. These topics are the ones found in 

the documents sent to you, which you should have looked over to formulate your opinions on them 

prior to this focus group.  

House rules: 

- Regarding participation instructions, we ask that what is said during this focus group is kept 

between members so that confidentiality is not breached.  

- Where possible please respect the person who is speaking. Everyone will be given the 

opportunity to voice their opinions, with debates welcome, especially where disagreement for 

inclusion is present.  

- Mobile phones should be switched to silent or turned off for the duration of the focus group, 

where suitable.  

- A reminder that participation is voluntary, and everyone has the right to withdraw at any point 

during and after this focus group until the specified date.  

- This focus group will be primarily participant led, with some input from the researcher to ensure 

all topics are discussed, that all participants have the opportunity to voice their opinions and 

that participants are guided back to topics discussion, should conversation move away from the 

main aim of this study.   

- There are no wrong or right answers to this focus group as your opinions will help guide the 

refinement of the toolkit, to ensure it is something you would be beneficial for group leaders 

looking to engage in social prescribing.  

Topics to cover during focus group: (Questions imported into a questionnaire for group leaders) 

1. Introductions and welcome. Go over housekeeping rules and reminders. Gather verbal consent 

from all participants.  

 

2. Start discussion requesting opinions on the general overview of the toolkit:  

• What are your initial thoughts on the layout and structure of the toolkit?  

• How do you feel about the language used? 

• is it easy to understand? 

• Where there any unclear sections, instructions or phrases? 

• Did you have any concerns or thoughts on the terminology used, for example, 

what is your preferred terminology for a service-user?  

•  Did you have any thoughts or concerns about the psychological arguments or 

technical terms used?  

• Did you find the arguments made about connecting with groups convincing?  

• Did you find the arguments made about connecting with groups accessible?  

• Do you think the instructions for link workers are clear? 

• Do you think the instructions for group leaders are clear?  

 

3. Continue discussion by focusing on the individual sections in turn. 
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• What did we think about each component of the toolkit? 

i. The overview section 

ii. The community group guidance section 

iii. The link worker guidance section 

• Do you feel this toolkit is something that would be beneficial? 

• What do you think should remain?  

• What would you change or reword, if anything? 

• Is there anything you would remove?  

 

4. Do you think using this toolkit will benefit LWs, service-users and group leaders? 

• Why? 

 

5. Is there anything else anyone would like to add or say about topics for inclusion or not in the 

toolkit?  

 

6. Are there any topics you think should be included in the toolkit which have not been discussed 

today or have not been presented in the topic list to refine? Please justify your answers.  

Prompts for full coverage: 

• What do we think about [Insert topic] for inclusion/exclusion?  

• What do you think would be better instead of [insert topic] since there is some disagreement 

about it?  
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Appendix C: Study Three questions  

Demographics 

This section gathers general information about a link worker, to provide an overview of those taking 

part in the questionnaire. This information provides insight into the reach of the questionnaire and the 

potential differences between services across the United Kingdom.  

Please provide your: 

• Are you a link worker? (yes/no – if no, skip to the end) 

 

• Age: [textbox] 

 

• Sex/gender: (drop down bar – male, female, transgender, non-binary, prefer not to say)  

 

• Country: (drop down bar – England, Scotland, Wales & Northern Ireland) 

 

• Please specify the region or county the service is located in, i.e., Nottinghamshire [textbox] 

 

• How long you have been in your current link worker role [textbox] 

 

• Do you have any previous experience in a social prescribing link worker role elsewhere? – 

fixed Yes/No response.  

 

• If yes, how long in total have you been a link worker for? [textbox] 

 

Mapping Social Prescribing 

This section gathers information about the social prescribing service you work for. Questions will be 

asked reflecting how the service operated before the pandemic, how it operated during the pandemic 

and how it operated in the recovery period following the pandemic. This recovery period can be 

conceptualised as the current working conditions of the service as we begin to ease out of the national 

lockdowns. 

Social Prescribing Service type 

• Is your service: (single choice - GP based, voluntary sector based, local authority based or 

other: please specify [textbox] 

 

Referral reasons for accessing Social Prescribing 

• Please indicate how often service-users were referred into your service, before the 

pandemic, for the following reasons (6-point Likert. 1 = Never, 2 = very rarely, 3 = rarely, 

4= occasionally, 5 = frequently, 6 = very frequently – debt, housing support, domestic 

violence, social isolation, loneliness, mental ill-health, anxiety, depression, bereavement, 

chronic ill-health, weight management, other). 
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• Please indicate how often service-users are referred into your service now, in the current 

working environment, for the following reasons (6-point Likert. 1 = Never, 2 = very rarely, 

3 = rarely, 4= occasionally, 5 = frequently, 6 = very frequently – debt, housing support, 

domestic violence, social isolation, loneliness, mental ill-health, anxiety, depression, 

bereavement, chronic ill-health, weight management, other). 

