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Tere has been a rapid increase in the delivery of social prescribing globally in recent years. However, a lack of theoretical
framework, the diversity of social prescribing interventions and outcomemeasures, a lack of ongoing resources to provide services
equitably and a lack of coordinated research agenda make it challenging for practitioners to know how best to put social
prescribing into practice. Tis paper summarises perspectives from 29 UK and Australian authors and sets a course for future
social prescribing implementation in four key areas: theory, measurement, resourcing and equity, and discovery (big questions on
the research agenda). Eight recommendations are made: (1) multilevel or systems theory frameworks should inform programme
design and implementation; (2) methods should be developed in collaboration with participants and service providers; (3) a core
set of outcome measures should be developed and complemented by framework-specifc measures; (4) factors at multiple levels
should be included to ensure a comprehensive understanding of the experience and value of social prescribing; (5) fundingmodels
should ensure that community sector organisations providing the programmes and services are well supported; (6) social

Wiley
Health & Social Care in the Community
Volume 2025, Article ID 2650302, 13 pages
https://doi.org/10.1155/hsc/2650302

https://orcid.org/0000-0002-4915-169X
https://orcid.org/0000-0002-8290-3996
https://orcid.org/0000-0003-0152-6322
https://orcid.org/0000-0003-1989-6380
https://orcid.org/0000-0001-5674-8673
mailto:g.dingle@psy.uq.edu.au
https://creativecommons.org/licenses/by/4.0/
http://crossmark.crossref.org/dialog/?doi=10.1155%2Fhsc%2F2650302&domain=pdf&date_stamp=2025-02-24


prescribing stakeholders could advocate for equitable funding through dialogue and knowledge translation; (7) future research
could focus on understanding barriers and enablers of engagement in social prescribing in marginalised populations; and (8)
future research should focus on link workers’ and community workers’ experiences of social prescribing. Emphasising health
equity and asset-based community development, our perspective positions social prescribing not merely as a response to in-
dividual health needs but as a catalyst for a broader societal transformation.

Keywords: health equity; implementation; perspective; social prescribing; theoretical framework

1. Introduction

Social prescribing is ‘a person-centred approach to con-
necting people to local community assets including com-
munity groups, interventions, and services that could be
delivered online or in person, as well as buildings, land or
even a person within a community’ [1]. Social prescribing is
now well established in the United Kingdom and North
America and is being developed in numerous other coun-
tries internationally [2]. In 2021, a global alliance for social
prescribing was established and a range of bodies, including
the World Health Organisation, have produced toolkits to
guide implementation [3]. Evidence is accumulating that
social prescribing can have benefcial efects on social and
health problems in a variety of populations [4–8]. However,
successful implementation of social prescribing is impeded
by several persistent issues.

First, it has been criticised for lacking an evidence-based
theoretical framework to (i) explain why social factors (e.g.,
loneliness) can impact negatively on health and (ii) to guide
implementation and evaluation [9, 10]. Second, unlike
a single intervention where a linear efect may be predicted,
social prescribing incorporates an array of relationships and
social programmes in a variety of community, health, en-
vironmental and digital contexts [2, 11]. Indeed, a recent
scoping review identifed 159 diferent social prescribing
programmes—revealing that this is an evolving feld with
extensions into green, blue and heritage social prescribing
[12]. Tis has led some researchers to adopt complexity
science frameworks [13, 14] to better understand the
interacting efects of social prescribing.

Tis complexity is also refected in the measures and
methods used to evaluate the efectiveness of social pre-
scribing programmes. Tis is in part because social pre-
scribing is designed to achieve personalised care and
therefore outcomes vary across physical, emotional, social
and composite quality of life domains [15]. Indeed, a recent
review identifed over 347 unique outcome measures, in-
cluding 278 patient outcomes and 69 system outcomes [16].
Tis diversity makes it difcult for service providers and
practitioners to summarise the evidence and to know how
best to deliver social prescribing with the participants in
their services.

Tird, the need for integrated (communicative and
collaborative) infrastructure and ongoing resourcing is
a high priority internationally, with diverse funding models
in place across jurisdictions and many areas of shortfall [2].
Sustainable funding is often determined by alignment with
the policies of central governments. For example, in the

United Kingdom, social prescribing represents a key pillar of
the personalised care strategy, and in Australia, it aligns with
objectives of the 10 Year Primary Health Care Plan and
Strengthening Medicare policy. Furthermore, capacity and
resources may be determined by the authorising policy
environment. For example, in Australia, there are Primary
Health Networks (PHNs) whose leaders have the discretion
to administer funds to commission social prescribing pro-
grammes through primary care practices and community
organisations in their areas [17].

