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 1 1. Aim 

The aim of the work is to scope the academic and ‘grey’ literature to ‘map the territory’ 
and inform the researchers as to how social prescribing may influence physical activity. 

Within this broad aim, the researchers aimed to map the wider benefits of social 
prescribing and develop initial rough ideas about the mechanisms and required 
conditions to lead to positive outcomes. 
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2 2. Methods 

2.1. Overview 

Scoping is defined in this piece of work as exploring a range of evidence sources to 
populate an understanding of the concepts, boundaries, outcomes, and critical 
ingredients to achieve defined and emergent outcomes. Unlike a scoping review which 
has an agreed typology of purposes, the scoping here takes a scientific realist stance.  

The overall approach was based on previous scoping work carried out in social 
prescribing and diabetes26. The majority of social prescribing data is currently held in 
grey-literature, although there has been a growth in published literature in the last 3-5 
years as social prescribing has emerged as a research field of its own. Our method 
was therefore guided by our aim to explore information available on websites about 
real-world projects or services as well as published literature.    

2.2. Search Strategies 

Because of the broad scope and variations in terminology for social prescribing, we 
used a range of search strategies and an iterative approach.   We search Cochrane 
Library, MEDLINE, PubMed, Google Scholar, and sources of grey literature including 
google, greylit.org and opengrey.eu. 

The initial search for published studies firstly established the search criteria to identify 
social prescribing literature.  Search terms were first used as reported in Pilkington et 
al26, but were deemed too broad as social prescribing has become a more recognised 
term in the published literature.  The following terms were therefore deemed sufficient 
to identify relevant social prescribing literature: (1) social prescri* OR community refer* 
OR co production. To then identify the full range of physical activities that could be 
associated with the social prescribing schemes, the following search terms were used: 
(2) physical activity OR exercise OR aerobic OR physical exercise OR leisure-time OR 
sport OR leisure activit* OR physical fitness OR gym OR training OR physical 
performance or physical therapy. 

The results for Searches (1) and (2) were combined to provide a manageable range 
of sources of information to work with for this scoping review 

For searching on google, we combined social prescribing OR community referral to 
get an initial series of hits. Further search terms on physical activity as listed in search 
2 above were individually applied to these hits to identify social prescribing related to 
physical activity.  Where multiple pages were found, up to the first 10 pages were 
searched.
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Further sources were located from the author's knowledge of work being undertaken 
within the Social Prescribing Network. 

To keep the scoping review manageable, the searches were limited to the last 5 years 
only, where the majority of social prescribing publications have been produced. 

2.3. Selection criteria 

The aims of the scoping review were threefold and therefore the inclusion criteria were 
developed to reflect the multipurpose nature of the review. As the process of social 
prescribing includes multiple steps and stakeholders, the research team identified key 
stages of the process which included: Referring professional, link worker, client, social 
prescribing activity and outcomes.   Studies were therefore included if they met the 
following criteria 

• Was an evaluation of a social prescribing scheme that involved physical activity, 
therefore identifying outcomes of social prescribing related to physical activity and 
broader outcomes. 

• Was a study exploring a particular aspect of the social prescribing process that 
identified barriers, enablers and mechanism of action related therefore identifying 
data that would inform how social prescribing can lead to positive outcomes 
relating to physical activity. 

• To differentiate the studies from exercise on referral schemes, the studies had to 
describe a process that involved a link worker or be specifically labelled as social 
prescribing. 

• In line with the aims of the scoping review, all study designs were included as 
were all forms of reports. 

Studies were excluded if: 

• they were not available in English, or were only available as abstracts or protocols. 

• They described exercise on referral schemes, where no link worker was involved, 
or 

• they described coproduction of activities but were not related to social prescribing. 

• They were about health practitioners experiences of using a physical activity and 
therefore not related to social prescribing. 

• They were about third sector organisations working with cohorts of people but 
didn’t refer to social prescribing. 

