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SOCIAL PRESCRIBING - THE CURRENT PICTURE

Responding to a growing need

It is estimated that around 20% of patients consult their health care professional (HCP) for
what is primarily a social problem. A large proportion of health outcomes, estimated at 70%,
are the result of social and economic determinants of health including employment,
financial security, housing, diet and exercise, familial and social networks!

Patients consult their HCP because, often they don't know where else to go for help. They
can be desperate and overwhelmed with the challenges they face. Anxiety, depression and
social isolation are prevalent. The HCPs they consult are increasingly under tfime pressure with
primary care facing unprecedented challenges of funding and staff retention.

Social prescribing (SP) provides an intervention that seeks to address patients’ requirements
for non-medical support in the community. This is provided by practitioners who receive a
referral from the HCP and then work with patients in a variety of ways to link them fo
community services that can provide them with on-going support.
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National context

From early beginnings at the Bromley by Bow Centre (BBBC) where social prescribing
principles have been applied for nearly 20 years, social prescribing has begun fto build
momentum. Over 100 schemes have been identified in the UK so far by research from the UK
Social Prescribing Network. There are estimated fo be over 25 schemes in London alone.

Social prescribing has recently been identified in General Practice Forward View from NHS
England as one of ten high impact actions to release capacity in primary care.

Schemes are not always called Social Prescribing (SP). Link worker schemes, wellbeing
projects and many other initiatives are underway in the UK. These are based on the principle
of creating more resilient and resourceful communities and assisting overstretched HCPs by
providing a service using a coordinator to support patients and help them access
community services.

The BBBC has been visited this year as part of a knowledge share programme by around
1100 people interested in social prescribing. 175 of these aftended a series of day-long
seminars where SP learning and best practice is shared. In January 2016, the Secretary of
State for Health visited BBBC to talk to SP practitioners.

Social prescribing is a tferm building in wider awareness and has been endorsed by the
members of the UK Social Prescribing Network. New Google alerts for SP in the media are
received regularly.

Informing policy and practice in social prescribing

Throughout the year, BBBC has contributed to conferences, policy research programmes
and papers on social prescribing including:

e Public Health England’s national conference on mental health,

e The Healthy London Partnership

e Transforming Primary Care - Proactive Care Reference Group

e The Department of Work and Pensions - Department of Health Joint Unit on health,
disability and employment

e The Department of Health - Ministry of Justice Health research programme in
healthcare in the criminal justice system.

e The Low Commission report on welfare advice in primary care

e Manchester Devolution research on best practice in asset based approaches

o Cabinet Office Commissioning Academy

¢ National Voices and Work Foundation research.

BBBC also sits on the steering committee of the UK Social Prescribing Network, launched at
the House of Commons in early 2016.




Local context

The MEEBBB social prescribing scheme operates across six medical practices in the East End
of London within the borough of Tower Hamlets. The inclusion criteria are broad; patients
over the age of 18 deemed appropriate by the HCP.

The borough has some of the most exireme social and economic inequalitfies seen in modern
Britain2 For example:-

Income
e 21% of households <£15,000 and 50% of households <£29,500
o 46% of children in poverty
e 50% children eligible for free school meals
o 6-8% of households in fuel poverty (1 in 2 of elderly people)
e 50% of elderly people in poverty

Skills and qualifications
e 50% of children do not reach the level of cognitive development expected at age 5.
e 37% of children do not aftain 5 GCSEs A*-C grade including English and maths at 16.
e 39% of 19 years olds do not hold a level 3 qualification
o >20% of the adult population are not functionally literate or numerate
e 10% of the adult population has little or no English
o 40% of social tenants don't use or have access to the internet
o >15% of adult population have no qualifications

Employment
o 8.3% ratio of unemployed to total working age adults (2nd highest in London)
o 6.2% of the working age populatfion are claiming health related benefits (18% 45-64)
age group
e Three quarters of these claimants have been receiving incapacity related benefits for
two or more years and almost half (46%) have mental or behavioural disorders.

The effects of the wealth disparities on the health of the local population are extreme:

o 10 yearlife expectancy gap between the lowest and highest socio-economic groups

o Llife expectancy, 76 years (M) and 82 years, (F); almost the lowest in London.

e 18 year disability-free life expectancy gap

o 70% of population are amongst the 20% most deprived in England.

e High rates of diabetes, hypertension, asthma, depression and cardiovascular disease

¢ 2nd highest rates of premature death in the UK from circulatory disease, cancer and
respiratory disease (75% of all premature deaths)

o 10% of adults diagnosed with depression (4th highest in London),

e 7th highest level of mental health hospital admissions in London

e 13% of children in reception year and 25% of 10-11 year olds are obese

e 1 yearsurvival rate for cancer (amongst the lowest 10% in the UK)

2 London Poverty Profile and London Borough of Tower Hamlets population briefings 2016




Social prescribing in Tower hamlets

The current MEEBBB SP scheme run by BBBC receives £30K per annum from Tower Hamlets
CCG. £21K per annum is provided by the MEEBBB network. This enables the service to
operate and support patients with one full-time social prescribing coordinator (SPC) and
some part-time development support. The service has been operating at this level for two
years, previous to that the SPC was part-time as part of an initial pilot funded by Tower
Hamlets CCG Innovation Award, and prior to that social prescribing at Bromley by Bow was
self-funded.

There is one other similar SP scheme operating in Tower Hamlets at Mission Practice in Bethnall
Green which has one link worker working within a medical practice and has operated since
September 2013. Referrals average around 340 per annum. The link worker had a variety of
full and part tfime employment during the period April 2015 to March 2016, depending on the
availability of funds.

Social prescribing as a service doesn't stand alone. It has key interdependencies in Tower
Hamlets. Linking and working effectively with these programmes forms a key part of its
development and some inevitable challenges. These include:

e Personalisation Programme

e Primary Care Programme

e Mental Health Programme

¢ Prime Minister’'s Challenge Fund (health champions/volunteers),

¢ Vanguard Delivery

e Public Health (Ideas Stores Link workers, Health Trainers and Fit for Life)

However, it is worth noting that leadership and buy-in across the health economy, local
authority and the voluntary sector about the place for, and development of, social
prescribing is proving a real challenge in Tower Hamlets.