Much work in social prescribing is determined by
funding priorities and the policy direction, as well as
knowledge of what works in the feld and how that
knowledge is utilised by researchers, practitioners and
commissioners. But what questions are social prescribing
thought leaders prioritising in terms of new frontiers for
discovery in this feld? One example is ‘what role should
social prescribing play in the provision of care especially for
vulnerable groups where there are more risks of harm [18],
such as migrants [19], people from ethnic minorities [20] or
LGBTQIA+ individuals [21]’? Te issues outlined above
make it challenging to determine how best to implement
social prescribing and to advance social prescribing
implementation research [22]. To address these needs, what
follows synthesises current thinking and perspectives of
social prescribing researchers and practitioners in the
United Kingdom and Australia to set a future path for the
feld of social prescribing in relation to these four key areas:
theory, measurement, sustainability and discovery.

2. Materials and Methods

Te impetus for the paper was a study tour that two of the
authors (G.A.D. and J.R.B.), representing the newly estab-
lished Australian peak body Australian Social Prescribing
Institute for Research and Education (ASPIRE), conducted
in the United Kingdom—which is currently at the forefront
of social prescribing research in the world. Our aim was to
gather UK perspectives to bring back to Australia and, in
return, to gather perspectives from the ASPIRE panel leads,
given that our health and community services are diferent in
many ways from those in the United Kingdom. Te fve UK
locations were selected based on their reputations in the
published research on social prescribing, including one
location (Nottingham Trent University) where G.A.D. and
J.R.B. have an existing collaboration with the author N.M.
Te study tour was not exhaustive in its coverage of social
prescribing research centres across the United Kingdom;
however, we considered it to be a good ‘sampling’ in terms of
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geographical locations (London, Plymouth, Nottingham,
Edinburgh, Belfast) and disciplinary backgrounds of the
participants. Within the UK locations, participants were
minimally selected by attending a seminar presented by the
frst author and participating in the subsequent research
discussion. Te Australian researchers were panel leaders
from ASPIRE, and they also represent various locations
across Australia (Brisbane, Gold Coast, Lismore, Sydney,
Melbourne) and diverse disciplinary backgrounds.

Te perspectives of 29 authors including postgraduate
students, early career to senior researchers and policy-
makers were harnessed for this paper. Collectively, we
represent the disciplines of clinical psychology, health
psychology, social psychology, ecological psychology,
health service research, implementation and complexity
science, primary care (medicine), nursing, exercise phys-
iology, occupational therapy, epidemiology and bio-
statistics, sociology, childhood studies, children’s rights,
child development, health consumer and carer advocacy,
cultural and community development, urban design, the
arts and health, and planetary health. Four broad questions
for consideration were identifed from the literature and
practical experience by authors G.A.D. and J.R.B., ahead of
the study tour in the United Kingdom in November 2023
(Table 1).

G.A.D. forwarded the questions to key contacts in these
research hubs at the University of Plymouth (K.H.), Uni-
versity College London (D.H.), Nottingham Trent Univer-
sity (N.M.) and University of Edinburgh (K.W.), who
organised meetings and seminars through their networks to
facilitate knowledge exchange among social prescribing
researchers and practitioners in each location. G.A.D. also
sent the questions to panel leads of the ASPIRE for online
responses. Contemporaneous notes were taken by G.A.D. in
a spreadsheet, which was subsequently circulated to all
authors to clarify and expand upon their comments during
the manuscript writing phase. Te authors had access to
a working document on a shared drive for several weeks, so
they could read updates and contribute to the manuscript at
a time that suited them. Te authors’ perspectives on each
topic were supplemented by the relevant literature to
broaden what is known and to identify gaps in the current
knowledge in each area.

3. Results

In the following section, the authors’ perspectives are in-
tegrated with citations to the relevant literature. An efort
has been made to demark the authors’ perspectives with
phrases like ‘Te authors’ work. . .’ and ‘we started with this
topic because. . .’, while references to other researchers’ work
have been followed with citations.

3.1. Teory

Recommendation 1: Tat multilevel or systems theory
theoretical frameworks that do not assume one-size-fts
all be used to inform social prescribing programme
design and implementation.

We started with this topic because, without theoretical
frameworks, we do not know how best to implement social
prescribing and have no basis for adapting it to new contexts
or target groups. Tere was no agreed, unifed theoretical
approach to the delivery or evaluation of SP. Te authors’
work was informed by numerous theoretical frameworks—a
refection of their disciplines, qualifcations and practical
experiences. Some nominated theories focus primarily on
individual level factors that infuence health and social
connectedness, such as theories of motivation and behaviour
change [23], positive psychology [24] and psychological
well-being [25]. Others applied life-course theory, a de-
velopmental framework in which the accumulation of ex-
posures to health risks over time and especially during
critical and sensitive periods is considered in relation to
health [26]. A life course approach to nature-based social
prescribing has been described but not empirically tested to
date [27].

