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Local Trust was established in 2012 to deliver Big Local, a 
National Lottery Community Fund-funded programme which 
committed over £1m each to 150 neighbourhoods across 
England. The £217m originally provided by The National 
Lottery Community Fund to support this programme is the 
largest single-purpose Lottery-funded endowment ever 
made, and the biggest ever investment by a non-state 
funder in place-based, resident-led change.

The National Academy for Social Prescribing (NASP) 
was established as a charity in 2019 to champion social 
prescribing. Our work focuses on connecting different 
stakeholders across the social prescribing system; creating 
innovative partnerships, from local to international; 
boosting investment for frontline organisations delivering 
social prescribing; building the evidence base, working with 
academics and experts around the world; and raising the 
profile of social prescribing through national campaigns.

The Centre for Regional Economic and Social Research 
(CRESR) at Sheffield Hallam University is one of leading 
applied policy research and evaluation centres in the 
UK. For over thirty years we have undertaken critical, 
theoretical and empirical research into key regional, social 
and economic policy developments within the UK and 
internationally, influencing policy design. We have been a 
leading centre for social prescribing research since 2014 and 
our research has informed the development and roll-out of 
social prescribing policy in the UK and around the world.
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Executive Summary

This research explored the potential for greater community involvement in and 
leadership of social prescribing in England based on evidence from 20 different 
communities, including 12 Big Local areas1. To frame the research the following working 
definition was developed:

“Community involvement in and/or leadership of social prescribing is where 
residents have been able to influence and/or take a lead in the design, 
delivery and evaluation of local social prescribing programmes, based on 
residents’ needs and identified solutions.”

The research was not intended to develop a new social prescribing model. Rather, 
it was grounded in the argument that social prescribing was originally intended as a 
bottom-up community-based approach to health creation but that this has been lost in 
many places following the implementation of the NHS-led social prescribing link worker 
(SPLW) model. In this model SPLWs take referrals from health professionals and hold a 
‘what matters to you’ conversation to understand an individual’s needs and preferences 
before making an onward referral to relevant activities and services, often provided by 
community organisations. 

The current NHS model does not provide funding for the community end of the referral 
and link workers are not incentivised to engage in community development. However, 
the findings presented in this report make it very clear that sustainable investment 
in community assets and community development are a prerequisite for long-
term community leadership of social prescribing and the establishment of viable 
community-level social prescribing systems. 

The main findings and recommendations from the research are summarised below.

A. Current practice in community-led social prescribing

“A lot [of the work of the Big Local partnership] was informal social 
prescribing. We partnered with the GP practice so they could refer into those 
type of things. Because before people [thought it was] just a coffee session, 
just an activity, just a walk. And we realised it’s not just a walk; it’s good 
for physical and mental health. It’s good for supporting people with social 
isolation.” (Big Local partnership member and former worker)

1	 The Big Local programme provided grants of just over £1 million to 150 hyper-local areas across England over 10-15 years. 
Funding was non-prescriptive, and local residents made the decisions on how to spend the money to achieve lasting change for 
their areas. Most Big Local areas have a population of between 3,000 and 8,000 people, in a mix of urban, rural and coastal 
communities.
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Community organisations described being involved in a wide range of different activities 
falling under the umbrella of social prescribing. There was a broad spectrum of activity 
with different forms and degrees of leadership and involvement. Examples included 
link workers based in community venues; setting-up activities in collaboration with link 
workers for people to be prescribed into; groups ‘selling’ their activities and services 
into GP surgeries to establish referrals; and community organisations developing their 
own social prescribing-style support projects. In general, we found that activities fell 
across two related spectrums of activity associated with leadership and involvement, 
as set out in table 1.

Matrix of community leadership of and involvement in social prescribing  

Level of involvement (operational to strategic)

Level of 
leadership 
(low to high)

• Operational level of involvement
• High leadership

• Strategic level of involvement
• High leadership

• Operational level of involvement
• Low leadership

• Strategic level of involvement
• Low leadership

B. Benefits and risks of community involvement and leadership 

By talking to community organisations involved in social prescribing systems and 
their partners we were able to identify some potential benefits and risks of greater 
community involvement and leadership in those systems, as summarised in table 2. 

Perceived benefits of and risks to greater community involvement and leadership in 
social prescribing systems.  

Benefits Risks

Community knowledge, connection and 
ownership

Lack of meaningful representation at 
neighbourhood level

Drawing focus to the role of community 
groups

Underinvestment in both services and 
communities

The benefits of greater community involvement in or leadership of social prescribing 
stem from bringing small community organisations closer to health services. A 
community-centred approach to social prescribing will provide the health system 
with greater access to community knowledge, promote social connection and enable 
greater ownership of the factors known to be important for health creation and positive 
wellbeing. But there are also risks inherent in greater community involvement in 
social prescribing, particularly for organisations which are closest to communities but 
have least power to influence change. Risks include whether there can be meaningful 
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representation at a neighbourhood level, safety and appropriateness of referrals, 
rationing of resources linked to specific health needs and conditions, and whether 
there should be expectations of greater involvement without addressing long-term 
underinvestment in community activities that support the social determinants of health.

“I think people still think you can get something for nothing with 
communities, which I don’t think is fair… But I think community delivering 
with support, activities that are needed locally, is a great idea and I think it is 
also a way that you will get those volunteers of tomorrow through the door in 
some way, shape or form.” (Big Local partnership member)

C. Enablers of greater community leadership and involvement 

Overall, Big Local partnerships and other community organisations have had mixed 
experiences when trying to engage in social prescribing systems, services and processes.  
The research identified some of the main enabling factors associated with these 
experiences. Key amongst these were:

•	 Building quality relationships and local knowledge over time: good relationships, 
particularly between link workers and community groups, were seen as the 
cornerstone of effective social prescribing. Building good links with local community 
groups can help link workers understand which types of support are most 
appropriate. This extends beyond knowing what groups exist, to trusting which ones 
an individual with specific needs would feel ‘safe’ to attend.

•	 A shared language and commitment across the social prescribing system: 
successful examples of community involvement in socially prescribing were 
typically underpinned by regular exchanges of information between community 
organisations and link workers. This enables a shared understanding of what 
community organisations could offer in support of social prescribing and what they 
should expect from a social prescribing referral. However, this process requires an 
investment of time and trust on both sides.

•	 Strategic partnerships: we identified examples of community organisations 
developing partnerships with other organisations to support community-level social 
prescribing. These included consortia with other community organisations through 
which to engage the wider health system and investing in community buildings in 
which social prescribing activities could take place.

•	 Long term, flexible funding to aid sustainability: uncertainty about funding 
made it difficult for community organisations to plan their involvement in social 
prescribing. Small but regular amounts of funding for community groups, alongside 
core funding for the organisations providing them with support and resources, were 
vital for removing barriers and sustaining long term engagement with link workers 
and the wider health system.
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•	 Working safely with communities: community organisations raised concerns about 
the appropriateness of some social prescribing referrals. It is important to ensure 
that the activities people are referred to are appropriate for people with very 
complicated lives and that workers and volunteers are supported to meet people’s 
needs with compassion whilst also necessary safeguarding procedures are in place.

•	 Capacity and demand: community organisations highlighted the risk of over-
prescribing into some groups. Some activities have limited capacity and are unable 
to cope with the numbers of individuals being sent their way without additional 
investment in staff or volunteer time.  Link worker capacity was also a concern as 
many had limited time in which to engage with the community, manage their case 
load, and spend time working with individuals who needed more intense support.

D. Recommendations 

Social prescribing could play a key role in supporting the NHS to realise its ambition to 
be more preventative and locate more support within communities. To achieve this, 
however, there is a need to re-align social prescribing more closely with community 
needs and assets via the following four steps.

Step 1: Prioritise the building of relationships at a community level between health 
professionals, link workers and community organisations so that they have a deep 
understanding of each other’s roles. 

Step 2: Focus on establishing trust between residents, community organisations and key 
parts of the health system. This will take time, honest conversations, and a willingness 
to address power imbalances. Recognition that community involvement in social 
prescribing requires additional investment will be a key part of this process.

Step 3: Develop formal ways of working between health professionals, link workers and 
community organisations based on co-designed referral pathways, information sharing 
and feedback loops and effective governance. This will enable collaboration to become 
embedded at an institutional level and reduce reliance on individual relationships.

Step 4: Invest sustainably in community assets and community development, recognising 
that the current NHS social prescribing model has not paid sufficient attention to the 
community end of the referral process. Developing shared investment approaches, that 
include partners beyond the health system, could be a key factor in unlocking greater 
investment.

Implementing these steps will require action and all levels of the health system. 
Nationally, stronger guidance is needed to emphasise the need for greater community 
involvement and investment if social prescribing is to be implemented effectively. 
Regionally, Integrated Care Partnerships should ensure that community infrastructure 
is resourced effectively and sustainability as part of strategies to address health 
inequalities and the social determinants of health. Locally, PCNs and GPs must recognise 
that it is their interests, and the interests of their patients, to promote community 
development through link workers and other allied roles within their practices.
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1. Introduction

This is the final report from a year-long research project exploring the potential for 
greater community involvement in and leadership of social prescribing in England. 
The research was commissioned by Local Trust and conducted by the Centre for 
Regional Economic and Social Research (CRESR) at Sheffield Hallam University and the 
National Academy for Social Prescribing (NASP). It focussed on three questions:

•	 What is ‘community-led social prescribing’ and how does it differ from other 
approaches to social prescribing?

•	 What are the barriers and enablers of community involvement in social prescribing?

•	 What are the benefits of community involvement in social prescribing, from the 
perspective of different stakeholders?

The report draws on a range of data including: 

•	 A literature review.

•	 Interviews with representatives from 12 Big Local areas with some experience of 
engaging with social prescribing.

•	 Interviews in six areas that were not part of Big Local but had their own experiences 
of community involvement in social prescribing.

•	 Interviews with six stakeholders from the public and voluntary, community and 
social enterprise sectors (VCSE) with broader system level knowledge of social 
prescribing.

•	 Three area-level workshops to explore experiences in more detail.

What do we mean by community-led social prescribing?

To frame the research, the research team reviewed a range of literature to propose a 
working definition of community-led social prescribing. As the project developed, we 
broadened the scope and framing of the research to consider community involvement 
in social prescribing, alongside leadership, in order to encompass a broader range of 
activities and roles. Our working definition is therefore as follows:

“Community involvement in and/or leadership of social prescribing is where 
residents have been able to influence and/or take a lead in the design, 
delivery and evaluation of local social prescribing programmes, based on 
residents’ needs and identified solutions.”
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This definition is intended to be a starting point rather than an end point. It is intended 
to aid discussion amongst and between policy makers, practitioners and researchers 
interested in progressing this agenda over the next few years.

Structure of the report

The remainder of the report is structured as follows:2 

•	 Chapter 2 provides the context for community involvement in and leadership of 
social prescribing, drawing on the findings from the literature review and discussion 
of the English policy context in which social prescribing is being implemented.

•	 Chapter 3 presents findings about what is happening already in relation to 
community involvement in and leadership of social prescribing based on evidence 
from Big Local areas and other parts of England.

•	 Chapter 4 presents findings about the benefits and risks of greater community 
leadership of and involvement in social prescribing, perceived by those we 
interviewed.

•	 Chapter 5 identifies some of the key enablers of greater community involvement 
in and leadership of social prescribing based on the experiences of community 
representatives in Big Local areas and other parts of England.

•	 Chapter 6 is the conclusion. It discusses the main findings from the research and 
provides recommendations for ensuring greater community involvement in 
and leadership of social prescribing through community-level social prescribing 
systems. 

2	 Three appendices to the report are also provided. Appendix 1 provides more detail about the methodology for the research. 
Appendix 2 presents the findings of the literature review conducted at the beginning of the project. Appendix 3 is a list of 
references for the main report and literature review.
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2. What is social prescribing and what are the 
drivers for greater community involvement and 
leadership?

This chapter discusses the background and context for the research drawing on 
a literature review and some broader reflections based on more recent policy 
developments. It discusses what social prescribing is and highlights some of the main 
drivers for greater community involvement in and leadership of social prescribing.

What is social prescribing?

The term social prescribing is used to describe various systems, processes and pathways 
which enable professionals and practitioners within health and social care settings to 
connect people with non-medical support, typically at a community or neighbourhood 
level. Although social prescribing has its origins at a community-level in the UK it is 
now a global phenomenon (NASP, 2024). A recent paper established an internationally 
accepted definition of social prescribing:3

“A means for trusted individuals in clinical and community settings to 
identify that a person has non-medical, health-related social needs and to 
subsequently connect them to non-clinical supports and services within the 
community by co-producing a social prescription—a non-medical prescription, 
to improve health and well-being and to strengthen community connections 
(Muhl et al., 2023, p. 9).” 

How does social prescribing currently operate in England?

In England, a universal model of social prescribing has been embedded within primary 
care since 2019. Prior to this social prescribing was typically delivered at the local level 
by community organisations working with GPs to connect local people to community 
activities. This ‘bottom-up’, small-scale social prescribing received some public funding 
but was not part of statutory services. Since the early 2010s, social prescribing has been 
increasingly ‘top-down’ with services commissioned by the public sector (Dayson, 2017). 

Most social prescribing involves a link worker funded by NHS England via the Additional 
Roles Reimbursement Scheme (ARRS). The social prescribing link worker (SPLW) takes 
referrals from health and care professionals—usually the GP—and holds a ‘what matters 
to you’ conversation to understand the individual’s needs and preferences. The SPLW 
then makes an onward referral to relevant activities and services, typically provided by 
the VCSE sector, including community organisations. 