Evidence base

A variety of evaluations have been conducted on social prescribing schemes, clearly
demonstrating proof of concept. However, traditional evidence of randomised controlled
trials is less easy to find.

In-depth academic evaluation for schemes that mainly have low and short term funding
levels is challenging. SP services haven't been able to prove themselves sufficiently through
meftrics to win sufficient funding to permit long term strategic development and on-going
long-term evaluation. Yet services continue to be run across the country staffed by
committed professionals determined to make a difference to their communities. Qualitative
research demonstrates the high value placed on the service by both patients and referrers.

Below are extracts from two recent UK academic evaluation reports:-
Rotherham3

The Rotherham Social Prescribing Pilot is delivered by Voluntary Action Rotherham (VAR) on
behalf of NHS Rotherham CCG. It is part of a wider GP-led integrated case management
pilot and aims to increase the capacity of GP practices to meet the non-clinical needs of
their patients with LTCs and their carers.

The scheme funding of £600,000 covers 3-4 link workers to deliver the service and
approximately 60% of the funding goes into community services grants. 24 VCOs have
received grants and the funding has created 31 separate support services for the SP service
to refer into. The latest evaluation report states reductions in service user's use of urgent
hospital care in the 12 months following referral, based on 939 patient referrals as follows:-

e Non-elective inpatient episodes - 7% reduction
o Non-elective inpatient spells - 11% reduction
e Accident and Emergency attendances - 17% reduction

City and Hackney scheme*

This scheme operates across 23 GP practices over half the borough and is run by Family
Action. The evaluation report states “Some 96% of people (N=53) who completed the pre
and post intervention recovery star showed an improvement in at least one of the measures
with major improvements in social networks, trust/hope and managing mental health”

However, this scheme report also indicates disappointing referral numbers and similar
challenges to other schemes at proving a direct cost reduction for primary or secondary
care services.

3 The Rotherham Social Prescribing Service for People with Long-Term Health Conditions: Evaluation Findings (2012-15).
Sheffield Hallam University Centre for Economic and Social Research

4 Shine 2014 final report Social Prescribing: integrating GP and Community Assets for Health City and Hackney Clinical
Commissioning Group and University of East London. The Health Foundation, September 2015




SOCIAL PRESCRIBING AT THE BROMLEY BY BOW CENTRE
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Three social prescribing schemes are currently delivered by the Bromley by Bow Centre. The
expertise from the longer-running MEEBBB scheme helped generate the opportunity to
develop more specialised social prescribing programmes and secure dedicated funding.

Macmillan scheme overview

This is an initial two year pilot social prescribing scheme operating across four London
boroughs supporting patients living with and beyond cancer. The service takes referrals from
primary and secondary care clinicians and accepts self-referrals, often via outreach and is
supported by a dynamic steering group which includes primary and secondary care
clinicians.

In the first year of service delivery (July 2015 - June 2016) the service received 280 referrals
and in July delivered a dynamic community Health and Wellbeing Event attended by 77
east London patients.

Outcome/follow-up calls to date show 70% of patients find sessions with the Macmillan Social
Prescribing worker helpful. 93% stated concerns raised in their initial session are lessening and
79% of respondents had accessed a referred or signposted service. 70% felt their knowledge
of services had increased and 100% would recommend the service.

A focus group in July 2016 with 13 patients indicated the service is filling much needed gaps
between tfreatment and ‘normal’ life, supporting practical, psychological, physiological and
personal/spiritual dimensions. There was unanimous support and goodwill expressed with a
strong desire expressed that the service should confinue and start earlier in freatment for
future patients.




Current schemes continued

Healthy Cities scheme overview

This is a two year scheme that forms part of the Healthy Cities initiative, funded by Morgan
Stanley and working with other charity partners. The scheme operates from one GP Practice;
St Paul's Way Medical Centre and focuses on families with young children. The scheme
primarily uses group and workshop activities to help patients engage with their children’s
health. To date 165 patients have engaged with the programme.

Addifional funding has recently been secured to set up a Volunteer Health Champion
project which aims to empower 60 local residents per year to take an active role within the
practice, create a community hub and help improve the health of the local community.

MEEBBB scheme overview

The MEEBBB (Mile End East and Bromley by Bow) primary care network and Tower Hamlets
Clinical Commissioning group (CCG) jointly funds the social prescribing scheme. It is the smallest
scheme run by the centre with one full time coordinator. This service covers five GP Practices
(Bromley by Bow Health Centre, Stroudley Walk Health Centre, St Pauls Way Medical Centre, St
Andrew Health Centre, and Merchant Street Practice) across the MEEBBB network. Referrals are
also taken from XX Place at Mile End Hospital which is part of the Bromley by Bow Health
Partnership.

MEEBBB Social Prescribing scheme 1st April 2015 - 31st March 2016

Highlights

1. 534 referrals were received by the service. 257 triaged to the Health Trainers.

2. In addition to those referrals made using the social prescribing form, it is estimated there are
around 40 patients per quarter who access services directly via the Connection Zone at
BBBC as recommended by their health care professional (HCP). Others directly accessed
social welfare advice via the Health and Advice Links programme which serves BBBC and St
Paul's Way Health Centres.

3. Of those who received level two and three face-to-face sessions with the SPC, 49% went on
to engage with referred services. Another 24% received face-to-face support only, to
manage anxiety, identify issues and develop personal plans to address issues. Another 27%
engaged with the SPC initially but have not accessed further services to date.

4. £94 per patient referred is the associated cost. This is annual funding divided by the total
referral number (A recent report indicates £225-270 in the neighbouring Hackney and City SP
scheme)

5. 100% of patient focus group participants (n. 11) said that SP support means they are less likely
to consult their HCP.

6. 100% of respondents to the end-of-service patient questionnaire said ‘yes' when asked if they
found the face-to-face sessions with the coordinator helpful. 100% also said they would
recommend the service to others

Continued overleaf




Highlights continued

7. 87 different health care professionals across the MEEBBB network referred into the service
during the year and this equates to around 0% of clinical staff now using the SP service for
their patients’ non-medical needs.