Other theories applied to social prescribing focus on the
individual within context. One example is self-determination
theory [28], which examines whether people exist in con-
texts that support their needs for competence, relatedness
and autonomy, and links this with their health and societal
functioning. Evidence in support of self-determination
theory has been found in qualitative studies of social pre-
scribing programmes in Canada [29] and Scotland [30]. A
second example is social cognitive theory [31], which em-
phasises overcoming participants’ cognitive barriers to social
engagement and increasing their self-efcacy for joining
social activities through social prescribing. Cognitive bar-
riers associated with joining new social activities include
mistrust, fear of negative evaluation, low self-worth and
internalised stigma associated with the health condition
[32–34].

Another example is the social identity approach to
health, also known as the social cure theory [33–37], which
proposes that the membership of valued social groups and
communities informs our identities. From these fow psy-
chological resources such as support, self-esteem, meaning
and emotion regulation, which in turn infuence health and
well-being. From this perspective, an absence of group
memberships (often because of major societal changes or life
changes and events) leaves individuals vulnerable to lone-
liness and its health impacts [38]. According to social
identity theory, social prescribing can serve to connect
people to group-based coping resources while providing
a sense of community and group belonging. Social identity
theory has been applied to social prescribing to address
loneliness in England and Australia [7, 39, 40].

Other authors referred to frameworks that focus on the
environment and people’s access to resources that support
their health and well-being. An example is the ‘lonelygenic
environments’ conceptual model [41], which describes the
risk of becoming persistently lonely as driven by a range of
environmental factors that cause people to feel disconnected,
unsafe and excluded from sources of community, attach-
ment and belonging. Te implication being that solutions to
loneliness and its prevention may lie upstream of the health
sector, instead in the hands of urban planners and social
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policymakers with the power to address stigma around
loneliness and structural discrimination (e.g., race, gender,
sexuality, age, religion, (dis)ability, social class) that mar-
ginalises and disempowers some people from environments
(e.g., [42]). An example is reduced access to and engagement
with natural environments, such as parks, which has been
demonstrated to increase loneliness risk [43]. Furthermore,
evidence supports the benefts of nature-based social pre-
scribing for the health of people and the environment
[43–46].

Models combining individual, community and
structural infuences on people’s health call for an open,
nested systems framework such as the social ecological
theory [47], which identifes factors at the micro-, meso-
and macro-levels as well as feedback loops among these
levels. Such a multilevel approach has been applied to
understanding loneliness during the COVID-19 pan-
demic [48], but to our knowledge, ecological system
models have so far only been applied conceptually to
social prescribing [49]. Another example is the person-
–environment–occupation (PEO) model used in Occu-
pational Terapy [50]. Many authors felt that the social
determinants of health model sit at the foundation of
social prescribing and provide a strong rationale for its
move away from medical to social approaches to health.
Te social determinants of health model focus on ‘non-
medical factors that infuence health outcomes, including
education, housing, transportation, food security and
employment’ [51]. It was less common to fnd examples
where elements of the social determinants of health
model explicitly informed the design and evaluation of
social prescribing programmes. Tat said, there are ex-
amples like the Bromley-by-Bow [52] and Lewisham
social prescribing programmes [53] established in the
1980–1990s that include housing, safety, food and f-
nancial security as part of their services. A more recent
example is an Australian programme designed to address
social determinants of health concerns of children with
cerebral palsy and their families [54].

Te most comprehensive models involve systems the-
ory across multiple levels to explain how social prescribing
might be applied for specifc aims in various populations
and contexts. After all, characteristics of the stakeholders
(i.e., referrers, link workers, participants, carers, pro-
gramme facilitators), interventions and contexts vary
widely across social prescribing programmes and are likely
to interact and infuence whether and how social pre-
scribing is efective. Tis has led some researchers to adopt
complexity science frameworks [13] to better understand
the interacting efects of social prescribing. Some examples

include the multilevel theoretical framework of mecha-
nisms of action by which leisure activities afect health [14],
the realist whole-systems approach used in the UK green
social prescribing project [55] and the INNATE framework
explaining how engagement in the arts afects health [56].

To summarise, our consultation showed that there are
many theoretical frameworks informing social prescribing,
although theory has often been applied in a somewhat su-
perfcial way and we recommend deeper engagement with
the theoretical literature for those in implementation and
evaluation. In this, our perspective is consistent with a recent
scoping review that identifed 11 theoretical models used in
18 social prescribing studies [57]. Our recommendation also
emphasises the need to move away from a linear un-
derstanding of social prescribing as a referral for an indi-
vidual towards seeing social prescribing as a diverse set of
relationships, services and community assets that has po-
tential to respond to individuals embedded within complex
human social systems and to transform communities and
environments. A practical way of addressing recommen-
dation 1—that multilevel or systems theory theoretical
frameworks that do not assume one-size-fts all be used to
inform social prescribing programme design and
implementation—is to provide stakeholders with a lay
summary of the theory informing social prescribing during
the co-design phase (e.g., [58]), so that goals, processes and
outcomes measured in the social prescribing implementa-
tion align with key constructs of the theory being adopted.