• They were consensus building technical processes but did not refer to outcomes, 
enablers or barriers in social prescribing 

The first broad search and screening of abstracts was conducted by MP to make a 
preliminary selection of studies for consideration. Rayyan.ai software was used to 
organise all sources of information, for screening and for independent review of each 
paper. Final selections for inclusion were then made by both authors (MP, AS) when 
reading the studies in full.  Results of the review process between MP and AS were 
compared, and any discrepancies discussed and resolved. See Figure 1 for a 
description of the process of selection of studies. 
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2.4. Data Extraction and Analysis 

Data were extracted by MP or AS into a Microsoft Excel spreadsheet, documenting 
the title of the project, citation, region, type of study, type of participants, first referrer 
information, location of link worker, inclusion of children and young people, types of 
clients referred, type of support provided by link worker, services referred to, outcomes 
measured, outcome scales used, and key findings. Barriers for referring professionals, 
link workers, clients and activity providers were recorded as were the enablers for 
these categories. 
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Figure 1 Process for the identification, screening and selection of studies 
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Not all categories for data extraction were relevant to each study due to the breadth of 
the aims of the scoping review, hence data was extracted into whichever categories 
were relevant. A range of studies were included and because the main aim was to 
rapidly scope out the literature, a full appraisal of each study was not carried out at this 
stage. To give an indication of quality of evidence, the type of study, study size and 
outcomes of study were collected (see Table 1).  

A more detailed data extraction of the studies with quantifiable outcomes was also 
carried out and the following categories were documented to provide more 
transparency on the immediate outcomes, broader outcomes and quality of the studies: 
citation, title of study, region, n value at baseline, n value at follow-up, mean age of 
participants, type of study, outcomes measured, tools used, results reported (including 
highlighting were statistical significance was achieved) (see Table 2). 
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3 3. Summary of findings 

3.1. Description of the studies 

In total 34 studies were identified for this review. The 22 primary studies for which data 
were extracted, will be summarised. Of the 22 primary studies, the majority are from 
the UK with one from Denmark4 and one from Spain29. Many focused on 
implementation of a social prescribing or similar scheme for linking people with 
physical activity opportunities, and/or included the views of stakeholders either as the 
primary focus or as part of a wider study. The majority used a qualitative design (13); 
the remaining included evaluations (5), one randomised controlled trial and five based 
on other designs. Given the focus of this review it is unsurprising that so many 
qualitative studies were included. Just five studies measured outcomes of social 
prescribing for physical activity. A summary of included primary studies is presented 
in Table 1. 

3.2. Description of service users/patients being referred  

13 studies included patients/clients in their focus. People being referred to a social 
prescribing scheme ranged from adults in a general primary care population as well 
as those in deprived communities, people with mental health conditions, patients with 
long-term conditions, patients at risk of cardiovascular problems or type 2 diabetes, or 
those at risk of social isolation. Just one study focused only on young people. 

3.3. Description of first referrers 

Out of 14 studies looking at an existing or new scheme, referrers were mostly GPs or 
other health professionals in a primary care setting. In four studies referrers included 
non-medical and social care professionals as well. In one study, self-referral was 
mentioned.  

3.4. Description of activities/interventions 

Physical activities included walking groups, running networks/groups, gardening, 
general sport and leisure centre activities such as swimming and gym classes, netball 
and football, and activities in outdoor green spaces. It is notable that many activities 
are free and outdoor. 

3.5. Outcomes of Social Prescribing for Physical Activity 

Only 5 studies18,23,25,27,28 included outcomes that were quantified using validated 
measures, via self reported means or by using data from medical records (See Table 
2 for further details).   A broad range of additional outcomes were measured 
additionally to physical activity, which is inline with social prescribing being a means 
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to understand what matters most to a person and support those concerns as a 
priority.  The breadth of outcomes also relates to the style of support received, 
particularly since physical activity was via a range of clubs and groups, which provide 
social contact as well as physical activity. 

Physical activity 

Outcomes measured that related to physical activity included leisure centre 
membership18, lifestyle activities including self reported physical activity23,27, and levels 
of physical activity using validated measures such as IPAQ25 and GPPAQ28. Increases 
in physical activity were recorded in four studies 23,25,27,28 of which two studies showed 
statistically significant improvements23,28.  In one study23, significant improvements 
were only noted in clients who saw a link worker three or more times.  

Quality of life or wellbeing 

Four studies reported quality of life18,23 or wellbeing27,28. Quality of life was statistically 
significantly improved in one study, if a client saw a link worker 3 or more times23, 
wellbeing was statistically significantly improved in both studies27,28. Positive mental 
wellbeing was statistically significantly improved in one study28 and capability based 
wellbeing recorded as not significantly changed in another23. 