3	 The Delphi method is a way to generate consensus on concepts by bringing together a group of experts to discuss and refine key 
ideas over several rounds of discussion and evaluation. 
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Referral activities tend to fall into four broad categories: creative activities linked to 
art, culture or heritage; physical activities; activities in nature; or information, advice 
and guidance in relation to financial issues. Practical examples of social prescribing 
referrals include helping someone who is isolated join an art class or a community 
gardening project; connecting someone with financial problems to a debt management 
service; supporting someone with dementia to join a specialist choir; or helping someone 
with high blood pressure to take up a community exercise class. In these final two 
examples a social prescribing referral is serving a dual purpose by addressing a social 
need through an activity that may also lead to secondary clinical benefits.

Link workers can be employed directly by Primary Care Networks (PCNs); or this can 
be contracted out to local VCSEs. In many areas of England NHS funded link workers 
are supplemented by additional social prescribing initiatives funded by local NHS 
commissioners, local authorities or grant funders. In some areas different social 
prescribing initiatives operate alongside each other, including within the same VCSE 
organisations; in other areas levels of collaboration vary.

What are the drivers for greater community involvement in and 
leadership of social prescribing?

Despite the community-level origins of social prescribing, the role of communities 
in its development and implementation has been largely overlooked recently in 
terms of practice, policy and research. Notable exceptions include Bromley-by-Bow 
and South Southwark in London, which have incorporated community development 
activity into the link worker role (Hopewell, 2017; Peer Learning for London, 2022) and 
Rotherham, where a collaborative model of service development involving local people, 
commissioners and VCSE providers has been in place since 2013 (Dayson, 2017). More 
recently, a model of community-enhanced social prescribing (CESP) has been developed 
and piloted in Manchester, which seeks to embed community engagement, in the 
development of social prescribing (Morris et al., 2022). What unites these approaches 
is an acknowledgement that to be successful social prescribing schemes engage more 
deeply with local communities. Although social prescribing is often still described as 
‘community-based’, its current focus on empowering individuals to identify their own 
needs and find solutions means the question of how communities are empowered to do 
the same is too frequently overlooked.

The links between positive health and wellbeing outcomes and involvement in 
community development are long-established, as are the links between negative health 
and wellbeing outcomes and inequality and powerlessness (Rosenthal, 1983; South et al., 
2015; Wallerstein, 1993). The 2010 Marmot Review identified individual and community 
empowerment as central to the reduction of health inequalities, emphasising that this 
may involve ‘removing structural barriers to participation, for others facilitating and 
developing capacity and capability through personal and community development’ 
(Marmot et al., 2010, p. 34). Community development is far from embedded in health 
systems, however. Although NHS England (2022) has issued guidance around ‘proactive 
social prescribing’, framed as a community development approach to improve access to 
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services for those with unmet needs, very little information is provided about how this 
could work in practice.  

The importance of (re) locating healthcare closer to communities is a key theme in the 
recent ‘Darzi Report’, the new Labour government’s rapid investigation into the state of 
the NHS (Darzi, 2024). In his report Lord Darzi argues high quality community services 
are essential to create a sustainable NHS but highlights how, currently, too great a share 
of the NHS is being spent in hospitals, and too little in the community. He goes on to 
directly link underinvestment in the community to growing waits for hospital care and 
is critical of previous administrations for failing to deliver on promises to shift care 
away from hospitals and into the community. Although Darzi falls short of advocating for 
further investment in social prescribing as part of this shift towards communities, the 
report provides a clear rationale for why a more community-focussed model of social 
prescribing could play a key role in the future of the NHS. 

A working definition of community-led social prescribing

Based on the evidence discussed above, we proposed a working definition of community-
led social prescribing to take forward into the research fieldwork.

“Community-led social prescribing describes social prescribing activities, 
systems or processes that have been initiated by the local community, often 
involving other local partners, and based on community-identified needs and 
solutions.”

This was intended to be an ‘ideal type’ that captured the range of community leadership 
that the literature suggested we might expect to see. However, as the project developed 
we broadened the scope and framing of the research to consider community involvement 
in social prescribing, alongside leadership, to encompass a broader range of activities 
and roles. As a result, our working definition was adjusted as follows:

“Community involvement in and/or leadership of social prescribing is where 
residents have been able to influence and/or take a lead in the design, 
delivery and evaluation of local social prescribing programmes, based on 
residents’ needs and identified solutions.”

While this does not describe the same kind of wholly community-directed activity that 
initially framed the research, it does not exclude that. At the same time, it better 
captures the range of leadership and involvement taking place. It also puts more 
emphasis on communities and residents in the context of other partners and parts of the 
system – working together rather than necessarily driving activities.
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3. Community-led social prescribing: current 
practice in Big Local and beyond

Big Local partnership members and workers, those from non-Big Local voluntary and 
community groups, and link workers told us about a wide range of different activities 
falling under the umbrella of social prescribing.  What we found was a broad spectrum 
of community involvement and activity with different forms and degrees of community 
leadership. For instance, examples ranged from link workers based in and working 
closely with the community; setting-up activities and groups in collaboration with link 
workers for people to be prescribed into; groups ‘selling’ their activities and services 
into GP surgeries to establish referrals; and community organisations developing their 
own social prescribing-style support projects. 

Social prescribing in Big Local areas

Social prescribing in Big Local areas and elsewhere exhibits different degrees of 
community leadership, and leadership occurs at different points of social prescribing 
services (e.g. provision of activities, partnerships with link workers, strategic-level 
involvement and more). It is by no means a given that social prescribing in Big Local 
areas is community-led, even where the Big Local partnership has had close involvement 
with social prescribing activities. 

When we talked to Big Local areas, we found their activities fell across two related 
spectrums of activity that helped to describe both the level and type of involvement 
and the degree of leadership. We can locate examples on a matrix using these two axes 
shown in table 1:

Table 1: Matrix of community leadership of and involvement in social prescribing

Level of involvement (operational to strategic)

Level of 
leadership 
(low to high)

• Operational level of involvement
• High leadership

• Strategic level of involvement
• High leadership

• Operational level of involvement
• Low leadership

• Strategic level of involvement
• Low leadership

•	 Level of involvement: this is on a spectrum from strategic to operational. This 
includes, at one end, taking a key role in the design of social prescribing schemes, 
and at the other activities for implementing social prescribing such as grant-funding 
activity groups

•	 Degree of leadership: At one end, high leadership, meaning where a Big Local 
partnership has taken a more active role in leading social prescribing locally. At the 
other end, low leadership, meaning where Big Local areas have taken a more passive 
role. 
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It is not the case that higher or lower degrees of leadership for specific activities mean 
a partnership is more or less capable of taking on leadership roles, or that the quality or 
importance of work is of greater or lesser significance. In all of the Big Local areas we 
spoke to, partnerships were engaged in a range of activities, taking on different degrees 
of leadership with each one. Equally, for some of these activities there was no need for 
Big Local partnerships to take on a leadership role any greater than they already had. 
This work is only one element of the range of community projects and programmes Big 
Local areas engage in, rather than their sole or even main focus, so decisions about 
overall capacity and priority also play a part. 

Some Big Local areas demonstrated higher levels of leadership at the operational level 
of social prescribing systems, including where residents had set up and grown new 
groups and activities to meet an identified need, and had specifically related these to 
health services, receiving referrals from different statutory agencies. This contrasts with 
the lower degree of leadership at the operational level where Big Local partnerships 
have funded and supported new or pre-existing activities, but not been involved beyond 
that, or not actively aligned these as central to social prescribing programmes. 

The diagram below shows some of the different types of activities we found mapped 
across the two axes. This illustrates how activities can sit along a spectrum between 
performing strategic roles (such as setting up and running pilots, selling programmes into 
local health services, sitting on steering groups, etc.) and operational ones (running, 
funding or hosting local groups and activities such as crafts, outdoor pursuits etc., 
or hosting link workers within community centres by providing office or consultation 
space). Big Local partnerships in turn exhibited different degrees of leadership when 
undertaking these activities: offering space to a craft group, for instance, involves a 
lower degree of leadership whereas identifying a need from residents and setting up a 
new activity group to meet that need might show a higher degree of leadership. All of 
these activities play important roles in Big Local areas and in social prescribing.
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Figure 1. Examples of types of Big Local involvement in social prescribing by level of 
involvement and degree of leadership 
 

Strategic level

High

leadership

Low

leadership

Operational level

Pilot participant

Cross-sector advisory 

board membership

Initiated 

project

Initiating 

activities

Hosting a

link worker

Connecting

to activities

Examples of practice from Big Local areas

• Low leadership: operational level

Examples in this area include where a Big Local partnership provides office space to 
a local link worker; offers signposting or other advice to link workers; and offering 
meeting rooms and activity spaces to local groups which then received referrals from 
local link workers. 

While this work does not involve Big Local residents or partnerships taking on roles in 
leading social prescribing, the activities and the support provided to both community 
groups and link workers can be vital to successful social prescribing programmes, as 
without them there might be less connection to a local area, and less to prescribe into. 

“I think as part of the Big Local we’re connected with a lot of other local 
community hubs – there’s that strength of being a part of something bigger 
that you’re not just one group that’s doing one thing. You can also signpost 
people to other things, there’s that link up work and I think that’s been the 
strength of the social prescribing thing.” (Big Local partnership member) 
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Big Local partnerships have played important roles in helping to fund and support local 
groups and activities, including direct grants and in-kind financial support such as free 
venue hire. Community venues run by some of the Big Local areas we spoke to play host 
to food banks, warm space groups, games clubs, sporting and fitness activities, Men’s 
Sheds and similar craft-based groups, and more. Big Local partnerships also supported 
groups to get started including by helping them get appropriate policies and procedures 
in place, where necessary. 

A number of Big Local partnership members and workers told us they or the groups they 
supported would receive referrals from social prescribing link workers, but that was the 
extent of their engagement and experience with health and/or local authority-run social 
prescribing programmes. In some cases this resulted in capacity issues and safeguarding 
concerns, which are discussed in more detail in sections 4 and 5 on barriers and risks. 

• High leadership: operational level

Some Big Local partnerships took a more active leadership role in trying to establish 
partnerships with local social prescribing programmes that went beyond simple 
signposting, including setting up and running their own activities or programme of 
activities to support local residents to meet their health and wellbeing needs, with clear 
links to social prescribing. 

“A lot [of the work of the Big Local partnership] was informal social 
prescribing. We partnered with the GP practice so they could refer into those 
type of things. Because before people [thought it was] just a coffee session, 
just an activity, just a walk. And we realised it’s not just a walk; it’s good 
for physical and mental health. It’s good for supporting people with social 
isolation.” (Big Local partnership member and former worker)

One example came from a successful community shed, inspired by the Men’s Shed 
model,4 which had successfully made links with local social prescribing schemes and 
received referrals through those. Another began when a local resident and Big Local 
partnership member recognised the benefits of outdoor activities to their own mental 
and physical health, including reducing dependence on medical interventions, and 
decided to share this with others. They trained new volunteers to lead their own walks, 
to enable the growth, spread and sustainability of the project. Referrals are received 
from mental health services and the local Police and Crime Commissioner team, which 
also provides some funding, and the project is advertised via local GP surgeries. While 
there is no mention of link workers, ‘trusted individuals’ (Muhl et al., 2023) are making 
referrals to the activity based upon identified need and people are often accompanied 
by friends or family members when first attending walks. 

4	 Men’s Sheds (or Sheds) are places where people can come together to enjoy practical interests and develop skills, alongside 
building social connections and relationships between members. Men’s Sheds Association (2024). What is a Men’s Shed? 
Available: https://menssheds.org.uk/ (accessed 08/11/24).

https://menssheds.org.uk/
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“They just open up, and I just let them talk and offload it, because half the 
time that’s all they need to do, offload something.” (Big Local resident and 
partnership member) 

There were also examples of programmes of work that Big Local partnerships framed 
as social prescribing, and that strongly resembled the definition of social prescribing 
referenced above, but that operated independently of statutory-led social prescribing 
programmes. This was not necessarily by choice, but rather because they had been 
unable to undertake more strategic-level activity and/or successfully build links with 
health systems and other partners, for a range of reasons. 

“[After facing barriers in building working links with GP surgeries and others] 
we went back to square one and we just really just started speaking to the 
community about things they would like, and rather than just offering them 
a grant to set things up by themselves we took more of an approach whereby 
the people would come forward, and then my worker would work with those 
individuals that seemed to be keen on a bit of more of a leadership role, and 
worked with them to get them DBS checked and their First Aid Certificate 
and all of that kind of thing and did it that way.  And then just looped that 
information back through to the social prescribers who did then prescribe into 
it.” (Big Local partnership member)

Big Local case study 1, from a Big Local area across two estates in Wolverhampton, 
illustrates both some of the quality of work and holistic whole-family approach to 
health and wellbeing that is possible, and some of the challenges related to partnership 
building with both public and voluntary sector bodies. It is very much led by local 
residents, supported by local groups, providing direct support through activities and 
practical help.

