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Foreword 

 

In July 2020, the Bromley by Bow Centre was pleased to be awarded funding by Bridgepoint Group 

plc which we have used to ramp up our response to the Covid crisis, so clearly affecting the health 

and lives of local people. We quickly devised and rolled out the Rapid Response Social Prescribing 

service, integrating service teams within the Community Centre and General Practice. We 

proactively selected clients, identified as at additional risk of social and economic vulnerability due 

to lockdown measures, using health data. We have trialled our community informed outcomes 

framework and methodology as a means to both track need and measure outcomes based on what 

matters to communities, and embed the learning across the cycle of service design, implementation 

and end of delivery reporting.  

One client said: 

‘I feel like Rapid Response Social Prescribing has saved my life – before, I was feeling 

very low to the point where I wanted to end things’. 

All 435 clients who took up the opportunity with our skilled and trained link workers have been 

supported to: immediately share aspects of their context; make sense of their situation and feelings; 

and jointly develop an action plan to help them access the right information and support, including 

onward referrals to our general social prescribing service, which gives clients longer term support.  

 

We know that three in four Rapid Response Social Prescribing clients were not engaging with any 

other service at the time, and wellbeing levels among clients seen are low; the average wellbeing 

score given was a low 2.7 out of 101; putting this into context, a mean score of 6.92 was provided by 

the general population of Great Britain for the same period. It is notable that a significant proportion 

of the 435 clients were at or close to a crisis point in relation to long-term, unresolved and often 

escalating issues. The top two reasons for clients engaging with the service so far have been to meet 

basic needs and build knowledge/skills. Clients agreed, from measurement so far, that they had 

experienced the intended outcomes of the service such as feeling less lonely.  

 

                                                      
1 Measured using ONS 4: 
https://www.ons.gov.uk/peoplepopulationandcommunity/wellbeing/methodologies/surveysusingth
e4officefornationalstatisticspersonalwellbeingquestions 
2 Office for National Statistics Opinions and Lifestyle Survey (OPN):  
https://www.ons.gov.uk/peoplepopulationandcommunity/wellbeing/datasets/totalpopulationestim
atesonpersonalandeconomicwellbeingacrosstime  

https://www.bridgepoint.eu/
https://www.bridgepoint.eu/
https://www.bbbc.org.uk/news/social-prescribing-provides-covid-19-crisis-response/
https://www.bbbc.org.uk/insights/research-and-evaluation/research-and-evaluation-outcome-measurement-and-evaluation/
https://www.bbbc.org.uk/insights/research-and-evaluation/research-and-evaluation-outcome-measurement-and-evaluation/
https://www.bbbc.org.uk/link-worker-training-courses/
https://www.bbbc.org.uk/services/social-prescribing-for-health-and-wellbeing/
https://www.ons.gov.uk/peoplepopulationandcommunity/wellbeing/methodologies/surveysusingthe4officefornationalstatisticspersonalwellbeingquestions
https://www.ons.gov.uk/peoplepopulationandcommunity/wellbeing/methodologies/surveysusingthe4officefornationalstatisticspersonalwellbeingquestions
https://www.ons.gov.uk/peoplepopulationandcommunity/wellbeing/datasets/totalpopulationestimatesonpersonalandeconomicwellbeingacrosstime
https://www.ons.gov.uk/peoplepopulationandcommunity/wellbeing/datasets/totalpopulationestimatesonpersonalandeconomicwellbeingacrosstime


5 
 

At the Bromley by Bow Centre and Bromley by Bow Health we do what we can with what we have 

and have committed to funding another term of this service ourselves. We are well placed to do 

much more to improve social determinants outcomes and improve the health and wellbeing of local 

families. 

 

 

 

Rob Trimble 

Chief Executive 

December, 2021  
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1 Key findings 

 

 This Bridgepoint funding has afforded the Bromley by Bow Centre with a 12-month 

opportunity to ramp up our response to the Covid crisis so clearly affecting local people 

and devise and roll out the Bromley by Bow Rapid Response Social Prescribing Service. 

o Integrating service teams within the Community Centre and General Practice and 

proactively selecting target patients/clients, identified as at additional risk of social 

and economic vulnerability due to lockdown measures.  

o Trialling our community informed outcomes framework and methodology as a 

means to both track need and measure outcomes based on what matters to 

communities, and embed the learning across the cycle of service design, 

implementation and end of delivery reporting. 

 

 The Rapid Response Social Prescribing service has worked with 435 patients/clients and 

their urgent needs between July 2020 and July 2021. 

o From July 2020-July 2021 the service engaged 435 patients/clients and on average 

this included two calls. 

o The number and age engaged, and the reason for engaging, has varied over the 

thirteen months, often coinciding with the R-rate and the introduction or removal of 

restrictions due to Covid-19. 

o Clients are referred to the service for a number of reasons, many of which are 

unspecified at the point of referral. The initial conversation aims to uncover the 

presenting need. The top two reasons for clients engaging with the service, were to 

build knowledge and skills (22%) and to meet their basic needs (22%).  

“My Social Prescriber has helped me in every aspect of my life”. (Rapid Response 

Social Prescribing client). 

https://www.bbbc.org.uk/news/social-prescribing-provides-covid-19-crisis-response/
https://www.bbbc.org.uk/insights/research-and-evaluation/research-and-evaluation-outcome-measurement-and-evaluation/
https://www.bbbc.org.uk/news/social-prescribing-provides-covid-19-crisis-response/
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o The average wellbeing score given by patients/clients was a low 2.7 out of 10, 

putting this into context, a mean score of 6.9 was provided by the general 

population of Great Britain for the same period3. 

o By far the highest proportion of patients/clients engaged were Bangladeshi and 

more were female than male4.  

 The service engages with patients/clients with nowhere else to turn. 

o Three in four seen were not engaged with any other service at the time of engaging 

with Bromley by Bow’s Rapid Response Social Prescribing service.  

“I feel like Rapid Response Social Prescribing has saved my life – before, I was feeling 

very low to the point where I wanted to end things.” (Rapid Response Social Prescribing 

client). 

 The service works with patients/clients to develop actions that are achievable and can be 

progressed at an appropriate pace. 

o Most co-produced action plans include referrals inwards to Bromley by Bow’s 

community and advice services or to external services, particularly to meet their 

basic needs, built knowledge and skills, to connect to others, strengthen personal 

resources and improve wellbeing.   

o The clients presenting needs are often at crisis point, but are indicative of longer 

term problems. As such, it is important to deal with the crisis in a way that also goes 

some way to understanding and co-producing solutions for the longer term 

emotional and social needs. This is often done in partnership with the wider General 

Social Prescribing team and clinicians, often in the form of joint appointments. This 

way of working presents a more integrated approach and has also informed other 

parts of the Social Prescribing pathway.  

 After one call improvements to patients’/clients’ connection, personal resources and basic 

needs are reported. 

                                                      
3 Office for National Statistics Opinions and Lifestyle Survey (OPN):  
https://www.ons.gov.uk/peoplepopulationandcommunity/wellbeing/datasets/totalpopulationestimateso
npersonalandeconomicwellbeingacrosstime  
4 Ethnicity and gender data only available for clients seen between collected between 27th April – 28th July 

2021. 

https://www.ons.gov.uk/peoplepopulationandcommunity/wellbeing/datasets/totalpopulationestimatesonpersonalandeconomicwellbeingacrosstime
https://www.ons.gov.uk/peoplepopulationandcommunity/wellbeing/datasets/totalpopulationestimatesonpersonalandeconomicwellbeingacrosstime
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o On average, after one call, patients/clients agreed that they had experienced the 

outcomes they were asked about, scoring an average 2.9 out of 4 overall.  

o The highest mean score is given for the statement ‘I know about activities and 

services in my community that I didn't know about before’ and the lowest for ‘I feel 

less lonely’, however the difference is 0.5 percentage points. 

 Bromley by Bow practitioners are clear that the service improves the local health system. 

o Reduces reliance on GPs, nurses and other healthcare workers. 

o Clinicians able to think more broadly about the response to their patients (within the 

context of the social determinants of health).  

 Using Data to inform rapid development of service design.  

o Historically service data has been collected at arbitrary points within the service 

and often acts as a performance measure. Throughout this pilot, careful data 

collection has been targeted and the results used routinely as part of team 

meetings to understand more about the themes and needs of patients/clients, and 

the intelligence gathered has shaped the type of support that has been designed, 

and the target groups proactively contacted.  