8. 95% of respondents to the annual HCP practice survey (n. 37) said they believe that SP brings
wellbeing to their patients (and 92% said it brings benefits to them as clinicians)

9. 100% of respondents to the annual HCP practice survey stated that not having the SP service
would affect their patients’ ability to engage with their health and their ability to address the
social determinants of health.

10. 95% of HCPs said that without the SP service they would (or may) fry to find relevant support
services themselves and 63% might avoid opening up holistic conversations.

11. Successful referrals have been made to 38 community services and organisations

12. Twelve social prescribing presentations have been made to six GP practices.

13. In-practice clinics are being run and frialled at Stroudley Walk and St Paul’'s Way with a third
at XX Place to begin summer 2016.

14. Seven social Prescribing seminars have been run this year attracting attendees from all over
the UK. Attendees included clinicians, practice management, CCGs and a wide variety of
voluntary and community services.

15. SP has moved further up the political agenda and BBBC sits on the steering committee of the
new National Social Prescribing Network which was launched in The House of Commons in
February 2016.

16. Research results for this report demonstrate clearly that patients, clinicians and voluntary
service organisations place a high value on social prescribing.

100% of patient focus group participants said that social prescribing makes them less likely
to consult their health care professional.

How the MEEBBB scheme works

GPs and other healthcare professionals within the MEEBBB primary care network refer adults 18+
in need of support with issues affecting their physical and/or mental health and wellbeing.
Referrals are submitted using a universal referral form embedded in EMIS and sent to the social
prescribing coordinator (SPC) via a secure NHS email. Referrals are made by need, rather than
specific service, leaving the recommendation of the appropriate service to the skills and local
knowledge of the SPC.




How the MEEBBB scheme works continued
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Patient pathway

The coordinator contacts the patients by phone. Depending on presenting issues and
requirements, they are either signposted to appropriate support or invited in to BBBC to attend a
face-to-face session of 30 minutes (level 2). The coordinator uses motivational interviewing and
coaching-based skills to identify issues and challenges, manage anxiety and help patients
identify possible steps forward. Patients are then referred into appropriate services that can
support their health and wellbeing. Some, where relevant, are offered further face-to-face
sessions, up to six (level 3) to provide further coaching-based support to help identify goals and
develop personal action plans.

The role of the social prescribing coordinator

The role of the SPC is multi-faceted. It includes building community relations with voluntary and
statutory services, developing relationships with the referrer community, providing face-to-face
patient support using coaching and anxiety management techniques plus the administration
required to run the scheme effectively. The chart below indicates the rough split of time on
each dimension of the service

m Direct client support (20%)

B Community service ligison
(20%)

= Working with medical
practices (20%)

m Triage/feedback/reporting/
data (25%)

m Skills, knowledge/fraining
(10%)

m Seminars/ talks and support
for other schemes (5%)




Summary of referral process

A single referral form on EMISS enables patients to be referred by the HCP by need to the SPC whose
expertise is used to support and refer patients into appropriate services for their needs. Forms are
currently emailed to the SPC by secure NHS email and processed 2-3-times each week.
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Feedback to referrers

Patient outcome information from services is proactively sought by the SPC and this forms the
content of feedback letters to referrers issued monthly. In most cases practices receive letters on
NHS secure email via the NHS workflow email address so they can be linked to patient notes.

Medical practices and referrer community

The SP scheme receives referrals for adults (18+) from the MEEBBB network which consists of five
practices, plus XX Place in network two (part of the BBBC Partnership). The combined patient
population is just under 36,000 patients; approximately 24% of these are children (under 18).The total
referral numbers, covered in section 4 indicate social prescribing referrals represent around 2% off
the current adult patient population of the network.

5 EMIS Health, formerly known as Egfon Medical Information Systems, supplies Electronic patient record systems and software
used in Primary Care in England




Medical practices and referrer community continved

87 different health care professionals from across the network referred into the service this year
which represents around 90% of clinical staff now utilising the service.

From direct feedback it is clear that HCP’s are under enormous time pressure and social prescribing
(SP) is one route to alleviate this pressure. However, it takes time for the HCPs to become fully aware
of the benefits of social prescribing and a process of on-going communication on behalf of the SPC
is essential to build awareness and remind HCPs to refer. This can be achieved by attendance at
regular clinical meetings, keeping the referral process simple, and updating on new services to assist
holistic conversations.

Each practice has a social prescribing lead appointed to work with the SPC to help embed the
process within the practices and support on communications and service development.

100% of clinicians said they believe that not having access to social prescribing would
affect the ability of their patients to engage with their health (May 2016)

Practice meetings summary

The SPC attended twelve clinical/practice meetings, two in each practice in the network over the
twelve month period.

The meetings provided a two way opportunity to engage with health care professionals and other
staff about service developments, feedback systems and fine tuning the referral process, including
patient types and outcomes.

A theme from these meetings (and indicated in the HCP survey) is a request from many clinicians to
gain a better understanding of the services referred into. The one-stop nature of the SP service
relieves the HCPs of having to know about multiple services in the community. However regular
updates on services help clinicians engage more specifically with patients about SP and ascertain
whether a SP referral is appropriate.

In-practice social prescribing clinics

Outreach sessions in practices have been frialled in two practices in the network with a third
practice outreach programme planned. These are recent developments this year in an attempt to
offer a more accessible service to people, meaning their first session will be in a trusted general
practice setting. It is also an opportunity to look at the mechanisms of the referral processes, faster
feedback to referrers via EMIS and frialling different ways for referrers to infroduce their patients fo
the service.

The trials are at an early stage with full learning yet to emerge but the aim is o provide a bridge for
people making the transition from receiving medical support to engaging with the community as
they begin to participate more in goal setting and decision making about their lives and wider
wellbeing.