Physiological parameters 

Weight and BMI were measured in two studies27,28 showing improvements in 
parameters. Only one study showed statistically significant effects28. Blood pressure 
and cholesterol levels were measured in one study27 with statistically significant 
effects.   

Lifestyle parameters 

Smoking cessation was recorded in two studies23,27 with no significant effects noted 
and levels of alcohol intake was recorded in one study23 and alcohol misuse in 
another28, which was statistically significantly improved. 

Social parameters 

Loneliness levels were reported in two studies18,27. One study didn’t report the data 
specifically18, and one study showed significant improvements in emotional loneliness 
for the whole cohort and significant improvements in emotional and total loneliness 
when sub analysing people who were referred into social prescribing for loneliness 
issues27. Work and social adjustment was reported by one study but did not show 
significant change23. 

Psychological parameters 

Self esteem was measured but data not reported directly18.  Anxiety and depression 
were shown to significantly improve in one study if clients saw a link worker at least 
three or more times23. 

Empowerment 

One study27 reported a significant improvement in patient activation. 

Health service usage 

Reduction in the number of visits to a GP was reported in three studies18, 27,28. In one 
study approximately a third of people reduced their visits to the GP.  In the other two 
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studies27,28 a significant reduction was reported, and one of these studies compared 
this reduction to a case-matched control group which showed no change in GP visits27. 

Client designated concerns 

Client concerns were nominated by a client at their first link worker consultation as the 
thing that they most wanted support with, in two studies27,28. The concern categories 
covered a broad range of areas, sometimes differing from the referral reason stated 
on the referral form. Categories included concerns relating to physical activity; losing 
weight; diabetes; cholesterol levels; blood pressure; smoking; pain/arthritis; cancer; 
emotional wellbeing; mental health, family; social contact; money; work; independent 
living; learning and development; carer support; covid 19. 

Economic outcomes 

One study reported SROI analysis18, which showed a £5.07 of social value for every 
£1 invested, this was split between the health of participants and the health of a family 
member. 

3.6. What are the barriers to successful social prescribing for physical activity? 

Barriers for referrers  

Four studies highlighted a lack of time in the consultation as a barrier for referrers 1,4,6,20. 
Short appointment times in primary care make it difficult to introduce a discussion 
about physical activity and patient preferences about taking an alternative approach 
to health management. One of these studies1 also highlighted the related issue of 
needing time over the longer term to build a relationship with patients such that there 
is a trusting relationship between professional and patient that allows a conversation 
about social prescribing. Interpersonal skills as well as staffing in primary care are 
implied here, such as the use of locum doctors in primary care which adds to the 
difficulty of building relationships. Another barrier for referrers can be their own beliefs 
and knowledge about the benefits of physical activity1,6,31. A lack of knowledge and 
confidence to talk about physical activity implies a need for training in this area. Two 
studies highlighted how the lack of a supportive practice culture about social 
prescribing and physical activity adds to this barrier1,20. 

Linked to this, four studies referred to a lack of knowledge of social prescribing and/or 
of physical activity opportunities in the local community, as a further barrier for 
referrers4,6,20,31. A lack of training in how to engage with local opportunities was 
highlighted in one1 and in two other studies a lack of understanding of the link worker 
role was cited which undermined the contribution this person can make in the social 
prescribing process.14,30 

Two studies mentioned concerns around safety and the competence of the physical 
activity provider to work with people with particular health conditions, as potential 
barriers to referral4,9. In addition, social prescribing programmes being perceived as 
short-term can be off-putting11. 

Barriers for Link workers 

There were two interlinked themes evident across eight of the primary studies. The 
first concerns the complexity of the link worker role and having to deal with multiple 
issues for each client. Individuals who are referred can have complex health needs 
which as well as physical needs can include moderate to severe mental health 
problems12,14,30, and alongside a range of social and financial problems for which link 
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workers lack expertise as well as capacity32. Working in areas of high deprivation adds 
to the challenge of motivating people to engage in social prescribing and onward 
activities11. 

The second theme closely linked to the first, is a lack of adequate training. A lack of 
adequate initial training for such a highly complex role supporting people who are 
experiencing multiple needs was found in two studies29,32, with training being felt to be 
too theoretical and lacking a focus on wider determinants of health such as poverty. 
More training in practical skills such as motivational interviewing was mentioned in 
one29 and for coping with mental health needs such as depression and even suicide 
ideation, was mentioned in three14,29,30. One of these studies had a specific focus on 
link workers perspectives and also cited high referral targets as a barrier, which are 
not achievable given the level of client needs; and link workers also perceive the clients’ 
lack of readiness to engage at the point of referral as a significant barrier32. This and 
one further study cited a lack of information about what is available in the community 
to prescribe31,32 as well as lengthy waits for services which places additional burden 
on link workers.   