 The service is undergoing continuous review and improvement to best use resources and 

effect change for patients/clients 

o Constant review regarding how this element of Social Prescribing links and 

complements the General Social Prescribing scheme.  

o Continuous focus on the stratification of patients to identify those who are at risk 

and may otherwise have no support in place, offering proactive support.  

o Using social prescribing methods to inform the Long Term Condition pathway, 

assuming that the majority of patients registered at the practice would benefit from 

a more holistic conversation.  

 Future ambition and aftermath of the pandemic 

o Like many other organisations, Bromley by Bow has been unsurprised by how hard 

the pandemic hit those that already face significant socio-economic challenges. 

However, we also know that these are the conditions and contexts in which we 

usually support patients. As a result of the creation of the Rapid Response team, the 
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organisation has a renewed commitment to embedding addressing the wider 

determinants of health into our every day care, ensuring that patients have access 

to the support they need as part of routine care.  

o Bromley by Bow Health is so convinced of the value of Rapid Response Social 

Prescribing to the health outcomes of patient/clients and health service systems 

that it will absorb the cost of delivery and has added another social prescriber to the 

team. 
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2 Introduction  

 

The Bromley by Bow Centre provides a range of vital support for some of London’s most 

economically disadvantaged communities. Over the last 35 years, we have challenged conventional 

wisdom and pioneered a radical approach that encompasses wellbeing support services, 

entrepreneurship and the arts. Our model has been focused on meeting basic human needs in a 

holistic way through offering a wide range of integrated services and by creating spaces (both 

physical and virtual) that inspire people to make positive changes to their lives, by learning new skills 

and by offering tailored support, delivered when it is needed most. 

A national leader in social prescribing we were one of the first organisations to develop the concept 

in the 1990’s. We continue to be at the forefront of this important service. As well as our own local 

social prescribing service in Tower Hamlets, we are helping to train and develop the next generation 

of NHS link workers through our accredited training programme. NHS England has also chosen the 

Bromley by Bow Centre to fulfil important roles championing social prescribing, developing and 

coordinating plans including service data collection and change measurement, and sharing learning 

in London. 

In July 2020, we received funding from Bridgepoint to continue to develop the recently implemented 

Rapid Response Social Prescribing Service, adapted from General Social Prescribing as a direct 

response to the pandemic and the effect on the local community, featuring both a quick response 

and proactive engagement. This report presents a summary of delivery between July 2020 and July 

2021 and a clear need for this service through the legacy of the pandemic and beyond. 
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3 Rapid Response Social Prescribing service development 

 

3.1 Development and delivery 

Over the thirteen months of delivery from July 2020 to July 2021, the Rapid Response Social 

Prescribing team has both implemented and evolved the new service here at Bromley by Bow, filling 

a gap in service provision by providing rapid, crisis and holistic support through proactive outreach 

to 435 vulnerable members of the Tower Hamlets community.  

Through Rapid Response Social Prescribing, patients believed to be at additional risk of social and 

economic vulnerability due to lockdown measures have been proactively contacted by the team and 

connected to a range of initiatives –foodbanks, legal aid, befriending and online activities, many of 

which but not all are delivered by the Bromley by Bow Centre and Health. This includes and reaches 

beyond those identified as ‘Extremely Medically Vulnerable’ (shielding).  

Support is provided via phone and video conferencing. Patients/clients are referred for social, 

emotional and practical support including signposted to internal and external resources or offered 

and delivered ‘Home Packs’ including advice about staying safe, as well as activities to stimulate and 

support individuals/families/young children unsettled by the pandemic, helping people to navigate 

and manage day to day difficulties during the lock down period. 

 

To refine ongoing implementation, the team has drawn on evidence gathered from routine take up 

monitoring data, regular team reviews/reflections, new outcome data and an in-depth interview; 

service review and development is a continual process at Bromley by Bow and Rapid Response Social 

Prescribing already looks different now in comparison with six months ago, see Table 1.  
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Table 1 Key developments to date 

Quarter Key date Development 

Aug – Dec 2020 (service design 

and development) 

August 2020 Addition of an addition Rapid Response Social Prescriber 

 

Discussion and ideas development for new service flow for Rapid Response Social 

Prescribing. 

October 2020 Service design workshop 1 with full social prescribing team to agree steps to firm up 

transition from crisis social prescribing to Rapid Response Social Prescribing, widening the 

pathway into the service as need for the service continues.  

November 2020  Bromley by Bow community informed outcomes framework integration workshop for 

Rapid Response Social Prescribing. 

November 2020  Service Design workshop 2 to finalise Rapid Response Social Prescribing service structure 

and referral pathway. 

December 2020  Rapid Response Social Prescribing implementation communications plan developed and 

final preparation for transition completion in January. 
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January 2021 – Ongoing (Service 

Implementation) 

January 2021  Service changes implemented with clients and communication plan implemented, starting 

with presentation/discussion with practitioners and referrers in Bromley by Bow Health 

and the Centre. 

 February 2021 

onwards 

Service structure updated, including traffic light system of need and discharge.  

 

Clinical supervision formalised for Rapid Response Social Prescribers.  

<Post funding> September 2021 BBBHP absorbs cost of RRSP as BAU and employs an additional Rapid Response Social 

Prescriber.  
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3.2 Approach to data collection 

Evaluation, outcome measurement and use of evidence is embedded across the cycle of service 

design, implementation and end of delivery reporting, in order to:  

 Channel the community voice in programme design and delivery. 

 Share good practice, measure progress, maintain focus on intended and agreed outcomes, 

improve processes, and isolate weakness.  

 Hold Bromley by Bow to account to the local community, funders, partners, stakeholders, 

and internal colleagues. 

 

At Bromley by Bow, we collect specific data to support ongoing delivery of services, including: 

1. Client/patient demographics. 

2. Presenting need. 

3. The prescription. 

4. How and with what frequency clients engaged with the service. 

5. Client views of the service. 

6. Outcomes for clients. 

Whilst the approaches we take to items 1, 3 and 4 are probably not significantly different to the 

approach taken outside of Bromley by Bow, the approach to capturing 2. presenting need and 5. 

outcomes for clients is bespoke to Bromley by Bow, new, and has been piloted by the Rapid 

Response Social Prescribing service. More detail about the approach follows below. 

Prior to the implementation of Rapid Response Social Prescribing, data collection and evidence 

captured traditional service level outputs. As the pandemic unfolded, a recognition within the team  

of the need to capture clients’/patients’ wider context coincided with the recent publication of 

community informed outcomes, that set out the key ingredients of a good life in Tower Hamlets, in 

Unleashing Healthy Communities5. Also coinciding with the start of a methodology to capture 

whether clients gain these ingredients from engaging with Bromley by Bow. We took the decision to 

use the new service to also trial the new approach to outcome measurement.  

                                                      
5 Bromley by Bow (2018) ‘Unleashing Healthy Communities’. 

https://www.bbbc.org.uk/insights/research-and-evaluation/
https://www.bbbc.org.uk/insights/research-and-evaluation/research-and-evaluation-outcome-measurement-and-evaluation/
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As well as implementing the outcomes framework and methodology, the team has trialled 

embedding the process of data generation within usual practice, and using the data to adapt and 

make real-time evidence informed changes to the service. 

Please note that Bromley by Bow’s approach to data capture has evolved since the service was first 

introduced and data for some variables are not available for all patients/clients, this is made clear in 

the analysis that follows.  

 

3.2.1 Client outcomes 

The Bromley by Bow Centre’s and Health’s new approach to outcome measurement is designed to 

measure change, and what’s working for who, from the perspective of clients, based on what 

matters most to the community. Data from Rapid Response Social Prescribing patients/clients are 

available in this new way from April onwards. Through Unleashing Healthy Communities6, a two year 

qualitative study drawing from participatory engagement methods, a community informed 

outcomes framework has been built founded on responses from local people in Tower Hamlets to 

the question ‘What are the ingredients of a good life?’.  

The framework comprises the six outcomes set out in Table 2 below. Each outcome includes 

domains that stretch to accommodate the possible range from a foundation to a growth level e.g. 

for Strengthened Personal Resources, at the foundation level a client may feel more confident to 

cope and at a growth level they may be trying new things to improve their health. Both are valid 

outcomes. 