95% of respondents to the GP annual survey believe that social prescribing brings benefits
to the wellbeing of patients (May 2016)




MEEBBB SCHEME REFERRAL NUMBERS

Table 1: Total referrals by month and practice - April 2015 - March 20146

Medical Practice

Bromley by Bow 22 14 13 8 18 13 17 23 7 22 21 8 186 35%
St Pauls Way 7 0 2 2 6 4 1 8 % 19 11 16 85 16%
Merchant Street 2 7 2 1 3 8 3 1 2 1 3 0 33 6%
St Andrews 14 9 13 12 20 18 14 3 10 7 16 13 149 28%
Stroudley Walk 3 2 4 5 8 3 5 1 0 1 7 3 42 8%
XX Place 5 3 6 4 4 3 0 0 2 ) 0 ) 39 7%
Total 53 35 40 32 59 49 40 36 30 56 58 46 534

Note: Referral rates vary mainly according to practice size, locations and a variation in commitment
to the SP process.

Health trainer friage

Of the 534 referrals above, 257 patients were triaged to the Health Trainers (funded by Public Health
across Tower Hamlets). The remaining 277 were handled by the social prescribing coordinator (see
table 2). Of the Health Trainer cohort, 32% engaged with the HT service by joining activities and
working with a health frainer to develop a personal health plan. Another 28% were contacted and
signposted into appropriate services.

The remainder of the health trainer friage (40%) is made up from those who were contacted and
didn’t engage, booked in for an appointment but recorded as a DNA, classed as an inappropriate
referral or unable to be contacted.




Table 2: Patients by practice managed by the social prescribing coordinator

Bromley by 3 5 3 4 8 5 8 13 3 8 11 2 83  30%
St Pauls Way 7 0 1 2 6 4 1 7 4 6 4 6 48 17%
Merchant 0 3 4 5 3 0 6 4 1 1 0 3 29 10%
St Andrews 2 5 2 0 0 5 3 2 5 2 5 11 73 26%
Stroudley walk 0O 0 3 3 0 0 2 0 0 1 2 0 14 5%
XX Place 0 4 3 1 0 3 5 2 2 0 5 1 30 1%
Total referred 11 23 27 30 13 29 28 30 24 22 39 33 277

Unable to 67
contact/DNA

Contacted and 135
signposted

Levels 2 and 3 75

1-2-1 sessions

Of the 277 referrals handled by the social prescribing coordinator, 135 were signposted to services
once assessed, 62 of these were triaged to Social Welfare support and 22 to the new Fit for Life
service (previously My Weigh). A full list of all the referral services is shown in section 5.

Of those who received level two and three face-to-face sessions with the SPC, 49% went on to
engage with referred services. Another 24% received face-to-face support only, to manage anxiety,
identify issues and develop personal plans to address issues. Another 27% engaged with the SPC
initially but have not accessed further services to date.




Chart 3: Needs of patients identified by referrer Apr 15 - Mar 146
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Note: Patients can be referred for more than one need. The above represents boxes ticked by the referrer on
the universal form (see section 3)

The MEEBBB social prescribing scheme is open to all adult residents served by the six practices. Many
of the patients referred to the SPC this year had mental health issues and many are coping with
social isolation. Housing and benefits issues and employment related support were prevalent with
effects of Government cuts being acutely felt by some, especially those who find it hard to navigate
the system.

Long term health conditions identified by referrer

Of the patients managed directly by the SPC, 63% (n 174) had an identifiable long term health
condition. 45% (n 79) were suffering from mental health issues including, anxiety, depression, bipolar,
personality disorder and schizophrenia.




Chart 4: Age and gender breakdown of referrals Apr 15 - Mar 16
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Note: Of the patients referred, 38% were male and 62% female. This represents an increase of male patients by 4% when
compared with the previous year.

The focus around ages in the middle years is thought to demonstrate earlier intervention in some
cases as well as early presentation of some conditions at an earlier age in the MEEBBB network area.

Chart 5: Ethnicity breakdown of referrals Apr 15 - Mar 16
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Note. Category ‘other’ consists of a group with just one or two patients from other ethnic classifications.

The percentage of ethnic representations relate broadly to the wider Tower Hamlets population.
However at 50%, Bangladeshi service user percentage is higher (31% in Tower Hamlets).




COMMUNITY SERVICES

One of the biggest challenges facing the SP intervention is the availability of appropriate support
services. Operating in the current economic climate involves constant navigating of services that
have available funding and capacity. There are many excellent examples of voluntary and
statutory sector services but SP referrals are made without any funding attached which can
sometimes cause a conflict for overstretched community and voluntary services. Building
community relationships and goodwill is, therefore, a key part of the SPC role.

Summary of services referred into

Highlights of new additions this year include:-

1. Mindfulness group (set up by the SP feam) this has helped patients manage anxiety, develop
relaxation techniques and sleep better. Two six-week programmes have been run with a
third group commencing at time of reporting.

2. Employment Legal Advice (set up by the SP team) a regular clinic at BBBC provided by The
Legal Advice Centre — supporting patients with employment related issues that are
impacting their health.

3. Digital Inclusion group — weekly group supporting people to develop IT skills - helping them
access social and health related services online.

Other services have been badly hit by withdrawal of or shortage of funding, in particular much-
needed arts and horticultural projects and time-banking at BBBC- all three of these areas are
considered key supporting pillars of effective social prescribing. Despite the challenges, BBBC
continues to fundraise actively in these areas and partner with other organisations when possible.

Community services referred into

A total of 38 different community services were referred into this year. These are summarised
overleaf and a more comprehensive list is available at www.bbbc.org.uk/reports



http://www.bbbc.org.uk/reports

List of services referred Into April 2015 - March 2016

Health, wellbeing and healthy lifestyles support

e Health Trainers
e  Fit for Life
e Active Futures
e  Macmillan Social Prescribing Service
e  Mindfulness Group
e Our Parks
e  Ability Bow
e Women's Swimming Sessions
Supporting services for those with identified physical, emotional and mental health needs

e Asian Women's Lone Parents Association

e Compass Wellbeing

e My Support

e  Mindin Tower Hamlets and Newham

e Tower Hamlets Bereavement Support Group

e Young Carers

¢ Women's Trust Domestic Violence Support
Community activity and social groups

e Gardening Group

e Digital Inclusion Group

e Massage sessions

e MeetUp.Com

e Health Trainer Walking Group

e Grandmas’ Breakfast Club

e BBB Health Centre Walking Group

e BBBC Painting Group

o Stifford Centre

e Age UK East London.
Befriending service, volunteering

e Tower Hamlets Friends and Neighbours
o Tower Hamlets Volunteer Centre
e Do.t.0rg
Social Welfare, Legal Advice and Money Management

e Bromley By Bow Centre Advice Team
e The Legal Advice Cenfre (LAC)
e VoiceAbility