3.2. Measurement

Recommendation 2: that research and evaluation
methods be developed in collaboration with partici-
pants and service providers.
Recommendation 3: that a core set of outcome domains
and measures be developed to support benchmarking
across programmes and complemented by other
framework-specifc measures.
Recommendation 4: that measures of factors at mul-
tiple levels be considered, including outcomes and
relational processes and experiences to ensure a com-
prehensive understanding of the experience and value
of social prescribing.

Te authors agreed that an ethos of collaboration is
important when evaluating social prescribing programmes,
and participatory research methods were recommended.
Tese involve an exploration of participants’ con-
ceptualisations and lived experiences in the community to
understand their engagement with health and social services

Table 1: Four questions that were used as topic prompts for the study.

1. What theoretical framework/s do you apply to your social prescribing work, and why did you choose this theory?
2. What methods and outcomes do you use to measure the efectiveness of social prescribing programmes?
3. How are social prescribing programmes resourced in your area, both at the individual and at the organisational level?
4. What are the big questions that remain to be answered in the feld of social prescribing?

4 Health & Social Care in the Community
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and to inform the design and evaluation of social prescribing
programmes [59]. Tis can be done using many diferent
methods, and most authors use a combination of qualitative
and quantitative methods [60]. Qualitativemethods typically
involve semi-structured interviews or focus groups with
realist analysis of the transcripts guided by the research
questions. Self-reported quantitative measures included
social connectedness and support, social group listing,
loneliness, anxiety, depression, well-being and quality of life
(e.g., [61]). A few authors recommended using strength-
based outcomes such as feeling positive, looking after
yourself [62], patient activation, satisfaction with health and
health services, sense of meaning and happiness such as the
ONS subjective well-being items or Ryf’s personal
well-being index [25].

Physical health measures included HbA1c (glycated
haemoglobin, a measure of blood glucose over approxi-
mately 3months) for diabetes control [63], salivary cortisol
for stress response [64, 65], immune activity proteins,
accelerometer-measured physical activity, heart rate/HRV,
blood pressure and serum lipids [66]. Functional measures
include capacity for work and number of days in paid or
volunteer work in the past month [67]. In recognition of the
variety of measures used in social prescribing evaluations,
two comprehensive reviews have called for a core set of
outcome domains and measures to support evaluation and
benchmarking across social prescribing programmes
[15, 16]. We concur with these calls and add that extra
theoretically informed measures could be added to a core set
to answer bespoke questions.

In terms of quantitative research designs, some authors
argued that randomised controlled trials in their simplest
single-outcome form are insufcient to capture the com-
plexity of social prescribing efects. Others suggested that
RCTs can be carefully designed to include multiple out-
comes, measuring contextual, ecological and temporal ef-
fects. Tey can be interwoven with mechanistic studies,
qualitative methods and implementation science approaches
[68], in line with the (UK) Medical Research Council
guidelines [69]. From a policy perspective, RCTs play an
important role in the hierarchy of evidence—they are often
needed to make systemic change because this is the evidence
that medical systems and policymakers seek. Furthermore,
including a credible control condition is important when
introducing an intervention for populations with long-
standing health conditions. For example, people experi-
encing depression or persistent pain in the context of social
isolation and ongoing social disadvantage may show only
small benefts of social prescribing, but these may be
meaningful in comparison to matched controls not receiving
social prescribing who may in fact deteriorate over time on
the same measures. Alternative designs include realist
evaluation involving qualitative and quantitative methods to
gather multiple perspectives over several time points [70];
nonrandomised controlled evaluations comparing GP
treatment-as-usual with GP treatment plus social pre-
scribing [71]; and matched cohort designs to compare
secondary health service use (e.g., hospital admission) be-
tween SP participants and matched nonparticipants [63].

Te authors were keen to emphasise that study designs
should capture not just outcomes but also the relational
processes and experiential elements of social prescribing,
which could include participants, carers and service pro-
viders’ perspectives. Examples include link worker and
group facilitator welcoming, inclusion, development of
shared goals and group identifcation among participants
[33, 72] and also participants’ personal experiences of prior
community groups, understanding and reasons for referral,
barriers to joining groups, perception of the link worker
relationship being accessible and supportive [73]. Social
prescribing service evaluation measures can include routine
data such as referral source, number of sessions with the link
worker, services referred to, method of access and frequency
of attendance at group programmes [74].