• Medium leadership: strategic level

Big Local partnerships are engaging in strategic-level activities around social prescribing. 
Although some, for instance, might participate in strategic partnership boards locally, 
we have only attributed a medium or mixed level of leadership to these activities, as 
these generally seem to be forums for sharing ideas and learning rather than taking 
leadership roles in influencing programmes. We did not find any examples of Big Local 
areas campaigning for better local provision or services specifically around social 
prescribing systems, or of influencing the nature and form of a local social prescribing 
programme. 
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Big Local Case study 1: The Scotlands and Bushbury Hill

The Scotlands and Bushbury Hill are two areas in the north-east part of 
Wolverhampton, with around 1,000 households in each.  Big Local activities - 
including a community shop and cafe, cooking classes, and arts activities - happen 
across two community centres and are supported by two community workers, local 
groups and volunteers (Community Action and Training Services, 2013; Marsden, 
2022; The Big Venture Centre Ltd., 2024).

Workers and volunteers at the Big Venture centre on the Scotlands estate said they 
had been doing social prescribing “since day dot” – since before they knew what 
the phrase meant. Support provided at the centre focuses on the whole family, 
and the root causes of issues they face. The community café within the centre is a 
place for local residents to come and talk about their problems and seek support to 
overcome them. 

Workers at the centre realised that families were coming with often multiple, 
complex needs, and so through a project called Breaking the Cycle began working 
with the family as a whole unit, exploring the root causes of issues, rather than 
the symptoms, and helping parents and children to get the best support through 
projects and activities in and around their two community centres. As well as 
signposting people onto groups run by local volunteers, workers can signpost them 
to counselling, benefits support, housing support, or help them to access GP and 
other health services. The centre receives referrals from the local council, GP 
surgeries, local family hubs or through self-referral. Some of those who sought 
support with complex needs were then helped to undertake different kinds of 
training, and became volunteers themselves, supporting other local individuals and 
families in crisis. 

Another local voluntary organisation holds the social prescribing contract for 
the city. However, while link workers send referrals their way, residents state 
that there is no grant funding for their local groups passed down as part of that 
contract. Partnership members are frustrated by this, as they feel both that 
they provide a valuable service that needs funding, and that they have expertise 
to offer. Demand has increased substantially as the project’s reputation has 
grown, raising serious questions about capacity and sustainability. The Big Local 
partnership helped to form the WV10 consortium of local community organisations 
to try lever in funding for community-led organisations which might otherwise lose 
out on funding to larger organisations. One WV10 member explained their vision for 
a cyclical system whereby social prescribing is based on needs analysis, which then 
informs a collaborative approach to statutory instruments like local area plans, 
supporting bidding for targeted projects, meeting identified outcomes, finally 
influencing prescribing practice in turn. However, participants were clear that such 
work could only be achieved with sustained funding for both activities and core 
costs. 
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However, we found one example of a Big Local partnership offering its endorsement to 
a pilot social prescribing project and sitting on its advisory board, and a second that 
felt its seat on a local strategic group gave it an opportunity to highlight local issues to 
decision-makers. 

“We have more of a voice, it’s quite a good way to develop a close 
relationship with PCN leaders and you can go back and say well these are the 
issues that we’ve got going on. So it does create a dialogue I think between 
different groups, providers, statutory and voluntary sector providers.” (Big 
Local worker)  

There were other examples of Big Local partnerships having representation on various 
local strategic boards that had a broader remit than social prescribing and building 
good relationships with public bodies. However, overall, this activity was limited. This 
is perhaps unsurprising as such partnerships tend to work at the scale of local authority, 
PCN or ICB, while Big Local areas cover a much smaller area. Nevertheless, given that 
Big Local areas are often areas of high deprivation and lack of previous engagement 
within those larger system footprints, there is potential benefit to statutory systems 
in working with them, enabling their representation and in turn sharing in their local 
knowledge and experience. 

• High leadership: strategic and operational levels

These examples demonstrated higher degrees of leadership with activities at an 
operational level, such as running health and wellbeing-related groups; and at strategic 
level, such as building partnerships with parts of the health system. In these examples, 
partnerships played a key role in initiating and leading social prescribing work directly 
alongside or in partnership with public services than the examples mentioned under high 

leadership: operational level.

In some cases, however, initiated projects did not succeed. We heard from two areas 
that had tried to initiate social prescribing projects but had struggled to make them 
work. In the first case, the partnership had employed their own link worker to work with 
other local link workers to embed a community development approach. However, they 
were unable to secure commitments to share data about needs. The second area saw 
that nearby local councils were setting up social prescribing pilots, saw the value of the 
work, and attempted to set up their own with two local parish councils. However, the 
partnership broke down and subsequent social prescribing programmes missed out on the 
potential for involving residents directly, and the benefits of community development 
approaches. One successful example, however, involved a Big Local partnership in Bolton 
recognising the potential health and wellbeing benefits of activities going on in their 
community centre, and ‘selling’ these groups into a local GP’s surgery to create a clear 
pathway for social prescriptions. Big Local Case Study 2 explores this in more detail. 
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Big Local Case Study 2: Tonge with the Haulgh Big Local 

Tonge with the Haulgh Big Local started in 2012. It is in an area of East Bolton, 
covering communities including Tonge Moor, Tonge Fold and the Haulgh, with a 
population of roughly 13,000. 

During a community consultation exercise in 2015, the Big Local partnership 
identified a need locally for more women-only wellbeing and creative spaces. The 
partnership commissioned an existing local community organisation to develop a 
women-only arts group centred around chronic health conditions. The Big Local 
community development officer at the time recognised it could be part of a social 
prescribing style-system and approached a local health centre with a proposal to 
establish it as a group into which local residents could be prescribed. 

Thanks to a single, proactive and interested GP, the group was adopted by the 
health centre and met there for some time. The GP wrote to their patients who 
might benefit from the group to encourage them to attend. It was perceived 
that this brought a sense of legitimacy to the activity, as it came from an official 
source rather than “just coming from a community group” (workshop participant). 
Then, the GP was able to produce information tracking some of the participants, 
demonstrating a reduction in pain medication requests during the period they had 
been attending the group. This convinced a second health centre to host a second 
group. 

The COVID-19 pandemic necessitated first a move to meeting online, and then a 
move to the local St Chad’s Church and Community Hall, bringing the two groups 
together into one, and co-locating it with other local groups including a local Men’s 
Shed, luncheon club and more. This potentially posed a challenge, as some women 
required a women-only space due to previous experiences, but in fact the arts 
group and Men’s Shed were able to build a positive relationship prioritising safety 
and respect. At this time, the group also needed new leadership. A woman with a 
chronic health condition who had originally been prescribed into the group then 
took over the leadership of it. She described how being told about the group and 
going along helped her to get out of the house, socialise and get back involved 
in life after a car accident where she acquired the long-term health condition. 
Another woman who received the kind of letter from her GP described above told 
us how the arts group had led her to discover a brand-new arts-based hobby which 
had made her feel good but also brought her success, as she was soon to have an 
exhibition of her work in Bolton. 

Local link workers stressed the difference the Big Local partnership vice chair, 
members and workers made to them and their work. They had visited St Chad’s 
early in their roles, met people involved in the partnership and some of the groups 
they supported, been made to feel welcome and thus felt confident that people 
they prescribed there would feel welcome too. They and others highlighted the 
importance of good communication between social prescribers and community 
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groups, co-design and collaboration, and of gathering stories of success (and where 
interventions have been less successful) as evidence to inform more work. 

Some of the challenges for link workers and those involved in community work 
included knowing what was out there, local transport to help people get to groups, 
having enough volunteers to run groups and sustain work into the future, and being 
able to convince others of the benefits of the social prescribing approach. Link 
workers, who worked beyond just the boundaries of the Big Local area, relied on 
community notice boards as well as community venues and word of mouth to find 
out what was going on locally. There were plans locally for both online and paper-
based maps of groups and activities being developed by community workers, both 
for residents and professionals such as link workers, which could help improve 
local knowledge. In terms of getting buy-in, this project demonstrates the value 
of having a GP champion locally. However, workshop participants noted that while 
some surgeries had real advocates for the work, others were not engaged with 
the service. Some felt this was at least in part due to high workloads all clinicians 
faced. 

The relationships, connections and trust built between the Big Local partnership, 
the local community groups it supported, the volunteers who run them, link 
workers and other health professionals, and residents was what made this example 
successful. There were some concerns about sustainability and future funding, as 
well as the capacity of volunteers, once Tonge with the Haulgh Big Local comes to 
an end. There were also clear future plans, including working with the local council 
as part of a community alliances programme, which may help to grow this work 
further.

Perspectives from outside Big Local

Examples from non-Big Local voluntary and community organisations

There was a mix of experiences and perspectives from community groups outside of the 
Big Local programme, with some organisations finding more success, and in some cases 
being commissioned to deliver social prescribing programmes; and others struggling 
to engage with social prescribing systems. Those who had well-established projects 
nevertheless faced challenges.  

Several examples had been set up outside of formal social prescribing programmes, but 
still identified with the concepts of social prescribing and framed their work in terms 
of health and wellbeing. Examples included projects with a specific focus on financial 
health, working with older people from marginalised backgrounds, and a heritage-based 
social prescribing project taking a participatory approach to its work. For instance, one 
project worked with older people from marginalised backgrounds, in neighbourhoods 
with high levels of deprivation and significant ethnic minority populations. During 
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the COVID-19 pandemic lockdowns, the project had pivoted to running its health and 
wellbeing sessions online, via Zoom and supported by a WhatsApp group, attracting a 
large audience from a – first local and then global – South Asian background. The project 
leaders described a need to help more marginalised people ‘connect to themselves’ - 
feel confident, safe and secure in themselves - before being able to support them to 
attend groups and activities on a regular basis. We heard something similar from Big 
Local interviewees and link workers, and this will be discussed in more detail in the 
section on barriers and enablers. 

One particularly strong example of community leadership in social prescribing comes 
from Sheffield, where PCN-commissioned5 social prescribing programmes in some parts 
of the city operate alongside and in partnership with pre-existing models of community 
referral. The latter was made possible by grant investment from the local authority 
into community/neighbourhood anchor organisations across the city. A second case 
study example comes from Leeds, where long-term funding has enabled voluntary 
organisations and community groups to work across the city in neighbourhood networks 
to support the health and wellbeing of older people.

Non-Big Local Case study 1: community partnerships key to 
social prescribing in Sheffield

The city of Sheffield, part of the NHS South Yorkshire Integrated Care Board (ICB), 
has a unique approach to social prescribing based on pre-existing networks of local 
voluntary and community organisations. In 2015 the local authority established 
‘People Keeping Well in their Community (PKWC)’ as a community-based approach 
to prevention that uses a social prescribing model to help to prevent and delay 
people needing to access health and social care services. 

PKWC involves up to 17 community partnerships led by local voluntary and 
community organisations who receive funding from Sheffield City Council to receive 
referrals of individuals at risk of declining health and wellbeing and support them 
to access appropriate activities or services in their community. Referrals can be 
made by a GP, other professional, family member, friend, or through self-referral 
and lead to a ‘what matters to you’ conversation with a link worker. Common 
activities referred to include social cafes; community exercise sessions; housing, 
debt or benefits advice; health trainers; condition specific support groups; and 
volunteering opportunities.

5	 Primary care network (PCN)
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When the NHS Link Worker model was rolled-out in 2019, and primary care 
networks (PCNs) were able to access funding to employ their own link workers, a 
number of PCNs sub-contracted the link worker role to their local PKWC provider 
with whom they had an existing relationship. This enabled NHS link workers to be 
embedded within existing PKWC teams, benefiting from their existing knowledge of 
and reach into communities and community-based activities, and helped to build 
capacity within PKWC community partnerships. A number of the PKWC community 
partnerships are led by community anchor organisations. For example:

•	 Southey and Owlerton Area Regeneration Trust (SOAR) was established in 2004 
through regeneration funding and now provides a range of services designed to 
improve a person’s health, wellbeing and employability. PKWC and PCN funding 
has enabled them to work in partnership with over 20 GP Surgeries and over 
40 Community Partners and employ a team of Social Prescribing Link Workers, 
Wellbeing Coaches, Welfare Coaches, Employment Coaches, Development 
Workers. This team works alongside other Community Services and Centres to 
promote the health and wellbeing of some of the most diverse and economically 
deprived areas of the city.

•	 Darnall Well Being (DWB) was established over 20 years ago by a local GP who 
was inspired by the Peckham Experiment, a pioneering model of community 
and health development in the 1930s-40s. DWB is co-located with GPs and 
other primary care services in a Primary Care Centre at the heart of the local 
community. This enables their Social Prescribing Team to work closely with 
GPs, nurses and other practice staff to receive referrals and support people to 
engage in a wider range of community-based activities. These include DWB’s own 
community provision, such as the community allotment, and link people to other 
organisations active in the local community.

Non-Big Local Case study 2: long-term core funding to 
enable community organisations to support healthy ageing 
in Leeds

The city of Leeds has a longstanding model – the Leeds Neighbourhood Networks 
(LNNs) – that demonstrates the value of long-term core funding for community-led 
organisations involved in supporting older people to age well in place. Although it 
is not explicitly a social prescribing model there are some important lessons for 
efforts to increase community leadership or and involvement in social prescribing.

The LNN comprises 37 voluntary organisations working across the whole of Leeds 
(known as ‘Neighbourhood Networks’).  Each network works with members and 
volunteers to deliver a range of activities to improve and promote health and 
wellbeing, including advice and information, help around the home, healthy living 
activities, leisure and recreation, transport and general support.
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In-depth long-term research into the LNN model identified a number of factors 
as being particularly significant in determining how and to what extent the LNNs 
contribute to health outcomes and health system priorities (Dayson et al, 2022). 
These are described as the five ‘mechanisms of change’ (five Rs) that ought to 
resonate with similar organisations and/or commissioners seeking to promote 
greater community leadership of and involvement in social prescribing. 