Other barriers for link workers included the emotional burden of the role and feeling 
isolated30, and unable to switch off2; in particular staff with managerial responsibilities 
can feel less supported2, compounded by a lack of comprehensive and well-embedded 
support for the workforce in general14. This latter study also highlighted a practical lack 
of support from the host practice such as not having a suitable consultation space14. A 
lack of process around managing caseloads was a barrier for link workers in one study, 
such as the need for an administrator2.  

Barriers for Clients 

One study found that for some clients, being dictated to and having a formal 
prescription could be barriers6, echoed in the perceptions of green health stakeholders 
in another study22. This study also highlighted low levels of ‘health literacy’ and not 
feeling safe in green spaces as potential barriers for some people. For clients with a 
long-term condition or serious disease, their physical function as well as attitudes to 
physical activity can be barriers19,20; as well as amongst young people, a lack of 
understanding about the benefits of sport31.  

At a practical level, in one study time of day of activities for working age adults was a 
potential barrier9 and in another, caring responsibilities, life/work balance and finances 
were cited29. Lack of money to pay for transport was similarly perceived by link workers 
to be a barrier to clients meeting them in one study14 and in another focused on older 
clients with complex physical needs, the lack of a support worker for disabled or 
housebound clients to take them to services was cited30. Transport was also a barrier 
in a study focused on patients with severe mental health needs16. 

What are the enablers for successful social prescribing for physical activity? 

As expected, themes about enablers pick up many of the barriers seen above. 

Enablers for referrers  

Having resources in the form of tools to support GPs with talking to patients about 
physical activity4 and training to improve staff capability, confidence and knowledge 
about physical activity20 would help referrers. Similarly, having up-to-date resources 
on what physical activity options are available in the local community and ways to 
signpost would be helpful4,6,22; an example was given in one of these studies of a digital 
platform or app with simple access to information4. Related to this, taking a partnership 
approach to help join up the health and sport/physical activity sectors was highlighted 
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in two studies1,31, with one of these advocating direct links between referrer and 
community activity representatives, to reinforce the service on offer and build trust 
between them1 e.g. meetings between GPs and community groups. Building 
connections with activity providers such that referrers feel confident in the quality of 
instructors and their ability to manage patients safely is important9,22, especially for 
referring older patients with multiple morbidities9. Sustainability in the wider system, 
i.e., having a thriving community sector providing appropriate services is a key enabler 
which may be particularly relevant for prescribing in rural areas11. 

The importance of a link worker or similar ‘practice champion’ to connect patients to 
opportunities and facilitate the process of social prescribing for both referrers and 
patients was evident in five studies1,4,6,11,31. At a practical level, a further study 
suggested having a social prescribing referral pad on the GPs desk (designed by a 
link worker) to encourage more GP referrals14. Related to this is multi-agency referral 
such as via adult social care and community care coordinators, which would further 
widen access to social prescribing especially for those with ‘low agency’11.  

Having a practice culture that is supportive of and promotes physical activity in usual 
care is an enabler20; similarly taking a ‘whole practice approach’ to social prescribing 
with joint training for all staff1. Broadening out to other practice staff, such as upskilling 
GP receptionists to have initial conversations about social prescribing and signposting 
to link workers was suggested in one study focused on green social prescribing22. 
Being involved in the development of the scheme can help referrers see the value and 
understand their role, helping secure the ‘buy in’ of stakeholders11. Linking to this, 
regular feedback to GPs on patients’ progress was mentioned in two studies to 
encourage referrers1,11.  

Enablers for Link workers 

Similar themes as for referrers were found. Echoing a finding above, being part of the 
GP practice and one that is receptive to social prescribing such as having GP 
champions and a community centred practice approach, was enabling for link 
workers1,14. Practical set-up could help too such as link workers being employed in one 
team in one organisation and sharing an office14. As with referrers, the ‘buy in’ of link 
workers through being involved in developing the social prescribing scheme was 
equally valued by them in a study that consulted both types of professionals as part of 
an evaluation11. 