Adult learning and skills development

e Tower Hamlets College
e City Gateway Women's Project
e ESOL classes
e Theldea Store
Employability and employment programmes

e BBBC Employment Engagement Team
e Capital Talent - employment programme
e BBBC CV Workshop
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IMPACT OF SOCIAL PRESCRIBING

Longer term evaluation of the quantitative cost-saving impact of social prescribing on the
management of long ferm health conditions and use-frequency impact on primary and secondary
healthcare services is required. This is a challenge for the MEEBBB SP scheme because a reasonable
level and length of sustainable funding has been hard to secure. In addition, the broad criteria of
the population served by the scheme make sufficient comparable data on outcomes harder to
capture. Stratified schemes, with significantly higher levels of funding per patient have traditionally
made further progress in proving direct cost savings.

A variety of outcome measurement tools have been embedded to assess the impact of the MEEBBB
SP scheme. These demonstrate qualitative value from patients and clinical referrers. These are
summarised in the next section commencing with highlights of comments and quotes extracted
from the research results.

Highlights of feedback from patients

Source: Focus group research carried out between April and May 2016. Detailed reports are
available online at www.bbbc.org.uk/reports

On the first meeting patients had with the SPC

e ‘Iwasataloss. | wasin astate when I met (the SPC) She makes proper eye contact which
really helps'’

e ‘| was apprehensive, then as soon as | started talking | felt better. She is very approachable’

e ‘It felt great, | found someone | could open up to. When I'm on my own the evil thoughts
come in but talking helped’

e ‘[ hadn’tintended fo say nearly half as much as | did she is a really good listener’

o ‘She started to help me open up possibilities rather than tell me things | had to do’

e ‘A big smile was offered and a cup of tea. I'm on my own now and no-one makes me a
cup of tea’

Further feedback on how the SPC may have helped

e ‘She made me feel good, stronger. Just being there, so friendly - letting me talk’

e ‘There was more time which meant | could discuss more. It takes a long time to be able to
talk about things’

e ‘The SPC has a lot of patience and | needed that. Afterwards, | felt | was walking sfraighter’

e ‘I have been infroduced to so many services | didn’t know about’

e ‘She didn't make me feel | had to do something, she talked with me about options but it was
my choice’

o ‘She is very professional and caring — much better than the psychiatrist | have to see who tells
me to stop talking!’

e ‘I would be in Mile End (mental health) Hospital now if it wasn't for this service’



http://www.bbbc.org.uk/reports
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Highlights of feedback from patients continued
Feedback on how the community services referred (by the SPC) may have helped

o 'People are super-friendly. | didn't know there were places like this (BBBC). They really do
care’

e ‘She (SPC) recommended CBT because of my panic. I'm feeling calmer and don't need it
at the moment but | have the details if | do’

e ‘Volunteering helped my confidence. I've completely turned my life around and will shortly
qualify as a teacher’

e ‘I wasinfroduced to mindfulness, volunteering and employment support. It felt really great
and soon I'll be ready to look for paid work. The mindfulness helped me to sleep better.

o ‘| wasreferred info the gardening group run by D. People really care and ask you how you
are. If you aren'’t feeling sociable, people don't take offence’

e 'The SPC referred me into the Para Legacy course. It was really good and helped build my
confidence’

e ‘I wasreferred into a bereavement group. | didn't think it would be for me but | went a few
times and | definitely feel better and sleep better now’

‘If it wasn't for the gardening, for coming here to the centre where people are so friendly, |
don’t think | would be here now. Normally we keep stuff to ourselves but recently, people in
the group have started opening up and helping each other'
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Highlights of feedback from clinical referrers

Source: Social prescribing GP Survey April 2016 (full results available on-line at www.bbbc.org.uk/reports)

On benefits to patients when asked about SP

e ‘'Allows other issues affecting health to be addressed’

e 'Patients feel encouraged and supported that they can have access to help with aspect of
their health and life which cannot be dealt with in short appointment with GP/nurse’

e ‘[tis quick and easy and this keeps the patients at ease’

e ‘'Holistic - patients find it beneficial’

e 'Time that can be given to our patients’

e 'Patients being able to speak to someone outside of the practice which helps them access
external help’

o 'Gives patients something other than medication to help them’

On benefits to clinicians

e 'The ease of referrals and number of services available’

e ‘Savestime in researching local resources myself’

e ‘Social support when patient needs do not fall within my area of skills’

o ‘[feel confident that | can starf the process of assisting patient to find support but do not
need to go into great detail - job will be completed by friage and SP team’

e ‘It gives much greater range of options to support people’

e It helps to better engage patients in making changes'’

e 'An alternative to medication and hospital’

e 'SPC knows up to date local resources and saves valuable GP time'’

e ‘Itis a unique service which helps fill the gaps of care that we as a service cannot offer’

e 'Ability to offer services which are personalised and directly meet people’s needs’

Other benefits of SP stated

e ‘Resolving social problems do improve medical oufcome '

e 'Allin one place but can signpost to numerous places’

e ‘Easily accessible, good feedback, means | can be certain to recommend holistic care
knowing that there is an expert team who can best advise my patients’

e ‘It gives me a mechanism by which | can help patients to address their wider needs. People
have nowhere to turn due to so many cuts and they often end up with their GP’

e ‘Patients respond very well. They see it as people caring - from GP to the SP team, and not
just fobbing them off with a prescription or a phone number for them to call’

o 'SP links people with a wide variety of local services to suit patients' individual needs - things
we can't as health professional but are factors that profoundly inhibit health and well-being'’

e ‘[t recognises that medical needs are complex and often have a social and psychological
overlay'’

‘Social prescribing links people with such a wide variety of local services to suit patients'
individual needs - things that we can't address as health professionals but are factors that
profoundly inhibit health and well-being’
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Highlights of feedback from community service providers
Source: Written email testimonials from service providers 2016

‘Having referrals from the social prescribing scheme really helps us work with patients who engage
well with the service. Building awareness in all the GP surgeries is just not possible for us as a service
but the SP team works hard to understand what we offer and refer appropriate patients to us’

‘Stepney City Farm’

'We provide specialist employment advice and casework to people with disabilities at the Legal
Advice Centre. We have wanted to set up a GP referral scheme to this service for some time and
have been able to do this with the help and support of the social prescribing service. They
facilitated me meeting the GPs at the various practices linked to BBBC fo make them aware of the
service clinic which is now up and running.'