Table 2 Bromley by Bow six stretch outcomes 

Outcomes Domain 

Basic needs met 

Stability in the area/areas targeted have been achieved (employment / 

financial / fuel / home / physical / mental) 

Built knowledge and skills 

Ability to apply new knowledge and skills 

Gained new knowledge and skills 

Connected to others Better connection 

                                                      
6 Ibid.  

https://www.bbbc.org.uk/insights/research-and-evaluation/research-and-evaluation-outcome-measurement-and-evaluation/
https://www.bbbc.org.uk/insights/research-and-evaluation/research-and-evaluation-outcome-measurement-and-evaluation/
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(individual) Increase in network quantity and diversity 

Connected to place and 

community 

Increased connection with the community 

Shaped community and place by participating in community level 

activities. 

Contributed to the community 

Increased feelings of self-worth and internal sense of value 

Taken an action (or actions) to help other people (e.g. gave someone 

advice about energy bills) 

Strengthened personal 

resources 

I am better able to look after my own needs and those of my family 

I am more confident in myself 

I can now learn/adapt 

 

3.2.2 Client presenting need 

 
The needs patients/clients present with are coded using the outcomes framework by the Social 

Prescriber with the patient/client. This allows Bromley by Bow and the patient/client to set the 

intended outcome (and steps to get there) and monitor change from this baseline.  

 

3.2.3 Methodology 

 

With social researchers and guidance from a group of predominantly academic advisors7, this 

framework has been operationalised by Bromley by Bow practitioners into a methodology, that 

includes: 

 quantitative and qualitative methods; 

 six community informed stretch outcomes with 14 domains; 

 a tool to measure change administered by practitioners that includes 41 bespoke and 

validated indicators, 36 subjective captured at  the close of an engagement, ONS48 and 

MYCAW9, both pre/post measures of wellbeing; 

                                                      
7 https://www.bbbc.org.uk/insights/research-and-evaluation/research-and-evaluation-outcome-
measurement-and-evaluation/  

https://www.bbbc.org.uk/insights/research-and-evaluation/research-and-evaluation-outcome-measurement-and-evaluation/
https://www.bbbc.org.uk/insights/research-and-evaluation/research-and-evaluation-outcome-measurement-and-evaluation/
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 a consistent, whole organization approach to outcome measurement that allows for 

consolidation and comparison across the services e.g. practitioners will be able to find out 

the change clients experience as a result of a BBB service prescribed by social prescribing, 

captured using the same tool. 

Data capture takes place via a 1:1 interview as part of the cycle of usual patient/client contact by 

Social Prescribers, at three points in time: 

1. When a patient/client first engages with the Bromley by Bow Rapid Response Social 

Prescribing service, data that captures demographics, presenting need and the ONS4 

baseline will be captured and stored in Smart Sheet (the intention is to move to EMIS, the 

clinical system used by the health centres which stores all patient records and data).  

o Social Prescribers record and code presenting need to intended stretch outcome(s) 

to monitor need against the Outcomes Framework to aid analysis of take up against 

intended outcomes. For the practitioner or service delivery colleague this approach 

also provides a list of Bromley by Bow activities designed to achieve the outcome(s) 

selected. 

2. Change is captured after an initial Social Prescribing conversation. 

3. Change is captured at the close of a final Social Prescribing conversation, if more than one 

conversation takes place.  

NB. Separately change is captured at the close of a Bromley by Bow activity that a patient/client 

might be prescribed Rapid Response Social Prescribing.  

 

Figure 1 below illustrates the above. Focusing on data collection points, the diagram maps a client’s 

linear journey from referral to last contact. 

                                                                                                                                                                     
8 
https://www.ons.gov.uk/peoplepopulationandcommunity/wellbeing/methodologies/surveysusingthe4off
icefornationalstatisticspersonalwellbeingquestions  
9 https://www.meaningfulmeasures.co.uk/mycaw  

https://www.ons.gov.uk/peoplepopulationandcommunity/wellbeing/methodologies/surveysusingthe4officefornationalstatisticspersonalwellbeingquestions
https://www.ons.gov.uk/peoplepopulationandcommunity/wellbeing/methodologies/surveysusingthe4officefornationalstatisticspersonalwellbeingquestions
https://www.meaningfulmeasures.co.uk/mycaw


18 
 

 

Figure 1 Patient/client/data journey map 
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4 The context – Covid-19 and related restrictions 

 

To understand Bromley by Bow’s Rapid Response Social Prescribing service to date, it is important to 

understand the context of Covid-19 and related restrictions. Table 3 lists the Covid-19 timeline and 

key events that provide the context for the Rapid Response Social Prescribing patient/client data 

presented in this section.  

 

Table 3 Covid-19 timeline with key events 

Month/Year 

Increase or 

decrease in 

social distancing 

measures 

Development 

March 2020 

(pre funding 

period) 

  Identification of those who were at increasing risk of 

lockdown measures  

 Proactive identification of people who would require 

support  

 Implementation of Rapid Response Social Prescribing 

July 2020 

↓ 

 Lockdown restrictions eased: 

o two-metre social distancing rule relaxed and 

replaced with a "one metre plus" rule. 

o Indoor gatherings of any two households 

allowed so long as social distancing observed. 

o Many shops, pubs, religious and recreational 

facilities indoors and outdoors re-open, and 

public transport allowed for non-essential 

journeys 

 Quarantine rules relaxed for those travelling overseas for 

many countries. 

 Compulsory wearing of facemasks indoors is announced.  
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Aug 2020 

↓ 

 “Eat Out to Help Out” scheme begins, encouraging 

people to visit restaurants, pubs and cafes.  

 Daily cases reach record high for the first time since June 

2020. 

Sept 2020 

↓ 

 Schools re-open for autumn term. 

 Covid-19 cases and deaths continue to increase. 

 The R number rises approx. 1 for the first time since 

March 2020. 

 New restrictions including a 10pm curfew on pubs, bars 

and restaurants in England from 24 September, while 

face coverings are made mandatory in more scenarios 

and limits for weddings and receptions are cut to 15 

people maximum. 

 The planned return of some fans to sport venues on 1 

October is postponed and penalties for failing to wear a 

mask double to £200 for a first offence. 

↑ 

Oct 2020 

↑ 

 Local lockdowns begin. 

 R number rises to between 1.3 and 1.6. 

 Covid-19 cases continue to rise rapidly, with hospitals 

very close to crisis levels seen in early March 2020. 

 Three-tier system of restrictions come into force, 

replacing local lockdown regulations. 

 The UK reaches a million Covid-19 cases. 

Nov 2020 

↑ 

 A second national lockdown begins 

 R number falls to between 1.2 and 1.0 

 New tier system is announced, to come into force on 2 

December when the second lockdown ends 

 The R number drops to below 1 for the first time since 

August 2020. 
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Dec 2020 

↑ 

 UK becomes first country in the world to approve Covid-

19 vaccine. 

 First person receives Covid-19 vaccine as rollout of 

vaccinations begins. 

 London and other parts of the UK moved into the most 

restrictive, Tier 4, restrictions over the Christmas period. 

Jan – Feb 

2021 ↑ 

 A third national lockdown is announced. 

 Over one million people receive Covid-19 vaccine as 

vaccination rollout continues. 

 R number is estimated to be between 1.0 and 1.4 

Mar  2021 

↓ 

 Schools returned with distancing measures in place. 

 R range for the UK is 0.7 to 1.0 and the growth rate range 

is -5% to -2% per day. 

Apr–Jun 

2021  ↓ 

 UK Government four step road map implemented 

resulting in the removal of all legal limits on social 

contact with social distancing required in limited 

circumstances e.g. around border control. 

 R range for England is 0.8 to 1.0 and the growth rate 

range for England is -4% to 0% per day as of 2 April 2021. 

 R range for England is 0.8 to 1.0 and the growth rate 

range for England is -3% to 0% per day as of 7 May 2021. 

 R range for England is 1.0 to 1.2 and the growth rate 

range for England is 0% to +3% per day as of 4 June 2021. 

 R range for England is 1.1 to 1.3 and the growth rate 

range for England is +2% to +5% per day as of 2 July 

2021. 
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5 The patient/client Journey 

 

5.1 Patient/client journey map 

This section provides both the delivery team and a patient’s/client’s perspective of the Rapid 

Response Social Prescribing user journey experience, focusing on what works well and 

improvements for future service delivery.  