In their mapping review of social prescribing outcomes,
Sonke and colleagues identifed two broad clusters: patient
outcomes and system outcomes [16]. A key part of system
outcomes were healthcare and service utilisation. Tis may
include the frequency of ambulance use, hospital visits and
admissions, nights spent in hospital, visits to GP and allied
health professionals, and community health service uti-
lisation during a specifed timeframe. Several authors
expressed caution about how health service utilisation is
interpreted. For instance, efective social prescribing might
result in increased engagement with health services when
unmet needs are uncovered or an individual becomes more
trusting of the service and more motivated to address
a chronic health condition. Alternatively, it could result in
decreased engagement with medical care when the in-
dividual’s social needs are being met through community
social programmes. Other commonly studied system out-
comes included fnancial and/or economic analyses, work-
force measures (e.g., number of link workers, knowledge and
satisfaction, turnover) and medication prescribing [16].
Linking participant reported data with data from medical
information systems on participants’ overall use of health
and social care services for a period prior to and after the
date of referral to social prescribing is useful. A minimum of
12months is recommended as it allows for relationships to
be established and efects to emerge over time (e.g., [62]).
Data linkage is not without challenges; however, proneness
to false-positives and false-negatives, a lack of credible
comparators and data linkage can pose a signifcant barrier
to participation due to concerns over the extent and duration
of such a linkage.

Finally, there is a need for more economic analyses of
social prescribing, including social return on investment
analyses, particularly to strengthen the economic case for
rolling out social prescribing programmes. Tis could in-
volve the use of population-normed measures such as
EQ5D, which can be used to calculate the Quality Adjusted
Life Years and give an economic estimate of the benefts on
individual health. Te authors suggested that, rather than
focusing on the cost of social prescribing, there should be
focus on the value that social prescribing contributes to the
quality of care at the individual level, as well as the social and
economic values to society and communities, for example, if
participants become a volunteer. An example is the
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Rotherham social prescribing economic analysis, which
included both (health service costs) return on investment
and social return on investment [62]. Tis is in line with the
move in many countries towards adopting ‘well-being
budgets’ to get beyond the traditional economic metrics
like GDP to gauge how societies are tracking [75] as well as
the growing focus on framing health policy from a value-
based healthcare lens [76].

A practical way of addressing recommendation 2—that
research and evaluation methods be developed in collabo-
ration with participants and service providers—is to include
research and evaluation as a standing agenda item in par-
ticipant and stakeholder advisory group discussions from
the start of a social prescribing programme implementation.
Examples of relevant measures should be provided for the
participants and service providers so they can consider the
information gained and balance that against the burden of
assessment on participants and relevant stakeholders (re-
ferrers, programme facilitators, carers, etc.). Where there is
capacity, the researchers could provide training and support
for social prescribing link workers to collect routine out-
comes as part of the implementation (e.g., [77]). Regarding
recommendation 3—that a core set of outcome domains and
measures be developed to support benchmarking across
programmes and complemented by other framework-specifc
measures—an extensive set of outcomes have now been
mapped from which a core set could be developed for
various purposes [15, 16]. Framework-specifc measures are
available in many instances, including self-determination
theory (e.g., [78]) and social identity theory (e.g., [37],
appendix). Te implementation of recommendation
4—measures of factors at multiple levels should be considered,
including outcomes and relational processes and experi-
ences—could be guided from participant and stakeholder
advisory group discussions by understanding what matters
to each, how it relates to the theoretical framework being
applied and ensuring that these various levels of measure-
ments are included in the evaluation.

3.3. Resourcing and Equity

Recommendation 5: that funding models sit within
a community development approach to ensure that
local government and community sector organisations
providing the programmes and services are well
supported.
Recommendation 6: that social prescribing partici-
pants, practitioners and researchers advocate for eq-
uitable and geographically distributed funding through
dialogue and knowledge translation.

In terms of funding models, the UK-based authors in-
dicated that some aspects of social prescribing were na-
tionally funded through the NHS (such as primary care
services and link workers’ salaries), but other aspects were
not sustainably funded (such as ofce space and consum-
ables for the link workers, and salaries and resources used to
provide social services and programmes in the community).
Against a backdrop of chronic disinvestment in social care

and the third sector, this has placed increased pressure on
community, cultural and third sector organisations (i.e.,
nongovernment, charities, volunteer organisations and co-
operatives). Tese organisations were already stretched
before the global pandemic [79] and are evenmore so since it
started. All of this means that the quality of social prescribing
service provision varies depending on where you live and
local economies and politics, which creates an inherent, and
acute, power imbalance in the implementation of
programmes.