The first ‘R’ focuses on what community organisations need to deliver their 
activities; the subsequent four ‘Rs’ focus on how community organisations 
utilise their resources to achieve outcomes. How the five Rs – resources, range, 
relationships, responsiveness and reassurance – operate to make a significant 
contribution to health outcomes and health system priorities are outlined in the 
image below.

Source: Dayson, C., Gilbertson, J., Chambers, J., Ellis-Paine, A., & Kara, H. (2022). How community organisations contribute to 

healthy ageing. Centre for Ageing Better.

https://shura.shu.ac.uk/id/eprint/29997
https://shura.shu.ac.uk/id/eprint/29997
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Perspectives from the health system

Integrated care systems (ICS) include both local authority and NHS bodies, and 
individuals within them offer an additional perspective on the role and place of 
community in social prescribing. At this strategic level, our interviewees expressed  a 
commitment to the principles of involving communities in decision-making, usually via 
local voluntary or community organisations, but some hesitation regarding how to do this 
in a meaningful way. These strategic leaders were trying to navigate complex issues of 
power, recognising the structural institutional imbalance as an operational reality. 

“Ultimately there will always be that power dynamic but how do you wear 
that power dynamic, how are you gracious in that, how do you enable 
challenge and decision making of that?  Where people talk about shared 
power or a commissioning body giving away power, fundamentally I work 
for a political institution that politicians make the decisions, but how do 
you develop ideas and thoughts together… We can’t give away the council’s 
power but how do you do that graciously and in partnership?” (Local authority 
official)

We also interviewed some link workers employed by or through primary care networks 
(PCNs). Some of these worked directly for a PCN or GP Federation, while others were 
subcontracted to work for other organisations such as local charities. Practice varied 
significantly, often influenced by the scope of the role commissioned by the PCN. For 
instance, in one area a link worker based in a local library worked to build relationships 
with both individuals and community groups over a long term, not constrained by a 
quota number of sessions, and in a way that fostered individuals’ leadership skills and 
interests so they might take on roles in the future beyond attending groups. Another 
locality-based service working specifically with older people often from an ethnic 
minority background, set up and run by a voluntary group, was also mindful of fostering 
volunteers’ own leadership and practical skills. The project leader viewed investing in 
volunteers’ leadership skills as something to help with sustainability of the work, so if 
funding could not be renewed at least some work in the local community could continue. 

In another city-based service, the link worker told us the service only funded 
interventions for individuals, and did not fund community groups or community 
engagement. The worker was still running their own walking group and had made efforts 
to respond to community views on local gaps in provision, but it was clearly a much 
more limited role than other link workers who were embedded in communities, and 
other systems that also funded voluntary action. Similarly, constraints of the service 
specification were raised as an issue by commissioned voluntary organisations, and we 
will discuss this in more detail in the section on barriers and enablers.
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Comparing Big Local with other examples

Comparing Big Local and longer-established non-Big Local projects provides some 
insight into possible future directions for neighbourhood-level groups. One difference 
between the engagement of voluntary organisations in social prescribing versus Big 
Local partnerships was the higher degree to which the former engaged with/in formal 
commissioning processes, and across diverse health stakeholders such as ICBs and PCNs. 
The work we found in Big Local areas was smaller scale, more likely to be driven by 
individuals working with their local community and, if funded, funded from their own 
money (either their Big Local funding or that generated from other community activities 
like building rental or community shops). The work was less specific to, or segmented 
by, health conditions and seemed more spontaneous and flexible. In contrast the 
more established voluntary organisations we spoke to were more likely to talk about 
commissioning relationships and arrangements with local councils and primary care 
networks, which funded their social prescribing work, including employing their own 
social prescribers and establishing medicalised condition-based pathways. This work 
was more likely to be formally organised according to the commissioning arrangement. 
In both cases, paid workers were present and important, and there were examples in 
both Big Local and non-Big Local groups of directly employing link worker-style roles. 
However, we did not find any examples of Big Local partnerships employing health 
system-commissioned link workers; they instead designed and funded these roles 
themselves after recognising the potential for positive impact. 

There were, of course, variations on both sides. There were examples of Big Local 
partnerships which wanted to engage more in health and other statutory systems 
principally to ensure they were funded for what they did. However, they faced 
challenges in achieving this including a lack of knowledge about how to navigate such 
complex systems or how to make their case, or in some cases a lack of interest on the 
part of the systems. These will be discussed more in the next section. Equally, some of 
the more established voluntary organisations we spoke to had grant funding that allowed 
them to engage closely with local neighbourhoods, estates and communities in creative 
ways that enabled residents to influence their programmes of work outside of a strictly 
commissioned service. Often it felt like these voluntary organisations were still a step 
removed from those communities, unlike Big Local partnerships which were very much 
based within them, but in others they also employed and worked closely with local 
residents, just with more of an organisational bureaucracy around them. 

From the point of view of link workers, both those employed by primary care networks 
directly and those employed through voluntary organisations, there was significant 
variation in their ability to engage with the community. Principally their role was 
described as serving individuals, helping them to find support and activities to meet 
identified needs, as per the link worker role description. In some areas, this was all the 
link worker role was funded to do; there was no additional funding in the service to work 
with communities to understand what was on offer, to support community initiatives 
or to engage in any kind of community development work in partnership with local 
groups. In some, the link worker was based in a community building (including Big Local 
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buildings) and were supported and funded to work directly with community groups. 
This still tended to be work focused on the individual, as per the service design, but 
did mean they were able to develop a breadth and depth of knowledge about the local 
community, groups within it, opportunities and tensions and so on. 

Some link workers based in community organisations had established new social groups 
within those organisations for condition-based pathways (such as diabetes, long-term 
conditions etc.), which both reflected health priorities in their local areas and were 
part of the service specification. However, there was limited evidence of link workers 
being able to engage more in community development approaches. This is not just about 
service funding, but also about capacity of both workers and individuals: some link 
workers told us their case load had spiralled to well beyond the initial service design, 
and that the individuals they were helping had such basic needs, such as safe housing, 
food and stability, that there was no room for anything else. One example where this 
work did feature, at least to some extent, was an area where the link worker was not 
limited to a set number of meetings or interactions with an individual so they were able 
to build up a long term relationship, see that individual gain confidence in being able to 
engage in groups in the first place, understand their needs and interests, and support 
them if they wanted to get more involved in leadership roles, even setting up new 
groups. 

This section has described the kinds of social prescribing projects we encountered, 
where there was an element of community leadership or strong community involvement. 
The next section will discuss the perceived benefits and risks of a greater role for 
communities in social prescribing systems, before turning to what some of the main 
enabling factors are.



30

4. Benefits and risks of community involvement 
and leadership in social prescribing

When talking to those involved in community groups and social prescribing systems, 
we were able to identify some potential benefits and risks of greater community 
involvement and leadership in those systems, as summarised in table 1. This section 
discusses these in more detail and presents the close interplay between them. While 
each is important, none is a reason by itself for greater or lesser community involvement 
or leadership. Rather, they are important issues to consider when developing future 
services. 

Table 2: Perceived benefits of and risks to greater community involvement and 
leadership in social prescribing systems.  

Benefits Risks

Community knowledge, connection and 
ownership

Lack of meaningful representation at 
neighbourhood level

Drawing focus to the role of community 
groups

Underinvestment in both services and 
communities

Benefit: Community knowledge, connection and ownership

Many interviewees talked about the power of community knowledge – knowing local 
residents, local issues and local assets. This included knowing what groups were out 
there but crucially went beyond this (and, indeed, many were clear they did not know 
all the groups in the community). 

“The local knowledge means that they [project volunteers] actually know a 
lot of the area. They know the area well. They know the issues within the 
area. They know things like who they can actually refer to, what projects are 
going in the area.” (Big Local area worker)

Community work can build connections between individuals and groups. Community-led 
social prescribing can emphasise this element of the work and bring to the fore benefits 
beyond individuals’ health outcomes. 
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“We’ve got a lot of older people who come down to our service. They’re 
traditional people who think they’re set in their ways but working with 
people who are vulnerable, who might have certain conditions, it’s almost 
started talking points and it gives them a feeling that actually they’re part 
of something as well. They’re helping people out. They are the community. 
Someone might be saying, I’m retired now, what am I doing but actually I’m 
giving back because I’m helping other people, I’m passing on my skills. I’m 
being involved and it helps.” (Big Local resident and partnership member)

Big Local areas told us that people came to them because they trusted them, because 
their groups and services were more flexible and open than other provision.

“I think the organisations like NHS and the [national charities] or whoever, 
[are] perhaps more structured, we kind of just have an open door,  people can 
come for ten minutes.” (Big Local resident and partnership member)

These are benefits often associated with voluntary and community action, and so it is 
expected they would also bring these benefits to social prescribing. However, these 
groups and organisations are not always funded to deliver these benefits. There is not 
necessarily a need for large amounts of funding or formal commissioning arrangements, 
but core funding for (often low) operating costs makes a crucial difference. 

Risk: Meaningful Representation at Neighbourhood Level

Some Big Local areas reflected that one of the benefits of their work was bringing 
together different people from different backgrounds. Others noted some specific 
gaps, such as support for disabled people. One of the non-Big Local projects specifically 
catered to people from a minority ethnic group and noted the benefits of trust and 
legitimacy, brought about by being community-based over a long period of time. 

Some health and local authority systems interviewees raised questions about the 
consequences of a neighbourhood or locality approach, which might mean some areas 
of a city have little or no service offer compared to others, or that communities that 
don’t identify on a fixed locality-basis, such as Gypsy, Roma and Traveller communities, 
are left out. Additionally, some areas have relatively weaker voluntary sector fields, and 
voluntary and community infrastructure, than others. While funding and support through 
social prescribing schemes, if available, could help to stimulate growth in this area, real 
sustainable strength involves investment and community-building over a long period. 

Representation can also be a matter of skills and approach. Interviewees highlighted 
both how community members might need training, support and ongoing learning to 
engage with local statutory systems, and how those systems needed to do engagement 
in the ‘right’ way – namely, in a forum where they can actually make a difference, 
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where they have the right information and where it doesn’t just become tokenistic 
engagement. Interviewees from an integrated care system (ICS) raised similar issues of 
power and representation, arguing that systems couldn’t simply hand over responsibility 
to communities, or involve residents and community groups at every strategic level 
without proper information or structures to enable them to have a meaningful say, 
as this risked tokenism. However, they offered positive examples of community and 
voluntary sector engagement including a voluntary, community and social enterprise 
(VCSE) forum and a participatory funding project involving local people.

“There’s all sorts of risk. Because you’ve got to make sure that the people 
are taking, not necessarily the leadership role, but taking the lead in any 
initiative, have the necessary skills and don’t bring any personal sort of issues 
or agenda to the table, we’re not there to sort of hit the council over the 
head with a sledgehammer.”(Big Local partnership chair and resident)

Interviewees highlighted how ideas that come from individuals in the community might 
not represent widely-held community need, that there was a risk of self-selection of 
leaders and a narrow view of local priorities. Some interviewees stressed the role of 
voluntary sector infrastructure organisations that may have a broader view, and broader 
network, of local voluntary and community groups, although some community groups we 
spoke to felt unrepresented by their local VCSE infrastructure organisation. 

“You’ve got to somehow try and engage with the full community and it’s got 
to be accessible so that might be that people can engage in different formats, 
and I know that you’ve mentioned like residents in the definition, but I do 
also think that maybe it’s a bit wider than that and other like services and 
community groups who are constantly dealing with the residents, they have 
a good knowledge of what’s going off in the community and needs as well I 
think, and I think there’s some role for their involvement as well.” (PCN link 
worker)

Systems and projects that make claims to community leadership can benefit from 
regular reflexive learning practices, to help assess their degree of representation and 
pathways to influence. Different structures and approaches will be appropriate for 
different groups, but throughout, there should be a realistic assessment of purpose, to 
guard against tokenistic involvement of community groups and residents. 
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Benefit: Drawing focus to the role of community groups

Interviewees from Big Local areas and other projects generally felt they were doing 
community-led social prescribing – that they had been doing it long before they 
knew what social prescribing was. By defining and referring to community-led social 
prescribing as a specific form of social prescribing, there is potential for drawing greater 
attention to the role of community groups and residents themselves in forming and 
shaping parts of the social prescribing system. It also raises useful questions about 
how much that system, from its specification and commissioning to operation, takes 
community groups and community capacity into account. 

“Having the ‘community led’ [part] emphasises that the community does and 
should have a role in saying what they need. So, yes, I kind of think people 
should have [been] using this right at the start to put across how we’ve been 
developing our social prescribing.” (Non-Big Local project worker)

There remains an issue around the definition and boundaries of social prescribing.  
Returning to the definition mentioned at the beginning of this report can provide clarity 
around what may be within the scope of social prescribing. Key features include: needs-
based conversations between a person and a trusted individual, co-production of a 
‘prescription’ for non-clinical community-based support, and the bridging of the gap 
between clinical and non-clinical support. While framing a wider range of community 
activity in terms of social prescribing might raise its profile in some ways, there is also a 
risk that it raises expectations and creates additional demand that exceeds the capacity 
of community organisations – an issue that some of our interviewees raised. Given the 
relationship to health and wellbeing needs, there is an additional risk of gatekeeping 
community activity and other forms of support only for those able to present with a 
health or care need, potentially impeding access for others. Community action can be 
a ‘good’ in and of itself, rather than necessarily having to be related to a set of clinical 
outcomes. 