As shown in Figure 2 below, each patient/client that enters the Rapid Response Social Prescribing 

service presents a unique set of needs and challenges, and therefore each patient/client journeys 

are varied. Whilst some individuals may start out with a series of challenges that are quickly 

resolved, others may have a new challenge at each call.  

 

Each journey typically begins in one of three ways: 

1.As a result of a GP referral, after presenting with a problem/set of problems. 

2. Patients/clients are contacted directly by the Rapid Response Social Prescribing service. 

3. Patients/clients self-refer in to the service. 

 

Typically, a patient/client will speak with a Social Prescriber within 2 days of a referral meaning that 

patients/clients receive a rapid response. The patient/client may be in a vulnerable state, the result 

of a number of acute issues building up over time. This was true for the client/patient interviewed 

with for whom Rapid Response Social Prescribing provided crucial information and support that they 

would not have accessed themselves without the referral.  

 

Patients/clients can be engaged for up to three weeks. The patient/client interviewed reported at 

length about her positive experience with the service, enablers include being heard and listened to, 

continuous support and feeling in control of/empowered to make decisions for herself throughout 

their journey through Social Prescribing, and anticipating the same thereafter
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Figure 2 Current user experience journey map, client/patient and team perspective 
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5.2 Service Experience – Patient/Client perspective 

 

The in-depth interview with the Rapid Response Social Prescribing patient/client provides an 

example of the patient/client service experience, sharing the end-to-end experience, from how they 

first accessed Rapid Response Social Prescribing and their Social Prescriber, and views on each stage. 

A summary of this is presented below. Each stage mirrors the user journey stages in Figure 4 above.   

 

1. Initial Contact 

Need(s) 

The client was feeling extremely low – she had struggled with depression and anxiety for a long 

time, and her mental and physical health had deteriorated more recently. She had been unable to 

work as a result of the pandemic, leading to financial pressure and being unable to pay for food and 

bills.  

What was the process like? 

The client visited the GP surgery to discuss her urgent needs with her doctor and nurse.  

“I have always been the one to help rather than to be helped. I have never known how to 

ask for help when I need it, and I felt embarrassed to ask for help from my GP – I felt like a 

failure.” 

Source: Social Prescribing client 

As a result of speaking out, the client was informed about Rapid Response Social Prescribing and 

received a referral. 

 

2. Initial SP Conversation 

Need(s) 

At first, the client felt uncomfortable about engaging her Social Prescriber, not finding it easy to 

open up to people and with a fear that she would be shrugged off, not listened to or be pressurised 

to do something that she did not want. However, the Social Prescriber listened and provided 

reassurance that her needs were understood, always making time for her and making her feel 

supported and cared for. 
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“The Social Prescriber was fantastic, she made it really comfortable and she listened.” 

Source: Social Prescribing client 

 

What was the process like? 

The client received a phone call from her Social Prescriber the day after visiting her GP. The Social 

Prescriber worked with the client to set a plan of action to help her, and throughout the process the 

client felt that she could influence and have ownership of the plan, progressing at the speed she 

wanted to. The Social Prescriber communicated clearly, and sent text messages with summaries of 

their discussion which made it easy for the client to follow-up with specific services or other actions. 

 

3. Prescription take up 

As a result of ongoing engagement with the Social Prescriber, the client has engaged with a number 

of services: 

 Talking Therapies - for pain and depression 

 MIND mental health services – the client has a therapist 

 First Love Foundation - for food parcel deliveries, and personal independence payment 

application 

 Teviot Centre – meeting new people of a similar age, as well as food bag deliveries and 

receiving a free iPad to keep in touch with family members 

 Chatter Matters – internal Bromley-by-Bow service to meet new people and check in over 

WhatsApp 

 Organisations to help with utility bills 

 Discounted food store – to purchase affordable food  

 Toynbee Hall – received a befriender 

 St Joseph’s Compassionate Neighbours – as well as receiving a befriender, the client has 

signed up for a course to become a befriender herself  

 Death Café – for bereavement support 
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“I can message my Social Prescriber anytime to ask a question and will receive a phone call 

or message within the same day. She will always check in about contacting me on specific 

times/dates, always follows up on the plan arranged and will always chase up external 

services for me.”  

Source: Social Prescribing client 

 

What was the process like?  

Keeping in regular contact with the Social Prescriber has been fundamental to developing a strong 

relationship between the client and Social Prescriber. The client influences the time, days and 

frequency of communication. Also, before any referral takes place, the Social Prescriber always 

checks in with the client, ensuring that she feels comfortable with the plan and has autonomy in 

decision-making. 

“I can’t fault the process – other places don’t bother with you after but my Social Prescriber 

really does. She always follows up with me, she really cares.” 

Source: Social Prescribing client 

 

General feedback 

Patients/clients have expressed their gratitude for the social prescribing service, as illustrated by the 

following anonymised quotes, extracted from Social Prescriber notes: 

 “He sent a text 30 minutes later stating 'Thank you very much for responding to my call for 

help and support. I appreciate you for giving me your listening ear. Remain blessed.'” 

 The patient “really appreciated this call and thanked me for listening to her.” 

 “She was grateful for my call. Keen for help, knows she has a problem and is motivated to 

change.” 

 “He was very grateful for my help, and I told him that he could call again if he needs me.” 

 The patient was “starting to struggle to buy necessities. She is on maternity leave and her 

husband is furloughed, and so I applied for a grant on their behalf. She was very grateful for 

the extra help.” 
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5.3 Service delivery features– Team perspective 

 

Based on the team’s experiences, Rapid Response Social Prescribing works well for the following 

groups of people:  

 Individuals who have been directly referred by a GP or other health professional. 

 Those in need of digital upskilling. 

 Those with a pre-existing relationship with Bromley by Bow. 

 Individuals with mild to moderate mental health needs. 

 Those with language/literacy issues. 

 

The team also noted particular circumstances in which Rapid Response Social Prescribing is an 

appropriate intervention, such as: 

 Urgent needs e.g. housing evictions. 

 Food access. 

 Covid concerns e.g. accessing a Covid test, information on how to shield. 

 

Rapid Response Social Prescribing is not suitable for the following groups of people: 

 People with complex mental health that need emergency care, integrated care 

teams//enhanced care services. 

 People who need support in long-term behaviour change, goal setting etc. and in which case 

the patient is referred to the general social prescribing pathway, where longer term 

emotional support is offered over a more structured series of 6 x 50minute sessions  

Table 4 below sets out what delivery features work particularly well for clients/patients, and 

challenges, from the perspective of the Rapid Response Social Prescribing delivery team (Emily 

Hamilton, Social Prescriber; Nasim Hafezi, Social Prescriber; and Emma Owen-Amadasun, Assistant 

Director of Population Health). 
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Table 4 Delivery team perspective of service challenges and strengths 

Challenges: Strengths: 

The transition of patients/clients referred from 

rapid response to general social prescribing 

can be difficult and improvements are needed 

to avoid patients/clients needing to repeat 

information they have already shared. Rapid 

Response Social Prescribing 

Time efficiency - referrals are received by a 48-

hour deadline. 

Also, the fact that the Rapid Response Social 

Prescribing team is embedded into the primary 

care team means that communication is quick 

and effective between healthcare professionals, 

which increases the efficiency of the work, and 

the team can respond to clients with all the 

information needed. 

 Convenience - if the clinician is in EMIS and 

wants to make a referral, they can do this 

directly to the team rather than leaving the 

system to send a separate email 

Time spent with the client needs to focus on 

their needs and not interrupted by data 

collection hence building crucial data capture 

into the patient/client focused service and 

systems.  

Accessibility -The team records all calls in a 

separate Excel document with specific 

patient/client details all held in one place e.g. 

date of patient call, follow up actions, details of 

all places that have been referred onwards  

 The team has also grown personally during this 

time. Their biggest takeaways have included: 

 Learning how to manage own 

expectations to ensure delivery of a high 

quality service 

 Understanding what boundaries are in 

place for what is and is not possible to 

help patients/clients  

 Having team responsibility to oversee 

the management of Rapid Response 

Social Prescribing  

 



 

29 

6 Rapid Response Social Prescribing – service need and take-up 

 

6.1 Patient/client take up 

A total of 435 patients/clients engaged Bromley by Bow’s Rapid Response Social Prescribing service, 

either via a referral or proactive contact, between July 2020 and July 2021. Each received two calls 

on average as shown in Table 5 below, however the frequency of calls ranges from 1-19, as shown 

below in Table 6. 