 

Access to Community Resources 

• Please indicate how often a service-user would be referred to one of the following 

community resources, before the pandemic. (6-point Likert. 1 = Never, 2 = very rarely, 3 = 

rarely, 4= occasionally, 5 = frequently, 6 = very frequently – citizens advice bureau, 

housing support, financial advisor, counselling, other therapy, health coach, volunteering, 

gym, local community groups, online community groups, exercise classes, other: please 

specify). 

• Please indicate how often a service-user may be referred to one of the following community 

resources, now, during the current working environment. (6-point Likert. 1 = Never, 2 = 

very rarely, 3 = rarely, 4= occasionally, 5 = frequently, 6 = very frequently – citizens advice 

bureau, housing support, financial advisor, counselling, other therapy, health coach, 

volunteering, gym, local community groups, online community groups, exercise classes, 

other: please specify). 

• Would you like to say a bit more about the current referral process? (Textbox answer) 

 

Accessing community groups 

• Please indicate how well you agree with the following statements (5-point Likert, 

1=strongly disagree, 2= somewhat disagree, 3- neither disagree nor agree, 4= somewhat 

agree, 5= strongly agree):  

o I am able to refer service-users to community groups. 

o Community groups are accepting referrals. 

o There are no community groups available to refer service-users to (R). 

o I am able to refer service-users to online community groups. 

o Online community groups are accessible to service-users.  

o Service-users want to attend online community groups.  

Would you like to say a bit more about the availability of community groups for social prescribing at 

the moment? (Textbox answer) 

 

Accessing community groups within next 6-months 

• How likely do you think it is that referrals to face-to-face community groups will return to 

normal capacity within the next 6 months? (5-point Likert. 1= very unlikely, 2 =somewhat 

unlikely, 3=neutral, 4=somewhat likely, 5=very likely) 

o If possible, please explain your answer: [textbox] 

 

Useful support for the role 
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The following set of questions are interested in understanding what type of support you feel would be 

beneficial in aiding the social prescribing referral process. The outcomes of these questions will be 

influential in informing what type of toolkit will be most beneficial to trial within social prescribing.  

• Please indicate how useful you think each of the following psychologically informed 

support resources would be for social prescribing link workers, based on your current and 

foreseeable working practice (5-point Likert. 1= not at all useful, 2 =slightly useful, 3= 

moderately useful, 4= very useful, 5= extremely useful) 

o A psychologically informed toolkit designed to increase the likelihood of link 

workers and service-users finding the right community group to improve a service-

user’s health and wellbeing.  

o A psychologically informed toolkit designed to support the referral process to other 

community and health resources or services (e.g., counselling, citizen’s advice, 

housing support) that are not community groups.  

o A psychologically informed toolkit designed to support the referral process to 

online community groups.  

o A psychologically informed toolkit designed to support the current one-to-one 

support offered by social prescribing link workers to service-users (e.g., supporting 

the relationship building process between link workers and service-users). 

o Please outline the reasons for your choices: [textbox] 

What type of referral support would be useful to you within the current working environment, if 

community groups are still not fully accessible?  [textbox] 

 

 

Social Identity and Social Prescribing 

The following section explores your thoughts and opinions about the relevance of certain social 

psychological processes that you experience in your work, such as social connection and social 

relationships, when you connect service-users to local community groups.  

• How important is it to provide a good match, where the service-user enjoys and fits in with 

the group? (5-point Likert, 1= not at all important, 2 =slightly important, 3= moderately 

important, 4= very important, 5= extremely important. Higher scores = right match 

important).  

 

• Based on this current working period, please indicate how much you agree with the 

following statements (5-point Likert, 1=strongly disagree, 2= somewhat disagree, 3- 

neither disagree nor agree, 4= somewhat agree, 5= strongly agree):  

 

Identity matching in practice (higher scores = greater identity matching ability) 

o I am usually able to connect people to community groups they can integrate into.  

o I am usually able to connect people to community groups they can belong to.  

o I am usually able to connect people to community groups that fit their needs.  

 

Identity matching theory (higher scores = higher agreement that identity matching theory is 

important) 

o Connecting people to community groups that foster a sense of belonging is 

important.  

o Connecting people to community groups that fit their needs is important. 
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o Connecting people to community groups that include them in the groups session or 

activities is important.  