If funding for community activity that contributes to health and wellbeing only comes 
through social prescribing, and that funding either does not include support for 
community organisations or does not include funding that goes beyond the link worker 
or service manager, there is a risk that some community groups may disappear. Drawing 
focus to the role of community groups must be accompanied by resources for community 
venues, group costs and support for residents to get involved. 
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Risk: underinvestment in services and communities

Interviewees raised concerns about two sides of the funding coin: a potential 
underinvestment in voluntary and community groups into which individuals were 
supposed to be prescribed; and an ongoing defunding of other public services that 
has reduced capacity in the system for helping those with a range of needs. Some link 
workers and Big Local volunteers highlighted the complexity of some of the cases coming 
through their doors, leaving little room for anything beyond sorting out basic needs 
such as food, housing and safety. This is echoed by research elsewhere which examines 
the role of link workers in ‘holding’ for individuals with complex needs, which involves 
supporting and sustaining individuals waiting for services and preparing for change, 
reducing the emotional burden of primary healthcare professionals and bearing witness 
to individuals’ distress (Westlake et al., 2024). Community groups were not necessarily 
equipped to deal with these needs, but there was also a sense that there weren’t a lot 
of other services left to help them either. 

“Social prescribers pick up on people that are falling through the net, if there 
is a net. We had Social Services previously, so where social workers would 
stay in contact with families and support them, where previously we did have 
youth and community centres and youth workers and community workers 
and community development workers and we had all these kind of statutory 
services in place, that’s kind of been removed in the last ten years and 
more. Once you remove all that then you leave communities very vulnerable, 
and  I don’t know whether a purely community led approach would be 
viable because the problems are just too complex.” (Big Local resident and 
partnership member)

Social prescribing is not a threat to other services or community groups, but there 
is a risk that community health and other care funding is cut back further and so it 
increasingly becomes the only option for accessing support. This will undermine the 
potential of social prescribing to help people thrive beyond points of immediate crisis 
management, put more pressure on community groups to deal with higher numbers 
of more complex cases without secure and sustainable funding, and also deskill and 
dismantle other forms and sources of health and care support. Additionally, it puts 
an enormous burden on link workers to manage complex cases and undertake highly 
emotional work. Social prescribing has significant strengths and benefits when done well, 
but it must be part of the system, not all of the system. 

A lack of funding for community organisations playing a part in social prescribing systems 
was highlighted as a significant issue, discussed in more detail later in this report. For 
one Big Local partnership member, this came down to a much more longstanding culture 
of viewing the voluntary and community sector as cost-free. This also led a worker from 
a different area to suggest they were being ‘set up to fail’, as they were not supported 
to cope with the demand for their services from social prescribers, the local council, 
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other parts of the system and residents directly. Investment had the potential to help 
groups meet this kind of demand, but also to improve their sustainability – not just 
in terms of funding, but also being able to support and encourage existing and new 
volunteers and residents to carry on the work of different groups. 

“I think people still think you can get something for nothing with communities 
which I don’t think is fair… But I think community delivering with support, 
activities that are needed locally, is a great idea and I think it is also a way 
that you will get those volunteers of tomorrow through the door in some way, 
shape or form.” (Big Local partnership member)

“There is always, always role for peer support, but there has to be someone 
to support the people that are supporting, there still has to be infrastructure 
and guidance and safety considerations put in.” (Big Local partnership 
member) 

Throughout this section, and the previous, we have indicated a number of factors that 
can enable greater community involvement and leadership in social prescribing, such as 
issues of funding and commissioning, relationships and more. We will now look at these 
in more detail, before turning to what needs to happen to enable greater, and more 
meaningful, community involvement in these systems.
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5. Enablers of greater community leadership and 
involvement in social prescribing

As discussed in the previous chapter, Big Local partnerships and other community 
organisations have had mixed experiences when trying to engage in social prescribing 
systems, services and processes. In this section we go into more depth by discussing 
the main enabling factors associated with these experiences, including funding, 
relationships, partnerships and safeguarding.

Building quality relationships and local knowledge

Link workers and public sector interviewees were particularly clear on the relational 
aspects of this work, and the benefits of strong relationships with community groups 
and the individual leaders within them. One link worker described how knowing local 
community groups in depth, and building strong relationships with them, helped them 
understand better which would offer the best support for individuals. This was not just 
about knowing what arts, walking, social or other groups were out there, but knowing in 
more detail about those where an individual with specific needs and experiences would 
feel ‘safe’ to go to. Equally, because this particular link worker was able to work with 
individuals over a long period of time, rather than offering a set number of sessions or 
conversations, they were able to identify where an individual had potential interest 
or skills around taking on leadership roles themselves in community groups and help 
them build their capacity to do so. Other projects, both Big Local and non-Big Local, 
also worked closely with local residents to empower them to take on volunteer roles, 
recognising their skills and potential alongside their local knowledge and connections. 

“Local people, local knowledge. Training with volunteers, working with 
volunteers, giving them the opportunity to you know to get involved. Enabling 
people to become themselves and to flourish. I think it’s making a massive 
difference.” (Big Local area worker)

Link workers described the value of individual Big Local partnership members, and 
their role in facilitating their knowledge of the community, which was echoed by Big 
Local interviewees as well. This involved being welcomed to the community centre, 
introduced to the groups it hosted and the people who ran them, getting to know other 
local residents and feeling like it was a safe place to refer individuals into. 
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“I think what I’ve found that has given the Social Prescribers confidence is 
not just hearing about us but inviting them down, spending time with them, 
letting them get to know the people that are down here already so that they 
build up that picture that it’s – I know it’s a cliché but it’s a safe space for 
the people on their books to come down to. We’re all just volunteers but we 
have to present ourselves professionally when we have these kind of visitors 
and just show them that actually, they can have confidence that we can look 
after them, we can cater to the people that they send down to us.” (Big Local 
partnership member)

One link worker described how they worked to build relationships with and in-depth 
knowledge of local voluntary organisations and community groups, alongside building 
relationships with the individuals they were supporting. What they described went 
beyond knowing what groups were out there, to building knowledge about how groups 
ran, having information about safety and privacy precautions taken by some, and 
knowing which would be suitable and successful for individuals with specific needs, 
including disabled and neurodivergent people and those with experiences of violence 
and abuse. Because they had the time to build this in-depth knowledge and relationships 
with groups, they were then better able to support individuals to attend things that 
would work for them, especially when the individual had significant challenges to 
overcome to be able to attend groups in the first place. 

In contrast, where there were poor relations between voluntary organisations locally, 
or where link workers were not resourced to build relationships with residents and 
communities, it constrained the extent to which communities could be involved in social 
prescribing. Developing skills, capacity and resources for link workers to engage with 
the community is therefore a pre-requisite for greater community involvement in social 
prescribing.

A number of interviewees talked about a lack of engagement from link workers with 
their projects and Big Local partnerships. This included some areas that had previously 
had close relationships with social prescribing projects, including being part of initial 
pilots, and those who had struggled to be involved at all. Non-Big Local projects in two 
localities also struggled with a lack of relationship with local link workers. In one case, 
the interviewee felt link workers had no interest in working with them and preferred 
to set up their own groups and projects, even if this resulted in duplication. In the 
second, interviewees felt a lack of city-wide coordination and partnership working 
meant that link workers themselves had not been able to build useful links, even with 
other link workers. Other areas complained that link workers were not visible, and did 
not visit activities or community centres, although they would still receive referrals. 
As mentioned earlier, however, one link worker told us the service was only funded to 
manage referrals, and not to invest in and support community groups. While they had a 
strong appetite for this work, it simply wasn’t possible in their location.
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“We don’t see any social prescribers anymore. So now they’ve gone into the NHS 
[having previously been based within a voluntary sector provider], we’re quite 
frustrated that we don’t see them.” (Big Local area worker and former chair)

“I wouldn’t find anything out from a social prescriber unless I actually bumped 
into them.” (Big Local area worker)  

Link workers are expected to meet a set of national standards outlined in a competency 
framework, including competencies to engage and connect with people, to enable and 
support people, to enable community development, and for safe and effective practice. 
However, one Big Local area worker expressed concerns about the approaches of health 
system-based link workers. The worker felt that, in their area at least, there was a lack 
of appropriate communication skills and methods within other parts of social prescribing 
systems for working with people in areas of high deprivation. Another non-Big Local 
project, but similarly based in a hyper-local area of a city, highlighted how working with 
community-led social prescribing projects such as theirs could bring additional skills and 
cultural competencies including when working with marginalised groups in the area, 
although this did not always happen in practice. 

A shared language and commitment across the social 
prescribing system

Enabling relationships included regular exchanges of information between Big Local 
area workers and local link workers; an active effort to speak the same language across 
different sectors; and a clear understanding on the part of systems partners of what Big 
Local partnerships and funded groups could provide. A Big Local partnership co-chair 
from one area described having spent time over the years learning to speak the language 
of statutory partners and teaching them how to speak the language of the voluntary and 
community sector in return. In another area, the Big Local worker attended a Quarterly 
Navigators (or link workers) meeting alongside other voluntary and community sector 
partners, where groups could come together with link workers from across multiple local 
social prescribing providers to share ideas, information and learning. This group created 
a ‘top tips’ for social prescribers, shared below. 
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Figure 2: ‘Top Tips’ document produced by Big Local partnership worker together 
with local VCSE organisations, presented to navigator forum to influence practice 

1.	 Maintain contact with local VCSE organisations and be aware of current offers 
(these might change due to short-term funding) 

2.	 Use organisational referral form where these exist 
3.	 Many small VCSE/community organisations prefer navigators to phone 

them directly to chat about the needs of an individual and the scope of the 
organisation to provide a relevant offer 

4.	 Navigators should share accurate information about the offer with the 
individual including - any costs, location, travel information, timing and 
duration of the offer, and an idea of what to expect, opportunity to take part in 
a taster session or observe an activity 

5.	 Navigators need to get consent to share contact details and background 
information about the needs of an individual (including language and culturally 
specific needs) with organisations offering opportunities 

6.	 VCSE and community organisations may need time to prepare to welcome new 
participants  

7.	 Navigators should support referrals [those referred] to make contact with 
organisations and make sure that they are able to access offers. This includes 
information on where or when activities happen, a named contact who will be 
there to welcome them or accompany the individuals to get through the door 

8.	 Navigators should collect feedback from referees and maintain relationships 
with VCSE and community partners to review their experiences 

9.	 Be mindful of the limits of small organisations to offer services - in cases where 
a referral has been successful there could be a tendency to introduce more 
people than there is capacity to support. Organisations may be in a good place 
to share information about relevant alternative offers.

While some Big Local areas had good relationships with key individuals in the social 
prescribing system, other struggled to find common language or get the support of GPs 
and others. One interviewee had found mixed responses when trying to get buy-in from 
GPs for a social prescribing-related project. In their experience, some GPs expressed 
reluctance as they did not value the approach, understand the purpose of it, or buy 
into ideas of the social context of health. Others, however, felt quite the opposite and 
were keen to participate. In one case, which centred around a database of groups and 
services set up by a nurse practitioner and funded by the Big Local partnership, it helped 
to have a clinical champion involved as well, to help persuade other clinicians of the 
value of the approach.

“It has to be fifty-fifty, it has to be the practices coming to you as well as 
you going to them. Like I say there’s absolutely no point knocking on a closed 
door... I know that they don’t open.” (Big Local partnership member) 
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Many of the issues around people and relationships came down to trust – whether trust 
in community groups to be able to appropriately support individuals, trust between 
public sector institutions and voluntary organisations, or the trust of individual residents 
in local community centres and groups. In the latter case, one example of a community 
centre from a Big Local area was described by volunteers and stakeholders as a trusted 
place run by trusted people. This was why residents from the local estate went there for 
support, when they would not necessarily access other services – because they trusted 
that they would get real support with often complex issues in a non-judgmental way. 
This was also why residents kept coming back to the centre, and in a number of cases 
became trained volunteers to help other residents in turn. Time is also important here. 
It takes time to build trust between statutory systems and community groups, and 
between community groups and residents. It also takes time to work with and support 
individuals to feel confident in engaging in groups and activities, finding the right 
activities for them, and to build their capacity to get more involved (or just to keep 
going back). Finally, it takes time – and investment of resources over time – to build 
strong local fields of community action to support people to meet their needs. 

Strategic partnerships

Going beyond individual relationships and those with local groups, interviewees noted 
the importance of more strategic-level partnerships between voluntary and community 
groups, and/or with parts of statutory systems. 

One Big Local partnership had been able to establish a local consortium of voluntary and 
community groups with which it had built relationships in recent years. Members of the 
consortium and Big Local workers felt that this lent them a sense of legitimacy when 
engaging with the local council or local health systems. Another non-Big Local project 
owned a large community building and was refurbishing a second. This meant it could 
host other voluntary organisations as tenants, which led them to be natural partners in 
their community-led social prescribing work. It hoped to eventually host health system-
commissioned link workers as well, offering access to community groups and hopefully 
receiving better links to statutory systems in return. On the part of the public sector, 
a health systems leader also described the importance of co-producing a memorandum 
of understanding with local voluntary organisations involved in one of their strategic 
boards, in order to embed good practice and meaningful engagement in the partnership. 
It wasn’t so much the document itself that made this a successful partnership, although 
it helped, but rather the process of bringing it together which set the tone and 
expectations for ways of working together. 