The importance of clear eligibility criteria for any social prescribing scheme was 
highlighted in two studies9,12; and as for referrers, knowledge of local physical activity 
opportunities is important for link workers, especially those suitable for young people31. 

In terms of working with clients, taking a non-directive approach was seen by link 
workers to be a key enabler of successful behaviour change, facilitated by strong 
interpersonal and communication skills allowing a non-judgemental and active 
listening approach32 that empowers the client29. As this study pointed out, this requires 
a longer consultation time. In a study where health professionals carried out social 
prescribing in a similar role to that of link worker, an algorithm for prioritising behaviours 
to change was useful29.  

Being able to provide intensive support to clients and not just refer onwards can be a 
key part of the role, reflecting the complex case load that link workers may have32. This 
makes support for link workers in the form of one-to-one supervision and peer support 
important30, and simply being part of a team 2,12,30. Alongside this, training was a hugely 
important enabler, increasing confidence and specific areas that are core to the role 
such as behaviour change32 and motivational interviewing12, 32, as well as 
confidentiality and safeguarding32. In addition, training around specific health needs of 
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patients such as long-term conditions and mental health issues such as anxiety, 
depression and suicide, abuse and addiction is a particularly important focus for 
training11,12,14,30, 32. Training in practical knowledge such as community resources is 
also needed32 and in coping with the demands of the role in general where shadowing 
other link workers as part of training may be helpful30.  

Enablers for Clients 

A person-centred approach to the discussion about physical activity can be enabling 
for both adults6,11,24 and young people31, again necessitating a longer consultation. This 
initial discussion can be motivating for clients, possibly adding legitimacy to starting a 
new activity6 and makes the referrer’s skills in approaching the discussion, listening, 
being persistent and linking to tangible options especially important6,11,27. In general, 
building rapport and trust with the client over time that encourages and supports them 
and gives them a degree of control over their onward referral, i.e., a plan is co-
produced, was seen to be beneficial with a range of adult clients24,27,29, and with young 
people31. A buddy system may have potential for some clients according to a study in 
a general primary care population6. 

Other important enablers for clients included speaking to a link worker in person and 
at the GP surgery27, and having multiple and regular appointments with a link 
worker23,24,28. In two of those studies which were based in deprived communities, an 
‘open door’ approach to the service where engagement might be over as much as 2 
years, was beneficial24, as well as follow-up calls27.  

In terms of enablers to the onward activities, transport to activities was a theme here, 
especially for young people (and presumably others) in rural areas1,20,31. Sharing 
experiences and social interaction at group-based activities can encourage retention 
and help with loneliness9,19,29 and exclusive use of facilities for referral may facilitate 
participation of older clients9. 

3.7. Evidence from reviews 

Brief points from the most relevant reviews are highlighted here to give the above 
findings a wider context. There was not scope within this study to directly include the 
12 reviews of social prescribing in the data extraction; it should also be acknowledged 
that there was some overlap between primary sources of data we have included and 
those included in some reviews (noted below): 

• A recent and extensive realist review which had much broader inclusion criteria 
for social prescribing than the present study5, mirrors many of our themes about 
barriers and enablers along the pathway. Acknowledging some overlap with our 
studies, their dimensions of good practice in social prescribing similarly 
highlighted the importance of stakeholder’s buy in and knowledge; building 
trusting interpersonal relations that are informed and supportive, and allow for 
person-centred interactions, as well as trusting relationships across the pathway 
such as between the health and physical activity sectors; and the potential value 
of peer support in enhancing motivation only glimpsed in our review. They also 
concluded that a predisposed practice culture, with training, supervision and 
resources for prescribers is key to good practice.  

• A review focused on individuals with mental health problems13 which did not 
overlap with our studies, showed similar themes around the barriers and enablers 
for referrers including the lack of time in the consultation, concerns over safety, 
the importance of referrer’s beliefs about physical activity and the need for training 
in how to promote physical activity to clients and in behaviour change techniques. 
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Access to information about physical activity programmes was similarly enabling, 
alongside a commitment to a holistic approach.  

• A realist review showed some similar themes around referrer enablers and client 
enablers including a patient-centred discussion and transport17.  

• A review of systematic reviews of physical activity promotion for older adults34, 
supports our findings about physical activity interventions that start with client-
centred, professional and tailored guidance and the importance of ongoing 
support.  