‘Legal Advice Centre’

SP allows clinicians to refer and highlight clinical concerns which can help shape the employment
support a patient receives. The SPC speaks or meets the patient before referring on. This helps
understand barriers quickly and supports clients to manage their career path in an appropriate way.
For example personal routines are important, such as patients who take medication and may feel
tired in the mornings — an advisor would help look for work with flexible or later working hours.
Offering work-placements at BBBC also helps increase patient confidence and builds skills their CV.

‘BBBC Employment and Skills’

Healthcare professionals - research

Analysis of referrals shows 87 referrers from across the MEEBBB network (approximately 0% of the
referrer population) currently refers info the MEEBBB SP scheme.

An end of year survey was conducted among the referrer community by the social prescribing
development lead at BBBC. 37 referrers across all practices completed it and the feedback has
provided key insights. Job responsibilities are highlighted in the chart overleaf. Full results and the
survey are available online at www.bbbc.org.uk/reports



http://www.bbbc.org.uk/reports
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Chart é: Health care professionals survey respondents by job title

Referrers by job title (%)

m GPs
m Practice nurses
Patient Assistants/Mgmt

H Health care assistants

Source: Social prescribing GP Survey April 2016

Summary of results from HCP end-of-year survey

Highlights of key findings are summarised below

o 84% of respondents refer patients to the social prescribing service

o 88% find the process easy and straightforward

e 85% said patients respond well to a suggestion of social prescribing (15% were unsure)

o 95% believe that SP brings benefits to the wellbeing of patients

e 92% believe that SP brings benefits to them as clinical practitioners (8% said somewhat)

e Despite issuing feedback letters to practices, only 30% of HCPs report seeing these
regularly. The current process (emailing feedback letters for admin staff to upload to
patient notes) needs reviewing

e 60% are aware of the service leaflet but only 20% use it with or give it to patients. 40%
have not seen a leaflet. Better ways of disseminating these should be explored.

o 90% of respondents wish the service to continue and 8% said ‘if possible’

Respondents were asked what they would do if the service ceased:-

o 95% said they would try (or fry to some extent) to find relevant support services
themselves to help patients

o 63% would steer away from opening up holistic conversations (or would to some extent)

e 100% said they believed that not having access to SP would affect the ability of their
patients to address the social determinants of health

e 100% said it would affect their patients’ ability to engage with their health

It is clear from the survey that HCPs within the MEEBBB network are overwhelmingly in favour of SP
and believe that without it, patient ability to engage with their health and the relevant social
determinants would be undermined. Not having the service would also clearly have a deleterious
effect on clinicians, putting them in a position where they would have to try and find current
information on relevant services themselves and may even avoid opening up holistic conversations.
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Service user focus groups - research results

Two focus groups in April and May 2016 were run by a researcher from BBBC who is not involved with
the delivery of the service and hadn't previously met the participants. The key findings are
summarised below. Full results and the survey are available online at www.bbbc.org.uk/reports

e Patients were often in very difficult circumstances when they consulted their GP about social
and economic issues and consulted the GP in many cases because ‘they didn't know where
else to go’

o After the referral, participants were often very unsure what the referral meant and what
would happen next. This is mainly attributed to the distress felt by patients at the time and
their related ability to retain information.

o After meeting the coordinator for the first time, patients unanimously felt relieved and glad o
have the fime to talk. Many spoke of being heard and understood and felt the coordinator
listened well and never issued instructions but encouraged them to identify their own routes
forward.

o Subseqguent referrals into support services in most cases proved successful although it
depended on how ready some felt to take the next step. Employment support, social
welfare support, bereavement support, gardening, mindfulness groups and para legacy
services had all been effectively used and some are still effectively engaging.

¢ Patients were unanimous in saying that the SP intervention had meant they were less likely to
consult their GP for social or economic reasons although would still continue to attend for
appointments related to on-going physical medical conditions. Full reports available here
www.bbbc.org.uk/reports
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Case studies - Apr 15 - Mar 14
Male 32 British
A patient whose ‘life was falling apart’ takes back control and enters the teaching profession

Referred to the service for support with many issues, the patient stated his ‘life was falling apart’. He
talked in detail about his issues, from utility debts, a possible eviction looming, unemployment, social
isolation and a previous partner restricting access to his children. During sessions with the SPC he
found it useful to voice his problems and start to think through his options. He was referred to the
BBBC advice team for his housing situation and was supported to pay off his utility debts with help
from East End Energy Fit. He started to volunteer at the centre offering IT support which helped build
his confidence and increase his personal interactions with others. After two final sessions with the
SPC he decided to follow one of his longstanding dreams; he applied for and got a fraining place
and will shortly qualify as a feacher.

Male 55 British
Now a sociable member of the gardening group and started growing his own plants

Discharged from the local community mental health service, the patient was referred for help to
overcome social isolation as he lives alone and is prone to low moods. Five one-to-one sessions with
the social prescribing coordinator explored options and identified he feels more positive when he is
active and interacting with ofhers. He joined the Arts on Prescription group which helped him open
up talk about how he felt. He then joined the weekly gardening group at BBBC and became a
regular member. A year later he still attends and now supports other new members to build
confidence within the group. He has made new friendships and is growing his own plants at home.

Female 51 Spanish
A walking group unexpected led to finding friendship with another Spanish national

Living with PTSD, depression and anxiety and chronic pain, the patient was referred for support to
increase activity and reduce social isolation, complementing the psychological support she was
receiving from the Community Mental Health Team. During the SP sessions she discussed the barriers
she experiences as a Spanish speaker. She talked about loneliness and money worries. She was
referred to the Advice team for support to manage her money and she was also supported to
register for an ESOL class af the City Gateway Women's Project and encouraged to join their literacy
lunch. She shared concerns about her physical health and was supported to join a local Health
Trainer walking group where she met another Spanish woman living locally.