“It’s a document at the end of the day, it’s a document that says how we all 
think that we ought to work, but the value is not in the document, the value 
was in the process of designing the document. [Now people say] well we still 
don’t feel like we’ve got parity of esteem in the system, but it was a really 
good process developing that MOU, we feel clear about the direction that we 
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all want to go in, there are some really good examples of where that’s coming 
to life, we’re not quite there yet, but we can [get there], we feel. This feels 
different, this feels like we’re going in the [right direction].” (Health system 
leader)

One Big Local area, however, felt actively excluded from conversations between local 
councils, local health bodies and what was at the time the Clinical Commissioning Group 
(CCG), even when they had a leading role as a partner and funder in a local social 
prescribing project. 

 “What we found is that quite often you’d turn up to a meeting and you’d find 
a Council, the Parish Council and the doctors had had this conversation and 
you’re like, well hang on a minute, we’re like the lead funders, do you want 
to let us in in your little [private] conversation? But they’re just residents, 
what do they know?” (Big Local area worker) 

There were perceived benefits around data sharing between statutory services and 
voluntary and community groups, as one form of strategic partnership, but a reluctance 
to do so. There are also likely practical difficulties in sharing data safely. Interviewees 
from Big Local and non-Big Local community groups told us they felt there would be 
a great benefit in both sharing data to understand local needs, demands and gaps 
in provision, and to help community groups understand the potential cost-benefits 
to health and other systems of the work they were doing. Similarly, having basic 
information about a person’s needs when they were referred to community groups would 
help those groups understand what they could provide, and how to do that in a way that 
was safe and helpful to the individual and other individuals attending the group. This is 
a complicated topic, and it is understandable that there is a level of risk aversion among 
health and care professionals. However, there appear to be potential benefits that could 
be tested and developed with more work in this area.

Relationships and partnerships can be a matter of simple, organic one-to-one 
connections between people trying to provide things that make people’s lives better, 
or they can involve more strategic, formal, contractual arrangements through 
commissioning and grant investment or mechanisms for enabling joint working. The 
ability of communities to take on greater involvement or leadership in health and other 
systems clearly relies a lot on these relationships. It also relies on the strength of the 
local voluntary and community sector more generally. As one health system interviewee 
pointed out, what might work in one city or area may well not in another, due to the 
presence or absence of strong voluntary and community groups, equipped to empower 
other community groups and residents in turn. Some of the examples we heard about 
lacked this, which resulted in some cases in a much more top-down system, and in 
others a great deal of frustration that community groups were not better involved, 
supported and resourced. 
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Long term, flexible funding to aid sustainability

Funding – specifically long-term, flexible, non-prescriptive funding, including for core 
costs - is a key enabler of community involvement in social prescribing. With their 
funding guaranteed for 10 years or more, Big Local areas have been able to experiment, 
give money where it is needed based on local knowledge, and, importantly, make 
mistakes and learn from them. Indeed, two interviewees described approaches towards 
community-led social prescribing that had not worked, but which would not have even 
been possible to try without Big Local funding, and which in one case at least still 
carried some benefits to residents. We talked to non-Big Local projects and identified 
other examples which had also benefited from long-term sustained core funding. This 
had enabled them to cement their place in their communities and continue to respond 
to community needs whilst also building links to the social prescribing system. Funding 
must, however, keep up with rising costs over time, to prevent reductions in service and 
preserve community organisations financial sustainability. 

Groups did not necessarily need large amounts of funding to set up and operate, and in-
kind support could be just as useful. However, a small amount of funding was perceived 
as helpful in removing little barriers in the way of residents starting their own projects 
to meet local needs. 

“It allowed things to spring up that probably would not have sprung up 
otherwise because actually people didn’t just need money, they just needed 
a bit of support. So the benefit for the area was that even very fledgling 
activities were given support to develop.” (Big Local resident and partnership 
member)  

Some interviewees raised issues of sustainability, relating to funding. Many Big Local 
areas are at, or are approaching, a point of transition as their 10+ year investment 
comes to an end. This means they have to make decisions about what comes next – 
whether they set up a new ‘legacy’ organisation, continue as collectives of volunteers 
and groups, try to change or expand into new areas, or try to access new funding 
sources. Many Big Local partnerships have been successful in securing additional funding 
from other sources already and so have a good base from which to start, but continuing 
core funding – rather than time- and scope-limited project funding – will be an ongoing 
challenge, both for the evolving Big Local partnerships and the small groups many of 
them fund. 
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“For Big Local we were always about kind of getting things rolling, getting 
things started... but we know that that’s always going to be a concern once it 
stops, some little community groups we have, they get funded very regularly, 
you know the community group that regularly puts on summer activities for 
the children including  food and lunches and all that, what will happen when 
Big Local goes because yes, that’s somewhere where [social prescribers] 
would refer to, if families are struggling then they would need to go to a 
scheme that covers that.” (Big Local partnership member)  

In reality, though, a number of participants said they felt community groups were 
being ‘set up to fail’ because of a lack of funding trickling down to that level from 
commissioned social prescribing services, or because of very short-term funding. They 
were expected to take on referrals but not funded to do the work. In one case, a Big 
Local partnership felt this was a wasted opportunity: with a relatively small amount 
of funding sustained over time, they would be able to support individuals much more 
effectively. They also believed this would represent value for money for health systems: 
they could help people before they needed to attend a GP or other health service and 
support them to meet their own needs without medical or other intervention. 

One Big Local interviewee highlighted the barrier of onerous reporting requirements 
that some funders had in place - for relatively small grants. This stands in contrast to Big 
Local partnership grant funding in many areas, where the grant reporting requirements 
are light touch. A non-Big Local project interviewee also described the challenge of 
applying for short-term funding and having to restart projects again every three or so 
years. 

“People come in [to the community] because they’ve got the funding, they do 
what they need to do and then they disappear and somebody else comes and 
sometimes people in the community don’t see the results.” (Voluntary sector 
link worker)

An interviewee from a non-Big Local organisation discussed how making pots of grant 
funding available was a central feature of their model that supported the wider health 
of the local voluntary and community sector. However, this requires time, trust and  
flexibility from funders and commissioners. A service specification for social prescribing 
may not include the ability (or impetus) to pass funding down. If it did, and if a 
commissioned organisation had the knowledge, culture and networks to make the most 
of this, it could help with sustainability of neighbourhood-level groups and activities. 
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Working safely with communities

Big Local areas talked, in some cases, about concerns regarding the appropriateness 
of social prescribing referrals. Sometimes community workers needed to act as a 
safety check for both individuals and community groups. One interviewee noted that 
opportunities needed to be appropriate for people from very deprived areas with 
complicated lives, and workers and volunteers needed to demonstrate patience and 
compassion. As noted, one PCN link worker also embedded this approach in their 
practice, although others felt constrained from doing so by local service specifications. 
Another Big Local area described the challenge of trying to sustain a relationship with an 
individual, to make them feel not only welcome but part of something. 

“I still feel that there is another level of people that we aren’t quite reaching 
because there’s just one extra step that they need to take and I don’t know 
what that [is] - it’s something in their mind to get them to actually think, 
yes I’m a part of something and it works with some people but with others it 
doesn’t.” (Big Local partnership member)  

In other areas, interviewees highlighted their own roles in supporting groups to work 
safely through helping them to establish appropriate safeguarding, health and safety and 
other policies so that they were able to support potentially vulnerable individuals. 

One Big Local worker felt there was a lack of awareness of social prescribing in deprived 
areas, and the hurdles that people needed to overcome to start taking part in groups. 
This included cost of activities, but also the skills necessary to identify needs. The 
worker felt people in their area might potentially face prejudice from health workers 
relating to class, substance misuse, life history and more. Other areas also stressed that 
there needed to be a clear understanding of what groups could and could not do, and 
that they could not ‘solve’ people’s problems or replace statutory services.  

“We want to make it as inclusive and as safe and as welcoming as possible but 
with it, with the boundary of I’m not here to counsel you, we can advise, you 
know as compassionate and kind human beings, but we are not the solution to 
[problems].” (Big Local partnership member)  

Interviewees told us that engagement of individuals took time. As noted, some 
community projects and link workers were empowered to build relationships with 
individuals over sustained periods of time, and they felt this made a real difference 
to those individuals. One partnership member and group organiser had found that 
people might need extra support in order to join their group. This was echoed by other 
projects. A further area indicated that keeping people coming back could be a struggle 
without proper support.  This is a key part of the role for some social prescribing link 
workers but not all.  
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“Sometimes you have to ask someone three or four times before they 
[participants] come. Sometimes when they decide to come, they might then 
not see them for the next three times. It takes time.” (Big Local area worker 
and former chair) 

Another area also described how individuals would be sent to groups by social 
prescribing link workers, but the link workers failed to communicate to those groups 
in advance. As a result, the group would not know that the person was coming, would 
not know about access and/or language needs, or how best to support them. This was 
difficult to manage for the groups, and unhelpful for the individuals. 

Capacity and demand

There was a risk of over-prescribing into some groups. Several interviewees mentioned 
issues with capacity, with groups including community lunches, play schemes and 
others “selling out” soon after being advertised, or unable to cope with the numbers of 
individuals being sent their way. 

Link worker capacity was also a concern: this could be in terms of their capacity to 
engage with the community, to manage their case load, and to spend time working with 
individuals who needed more intense support. There were examples of social prescribing 
projects that might be more accurately described as signposting, as individuals were not 
supported to attend the groups for which they were given prescriptions.

“It’s really striking the difference of if someone makes an appointment with a 
Social Prescriber, ninety five percent of the time, they’ll be there [attending 
the group alongside the individual] but with [national charity running a social 
prescribing project] it’s the other way round. It’s really striking – you do need 
someone there with you that first time.” (Big Local partnership member)  

Several Big Local areas and other projects echoed some concern about some services 
that did not appear to offer support to individuals beyond signposting. One area felt 
this lay in the outcomes targets set by health systems, that emphasised volume over 
individual experience. This lack of capacity among link workers meant that community 
groups had to do more work to support individuals sent to them, but they often did not 
receive any funding whatsoever from social prescribing systems, either to run the group 
in the first place or to undertake extra work to support the individuals referred to them. 
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“I’ve got a worry, how big can we actually get? We do everything to sustain 
what we have got. And it’s just getting exciting now. We’ve got so much more 
to do. I think for me one of the biggest things is that we need to go out there 
and we need to say, look, this is what we deliver. You’re putting all your 
money into big organisations because you think that they’re the best but, 
actually, they’re not. There are local communities out there that are actually 
delivering some fantastic work.” (Big Local area worker)

Some link workers told us that, even though they were based in community organisations 
and supported some condition-related pathways and groups for local residents, there 
was no capacity to do substantial community development work because of both the 
volume of referrals, and the scale of challenges they had to help individuals face. These 
challenges included hunger, housing, poverty and other basic human needs, leaving little 
room for further community engagement and empowerment. To some degree this echoes 
a point made earlier about the need to help people engage with themselves before they 
can engage with their communities: some individuals are not yet in a place where they 
can get involved in sustained community work when they access social prescribing, but 
rather need support to manage the immediate crises in front of them at that time, and/
or to build confidence within themselves. 

However, the projects we encountered in both Big Local areas and beyond demonstrate 
that, with time and sustained support to address those problems, individuals certainly 
can move to a place where they are able to start taking a lead in their communities. 
As these examples show, the potential for empowerment and improving communities, 
based on residents’ own needs and experiences, is huge, but significantly constrained by 
service specifications and allocated resources.

We have discussed the benefits, risks, barriers and enablers to greater community 
leadership and involvement in social prescribing from the perspective of different actors 
in the system. This includes issues of funding, relationships, capacity and safety. In the 
final section we outline why, based on our findings, greater community involvement and 
leadership is important and suggest how it could be achieved.
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6. Conclusion: towards a model for greater 
community leadership and involvement across 
social prescribing systems

This report has explored the potential for greater community involvement in and 
leadership of social prescribing in England based on lessons from Big Local areas and 
other communities across the country. Its starting point has been the argument that 
social prescribing originated as a community level, community-led approach to health 
creation but that the ‘bottom-up’ nature of social prescribing has been lost in many 
areas following its implementation as a ‘top-down’ national policy initiative. Although 
in some areas community organisations do have opportunities to lead social prescribing 
initiatives and are involved in social prescribing services, systems, processes or 
pathways, these examples tend to be the exception rather than the norm.

In this concluding section, we reflect on the key findings of the research to discuss the 
reasons why greater community involvement in and leadership of social prescribing is 
important for residents, community organisations and health systems. To help key actors 
at local, regional and national levels we provide recommendations for how to re-centre 
social prescribing around greater community involvement and leadership moving forward.

6.1. Why does greater community involvement in and 
leadership of social prescribing matter? 

Key reports into the future of health systems and health inequalities (Marmot,2020; 
Darzi, 2024) highlight the importance of preventing of ill-health and emphasise the 
need for more community-based models of support. These are necessary to ensure 
that we have a sustainable health and care system that is fit for the future and able to 
respond to individual and community needs. In this context it is essential that social 
prescribing makes better use of existing community assets and plays an active role their 
development and sustainability. 