Meanwhile, in Australia, there is currently no central
system for social prescribing and no single source of ongoing
funding [17]. Australia’s 31 PHNs are independent orga-
nisations that receive (commonwealth government) De-
partment of Health and Aged Care funding to streamline
health services through linkages with primary care and allied
health services and community organisations in their lo-
cations. Several PHNs have implemented social prescribing
programmes in alignment with the 10-year Primary Health
Care Plan and the 10-year Preventative Health Care Plan.
Tere are also some state government department-funded
trials such as the Queensland Department of Communities
pilot in community and neighbourhood centres (see [74]),
the South Australia Department of Human Services Com-
munity Connections programme and through state gov-
ernment insurance schemes like Workers Compensation
[67]. Tere are some collaborations between sectors, such as
GP referrals to parkrun, an international network of 5-km
timed courses that are organised by volunteers [80]; and
independent community development organisations such as
Reclink and Upbeat Arts that provide supported social
programmes for people experiencing social disadvantage
with some paid staf and teams of volunteers.

Several commonwealth funding mechanisms also have
potential to support the integration of social prescribing
across aged care (e.g., Care Finders), mental health (e.g.,
Head to Health, National Psychosocial Supports) and dis-
ability care (i.e., National Disability Insurance Scheme)
support coordination including mainstream services not
funded as ‘reasonable and necessary supports’ under the
scheme. Given the broad range of Commonwealth funded
health and social services, broad opportunities exist to in-
corporate social prescribing link work into models of in-
tervention. A feasibility study commissioned by the
Australian government noted that for social prescribing to
become viable in Australia, funding is needed for link
worker services, as well as costs associated with building
capacity and capability in health services (particularly pri-
mary care) to engage in social prescribing and for building
capacity of the community service sector tomeet demand for
health-related social prescribing services [17].

Te authors highlighted that remote and disadvantaged
areas may have fewer venues and social programmes for
participants to be referred to, which risks perpetuating the
issue of health inequity in social prescribing, which has been
described in the literature [42]. After all, social prescribing is
not a one-size-fts-all intervention, and providing bespoke
person-centred referrals relies on having a range of social
programmes and services on ofer in the local community.

6 Health & Social Care in the Community
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Geographically remote areas come with additional com-
plexities like the need for travel, which can exclude some
groups (e.g., the elderly and people with mobility chal-
lenges). Inroads are being made to addressing health in-
equities through proactive social prescribing. For example,
in the Slough area of NHS Frimley ICB (in the
United Kingdom), more than 3000 residents living in the
most deprived areas with multiple chronic conditions in-
cluding diabetes and hypertension were identifed using
a population health management tool. Tose identifed
residents were then contacted by a social prescribing link
worker and asked to complete a questionnaire (DipCare-Q)
on the wider determinants of health. Te questionnaires
revealed that nearly a third experienced fuel poverty needs,
a quarter were concerned about social isolation and 17% had
mental health issues not currently being treated. In response,
fuel vouchers and links to food banks in Slough were sent to
those identifed and warm hubs specifcally set up in areas of
need, in addition to established links with primary care and
the voluntary sector, housing, citizen bureau, alcohol and
other drugs, and mental health services [81]. Furthermore,
a recent study analysed data from over 160,000 social
prescribing referrals in the United Kingdom and found that
marginalised groups such as individuals frommore deprived
areas, younger adults, men and ethnic minority groups were
reached more equitably via these nonmedical referral
routes [82].

Another issue mentioned by several authors was that
some participants only engage with the link worker and
never successfully engage with community-based social
programmes. For clients who are dealing with extreme
loneliness and social anxiety or avoidance, support to build
confdence to consider joining a community group can take
all the sessions on ofer. For these clients, having access to
more link worker sessions would be benefcial, particularly if
referral to a psychologist to address these issues is not af-
fordable or accessible to the individual. Tis also raises the
question of whether link worker–only engagement is con-
sistent with the ethos of social prescribing in terms of
harnessing community assets to meet social and health
needs. On the one hand, these participants miss out on the
sustained psychosocial benefts of the meaningful group
membership and identifcation that has been shown to al-
leviate loneliness and depression and improve well-being
(e.g., [39, 83, 84]). On the other hand, some clients may
achieve their goals through their relationship with the link
worker (e.g., housing, fnancial support or health coaching)
and may not need to be referred on to community
programmes.