 

Table 5 All patients/clients contacted and calls made 

Total number of patients/clients contacted 414 

Total number of calls made (including ‘call-backs’) 892 

Average number of calls per patient/client 2.2 

NB. Base = 414. Data unavailable for 21 patients/clients. 

 

 

The vast majority (91%) of patients/clients seen across the year received up to four calls from a rapid 

response Social Prescriber, reflecting the rapid response aim. Three fifths (63%) received one call, 

over a quarter (27%) received between two to four, and a small proportion (9%) received between 

five and nineteen calls.  
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Table 6 Breakdown of total number of calls per patient/client 

Total Number of Calls made to 

patients/clients 

Patients/clients 

n % 

1 262 63% 

2 54 13% 

3 35 8% 

4 24 6% 

5 6 1% 

6 5 1% 

7 6 1% 

8 9 2% 

9 6 1% 

10 2 0%* 

11 1 0%* 

12 1 0%* 

14 1 0%* 

17 1 0%* 

19 1 0%* 

Total 414 100% 

NB: Base = 414. Data unavailable for 21 patients/clients; * = > 0% and < 0.5%. 

 

Figure 3 shows in the thirteen months between July 2020 and July 2021, the number of 

patients/clients engaged is lowest during periods of lockdown/increased social restrictions and 

highest when restrictions lift. For example, in October and November 2020, which coincides with the 

highest R rate since March, more cases evident in schools and the start of a second national 

lockdown, and April 2021 which coincides with restrictions starting to lift as the UK Government’s 

four-step road map is deployed.  
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Figure 3 Patients/clients engaged by month   

 

 

 

 

 

 

 

 

 

 

NB: Base = 413. Data unavailable for 22 patients/clients.  

 

6.2 Patient/client age, referral source and engagement with other services 

 

Patterns of service engagement by patients’/clients ’age, referral source, prior engagement with 

other services, and presenting need, are emerging.  

 

6.2.1 Age 

 

As illustrated in Tables 7 and 8, the average age of patients/clients seen across the thirteen months 

was 40 years, two fifths were aged 25-44 years. Between July-December 2020, by far the largest 

proportion of patients/clients were under 16 years, either engaging with the service directly via their 

parent/carer. This reflects the proactive reach to young families made in October and November 

2020, evident in Table 9. In contrast, from January 2021 onwards there was just one patient/client 

under 16 years which perhaps coincides with the full re-opening of schools in February 2021. 

 

Social  

dist. 

         ↓     ↓     ↓      ↑      ↑      ↑     ↑     ↑    ↓    ↓    ↓ ↓ ↓ 
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Table 7 Overview of age 

Average age 40 years 

Age range  9 weeks – 92 years 

Median Age 38 years 

NB: Base = 415. Data unavailable for 20 patients/clients. 

Table 8 Patients/clients by age 

Age (years) Patients/clients 

n % 

0-15 55 13% 

16-24 30 7% 

25-34 86 21% 

35-44 88 21% 

45-54 65 16% 

55-64 39 9% 

65-74 29 7% 

75-84 16 4% 

85+ 7 2% 

Total 435 100% 

NB: Base = 415. Data unavailable for 20 patients/clients. 
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Table 9 Patient/client age by month engaged 

Month 

(2020/21) 

Age (years) of patients/clients (%) 

0-15 16-24 25-34 35-44 45-54 55-64 65-74 75-84 85+ 

July 2020 0% 4% 2% 6% 10% 5% 4% 6% 14% 

August 2020 27% 4% 2% 4% 3% 8% 4% 13% 0% 

September 2020 0% 0% 7% 5% 6% 13% 11% 0% 0% 

October 2020 40% 0% 7% 8% 5% 5% 4% 6% 0% 

November 2020  20% 4% 12% 12% 8% 5% 7% 13% 14% 

December 2020 11% 8% 4% 7% 3% 5% 11% 6% 0% 

January 2021 0% 4% 7% 2% 8% 8% 14% 19% 29% 

February 2021 0% 8% 7% 10% 10% 0% 11% 6% 29% 

March 2021 2% 8% 12% 14% 11% 11% 4% 6% 0% 

April 2021 0% 23% 17% 19% 11% 11% 4% 0% 0% 

May 2021 0% 12% 6% 5% 10% 11% 14% 6% 14% 

June 2021 0% 15% 8% 7% 6% 13% 7% 0% 0% 

July 2021 0% 12% 7% 1% 10% 5% 7% 19% 0% 

Total (n) 55 30 86 88 65 39 29 16 7 

Total (%) 13% 7% 21% 21% 16% 9% 7% 4% 2% 

Unavailable data 29 

Grand Total 435 

NB: Base = 406. Data unavailable for 29 patients/clients. 
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Table 10 shows that those aged 45-54 years received 2.6 calls on average, more than any other age 

group. Patients aged under 16 years (where the parent/carer/guardian of the patient were engaged 

as opposed to the patient themselves) received the fewest calls per patient/client, suggesting that 

they were quickly referred or their needs responded to. The majority of patients in this age group 

were proactively contacted as a direct result of community insights suggesting that parents and 

young children were struggling the most as a result of lockdown measures.  

 

Table 10 Number of calls made by patient/client age 

Age (years) Total number of Calls Average number of calls 

0-15 51 0.9 

16-24 43 1.4 

25-34 187 2.2 

35-44 218 2.5 

45-54 166 2.6 

55-64 98 2.5 

65-74 58 2.0 

75-84 29 1.8 

85+ 13 1.9 

Unavailable data 29 - 

Grand Total 892 2.1 

 

NB: Base = 892 (calls). Age data unavailable for 29 calls. 

 

The gender and ethnicity of patients/clients were collected from 27th April 2020 onwards, as shown 

in Table 11 below. A wide variety of ethnicities engaged with the service over this period. 

Bangladeshi (32% of patients/clients) was the most common, followed by White 
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English/Welsh/Scottish/Northern Irish/British (25%), White European (11%) and Black Caribbean 

(9%).  

 

Table 11 Ethnic background of patients/clients engaged 27th April – 28th July 2021 only 

Ethnic background Patients/clients 

n % 

Arab 2 2% 

Bangladeshi (Asian/Asian British) 28 32% 

Indian (Asian/Asian British) 4 4% 

Pakistani (Asian/Asian British) 3 3% 

Any other Asian Background (Asian/Asian British) 1 1% 

African (Black/Black British) 1 1% 

Caribbean (Black/Black British) 8 9% 

Any other Black/African/Caribbean Background 

(Black/African/Caribbean/Black British) 
1 1% 

Jewish 1 1% 

British or Mixed British 1 1% 

White & Black African (Mixed/Multiple Ethnic Groups) 1 1% 

Any other Mixed/Multiple Ethnic Background 

(Mixed/Multiple Ethnic Groups) 
1 1% 

English/Welsh/Scottish/Northern Irish/British (White) 22 25% 

White European 10 11% 

Somali 2 2% 

Prefer not to say 1 1% 

Unknown 1 1% 



 

36 

Ethnic background Patients/clients 

n % 

Total 88 100% 

 

NB: Base = 88. Data unavailable for 4 patients/clients. Data for gender and ethnicity collected 

between 27th April - 28th July 2021. 

 

As shown in Table 12, women were considerably more likely than men to engage with the service, 

six out of every ten (65%) patients/clients between 27th April – 28th July 2021 were women.  

Patients/clients engaging with the services between May-July 2021 were also asked whether their 

gender was the same as the sex they were registered with at birth. However, the response to this 

question was poor, with available data for just 35 of the 92 clients over this period. Of those 35, all 

were the same gender as the sex they were registered at birth.  

 

Table 12 Gender of patients/clients engaged 27th April – 28th July 2021 only 

Gender Patients/clients 

n % 

Female 57 65% 

Male 30 34% 

Not stated 1 1% 

Total 88 100% 

NB: Base = 88. Data unavailable for 4 patients/clients. Data for gender collected between 27th April – 

28th July 2021. 
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6.2.2 Current engagement with services 

 

A summary of the type of service that a patient/client was currently engaging with (outside of Rapid 

Response Social Prescribing) is listed in Table 13. The vast majority of patients/clients (86%) were 

not engaging with any services at the time of the call. A small number were engaging with social 

support or a council service whilst others had carers or family support.  