As this research has demonstrated, the benefits of great community involvement in or 
leadership of social prescribing stem from bringing community organisations, including 
very small and hyper-local ones, closer to social prescribing services. A community-
centred approach to social prescribing can provide health systems with greater access to 
community knowledge, promote social connection and enable greater ownership of the 
factors known to be important for health creation and positive wellbeing.

However, there are also risks inherent in greater community involvement in social 
prescribing, particularly for those organisations which are closest to communities but 
have least power in these processes. Specific risks have been identified in relation 
to whether there can be meaningful representation at a neighbourhood level, even 
with these organisations involved; safety and appropriateness of referrals; rationing 
of resources linked to specific health needs and conditions; and whether there can be 
greater involvement without addressing long-term underinvestment in communities.
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6.2. Recommendations for increasing community involvement 
in and leadership of social prescribing

In order to play an active role in community-level social prescribing systems individual 
community organisations will need to be clear about the role they want to play, now 
and in the future. Do they want to play a leadership role, for example in the design or 
oversight of social prescribing systems; or do they simply want to be more involved, for 
example by delivering activities to which residents can be referred?  But there should 
also be an onus on leaders within the health system to facilitate greater community 
involvement in and leadership of social prescribing through openness and proactive 
engagement at a community level.

Lack of resources – for residents, for community organisations and for the health system 
– was a consistent theme throughout the research. But it is not only more funding that 
is necessary to realise the benefits of greater community leadership of and involvement 
in social prescribing. Below, we identify four steps that are needed to achieve this goal. 
These represent broad stages toward developing what could be described as community-
level social prescribing systems that are nested with the existing NHS primary-care based 
approach. Different areas will be at different points along this pathway, but it ought to 
provide a blueprint for development, whatever the start point may be.

1. Build relationships

Often, the key stakeholders in social prescribing at a community level – GPs/other health 
professionals, link workers, community organisations – are disconnected from each 
other and there is a lack of understanding about who does what, what opportunities 
are available or what are the limits of each other’s role. In areas where community 
leadership of or involvement in social prescribing is greatest there is evidence of strong 
and long-term relationships between these different stakeholders, characterised by a 
deep understanding of each other’s roles. In areas where these ties are weak, the focus 
needs to be on developing good relationships between different stakeholders before 
social prescribing systems and processes are formalised.

2. Establish trust

In many communities trust in the health system, and trust between the health system 
and community organisations is low. Even where relationships exist or are being 
developed, trust may still be low or take longer to establish. In areas where community 
leadership of or involvement in social prescribing is high this often accompanied by high 
levels of trust between key actors within the social prescribing system. Building trust 
is not easy, however. It requires time to get to know community centres and groups on 
their terms and territories; honest conversations about how systems work, where the 
power lies and what resources there are; and where possible long-term investment in 
core costs so spaces and groups providing ‘safe spaces’ for residents can be sustained. 
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3. Develop effective ways of working

Once trust-based relationships have been established, or are becoming established, it 
will be necessary to develop formal ways of working between social prescribing systems, 
community organisations and local residents. Key components could include:

•	 Referral pathways: co-design processes for how link workers connect people with 
community activities and ensure they are supported to access these opportunities 
when it is needed (for example through befriending support).

•	 Information sharing and feedback loops: information will need to flow to and from 
key partners. Community organisations will need information about support needs 
and other considerations such as safeguarding before referrals can be accepted; 
link workers and health professionals will need to know what types of support 
people have accessed, or if there have been barriers to engagement; and a shared 
understanding should be reached around the impact and benefits of engagement.

•	 Governance models: fora will need to be established to shape the development of 
community-level social prescribing systems. These should provide opportunities for 
health practitioners, link workers, community organisations and residents to shape 
the design, delivery and resourcing of community-level social prescribing services.

These are important steps in the embedding of institutional collaboration by securing 
a shift from individual relationships between key individuals, which tend to characterise 
community-level social prescribing initiatives, to institutional level relationships that 
can be sustained long-term, particularly if those key individuals move on to other roles.

4. Sustainable community development, capacity and resources

The current NHS model of social prescribing delivered through link workers in PCNs does 
not enable investment in the community capacity and resources necessary for effective 
social prescribing, nor does it actively promote community development. However, there 
are examples of social prescribing being delivered in tandem with other community 
development initiatives (in Sheffield for example), and where local commissioners have 
invested in community-level capacity to provide activities that support the delivery of 
local social prescribing services (in Rotherham for example, where this has happened for 
more than 10 years). These provide vital opportunities to learn about how sustainable 
community-level social prescribing systems could be developed.

Sustainable investment in community development, capacity and resources will be a 
prerequisite for long-term community leadership of and involvement in social prescribing 
and the establishment of viable community-level social prescribing systems. However, 
currently there is a lack of guidance from the NHS or Department of Health for ICBs, ICPs 
or PCNs to consider their role in supporting communities to play a more central role in 
social prescribing systems:
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•	 Nationally: stronger policy guidance from central government is needed, but it will 
only be effective if additional investment is made available and/or new resourcing 
models for social prescribing and community infrastructure are developed.

•	 Regionally: ICBs, ICPs, local authorities and Mayoral Combined Authorities need 
to consider their roles and responsibilities in supporting community resources and 
infrastructure. This is essential for the development of community-level social 
prescribing systems, but it also has a key role to play in addressing inequalities, the 
effects of poverty and the wider social determinants of health. Shared responsibility 
is needed to ensure that onus to invest in community capacity and resources extends 
beyond the health system to the wider public and private sectors in each region.

•	 Locally: PCNs and individual GP practices need to understand that it is their 
interests, and the interests of their patients, to ensure that they are community 
oriented and promote and support community development and resources through 
social prescribing link worker roles, and other allied roles, within their practices.

6.3. What gaps in knowledge remain?

This report has provided an important starting point for improving our understanding of 
community involvement in and leadership of social prescribing but gaps in the evidence 
base remain. Priorities for future research include:

•	 Extensive mapping of widespread community involvement in or leadership of social 
prescribing – across the UK and in other parts of the world – to understand the key 
components of different models and what makes them effective, or not.

•	 Exploring what would a sustainable funding or investment model for community-
level social prescribing should look like, based on best practice and the promotion of 
innovation. 

•	 Better understanding the benefits (and downsides) of community-level approaches 
to social prescribing. In particular, does it lead to better outcomes, experiences or 
quality of service and if so, for whom?
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Appendix 1: Methodology

This project was based around qualitative research undertaken in 20 communities 
where community-led organisations and partners have attempted to engage in social 
prescribing services and systems. These areas were identified through purposive 
sampling approach that took advantage of the knowledge and reach of the research 
partners – Local Trust and National Academy of Social Prescribing – of social prescribing 
practice across England, along with connections held by members of the research 
team. 12 of the areas selected were Big Local areas and six were non-Big Local areas. 
Areas were selected on the basis of their prior and/or ongoing involvement in social 
prescribing and to ensure broad national coverage that took account of demographic 
and geographic factors such as urban-rural location and ethnic diversity. To provide 
additional context and a wider range of perspectives on the topic of the research. 
An additional four stakeholder interviews were undertaken with employees from the 
public, voluntary and community sectors. These participants were selected due to their 
knowledge of social prescribing practice at a system and community level. 

The main characteristics of each community and the community organisation or health 
system we engaged with are summarise in table A1. 

Table 1A: Overview of fieldwork locations 

Area Lead organisation Location
No of 

interviewees
Workshop 
location

BL1 Big Local partnership Yorkshire and the Humber 1

BL2 Big Local partnership Yorkshire and the Humber 1

BL3 Big Local partnership South East 1

BL4 Big Local partnership Yorkshire and the Humber 1

BL5 Big Local partnership Greater London 1

BL6 Big Local partnership East Midlands 1

BL7 Big Local partnership North East 1

BL8 Big Local partnership North West 1

BL9 Big Local partnership North East 1

BL10 Big Local partnership West Midlands 1

BL11
Big Local partnership, local 

community groups, PCN
Greater Manchester 15

Greater 
Manchester 

and Sheffield

BL12
Big Local partnership, GP surgery, 

local voluntary organisations
 West Midlands 12

West 
Midlands

NBL1 Local branch of a national charity  Hertfordshire 1

NBL2 Local heritage organisation Northamptonshire 1

NBL3 Local community project Leicestershire 2

NBL4 Local charity South Yorkshire 2 Sheffield

NBL5 Local charity South Yorkshire 2 Sheffield

NBL6 Local charity South Derbyshire 1 Sheffield
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Area Lead organisation Location
No of 

interviewees
Workshop 
location

Health 
System 1

Integrated Care Board South Yorkshire 1

Health 
System 2

Local authority South Yorkshire 1

Health 
system 3

PCN-employed link worker South Yorkshire 1

Health 
system 4

PCN-employed link worker Cambridgeshire 1

In each location qualitative interviews were undertaken with leaders of the Big Local 
partnerships or key community organisations involved in social prescribing. In three 
locations an additional workshop was undertaken to enable the involvement of a wider 
range of stakeholders. These areas were selected as workshops because community 
involvement and leadership of social prescribing was particularly well developed and 
embedded, and the workshops were designed to elicit further detail on the factors 
associated with this.   In the two workshops with Big Local area projects, we asked 
participants to collectively draw out a timeline of their project, in order to elicit in-
depth information about their work and that of related organisations. Facilitators also 
took notes during all workshops which were included in the data. We ran one additional 
learning exchange workshop, open to all those who had been involved in the research, 
where we sense tested our interim findings and gathered additional feedback on our 
emergent key themes. We recorded conversations all four workshops, and also gathered 
written feedback from participants who were asked to reflect on the definition of 
community-led social prescribing; barriers and enablers; and the key messages they 
would give to decision-makers.

Data was analysed thematically and coded according to themes relating to our research 
questions, as well as additional codes that arose from the data. We grouped all 
interviews and workshop recordings together to look across the full breadth of data, as 
well as considering the context of individual interviews. We also then looked at outputs 
from the workshops and used this data both as part of the whole set for analysis, and to 
produce in-depth case studies of projects.
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Appendix 2: Literature Review - Contextualising 
Social Prescribing

Note that the following review was finalised in January 2024 to inform the main data 
collection phase of the project. Some of the ideas and thinking presented were further 
developed during the course of the project.

1. Introduction

Throughout the development and spread of social prescribing in England, there has 
been emphasis on social prescribing as a ‘community-based’ intervention (see for 
example Muhl et al., 2023). However, the role of communities in the development and 
implementation of social prescribing has been largely overlooked in terms of practice, 
policy and research. The little work that has addressed the role of communities has 
examined the often fraught relationship between the VCSE sector and the health care 
system (Cole et al., 2020; Dayson et al., 2020), particularly with respect to funding. 
Although social prescribing may be defined as ‘community-based’, it focuses on 
empowering individuals to identify their own needs and find solutions and therefore 
research has not sufficiently addressed how communities are empowered to identify 
their own needs and find solutions and how this in turn interacts with social prescribing. 

This review addresses this gap by turning attention to community-led social prescribing. 
The review consists of four parts:

•	 Introduction. In Section 1, we define key terms and concepts involved in 
understanding CLSP, including social prescribing, community and community action.

•	 Community development and health and wellbeing. In Section 2, we review the 
policy context of community development in health, including perceived benefits 
and different approaches. We then outline barriers and enablers to and critical 
perspectives on community development in health and wellbeing. 

•	 Social prescribing, the VCSE sector and communities. In Section 3, we detail 
the most common social prescribing model in England and the degree to which it 
engages communities and the voluntary and community sector. Then we outline 
three models and approaches to engaging communities in social prescribing more 
purposively. 

•	 Community-led social prescribing. In Section 4, we discuss and propose a definition 
of community-led social prescribing, using a matrix and typology to illustrate the 
definition, and conclude with next steps.

We have chosen to focus on community development as a policy context both because 
it is a key approach for Big Local areas, and because it is largely neglected in the 
existing literature around social prescribing, despite the potential it offers. There is 
important emerging work on the experience of voluntary organisations which are part 
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of social prescribing schemes, but a much smaller amount on the potential link between 
social prescribing and community action, which may be distinct from activity delivered 
by charities. Through this project, we intend to explore the potential value, and 
challenges, that bringing these two concepts together can offer. 

This review will inform fieldwork with Big Local areas and other projects and provide a 
reference point for our findings in relation to theory and wider literature. 

What is Social prescribing?

A recent paper used the Delphi method6 to establish internationally-accepted conceptual 
and operational definitions of social prescribing. The short conceptual definition is: 

a means for trusted individuals in clinical and community settings to 
identify that a person has non-medical, health-related social needs and to 
subsequently connect them to non-clinical supports and services within the 
community by co-producing a social prescription—a non-medical prescription, 
to improve health and well-being and to strengthen community connections 
(Muhl et al., 2023, p. 9). 

Operationally, social prescribing is ‘a holistic, person-centred and community-based 
approach to health and well-being that bridges the gap between clinical and non-clinical 
supports and services’ which requires an ‘identifier’ to identify an individual’s unmet 
non-medical, health-related social need and make an onward referral to activities and 
services (Muhl et al., 2023, p. 9). 

In England, a universal model of social prescribing has been embedded within primary 
care since 2019. Prior to its large-scale implementation within the NHS, social 
prescribing was typically delivered at the local level by community organisations working 
with a small number of GPs to connect patients to community activities. This ‘bottom-
up’, small-scale social prescribing received some public funding but was not a formalised 
part of statutory services. Social prescribing has been increasingly seen as a ‘top-down’ 
policy within health care services and commissioning (Dayson, 2017a). 