Tis consultation highlighted the need for cross-sectoral
funding models to sit within community development
frameworks, which draw upon existing assets like venues,
equipment and paid and volunteer workers, while providing
centralised funding and support for community and third
sector organisations to receive social prescribing referrals
(recommendation 5). A practical way of doing this is for
national social prescribing conferences to bring together
politicians, policy makers, practitioners, researchers and
participants to discuss topics and work together to share

knowledge across sectors. A practical demonstration of
recommendation 6—that social prescribing participants,
practitioners and researchers advocate for equitable and
geographically distributed funding through dialogue and
knowledge translation—is when peak bodies such as the UK
National Academy for Social Prescribing and ASPIRE make
submissions to government task forces and inquiries to
highlight evidence for how social prescribing can address
such issues. A recent example in Australia is the develop-
ment of a position statement ‘Accelerating Social Prescribing
in Australia’ [85] from a cross-sector forum. We have had
more than 50 organisations sign up to the statement so far,
which gathers support and interest in social prescribing
across a range of jurisdictions. Tis position statement has
been used to support a prebudget submission that called for
general practices to be supported to do social health plans as
part of the referral process to link workers.

3.4. Discovery: Big Questions for Social Prescribing

Recommendation 7: that future research tackles issues
of health equity by better understanding barriers and
enablers of engagement in social prescribing for
members of marginalised populations.
Recommendation 8: that future research focuses on
link workers’ and community workers’ experiences of
social prescribing.

A fundamental question that remains to be answered is:
What makes social prescribing efective? Social prescribing is
often seen as a pathway, but there has been little diferen-
tiation between its discrete components and potential health
and well-being efects of (a) the relationship between par-
ticipants and referrers; (b) the relationship between the
participants and link workers; (c) the relationship between
referrers and link workers; (d) the relational and other
features of the social activities that participants are referred
to; and (e) the participants’ wider community engagement
and connection with the (social and physical) environment
that may increase through social prescribing. To this end,
testing social prescribing models that capture these complex
processes at scale (using structural equation modelling or
similar approaches) remains a primary challenge. Tis could
provide insights into the pathways and mechanisms of social
prescribing engagement and success, enabling the evaluation
of diverse models in various settings.

In relation to the features of the social programmes, little
is known about the use of online versus in-person pro-
grammes and support groups as part of social prescribing
[86–88]. Several authors were interested in examining po-
tential moderators of the efectiveness of social prescribing.
For instance, exploring whether individual diferences such
as introversion–extraversion, sensitivity to social rewards
and openness to experience infuence who is likely to engage
with and beneft from social prescribing. Another area of
exploration is the ‘goodness of ft’ of social prescriptions and
how their alignment with an individual’s culture, life ex-
periences and intrinsic motivations may impact on the ef-
fectiveness of interventions. What is the role of variables
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such as creative self-efcacy, autonomy, sense of meaning
and purpose, and opportunity to give support to others
[86, 89], in mediating the relationship between social pre-
scribing engagement and outcomes? Tere has been a small
amount of research into the psychological barriers to joining
social activities, such as mistrust, fear of negative evaluation
and self-stigma, and link workers’ role in helping partici-
pants to overcome these [31, 32]. Better knowledge of these
factors could inform participant screening tools that then
guide the selection of social programmes designed to meet
their needs.

Another group of questions centred on participants’
perceptions, such as: How acceptable is social prescribing to
participants? Do we have buy-in from the public or are they
dissatisfed with going to their GP with a health concern only
to be referred to a link worker? Is there a public health
education campaign needed? What do individuals perceive
that social prescribing might add to their lives and how can
social prescribing be delivered in a way that values curiosity,
imagination, exploration, diversity, creativity, play and other
‘in the moment’ experiences? What are creative ways we can
capture the embodied and relational experience in social
prescribing? Also on participants’ experiences, several au-
thors were concerned that research in this feld has been
overly focused on successful outcomes with little attention to
the experience of people who are referred but do not take up
their social referral, or who start but drop out of social
prescribing. What explains these negative or poor outcomes
and how can programmes be designed to better suit the
needs of these people [7, 34].

Tis links with another important question: How can
social prescribing be designed to better reach underserved
populations? Tese underserved groups make up a large
proportion of the population and include Indigenous peo-
ples, people from multicultural communities, individuals
with visual, hearing, motor or neurological disabilities,
LGBTQIA+ individuals, and children and young people
[90]. Further, researchers asked why some people engage
with community assets and others do not? Some of this is
related to socioeconomic and area deprivation (for instance,
the availability of green and blue spaces, arts, and cultural
assets in an area, and afordable transport to access them).
But even in areas where assets exist, there are cultural and
structural barriers that prevent some people from harnessing
the health benefts of engaging with them. Members of
marginalised populations often face several layers of bar-
riers: frst, not feeling they can engage with GP/health
services due to previous experiences (e.g., discrimination) or
a low sense of the rights to access (e.g., for migrant pop-
ulations), fears about disclosure, cultural norms about help
seeking, and second, facing barriers in social groups (e.g.,
not seeing others like them in the group). A practical way to
implement recommendation 7—that future research tackles
issues of health equity by better understanding barriers and
enablers of engagement in social prescribing for members of
marginalised populations—is to collect service level data on
the demographic and socioeconomic characteristics of the
people accessing the social prescribing service and com-
paring it to published data from that location to identify

subgroups in the population who may be underserved. If
possible, consult with members of those subgroups to un-
derstand the barriers and how to efectively address them.
Importantly, the authors were wary of narratives that place
responsibility for socioeconomic and health system limita-
tions on individuals and that frame social prescribing as
a solution to single issues like loneliness, which are often the
product of complex, systemic issues [91].