Overall, the common mechanisms of ‘time, training and trust’35 have emerged in this 
review.  
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4 4. Discussion points 

4.1. Principal findings 

This scoping review has revealed that the landscape of evidence associated with 
social prescribing and physical activity is currently more related to implementation of 
social prescribing schemes and the associated barriers and enablers, compared to 
directly attributing increased levels of physical activity to social prescribing schemes. 

The majority of the primary studies were qualitative or mixed methods studies looking 
at different aspects of the social prescribing pathway from initial referrer through to 
community based activity.  Only 5/22 primary studies quantified outcomes, as such, 
this review can not make firm conclusions as to the effectiveness of social prescribing 
for increasing physical activity.  The results do provide a clearer picture of potential 
effects, possible outcomes and can therefore be used to inform future research in this 
area. This finding alone is in keeping with the young status of social prescribing as a 
defined field of research, given that social prescribing was only adopted as national 
policy in England in 2018.  

This review highlights that there are barriers and enablers associated with every part 
of the social prescribing process from initial referral to a client accessing the 
community activities.  Not all of the barriers identified are possible to circumvent in 
future research without wider system and policy change.  For example, the current 
lack of education in the medical curriculum on the benefits of physical activity, nutrition 
and social prescribing mean that new medical professionals are not appropriately 
equipped to talk to their patients about physical activity.  Furthermore,  the structure in 
primary care makes it almost impossible to talk about social prescribing or build a 
rapport within such a short consultation time.  Therefore much work will need to be 
done in local PCNs to educate healthcare professionals who are referring to social 
prescribing schemes on the benefits of physical activities for their patients and the 
nature of the discussion about this approach to managing health. 

There are already exercise on referral schemes that are active in many areas in the 
UK.  These schemes do not include a link worker, so there is an assumption that if a 
person is referred for an exercise intervention programme that they will then turn up 
and adhere to it.  Data from social prescribing schemes, however, shows that when a 
person talks to a link worker, the personalised approach enables the patient to reveal 
concerns that are of greater priority than physical activity.   A proportion of people 
attending social prescribing, therefore, are known to need other issues sorting out 
before they are likely to adhere to increasing physical activity  (see ref 27,28 for 
examples).  This becomes an important point to note when aiming to quantify changes 
to physical activity levels in larger future studies - as physical activity may not be the 
primary outcome that is relevant for every participant. 
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In the studies that did measure physical activity outcomes and broader outcomes of 
social prescribing (see Table 2 for details), there were a range of outcomes captured, 
from physiological, psychological, social, and empowerment based outcomes as well 
as impact on GP consultations.  This broad range of outcomes is in keeping with social 
prescribing schemes in general (see Howarth et al review15 for comparison outcomes 
and Polley et al for mapping of outcomes36).   This is due to social prescribing 
prioritising what matters to a person, which could be health or determinants of health 
based.  It is therefore common to see wellbeing and loneliness to also be improved as 
the activities in social prescribing are often group based and provide social 
connections as well as physical activity. 

Whilst all of the quantitative studies capture physical activity outcomes, these were 
sometimes self-reported bespoke questions, as opposed to validated 
measures.  Furthermore, there was a large range in n values for people completing 
evaluations.  Lack of follow up data ranged from 38% to 86% of participants at 
baseline.  This throws up a myriad of questions on the level of confidence that can be 
placed in the findings of studies with low follow up rates, how representative these 
findings are of the local population using social prescribing and also wider issues 
related to collecting data within social prescribing schemes.   Ensuring success of 
future social prescribing studies will therefore require much thought on which 
outcomes to measure and how to measure them to ensure that the full range of 
benefits of the social prescribing schemes are being captured. Moreover, 
understanding why people do not attend a referral to social prescribing or do not 
complete evaluation measures at follow-up will be an important aspect of information 
to discern through public, patient involvement at the research design stage. 

4.2. Challenges and limitations 

The challenges encountered when designing and implementing this scoping study 
have led to a number of limitations.   Whilst social prescribing as a term is now 
embedded in policy, it is not recognised as a MESH term in pubmed or MEDLINE, 
therefore there is still uncertainty that all relevant papers are captured through search 
criteria.  Moreover many evaluations that are in the grey literature may not call their 
social prescribing schemes by that name, hence it is likely that some evaluations have 
not been found.   For this project, social prescribing, community referral and co 
production were, therefore, all used to cast a wide net.  Previous scoping reviews (e.g 
Pilkington et al26) used a range of terms around primary care, however we found this 
now yielded far too many studies than was practical for this scoping review. Similarly 
physical activity can be referred to via many terms, so an extensive list of terms was 
used. Conversely we included studies from grey literature sources as well as peer 
reviewed publications to be more inclusive of local knowledge. 