 

Table 13 Current engagement with services by clients engaged July2020-April 2021 

Service Patients/clients 

n % 

No engagement 261 86% 

Social support 13 4% 

Carer 5 2% 

Family support 5 2% 

Mental health services 5 2% 

Council service 4 1% 

Housing service 3 1% 

RESET 2 1% 

Befriending service 1 0%* 

Family and Social Support 1 0%* 

Food bank (FLF) 1 0%* 

Food bank (FLF) and Social Support 1 0%* 

RESET and Family support 1 0%* 

Social Prescriber 1 0%* 

Social support and RESET 1 0%* 
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Total 305 100% 

 

NB: Base = 305. Data collected between July 2020- April 2021 only. Data unavailable for 34 

patients/clients; * = > 0% and <0.5%. 

 

 

6.2.3 Patient/client wellbeing self-assessment 

 

Between 27th April – 28th July 2021, as a result of implementing the new outcome measurement 

approach, patients/clients engaging with the service were asked to rate their general wellbeing 

when they first engaged. The same questions will be asked of clients at the close of the engagement. 

As noted earlier, the ONS410 has been adopted. The general wellbeing question from MYCAW has 

since been added (data not yet available).  

 

So far, the team has captured answers when patient/clients first engage only and these are shown 

below in Table 14. Levels of wellbeing were generally low amongst the patients/clients with a mean 

score of 2.7 out of a possible 10, 4.2 lower than the general population of Great Britain11 in this 

same period. The mean score increases to 3.3 when asked to what extent things you do in your life 

are worthwhile, however this is 4.05 lower than for the general population of Great Britain12.  The 

mean score for life satisfaction is lowest at 2.3 which is 4.76 points lower than for the general 

population of Great Britain13, the greatest difference. Patients/clients used the full scale and at least 

one answered 0 in each case.   

                                                      
10 
https://www.ons.gov.uk/peoplepopulationandcommunity/wellbeing/methodologies/surveysusingthe4off
icefornationalstatisticspersonalwellbeingquestions  
 Data for General Britain from the Office for National Statistics’ Opinion and Lifestyle Survey11 from 
28th April-1 August 2021: 
https://www.ons.gov.uk/peoplepopulationandcommunity/wellbeing/datasets/totalpopulationestimateso
npersonalandeconomicwellbeingacrosstime 
12 Ibid. 
13 Ibid 

https://www.ons.gov.uk/peoplepopulationandcommunity/wellbeing/methodologies/surveysusingthe4officefornationalstatisticspersonalwellbeingquestions
https://www.ons.gov.uk/peoplepopulationandcommunity/wellbeing/methodologies/surveysusingthe4officefornationalstatisticspersonalwellbeingquestions
https://www.ons.gov.uk/peoplepopulationandcommunity/wellbeing/datasets/totalpopulationestimatesonpersonalandeconomicwellbeingacrosstime
https://www.ons.gov.uk/peoplepopulationandcommunity/wellbeing/datasets/totalpopulationestimatesonpersonalandeconomicwellbeingacrosstime
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Table 14 Wellbeing of patients/clients engaging Rapid Response Social Prescribing between 27th 
April – July 28th 2021 

Wellbeing question 

Patients/clients  
Population of 
Great Britain 

 

Patients/clients 
minus 

population of 
Great Britain 

Mean 
score 

Score 
range Number 

of clients 
respondin

g 

 
ONS Opinions 
and Lifestyle 

Survey 
(private 

households 
only) 

 

Difference in 
scores 

(0=not at all; 10 = 
completely) 

  

Overall, how satisfied are you 
with your life nowadays? 

2.3 0-10 60  7.06  -4.76 

Overall, to what extent do 
you feel that the things you 
do in your life are 
worthwhile? 

3.3 0-10 48  7.35  -4.05 

Overall, how happy did you 
feel yesterday? 

2.8 0-10 51  7.12  -4.32 

On a scale where 0 is “not at 
all anxious” and 10 is 
“completely anxious”, 
overall, how anxious did you 
feel yesterday?  

7.5 0-8 46  3.83  3.67 

Wellbeing summary (anxiety 
scores have been reversed to 
provide this mean score) 

2.7 0-9 38  6.9  -4.2 

 

NB: Total wellbeing represents a sum of the preceding four questions where data are available for each, 
anxiety scores have been reversed to provide the mean score.  

Data from the Office for National Statistics ’Opinion and Lifestyle Survey14 from 28th April-1 August 2021 and 

include private households only. 

 

6.2.5 Patient/client presenting need 

 

As set out earlier, Bromley by Bow has produced a community informed Outcomes Framework to 

measure outcomes that matter to communities.  

                                                      
14 Ibid. 
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As noted earlier, the presenting need of patients/clients engaged has been coded to an intended 

outcome as set out in the community informed Outcomes Framework15. Until the new data capture 

approach was introduced in April 2021, notes on presenting need taken by social prescribers were 

retrospectively back coded to an outcome. As the Social Prescriber did not provide the note for this 

use some intended outcomes may be missing. Since April 2021, Social Prescribers with 

patients/clients, have together coded presenting need to intended outcome during the first call.    

 

The top two reasons for clients engaging with the service, were to build knowledge and skills (22%) 

and to meet their basic needs (22%). One in ten or more needed support that strengthened personal 

resources (16%), provided connection to place and community (14%), improved wellbeing (13%) and 

provided connection to others (10%). Given the urgent nature of Rapid Response Social Prescribing, 

it is unsurprising that only a small number of cases needed support in contributing to the 

community.  

Figure 4 Patients/clients presenting need mapped to intended outcome 

 

NB. Base = the total number of needs presented (917) mapped to intended outcomes. 

 

The following tables provide an overview of the presenting need that the patient/client expressed 

on the initial call with the Rapid Response Social Prescribing team (i.e. not during call-backs), 

mapped to intended outcome 

                                                      
15 https://www.Bromley by Bowc.org.uk/insights/research-and-evaluation/ 

Basic Needs Met, 
22%

Built Knowledge 
and Skills, 22%

Connecte
d to 

Others, 
11%

Connected to 
Place and 

Community…

Contributed to the 
Community, 2%

Strengthened 
Personal 

Resources, 16%

Wellbeing, 13%
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Table 15 shows a pattern of presenting need mapped to intended outcome, by month: 

 Patients/clients requiring their basic needs met increased at the start of the pandemic and 

during peak engagement periods, and since July has been consistently presented.  

 Patients/clients wanting to build knowledge, skills and opportunity were at their highest in 

February 2021 which could potentially coincide with both an imminent return to school and 

parents/carers having some more time available to build skills and opportunity, e.g. for paid 

work following redundancy, and a post lockdown interest in making a positive change after 

significant periods of isolation and shielding.  

 Clients needing support to make a connection with others remained steady from July 2020-

April 2021, increasing as the UK Government roadmap to reduce restriction was 

implemented.  

 Patients/clients are wanting to connect with the local place and community and in July 2021 

one in ten want to contribute to the community, perhaps now feeling comparatively safer to 

help with the fallout locally due to the pandemic.  

 A need for strengthened personal resources and improved wellbeing has dipped in the 

thirteen months and jumped up again since April 2021, illustrating how important this is for 

people, thirteen months in.  
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Table 15 Patient/client presenting need mapped to intended outcome, by month 

Month/Year  Presenting need mapped to intended outcome – Patients/clients (%)   

Basic 

Needs 

Met  

Built 

Knowledge 

and Skills 

Connected 

to Others 

Connected to 

Place and 

Community 

Contributed 

to the 

Community 

Strengthened 

Personal 

Resources 

Well-

being 

Total 

(%) 

Total 

(n) 

Jul 2020 29% 15% 21% 6% 0% 15% 13% 100% 52 

Aug 2020 14% 23% 10% 8% 0% 21% 24% 100% 71 

Sep 2020 24% 22% 14% 17% 0% 13% 10% 100% 78 

Oct 2020 20% 23% 8% 17% 0% 18% 14% 100% 110 

Nov 2020 28% 29% 6% 20% 0% 9% 8% 100% 123 

Dec 2020 26% 24% 8% 22% 0% 12% 8% 100% 74 

Jan 2021 24% 33% 8% 12% 0% 12% 12% 100% 51 

Feb 2021 41% 41% 10% 0% 0% 3% 3% 100% 29 

Mar 2021 67% 33% 0% 0% 0% 0% 0% 100% 3 

Apr 2021 36% 23% 5% 0% 0% 23% 14% 100% 22 

May 2021 15% 12% 17% 12% 3% 23% 19% 100% 78 

June 2021 16% 16% 14% 15% 4% 20% 16% 100% 108 

July 2021 16% 15% 14% 12% 11% 16% 15% 100% 111 

All (%) 22% 22% 11% 14% 2% 16% 13% 100% 910 

ALL (n) 201 198 103 125 18 143 122 201 910 

 

NB: Base = 910. Data unavailable for 111 patients/clients seen between February – April 2021.  