 

Please explain a little bit about why you think it is important that people can develop a sense of 

belonging in groups they are referred to: (textbox answer). 

 

Face-to-face groups Vs online groups (higher scores = F2F groups better for identification 

than online groups) 

o Face-to-face groups are easier to integrate into than online groups. 

o Face-to-face groups offer a greater sense of belonging than online groups. 

o Face-to-face groups are more inclusive than online groups.  

o Online groups are more inclusive than face-to-face groups.  

o Online groups offer a greater sense of belonging than face-to-face groups.  

o Online groups are easier to integrate into than face-to-face groups. 

o I think both face-to-face and online groups are equally easy to integrate into.  

o I think both face-to-face and online groups are equally inclusive. 

o I think both face-to-face and online groups equally offer a sense of belonging.  

 

Would you like to say a little more about the use of online groups during social prescribing? (Textbox 

answer). 
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Appendix D: Recruitment pathways for Study Four 

Recruitment Plan A: Inspiring Ashfield Evaluation 

Study Four initially recruited service-users who had declined to engage from the Inspiring Ashfield 

social prescribing service. Inspiring Ashfield was a one-year project funded by the Thriving 

Community’s Fund (National Academy for Social Prescribing, 2021). Service-users were referred 

through Inspiring Ashfield, to Ashfield Voluntary Action (AVA), who connected them to appropriate 

community groups. This Study was part of a larger series of studies focused on evaluating Inspiring 

Ashfield which ended in July 2022. A gatekeeper at AVA supported recruitment by sharing a researcher 

flyer with potential participants on the researcher’s behalf. Interested participants emailed the researcher 

for information.  

Recruitment Plan B: Broadening recruitment  

Ethical approval to recruit service-users outside of the Inspiring Ashfield initiative was sought in August 

2022. Recruiting outside of the Inspiring Ashfield evaluation was considered necessary to increase 

access to the target population. Figure 9.1 shows the recruitment process for Plan A and Plan B. Plan B 

involved opportunistic sampling (through social media and public locations), and purposeful sampling. 

125 non-NHS organisations were asked to share a research flyer during purposeful sampling, of which 

ten organisations agreed to help whilst two could not.  

In January 2023 105 organisations were recontacted about the flyer. Eight more agreed to help, whilst 

two others could not. The remaining organisations did not reply. The remaining organisations did not 

reply. For opportunistic sampling, permission to share a research flyer was sought from group admins 

of Facebook community groups. Facebook groups were deemed appropriate if they were activity, social 

or community focused. For example, a Facebook group called ‘Wollaton community group’ would be 

considered appropriate as it should contain community members located in the Wollaton borough of 

Nottingham. Five Facebook groups declined to help because the research did not fit the purpose of their 

group. Opportunistic sampling was considered appropriate for reaching service-users in the community 

who may no longer be involved with social prescribing.  

For example, a Facebook group called ‘Wollaton community group’ would be considered appropriate 

as it should contain community members located in the Wollaton borough of Nottingham. Five 

Facebook groups declined to help because the research did not fit the purpose of their group. 

Opportunistic sampling was considered appropriate for reaching service-users in the community who 

may no longer be involved with social prescribing.  

Ethical approval to broaden recruitment from public locations was granted in February 2023 following 

poor uptake. Local public spaces were asked to display a research poster via post or in-person visits 

until the end of February 2023. The poster contained the researcher’s contact information and a QR 

code that could be scanned to access more information about the study. Of the 23 public spaces visited, 

three declined to display the poster due to the venue being refurbished (one) and the research not being 

council based (two).  

 

Figure 1.1 

Recruitment processes for Plan A and Plan B. 
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Plan A

AVA gatekeeper contacted 16 
service-users between March 

and April 2022

Two participants interviewed 
in April 2022.

Ten additional service-users 
invited via post in May 2022. 

No response.

Recruitment criteria broadened, 
and AVA gatekeeper agreed to 

contact others in June 2022. 

Further recruitment ended due to 
the gatekeeper going on 

extended leave in June, and the 
evaluation ended in July 2022.

Plan B

Oct 2022: Five Link Workers 
contacted to support service-user 

recruitment. Two could not 
support, three did not respond.

Oct 2022 - Jan 2023: 
Recruitment flyers shared on 

Twitter. Five searches for 
community groups conducted on 

Facebook.  

Oct 2022 - Jan 2023: Of 1,559 
Facebook groups screened, 282 
were contacted. 103 agreed to 

share the flyer. Three 
participants were interviewed 

between Nov-Dec 2022.

Dec 2022 - Jan 2023: 125 
organisations from Study One 

were contacted to share the 
research flyer.  