The selection of studies also relied on a clear description of the schemes so that we 
could identify if a link worker was included as a key distinction between exercise on 
referral and social prescribing.  In some cases this was very hard to discern and we 
can not guarantee that some relevant studies were excluded due to the descriptions 
associated.  

We did not directly include reviews of social prescribing in with the data extraction as 
there was overlap between primary sources of data we had and that were also included 
in some reviews. Brief points from the most relevant reviews were however presented 
in the findings section.  Future work will need to cross references primary sources in 
all social prescribing reviews for potential additional primary papers.  Whilst this was 
beyond the time allocated for this scoping review, we did identify some pertinent points 
that related to this scoping study. 
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A further potential limitation is that we have selected studies that are predominantly 
UK based.  The heterogeneity of health systems and varied language used to describe 
social prescribing internationally means we may have missed more international 
papers, or papers that are not in English but could still provide useful information.  On 
the other hand, we did notice that the majority of international papers were more likely 
to describe exercise on prescription or physical activity on prescription as a direct 
referral process without a link worker professional. Whilst exercise on referral is a 
maturer scheme within the NHS there hasn’t been any comparison or investigation 
into how direct referral by a GP compares with referral via a link worker 

 



 

Centre for Regional Economic and Social Research | 17 

 

5 5. Conclusions 

The aim of this project was to scope the academic and ‘grey’ literature to ‘map the 
territory’ and inform the researchers as to how social prescribing may influence 
physical activity. We further aimed to map the wider benefits of social prescribing and 
develop initial rough ideas about the mechanisms and required conditions to lead to 
positive outcomes.   As the literature on social prescribing begins to build there is a 
consensus of findings of barriers and enablers that need considering in future research 
and design of social prescribing schemes.  Much more research needs to be 
undertaken to understand the benefits and outcomes of social prescribing in relation 
to physical activity, to improve the external validity of such data and provide a stronger 
argument for association or attribution of effect. 
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A2 

 

Appendix 2 

Table 2 Comparison of outcomes reported. *Results in bold show where data was statistically significant. 

Citation Title Region n at Pre n at Post Type of 
evaluation 

Outcomes 
measured 

Tools used Results 

Jones C, Hartfield 
N, Brocklehurst P, 
Lynch M, Edwards 
RT. International 
Journal of 
Environmental 
Research and 
Public Health. 
2020; 17(14):5249. 
https://doi.org/10.33
90/ijerph17145249  

Effectiveness of 
Community-Links 
Practitioners in Areas 
of High 
Socioeconomic 
Deprivation 

Wales n= 159 n= 66 and 
n=38 family 
members 

Pre post 
quantitative study 

self esteem Rosenberg self-
esteem scale 

not reported directly 

loneliness CTEL scale not reported directly 

quality of life 
participants 

EQ-5D-5L not reported directly 

quality of life family 
members 

EQ-5D-5L not reported directly 

increase in leisure 
centre membership 

 28 people 

people reduced 
attendance at GP 

 19/66 people 

economic (SROI) HACT social 
value calculator; 
Health and 
social care 
resource use in 
last 16 weeks 

In total, £281,010 of social vaue 
was generated by the Health 
Precinct in a one year period. The 
outcome that generated the most 
social value was an improvement 
in participant health (£98,187), 
followed by improvement of family 
member health (£45,317). 
Translated to £5.07 of social value 
generated for every £1 spent. 

https://doi.org/10.3390/ijerph17145249
https://doi.org/10.3390/ijerph17145249
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Mercer SW, 
Fitzpatrick B, Grant 
L, Chng NR, 
McConnachie A, et 
al Annals of Family 
Medicine, VOL. 
17(6), 
NOVEMBER/DECE
MBER 2019518 

Effectiveness of 
Community-Links 
Practitioners in Areas 
of High 
Socioeconomic 
Deprivation 