 

  



 

43 

Table 16 shows a pattern of presenting need by client age: 

 More clients aged under 16 years presented with a need for strengthened personal 

resources and improved wellbeing than anything else.   

 Older patient/clients have so far tended to need support in meeting their basic needs and 

built knowledge and skills.  

 

Table 16 Presenting need mapped to intended outcome, by patient/client age 

Age 

Category 

(years) 

 Presenting need mapped to intended outcome – Patients/clients (%)   

Basic 

Needs 

Met  

Built 

Knowledge 

and Skills 

Connected 

to Others 

Connected to 

Place and 

Community 

Contributed 

to the 

Community 

Strengthened 

Personal 

Resources 

Well-

being 

Total 

(%) 

Total (n) 

0-15 12% 18% 7% 8% 0% 28% 27% 100% 111 

16-24 24% 20% 12% 11% 6% 14% 14% 100% 66 

25-34 25% 24% 10% 16% 3% 13% 9% 100% 191 

35-44 25% 24% 10% 17% 1% 13% 10% 100% 164 

45-54 25% 20% 11% 14% 3% 15% 11% 100% 142 

55-64 18% 21% 15% 13% 1% 18% 14% 100% 91 

65-74 21% 23% 18% 10% 0% 14% 14% 100% 71 

75-84 22% 29% 7% 12% 0% 15% 15% 100% 41 

85+ 20% 20% 20% 20% 0% 10% 10% 100% 10 

ALL (n) 196 195 100 120 17 139 120 196 887 

 

NB: Base = 887.  Data unavailable for 111 patients/clients seen between February – April 2021.  
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7 Outcomes for clients 

 

As set out in Section 3.2, Bromley by Bow has developed a community informed Outcomes 

Framework and methodology, including a method for gathering a quantitative measure of change 

within routine practice. So far the team has captured data that measure change for a client after one 

call with a Social Prescriber. Measurement of outcomes for clients from all engagement with the 

service is underway but not data are not yet available. This section presents: 

 The quantitative measure of change for clients after one call between 27 April to 28 July 

2021. 

 Data gathered via an in-depth interview with a client. 

 A structured reflection session with members of the delivery team. 

 

7.1 Patient/Client Perspective – quantitative measure of change 

 

Patient/client outcome data after one social prescribing call (between 27 April to 28 July 2021) are 

presented below in Table 18. On average, patients/clients agreed that they had experienced the 

outcomes intended by the service, scoring an average 2.9 out of 4 overall. The highest mean score is 

given for the statement ‘I know about activities and services in my community that I didn't know 

about before’ and the lowest for ‘I feel less lonely’ however the difference is low at 0.5 points.  

  



 

45 

 

Table 17 Outcomes for patients/clients at the close of one call - 27th April – July 28th 2021 

Outcome at the close of 

one call 

Outcome 

category 

Mean 

score 

Mean 

score 

outcome 

rank 

Range Patients/cli

ents 

responding 

(n) 

Patients/

clients 

data 

unavaila

ble (n) 

I know about activities 

and services in my 

community that I didn't 

know about before 

Connection 

to place and 

community 

3.1 1 2-4 17 75 

I am trying new things to 

improve my health and 

wellbeing 

Strengthened 

personal 

resources 

2.9 2 2-4 19 73 

I have been able to access 

food when I need it$ 

Basic needs 

met 
2.9 3 0-4 40 52 

I feel less lonely Connection 

to others 
2.6 4 1-4 16 76 

All intended outcomes combined 

Mean score for all 

intended outcomes 

combined 

 2.9 n/a 0-4 92 184 

 

NB: Outcome data collected between 27th April – 28th July 2021 only using the following scale: 0 = Strongly 

disagree; 2 = Neutral; 4 = Strongly agree. $ Patient/clients were asked this question to assess whether they 

were now connected with a service or resource to provide them with the food they needed. 

 

  



 

46 

Outcomes clients are being asked about as a direct result of their full engagement with the Bromley 

by Bow Rapid Response Social Prescribing service, data for which are not yet available, include: 

Basic needs met 

 My physical health has improved  

 My mental health has improved  

 I have a job  

 My home is warm enough  

 My accommodation situation has changed to match my needs better e.g. no longer 

homeless, moved from temporary to longer term accommodation  

 I have been able to access food when I need it  

 I feel safe from harm   

 My finances are more under control 

 

Built knowledge, skills and opportunity 

 I know how to get the support I need in my everyday life  

 I gained skills that will help me get a job e.g. write CV, search for a job, apply, interview  

 I have used new knowledge and/or skills gained to improve my day to day life e.g. reading 

new resources, signed up to a formal course, take a meter reading, participating in 

community activities 

 I have taken up a new learning opportunity that I arranged myself  

 I gained skills to help me do my job better e.g. Time management, working with others and 

communication, and job specific such as camera skills 

 

Connection to others 

 I am talking more with my neighbours, family and friends  

 I feel less lonely I have new people in my network to ask for help, information or advice  
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 I have made new friends 

 

Connection to place and community  

 I know about activities and services in my community that I didn't know about before   

 I trust local community services to help me if I need it 

 

Contribution to the community 

 I have helped people in my community by sharing information about local health and/or 

community services e.g. 1:1 advice or giving a talk  

 I am motivated to help myself and others  

 I have helped someone in their day to day life e.g. by sharing my experience/advice, 

becoming a buddy, made food to share 

 I have taken up a new volunteering opportunity that I arranged myself 

 

Strengthened personal resources 

 I am more confident to cope with my day to day challenges  

 I am trying new things to improve my health and wellbeing  

 I can do more to look after myself and/or my family now e.g. travel alone, manage bills, 

access resources, plan for the future, set goals  

 I feel more in control of my life  

 I can deal with setbacks and uncertainty 

 I communicate what I want to others more easily  

 

Wellbeing 
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Patients/clients will be asked the following ONS4 questions, already asked on the first call, allowing a 

change to be captured, albeit not necessarily as a direct result of engaging with Bromley by Bow’s 

Rapid Response Social Prescribing service. 

 Overall, how satisfied are you with your life nowadays?  

 Overall, to what extent do you feel that the things you do in your life are worthwhile?  

 Overall, how happy did you feel yesterday?  

 On a scale where 0 is “not at all anxious” and 10 is “completely anxious”, overall, how 

anxious did you feel yesterday? 

And an assessment of the patients’/clients ’general feeling of wellbeing will be captured after the 

first call and after all social prescribing engagement, using the approach set by MYCAW: 

 How would you rate your general feeling of wellbeing now? (How do you feel in yourself?)  

 

7.2 Patient/Client Perspective – qualitative measure of change 

 

The in-depth interview with the Rapid Response Social Prescribing client provides an example of the 

what the changes look like that have occurred due to the service. The findings are presented for 

each of the intended outcomes of Rapid Response Social Prescribing: 

Basic needs met 

 The client’s mental health, specifically anxiety, has improved. Whilst she still gets anxious in 

situations, it has improved to the point where it no longer stops her progressing with tasks. 

 The client’s finances improved due to reducing water bills and better access to benefits e.g. 

incapacity and universal credit.  

 Access to affordable food is now possible as the client has been put in touch with a 

discounted food store. 

“I know now that my financial situation is going to be easier.” 

Source: Social Prescribing client 
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Built knowledge and skills 

 The client’s knowledge of eligible benefits and how to access help has improved due to 

social prescribing.  