Feb 2023: Research posters 
were posted to 25 public 

locations. Of these, 16 were 
visited in person, alongside 
seven community centres. 
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Appendix E: Study Four interview schedule 

Introduction 

Thank you for agreeing to be interviewed today. This study is looking at the experiences of people who 

have declined or disengaged from a community group social prescription or recommendation, or who 

have declined to attend a meeting with a Link Worker following referral. I would like to talk to you 

today about your experience of the interactions with the people who recommended the social 

prescription, community group or activity to you, whether you thought the group or activity they 

recommended was a good fit, what your experiences were of any groups or activities that you may have 

joined (if relevant), and what areas, if any, you think would have supported you to engage or continue 

to engage with a community group or activity.  

Our hope is that this will help us improve social prescriptions to community groups, by providing a 

series of recommendations that support a wider range of people.  

 

• I would like to remind you that all you tell me will be anonymised.  All of the information 

collected from today will be stored on a computer with each person identified by a false 

name.  Only the researchers involved in the study will be able to view the information and 

when this information is used in future reports and publications no one will be able to 

recognise you from the information. 

• Are you willing for me to record our conversation to help with later analysis? Nobody 

outside the research team will hear the recordings.  The data will be securely stored at 

NTU in a locked and security protected storage facility. 

• To make the research most useful, I would be interested in hearing all views you have of 

your social prescription process.  

 

Introductions 

 

How has your day been so far?  

 

Do you have any concerns about today?  

 

How long have you lived in your area?  

• How do you find living in your area? 

o Do you enjoy the area? 

o Do you feel safe in your area? 

o Do you feel part of your community?  

 

Social Prescription 

Could you tell me the story about how you first came to receive a social prescription or a 

recommendation to a community group/activity?  

 

How were you referred to social prescribing?  

• How was social prescribing described to you?  

• Did you attend the Link Worker meeting? 

o What were your first impressions?  

 

[If Referral from Link Worker] 
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How did the Link Worker suggest the recommended group(s)/activity to you during conversation?  

• Were you aware of the community group/activity before the Link Worker suggested it? 

• What information were you provided? 

o What did you think about this initially?  

o What did you expect? 

What happened after you were recommended the group/activity?  

• Did you attend the recommended group/activity?  

 

[if declined] 

• [If no] Why did you decide not to attend the group/activity?  

o Where there any barriers preventing you from attending the group/activity?  

o Would anything have supported you to attend the group/activity?  

o What do you think would have been a good fit for you?  

[if disengaged]  

• Why did you choose the recommended group/activity you attended, instead of other places?  

o What were your expectations of that recommended group/activity?  

o What were your first impressions of the recommended group/activity?  

o How welcoming did you find the group/activity?  

• Why did you decide to stop attending the group/activity?  

o Do you feel you were supported enough to engage with the group/activity? 

o would you say the group or activity was right for you?  

▪ Do you feel the group or activity suited your needs? 

▪ What would be a good fit for you? 

o Where there any barriers preventing you from attending the group/activity?  

o Would anything have supported you to keep attending the group/activity?  

 

Could the Link Worker have done anything differently during your social prescription to support you 

to access a community group/activity?  

• What type of information do you think would have been useful to know about the 

recommended group/activity?  

 

 

[If other source] 

How was the recommended group/activity described to you?  

• Were you aware of the community group/activity before it was suggested to you? 

• What information were you provided? 

o What did you think about this initially?  

o What did you expect? 

 

What happened after you were recommended the group/activity?  

• Did you attend the recommended group/activity?  

 

[if declined] 

• [If no] Why did you decide not to attend the group/activity?  

o Where there any barriers preventing you from attending the group/activity?  

o Would anything have supported you to attend the group/activity?  

[if disengaged]  



392 
 

• Why did you choose the recommended group/activity you attended, instead of other places?  

o What were your expectations of that recommended group/activity?  

o What were your first impressions of the recommended group/activity?  

o How welcoming did you find the group/activity?  

• Why did you decide to stop attending the group/activity?  

o Do you feel you were supported enough to engage with the group/activity? 

o would you say the group or activity was right for you?  

▪ Do you feel the group or activity suited your needs? 

o Where there any barriers preventing you from attending the group/activity?  

o Would anything have supported you to keep attending the group/activity?  

 

Have you tried to access any other groups or activities (before or after the recommended 

group/activity)? 

• Would you consider joining community groups/activities in the future?  

o What would need to be considered for you to join the group/activity? 

o What type of groups or activities would you consider accessing? 

Is there anything else you would like to add about your experience before we end the interview?  