Male 34 British
Passing the Active Futures course helped build confidence to go on and join other activities

The patient had recently moved to the area to live with family and was unemployed without a
social network. During sessions with the SPC he talked openly about his challenges and developed
some goals; to feel more confident, make more choices and have a sense of future. Basic anxiety
management techniques were discussed and local activities were explored. He had a longstanding
interest in sports so was referred to the Active Futures course, a 12 week training programme that
supports young people to overcome barriers to employment and wellbeing, focusing on physical
activity. After overcoming initial anxiety he began to enjoy the learning and meeting others. He
passed the course which helped his sense of achievement and confidence. He then joined the
gardening group to build another social network.
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Female 76 German
Support helped the patient feel connected to others and experience hope for the future.

Patient was spending a lot of fime on her own following the death of her husband. She was low in
mood and expressed to her GP that she would like fo meet others and was ready fo make new
friends. During the four SP sessions she talked a lot about her feelings of grief and loneliness and
reflected on her life and her future. She was infroduced to a local bereavement group and found
hearing other people’s stories very helpful as she realised she wasn't alone. She now goes to monthly
meetings and is starfing fo think about other activities she could commence to increase her social
network.

Male 56 Caribbean
Regular exercise led to improved fitness and a the beginning of a new social network

A plumber and decorator by trade, the patient’s work was sporadic and he often spent whole
weeks without working, alone in his flat. His social network had broken down and he had been living
with depression for years which affected his motivation to take care of himself.

Referred by his practice nurse, he talked with the SPC about being more active and meeting
people. He decided to fry activities offered by the local Health Trainer team that were flexible
around his work schedule. He was signposted to the Positive Steps group run by Ability Bow, a locall
charity supporting people to take part in regular exercise. He started playing badminton and
meeting new people, creating both an opportunity to get fit again and rebuild his social network.

Male 40 Bangladeshi
Support to take ownership of his future helped patient take hopeful steps towards employment

The referring GP said the patient was keen to work but had had difficulty accessing the level of
support required. During a phone session with the SPC, the patient talked about the effect on
unemployment on his mental health. He was referred on to the BBBC employment team to have
one-to-one support. He then joined the Learn My Way Digital Inclusion project to build his IT skills. He
created a new CV in a CV workshop that he took to the local MIND Open House job fair. He was
also supported to attend a local Tesco job fair and was selected for interview. He is now more
hopeful about getting a job in future and still drops in to BBBC regularly for advice about his options.

Female 55 Nigerian
Mindfulness and volunteering helped patient build confidence and begin to address life challenges

Referred by her GP, the patient was struggling with mental health challenges, social isolation,
financial uncertainty and unemployment. She had six sessions with the SPC to talk about her
challenges and her worries about the future. During the sessions she was able to focus on the
practical issues she faced and start to formulate some goals. She aftended a mindfulness group
facilitated by the City of London Learning Well programme and began to integrate this practice into
her life. She was referred to the BBBC employment tfeam and began working for them as a volunteer
administrator. She still faces significant issues in her personal life but is enjoying being part of a team
and mixing with new people; she gets regular positive feedback on her work and describes a real
increase in confidence




28

End-of-service user questionnaire

At the end of the social prescribing intervention, a simple questionnaire is given to patients who
completfe it anonymously. This is done when possible and when the date of the final face-to-face
session is known.

e 100% of respondents found the face-to-face sessions helpful

e  95% said that working with the social prescribing had made them feel better

¢ 100% said they would recommend social prescribing to others

e 75% went on to attend groups or access services recommended by the coordinator (another
20% felt they had gained the required support from the face-to-face sessions)

Report online at www.bbbc.org.uk/reports

‘It's been nice coming here. It makes me feel a lot better that someone is listening to me.
It's good to talk to someone | can trust’

Warwick Edinburgh Measure of Wellbeing Scale (WEMWBS)

Use of the Warwick Edinburgh Measure of Wellbeing Scale (WEMWABS) was piloted this year as a
means to quantify the impact of the social prescribing intervention. The use of the measure was
piloted with some of the people referred for SP support at level 3 (more than one face-to-face
session). The seven item short form version was used (SWEMWABS). The seven items are stated to offer
a different perspective on mental wellbeing to the longer, 14 item version, focusing more on
functionality than emotionality.

Although baseline scores were obtained, there has not been a significant enough number of follow
up questionnaires to present any meaningful statistical analysis in this year's report. This is for a
number of reasons;

¢ A number of patients are triaged or signposted
¢ Some paftients attend just the first session and therefore a before and after measure is not
applicable
e Itis not appropriate to use in sessions where people are highly distressed
¢ There are language barriers in some cases
e Itis often difficult to know when and whether a final session will occur
e Inevitably with therapeutic interventions, endings are highly significant and problematic for
some patients who may choose not to attend a final session.
One of the issues that became apparent during the pilot is that it is not a parficularly useful tool in
session for patients, it is more relevant for measuring statistical impact rather than to facilitate the
intervention. Other SP schemes have used the Wellbeing Star with mixed results in this respect.

Phone SWEMWRBS follow up has been considered but this evaluation measure is not validated for use
over the telephone and experience in another scheme indicates it is difficult to work with this
approach. In addition, current funding levels means there is not enough staff resource for a phone
follow up process to be properly embedded.

Use of this evaluation tool is being reviewed and others will be considered after consulting with best-
practice in other schemes and in-house researchers who will be supporting with future evaluation.
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LEARNING AND RECOMMENDATIONS

There has been significant learning during the year both about what is working well for the patients,
referrers and the service and what could be improved.

From research carried out it is clear that SP is a highly valued service by both patients and clinicians.
Below is a summary of learning and recommendations from research and from operational practice
of the scheme.

Referral and engagement process

From HCP survey - clinicians across the network would like to stay more up to date with services
being referred into by the SPC. This helps give a context to patient discussions and helps HPCs
consider how relevant a SP referral is.

From focus groups - improved communications at referral stage between HCP and patient,
including use of the patient leaflet, may help patients (who are often distressed) understand a little
more about the process they are being referred to.