 

Strengthened personal resources 

 The client feels much happier now due to social prescribing. She feels more worthwhile, 

more satisfied with life, and feels that she has a direction in life now. “I don’t feel so low 

every day all day anymore.” 

 She also feels better able to focus on herself. In the client’s own words, “I have always put 

myself to the back. This is the first time that I am dealing with things on my own now, and 

that I can care for myself.” 

 

Connected to others 

 The patient/client felt much better able to speak with others.  

 

Connected to place and community 

 The client has an increased trust in services and people due to social prescribing. 

“Now rather than thinking that people don’t want to talk to me, I know that they have other 

things going on and will get back to me in due course. I have not been forgotten.” 

Source: Social Prescribing client 

 

Contributed to the community 

 The client has already referred another person to the Rapid Response Social Prescribing 

service, which indicates the huge positive impact the service has had on her life. 

 The client now supports others with bereavement and states that without the service and 

her Social Prescriber, she would not have had the confidence. 
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“My Social Prescriber has helped me in every aspect of my life. I feel like Rapid Response 

Social Prescribing has saved my life – before, I was feeling very low to the point where I 

wanted to end things. 

I am overwhelmed by the help I have received – keep up the good work and thank you!” 

Source: Social Prescribing client 

 

When asked what may have happened without social prescribing, the client stated: 

“I don’t think I would have been here. I would have taken my own life, as I could not see a 

way out. I could not pinpoint anything specific as there was so much going on, I just knew I 

needed desperate help.” 

Source: Social Prescribing client 

 

7.3 Delivery team perspective – qualitative assessment of change 

 
The delivery team shared examples of change for clients they had observed: 

 A patient/client was a victim of domestic abuse and had not left their room for four days. 

The GP referral to Rapid Response Social Prescribing provided them with the support they 

needed.  

 

 A patient/client required a parking permit and a blue badge. They were unaware that they 

were able to apply for a blue badge, and they were travelling on a bus when they were 

meant to shield. The individual may have continued to put themselves at risk on public 

transport had they not contacted the service 

 

 A patient/client was in debt which was impacting their mental health. A passing comment to 

their GP brought them to social prescribing and access to support they may not otherwise 

have received.  
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8 Outcomes for staff and the ‘system’ 

 

A reflection session with the Rapid Response Social Prescribing team revealed the following 

perceived benefits for both staff and the wider system/process: 

 Reduces reliance on GPs, nurses and other healthcare workers. 

 Provides a holistic/one-stop shop service for someone to be referred, and in doing so, 

bridges the gap to help those people as a whole.  

 Enables longer/in-depth conversations with patients/clients than with GP. More detailed 

information can be gathered and shared to support patient/client care now and give those 

involved in the patient’s care a more holistic view of what is going on for the patient, and 

how social aspects of their life may be impacting on their physical and mental well-being.  

 Provides rounded and up to date knowledge about Covid-19 and beyond, and the effect on 

patients/clients lives that relates to health including housing, income, employment etc.  

 Recognition of contribution to care of patients/clients by the patients/clients as well as 

healthcare professionals. 

 Clinicians able to think more broadly about the response to their patients and the social 

determinants of health, a major concern in Tower Hamlets, long before the pandemic.  

 Reduces workload of clinicians. 

 With further evidencing, possibility of contributing to the reduction of health inequalities.  
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9 Conclusion 

 

In the thirteen months since the Rapid Response Social Prescribing service began, Bromley by Bow 

has quickly responded to the needs of 435 local residents whose needs may otherwise not have 

been met. In that time, the service has developed and improved, and now includes a number of 

features that both ‘work’ for patients/clients and stand this service out from others, including, not 

exhaustively:  

 Proactive targeted outreach. 

 Quick response that can ‘hold’ clients for longer periods through secure referrals. 

 Seamless link to services prescribed, including General Social Prescribing, due to the 

integration with the Bromley by Bow Centre. 

 Led by agreed intended outcomes for patients/clients. 

 Data capture and use embedded into real time practitioner engagement and service 

improvement.  

 

Not only has Rapid Response Social Prescribing reduce the pressure on other health services, 

including those within Bromley by Bow Health, clinicians now have a resource for patients/clients 

whose health outcomes are compromised by the social determinants of health, a major concern in 

Tower Hamlets long before the pandemic and sadly for the foreseeable future. Bromley by Bow 

Health is so convinced of the value of Rapid Response Social Prescribing to the health service that it 

will be absorbing the cost and has added another social prescriber to the team.  
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10 Appendix 

 

Table 18 Examples of internal referral locations 

Internal referral location 

BROMLEY BY BOWC Active Mental Health 

BROMLEY BY BOWC Advice and Benefits 

Centre  

BROMLEY BY BOWC counselling service 

BROMLEY BY BOWC Cycling group 

BROMLEY BY BOWC diet and nutrition classes 

BROMLEY BY BOWC Employment and 

Training 

BROMLEY BY BOWC food bank  

BROMLEY BY BOWC Housing team  

BROMLEY BY BOWC Virtual exercise classes 

Care Navigator 

CDC business 

CDC cycling 

CDC Space of Hope project 

Chatter Matters WhatsApp 

Coming out of lockdown 

Eastend energy 

EEEF 

ESOL 

Internal referral location 

Family Cycling 

Film making course 

Financial Inclusion Team  

Gardening group 

General Social Prescribing 

GP  

Mental Health Community Connector 

Mental health sessions 

Money management 

Money Works 

Social Welfare Advice Team (SWAT) 

St Andrews 

Talking Therapies 

Virtual coffee morning 

Virtual Family Playrooms 

Walking group 

Weight management 

Women’s Employment and Wellbeing Project 

Yoga classes 

  



 

54 

Table 19 Examples of external referral locations 

External referral location 

ACAS 

Anxiety self-help guide to post out 

BAME cycling Programme Tower 

Hamlets 

Befriending service 

Better gym mum toddler swim 

Bikeworks 

Blue Badge 

Bow food cycle 

Burdett food store 

Burdett football club 

CELBS 

CGL Newham and Advice Centre 

Children's Centre 

Cinammon Trust 

Citizens Advice/Eastend Citizens 

Advice 

Compassionate Neighbours 

Connected to another mum 

Connecting Communities@Mind 

Crisis Line 

Cycling Sisters (TH) 

Dr Lesley's chronic pain support 

External referral location 

group 

Emergency Response 

First Love Foundation 

Food Pantry 

Food Store 

Food support 

Good gym 

GoodSam 

Gov.uk 

Health Visitor 

Island Advice Centre 

LBTH 

Lewisham Foodbank 

Lewisham housing benefit team 

Linkage Plus 

Little Village 

Local food bank 

Local Housing agency 

Look Ahead 

Maternity Mates 

Mobile hairdresser 

Morrisons doorstep delivery 
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External referral location 

Mutual Aid 

NAS 

Neighbours in Poplar 

NHS HCA1 Form 

NHS responders 

NHS volunteers 

Nour domestic violence counselling 

National Zakat Foundation (NAZ) 

Optician 

Poplar Harca 

Poplaw 

Praxis 

Samaritans 

SCUK grant 

Shelter 

Smoking cessation 

Solicitor 

External referral location 

St Joseph Counselling 

St Joseph's Hospice 

STC grant  

StepChange 

Supermarket delivery 

Take Back Your Life 

Telecare 

Toyhouse 

Toynbee Hall/Toynbee Hall 

befriending service 

Turn2Us 

Whitechapel Mission 

Women's Inclusion Team (WIT) 

Women’s Trust 

Working well trust 

Zacchaeus Project 
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Table 20 Examples of internal signpost locations 

Internal signpost location 

Advice Line number 

Bow Food bank (delivered from the Bromley by Bow 

Centre) 

Bikeworks 

CDC Cycling group 

GP 

Info for children with autism 

Social worker 

Walking groups 

 

Table 21 Examples of external signpost locations 

External signpost location 

Barts family contact 

Bethnal Green food bank 

Covid test kit 

Doorstep delivery service 

ELFT crisis line 

First Love Foundation 

Freecycle 

Gov.UK test and trace support payment 

Homeless Unit 

Island advice line 

Job vacancies 

Local MP 

OCD helpline 

Online shopping 

Pension information 

Resident Support Scheme 

Samaritans, A&E, Crisis Line 

St Mathews foodbank 

TH Resident support service 
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