Scotland n=288 
intervention; 
n=612 
control 

n=214 
intervention; 
561 follow 
up control 

RCT Health related QOL EQ-5D-5L whole group 0.008 (-0.028 to 
0.045) p = 0.648; significantly 
improved if see link worker 3 or 
more times (0.071 p=0.011) 

capability based 
wellbeing 

ICECAP-A -0.011 p=0.411 not significant 

anxiety HADS-A whole group 0.09 p=0.753; 
significantly improved if see link 
worker 3 or more times (-1.380 
p=0.005) 

depression HADS-D whole group -0.41 p=0.173; 
significantly improved if see link 
worker 3 or more times (-1.280 
p=0.007) 

work and social 
adjustment 

Work and Social 
Adjustment 
scale 

0.05 p=0.940 not significant 

Lifestyle activities self reported 
Exercise 

whole group 0.12 p=0.183 
significantly improved if see link 
worker 3 or more times (0.339 
p=0.013) 

smoking rates no significant effect 

self reported 
alcohol intake 

no significant effect 

Pescheny JV, Gunn 
LH, Randhawa G, 
et al. BMJ 
Open2019;9:e0268
62. 
doi:10.1136/bmjope
n-2018-026862 

The impact of the 
Luton social 
prescribing 
programme on 
energy expenditure: a 
quantitative before-
and-after study. 

East 
England 

n=146 n=56 Pre-post 
quantitative study 

Physical activity 
expressed as 
metabolic equivalent 
energy expenditure 
(MET) 

IPAQ increase in mean MET minutes 
per week for walking, moderate 
and vigorous activity. 

Employment, increased age and 
being male have a predicted 
negative effect on MET minutes 
per week. 
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Polley M; Seers H; 
Fixsen A External 
Report 

Evaluation Report of 
the Social Prescribing 
Demonstrator Site in 
Shropshire–Final 
Report 

Shropshire
, England 

n=134 n=115 pre-post mixed 
methods 
evaluation with 
case matched 
control group 

Client concerns and 
wellbeing 

MYCaW significant improvements in 
concern 1 (p=0.001), concern 2 
(p=0.003); significant 
improvement in wellbeing 
(p=0.000) 

loneliness De Jong 
Giervald 
Loneliness 
measure 

whole group - significant 
improvement in emotional 
loneliness; significant 
improvement in total loneliness 
(p=0.05) and emotional loneliness 
(p=0.02) for participants 
specifically referred for loneliness. 

Patient activation Patient 
activation 
measure 

significant improvement mean 
change =5.13 (p=0.000) 

physical activity self reported 60% of participants report being 
more active 

weight medical records non-significant improvement in 
56% of participants who had 
weight loss 

BMI medical records non-significant improvement in 
56% of participants who had 
weight loss 

Blood pressure 

medical records significant improvement in distolic 
BP (p=0.007) 

cholesterol 
medical records significant reduction in LDL 

(p=0.04) 

smoking self reported 3/13 stopped smoking, 1 started. 

Health service usage medical records significant reduction in visits to GP 
in social prescribing group 
(p=0.00) compared to no- 
significant reduction in GP visits in 
control group. 
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service satisfaction 4.8/5 for service 
times and 
suitable venuel 
4.9/5 for ability 
of people to talk 
to link worker 

 

Polley M; Seers H; 
Johnson R. (2021) 
External Report 

Tandridge District 
Council Wellbeing 
Prescription Service 

South East 
England 

data 
collected 
from 
Elemental 
digital 
platform for 
2363 to 3429 
people. 
Individual n 
values 
provided for 
outcome 
measures 

 Pre-post mixed 
methods 

Client concerns and 
wellbeing (n=296) 

MYCaW Significant improvement in 
concerns and wellbeing; concern 
1, -2.1 (p<0.001); concern 2, -1.6 
(p<0.001); wellbeing -1.3 
(p<0.001) 

positive mental 
wellbeing (n=250) 

WEMWBS 

significant improvement mean 
change= 5.9 (p<0.001) 

Alcohol misuse 
(n=66) 

AUDIT-C significant improvement mean 
change= -1.6 (p<0.001) 

weight (n=955) medical records significant improvement mean 
change= -2.1Kg (p<0.001) 

BMI (n=934) medical records significant improvement mean 
change -0.8 (p<0.001) 

physical activity 
(n=228) 

GPPAQ significant improvement mean 
change=0.5 (p<0.001) 

GP visits (n=104) medical records significant improvement mean 
change= -0.7 (p<0.001) 

 