From operational experience - Health Trainer and Macmillan SP services demonstrate patient
engagement from oufreach is higher than via the referral route. However, oufreach is generally
accepted to engage those ‘easier to reach’ patients. HCP SP referrals are generally for those
patients with more complex social needs, often requiring significant support to engage with services.

From licison with other schemes it is thought best-practice is a SPC spending time working and
embedded within practices, either permanently based or through running in-practice clinics,
although the latter are not without challenge and take time to build. This model however is much
higher in cost and often not applicable for lower funded schemes covering many practices.

Staffing

Face-to-face, support with boundaried sessions is proving effective for those attending SP at this
level. Signposting is generally accepted to be less effective in helping people engage and attend
services.

Operating effectively with existing staffing is a levels is challenge; one SPC across six practices.
Some short tferm admin support has recently been secured and future use of volunteers is being
considered although successful operation of volunteer schemes requires a level of skilled
management which is challenging with only one staff member.

If future funding allows, an additional part- time support worker; a ‘link worker’ to work alongside the
SPC isrecommended. They would provide admin support, accompany some patients to services,
carry out an outreach function and set up and run groups. Additional support would reduce
pressure on one individual to deliver the entire MEEBBB service.

Threats to community service funding are a constant threat to the effectiveness of the social
prescribing intervention. Funding and development of projects that support patient activation and
self-care are a critical component of SP. SP support and input into funding bids is given where
relevant and possible.

Clinical supervision for front line SP staff this year has served a dual function of developing clinical
practice and supporting practitioners with difficulties encountered in running a service that works
with patients in challenging circumstances.
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Process

Maintaining a good level of appropriate referrals requires on-going time and effort. Busy clinicians
sometimes refer to SP being ‘out of sight, out of mind’. SPC aftendance at regular practice meetings
and running in-practice clinics are both important for this process and form part of the SPC work on
an on-going basis.

BBBC has been allocated a slot at the next Tower Hamlets Protected Learning Time session in
September 2016. This is an important forum to build further awareness of SP services and
developments among the referrer community.

Current feedback system of letters needs reviewing. Access to EMIS for SPC would assist with
providing direct feedback as well as evaluation of the impact on primary care usage. This process is
in use on a number of other UK SP schemes for SPCs working in-practice and will be reviewed again
during the coming year.

Evaluation methods and processes are under review to ensure the methods are not only meeting
the needs of funders but suitable for operational staff and, where relevant, able to support patients
in session.

Language barriers continue to present a problem at times with the varied ethnic mix of the patient
population. Finding relevant interpretation resource at the right time is sometimes still a challenge for
sensitive and nuanced conversations. Because of low funding levels, the SP service confinues to rely
on the goodwill of BBBC and health centre staff.

Issuing a letter to referred patients after the first call and appointment is made will be considered.
This may help provide clearer communication about the service and reduce DNA levels. Using
‘friendly’ looking envelopes rather than official looking correspondence may help ensure the letters
are opened and viewed positively by recipients.

Evidence

Robust quantitative evidence of cost saving for primary care is desirable when the service is funded
sufficiently in terms of length, scope and scale to agree and commission an appropriate research
programme. In the interim, investigation undertaken for this report makes clear the value of SP to
both patients and referrers. It's also clear from HCP feedback there are significant implications, cost
and otherwise from withdrawing a process that the maijority of hard-pressed clinicians rely on.

During the year ending March 2017, SP at BBBC is currently the subject of a planning and evaluation
process being undertaken by Public Health England/Wellcome funded researchers. The evaluation
will be undertaken using Contribution Analysis (CA), a model of evaluation which uses a theory of
change approach to understand the contribution of an intervention within complex systems such as
health systems, social services and community support. Learning that emerges will be reported in the
next annual report and will be used to inform the ongoing development and measurement of the
service.

There are significant implications, cost and otherwise from withdrawing a process that the
majority of hard-pressed clinicians have come to rely on.
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SUMMARY - FUNDING AND THE FUTURE

Despite the high level of interest in SP across the country and the column inches dedicated to the
subject, this final part of the report strikes a cautionary note.

To be successful, SP requires not just committed operators and referrers but committed funders who
believe in the ability of SP to make a difference to patients, many of whom lead very challenging
lives. Longer term, sustainable funding is the only way to develop, run and evaluate a SP scheme
properly. Neither can happen without the other. It is only by reaching this stage the true value of
the SP intervention can have a chance to become apparent.

Social prescribing in Tower Hamlefts is in probably at its most exciting but most challenging phase.
There is great need and yet low levels of funding when compared with other UK schemes.

Uncertain, short-term funding has caused many difficulties for the MEEBBB scheme this year. Direct
impacts include the loss of one experienced SPC early in the year, challenges with staff mofivation
and retention, an uncertain working environment and insufficient resources to build a sustainable
service for the best needs of patients in the future. Operating in a climate of acute financial
uncertainty has made longer-term, strategic development challenging.

Borough-wide roll out of social prescribing

The service has contfinued to operate on short-term funding during long discussions about a
borough-wide roll out of SP

The specification from Tower Hamlets CCG had a start date of 1st April 2016 for the 18 month pilot
but delays mean it will run for a shorter period from 1st September 2016 until 31st October 2017. The
£240K per annum funding for this has been assigned to the THIPP GP Care Group and has been
divided equally by eight borough networks. It is infended findings will inform a five year tender
process starting at the end of 2017. It is not yet clear how parity of service, outcomes and
evaluation can be effective among many different schemes and approaches, but discussions
continue.

Building a successful, sustainable SP scheme across Tower Hamlets with a fully tested model will take
some years and there has been little satisfactory progress to date. Tower Hamlets, when compared
with other SP schemes in London and the UK, seems to be falling further behind the curve despite
having one of the country’s most challenging populations. The borough has great need of a well-
developed, planned, sustainable SP programme to help address the social determinants of health.

Despite these many challenges, BBBC remains firmly committed to social prescribing principles, to its
three current SP schemes and to supporting a broad spectrum of people to engage with their
health and wellbeing. Improving the quality of patients’ lives by helping them engage in a
sustainable way with services and others in their communities is why this work continues to be so
important.
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