Further to the efects on participants, the authors wanted
to know more about the impact of social prescribing on
community and third sector organisations and workers.
What do the community organisation workers and link
workers need, in terms of training, preparation and support
to engage with social prescribing? How can health and social
care professionals be connected to social prescribing in a way
that adds value to their work rather than potentially viewing
social prescribing as competing for time and resources?
Research with social prescribing link workers in the
United Kingdom [92, 93] and Australia [74] revealed that
they found the link worker role complex and demanding;
they wanted more training and support in their new roles
and clearer career progression opportunities. Tere is cur-
rently limited research focusing on the experience of
community/third sector organisation workers. To our
knowledge, only one published study focused on the ex-
perience of community/third sector organisation workers.
Tis was in relation to Men’s Sheds in the United Kingdom
where staf expressed concerns around inappropriate re-
ferrals to the groups, where link workers did not engage with
the programme beforehand to determine the facilitators’
willingness to accept referrals and/or consider whether it was
a suitable place for referrals (or whether their client was
suitable for the group), and the potential impact on group
dynamics [94]. More research is needed to better understand
community/third sector organisation workers’ experiences
of social prescribing. A practical way to implement rec-
ommendation 8—that future research focuses on link
workers’ and community workers’ experiences of social pre-
scribing—is to provide opportunities for them to participate
in co-design processes and project steering groups and to
give either anonymous feedback (postcards, online short
surveys) or participate in a focus group discussion with
independent evaluators once the programme has started
being implemented.

Finally, there are the unknown opportunities for social
prescribing to create impact at a whole of society level. In the
realm of social prescribing, a critical area of exploration
involves the synergistic potential of generative impacts,
community-driven initiatives and hyper-local sol-
utions—‘Compassionate Frome’ in the United Kingdom is
an example. Tis multifaceted approach aims to cultivate
a democratic, interconnected, environment and health-
conscious society. It underscores the imperative of foster-
ing social capital and enhancing collective well-being
through robust community participation. Generative im-
pacts here are interpreted through the lens of community
empowerment, gift economy, social exchange and reci-
procity, not just in isolated instances but expanded at scale to
create more socially cohesive, supportive, and health and
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well-being-focused communities. Another example of re-
search where the impact of social prescribing was measured
at the individual, community and systemic levels is the
recently completed (UK) national evaluation of the rollout of
green social prescribing [55]. Tis evaluation took a realist-
informed whole-system approach including referral routes
and rates, access to nature, experiences of stakeholders and
participants, mental health and physical activity outcomes
for participants, and economic evaluation.

3.5. Strengths and Limitations. Tis paper gathered 29 au-
thors’ perspectives from early-career, mid-career and senior
researchers and professionals, working in a diverse range of
contexts and disciplinary frameworks. Tis large and diverse
authorship minimises the potential for bias that might be
introduced with only one author from a particular discipline.
Nevertheless, we acknowledge that the study tour meth-
odology was convenient and confned to two locations and
did not conform to a published framework such as a Delphi
method. Terefore, it is possible that the perspectives pre-
sented here were biased, especially in regard to the social
prescribing programmes operating in the United Kingdom
and Australia, which may not represent how social pre-
scribing is implemented, resourced and evaluated in other
countries.

4. Conclusions

In this article, we discuss the current state and challenges
of social prescribing, a nonmedical person-centred ap-
proach connecting individuals to community assets for
health and well-being. Already established in the
United Kingdom, North America, some European coun-
tries and Singapore, global interest is growing. Despite
accumulating evidence supporting the efectiveness of
social prescribing, challenges include the absence of an
integrated theoretical framework, the complexity of
multiple relationships and programmes, and diverse and
unevenly distributed funding models. Te in-
terdisciplinary perspectives of 29 authors highlight various
theoretical frameworks informing social prescribing,
emphasising the need for multilevel or systems theory
approaches. Te article also addresses the complexity of
measuring outcomes, the need for consistent and equitably
distributed resourcing of social prescribing and key
questions regarding its efectiveness, components and
impact for diferent populations and vulnerable groups.
Our eight recommendations aim to guide the future of
social prescribing implementation in terms of theory,
measurement, resourcing and innovation.
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