The NHS Long Term Plan (2019) reinforced social prescribing as a key aspect of 
personalised care within the primary care model. Primary care-based social prescribing 
involves a link worker, which is one of three key personalised primary care roles, 
alongside Health and Wellbeing Coaches and Care Coordinators, funded by NHS 
England. The social prescribing link worker (SPLW) takes referrals from health and care 

6	 The Delphi method brings together participants with expertise in a given area to generate and evaluate ideas and form consensus 
across several rounds of questioning. It is used particularly where there is a lack of existing research on a topic, or the research 
is conflicting. 
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professionals—usually the GP—and starts with a ‘what matters to you’ conversation to 
understand the individual’s needs and preferences. They then make an onward referral 
to the activities and services, typically provided by the VCSE sector. Since 2019, the 
number of SPLWs and the number of referrals to NHS England-funded SPLWs has grown 
considerably. The recent NHS Long Term Workforce Plan (2023) committed to increasing 
the number of SPLWs to 9,000 by 2036/7. 

Community and community development

The existence and construction of communities is complex and imbued with power 
dynamics (Bradshaw, 2008; Chavis and Lee, 2015; Farrington, 1914; MacQueen et al., 
2001; Winterton et al., 2014). Some neighbourhoods or localities may have weak or non-
existing social ties and shared interests, and so may not be described as communities. 
Some communities may be dispersed beyond a single geographical place, or may 
coalesce around shared identities and interests rather than place. For this study, we will 
consider place-based communities, at a relatively small neighbourhood level, as this is 
the most relevant to the Big Local programme and the work of local partnerships. We 
are mindful, however, that some social prescribing schemes will operate at different 
geographies to Big Local areas. The questions of place and who is being served by 
different schemes are important ones to explore later in this project. 

Community development as a concept goes beyond basic involvement or consultation 
and is characterised by community capacity building, control and participatory 
democratic engagement (Walters et al., 2023). Looking across a range of definitions 
of dimensions of and conditions for community development, Alison Gilchrist proposes 
seven ‘E’s: 

Enabling people to become involved by removing practical barriers 

Encouraging individuals to contribute to activities and decision-making 

Empowering them by increasing confidence and the ability to influence decisions 

Educating people by helping them to reflect, learn from others and discuss 

Equalising situations so people have equal access to opportunities and resources 

Evaluating the impact of these interventions 

Engaging with groups and organisations to increase community involvement (Gilchrist, 
2009; Seebohm et al., 2009).

While community organisations, community development and resident-led community 
action are not synonymous with the VCSE sector, and indeed too often are not included 
in studies that focus on more formal charities, voluntary organisations of different kinds 
are often the site of community development.
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Resident-led decision-making is core to the Big Local programme, in ways that embrace 
community development principles. Local Trust has written and commissioned writing on 
community development from a range of perspectives (Boyle and Wyler, 2021; Pollard et 
al., 2021; Taylor, 2021; Terry et al., 2023; Tiller, 2021). As such, Big Local areas provide 
useful sites to explore whether there could be a relationship between community 
development and social prescribing in practice, whether that is in the form of engaging 
with health system-led programmes, or designing and delivering projects directly. 
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2. Community development and health and wellbeing

This section will set out the existing research on the relationship between community 
development and broader health projects, in order to frame the future research that 
forms the main part of this project. As noted, community development principles are at 
the heart of the Big Local programme. Many Big Local areas include a focus on health 
and wellbeing - either as a dedicated area of work, or a cross-cutting theme - in their 
local plans. As such, understanding how community development and health have come 
together in health policy research and practice provides a frame for analysis for our own 
research. It also addresses a gap in the specific context of social prescribing, where the 
role of community organisations and action is underrepresented in the literature.

Health benefits of community development

The potential links between positive health and wellbeing outcomes and involvement in 
community development are long-established, as are the links between negative health 
and wellbeing outcomes and inequality and powerlessness (Rosenthal, 1983; South et 
al., 2015; Wallerstein, 1993). Community development approaches are seen as having 
potential to tackle issues of health inequality within and between communities (Raj et 
al., 2023; Sykes et al., 2018; Tang, 2018; Walters et al., 2023; Wilton, 2021), including 
for marginalised populations, such as Gypsy and Traveller communities (Hudson, 2009). 

The benefits of community development and empowerment on health and wellbeing are 
demonstrated in relation to clinical factors, social support and connections including 
reducing loneliness and isolation, behavioural change, self-efficacy and self-confidence, 
critical knowledge, breaking down stigma and encouraging conversation, and democratic 
engagement to improve services (Abel et al., 2011; Brunton et al., 2023; Jones et 
al., 2013; O’Mara-Eves et al., n.d.; Peeler et al., 2023; Public Health England, 2021; 
Williams et al., 2023; Woodall et al., 2010). One study specifically focussing on Big Local 
areas describes how collective control and social cohesion are associated with better 
mental wellbeing among residents, although with variations according to gender and 
level of education (Akhter et al., 2023). However, there is a lack of evidence regarding 
the benefits of some community-based methods for people with long-term conditions, 
which raises issues of access and inclusion, as well as a need for further research with 
this population (Blickem et al., 2018). 

Health and community development in policy

The 2010 Marmot Review was a landmark report for community development and health 
and wellbeing. It considered individual and community empowerment as central to the 
reduction of health inequalities, emphasising that this may involve ‘removing structural 
barriers to participation, for others facilitating and developing capacity and capability 
through personal and community development’ (Marmot et al., 2010, p. 34). The report 
argues that ‘[e]ffective local delivery requires effective participatory decision-making 
at local level’ (ibid., p. 15). More recently, and of direct relevance to this project, 
NHS England (2022) has issued guidance around ‘proactive social prescribing’, which 
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is framed as a community development approach in which system partners include a 
targeted programme to improve access to services for those with unmet needs. 

However, wider political, economic and social conditions have had an impact on 
communities, individuals and services, affecting access to healthcare and other 
provision. ‘Austerity’ policies since the financial crisis of 2008 have seen significant cuts 
to local authorities, welfare benefits, community teams, health services and the VCSE 
sector, reducing capacity for community development around health and beyond, with 
some evidence of a link between cuts and worsening health outcomes (Fahy et al., 2023; 
Jenkins et al., 2021; Walsh et al., 2022). The 10-year follow-up report to the Marmot 
Review recognised the challenges of austerity in the 2010s, while also emphasising that 
‘many local areas have prioritised reducing health inequalities and have made significant 
system-wide changes to enable this to happen’ (Marmot et al., 2020, p. 138). 

Outcomes and approaches

South et al. (2017) identify four main groups of community-centred approaches 
that can help to achieve positive health and wellbeing outcomes: (i) strengthening 
communities, (ii) volunteer and peer roles, (iii) collaborations and partnerships and (iv) 
access to community resources. There is, however, a lack of evidence about whether 
any particular method of community engagement or community development is more 
effective than any other (O’Mara-Eves et al., n.d.). There also remains a sense that the 
health sector and community development remain siloed (Sykes et al., 2018).

Several examples look specifically at the methodology of asset-based community 
development (ABCD), and conclude that it is important to identify, connect and harness 
local assets, engaging in genuine co-production and sustaining that through ongoing 
organisational support (Cassetti et al., 2019; Harrison et al., 2019; Ure et al., 2021; J. 
Wildman et al., 2019). Harrison et al. caution that ABCD is likely to be most effective 
‘where building trust is mirrored by an institutional and relational environment that is 
trustworthy and facilitative of developing people’s capabilities’ (2019, p. 1). 

Barriers and enablers to community development in health 

Enablers for successful community development and health projects include having the 
right professional capabilities, the right relationships and skilled political leadership 
(Darlington et al., 2022; Lockyer and South, 2006; Seebohm et al., 2009; Seebohm et al., 
2012; Walters et al., 2023). Peerbhoy et al. (2021) note the importance of ‘community 
connectors’ for obtaining community feedback in their participatory health research 
project with Black, Asian and minority ethnic communities in Liverpool. Carlisle (2010)’s 
study of disagreements within community representative groups, wherein rivalries, 
suspicion and clashing priorities proved hard to manage, highlights the importance of 
developing skills to share diverse perspectives and manage conflict within community 
development endeavours. Shared agendas and collective action planning, conversely, 
helped cross-sector partnerships function effectively (Fieldhouse and Donskoy, 2013). 
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Barriers include the pressure of time on community development work, applied by short-
term funding and changing political priorities (Lamb et al., 2015; McCabe and Davis, 
2012; Richardson and Grose, 2014; Smith, 2015). Walters et al. (2023) also caution that a 
perception of high-cost of community development projects can leave them vulnerable 
to being cut as a so-called luxury in times of austerity. Power imbalances can also pose 
problems. Ritchie et al. (2004) note the disempowerment felt by partner organisations 
in their case study in Scotland in the early 2000s as a result of unequal representation 
and power compared to the local health board. Several studies (Rapport et al., 2008; 
Richardson et al., 2013; Snooks et al., 2011) note that those with political power needed 
to take action to embed community development to achieve long term change: ‘with 
limited involvement or expression of long-term commitment from organisations such as 
health agencies and local authorities, it is questionable whether change will be achieved 
over the longer term’ (Rapport et al., 2008, p. 222).

Critical perspectives on community development approaches 
to health

While community empowerment can be a powerful tool for improved health outcomes, 
particularly in areas of high deprivation, Raj et al. (2023) highlight the risk that 
community-based initiatives might entrench, rather than reduce, inequity. Collective 
control might be enhanced in more affluent neighbourhoods, but undermined in more 
disadvantaged groups and areas where there are greater risks and responsibilities in 
return for lower levels of power than in the former. A number of authors criticise ABCD 
specifically for placing high demands on scarce time and resources, and for playing 
a role in justifying cuts to public services (Lamb et al., 2015; MacLeod and Emejulu, 
2014). 

Both Lewis (2012) and Quinn and Knifton (2012) call for more rights-based approaches 
to community development in health systems. A number of the studies on mental health 
also use a social model of disability and advocate for the power of bringing this together 
with community development methodology, recognising individual and collective 
strengths and challenging structural inequalities (McCabe and Davis, 2012; Quinn and 
Knifton, 2012). Applying a lens of the social model of disability to groups with other 
impairments and long-term conditions, as well as lenses of race equity, queer theory, 
feminist studies and intersectionality to health systems and health-related community 
development programmes would help further articulate issues of power and disparity in 
health outcomes. 

Finally, some authors highlight a conflict between the often radical nature of community 
development-based projects, and health systems. Clark et al. (2019) consider the risk 
that statutory bodies may become less able to support radical or experimental projects 
as resources become more and more constrained. Sykes, Wills and Popple, in the context 
of a successful community development-based project to build critical health literacy in 
communities, also caution against policy delivered ‘through’ communities and not ‘by’ 
them, as well as the potential for policy initiatives to undermine the ‘true and radical 
element of community development’ (2018, p. 762). These tensions are common across 
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policy domains, where community organisations and government interact, often with 
conflicting goals. These issues might also be present within the social prescribing policy 
area.

In the following sections we will explore existing research on the role of the VCSE sector 
in social prescribing, and different models of social prescribing that place voluntary and 
community action more centrally to the system. We will then describe the ways in which 
we might expect community action to interact with, at the very least, and lead, at 
most, social prescribing programmes.
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3. Social prescribing, the VCSE sector and communities

The VCSE sector and social prescribing in the primary care 
system

The most common model of social prescribing in England is centred in the NHS primary 
care system under the umbrella of personalised care. The statutory health service, 
usually the Primary Care Network (PCN), delivers or contracts the social prescribing 
service. It hinges on the availability of a social prescribing link worker to identify an 
individual’s unmet social need, to produce an onward referral to community-based 
activities, and to empower individuals to navigate community resources. It subsequently 
requires VCSE activity providers, both large and small, to have the funding, capability 
and capacity to take referrals from the social prescribing link worker. This model is 
therefore described as community-based and drawing on community assets. 

The formalisation of social prescribing builds on the ‘long (and proud) history of 
partnership between the health sector and local voluntary, community and faith groups’ 
(Calderón-Larrañaga et al., 2023, p. 12). The link worker themselves may be seen as key 
to connecting the VCSE sector with the health care system and health care professionals, 
especially where the former is concerned about receiving appropriate referrals and a 
reasonable demand and where the latter may be sceptical about the ability for the VCSE 
sector to support patients (Skivington et al., 2018; Tierney et al., 2020). According to 
Wildman et al., the ‘intensive support provided by link workers is likely to be a more 
successful model of social prescribing than simply “signposting” to community resources’ 
(2019, p. 10). In a study exploring the use of social prescribing for preventing type 2 
diabetes, reliance on ‘community-based, local organisations’ - as opposed to private 
providers in other prevention programmes - ‘contributed to strengthening the local 
community’ (Calderón-Larrañaga et al., 2023, p. 12). 

South et al. (2008) argued that social prescribing could provide a key mechanism to 
strengthen community-professional partnerships in health and community sectors. 
However, Fisher (2014) stresses a clear distinction between community development 
and social prescribing: while the latter might involve VCSE organisations, and offers 
a relevant response to needs, it often will not show any principles of community 
development, and the patient remains a passive receiver of service. Burgess also 
highlights how social prescribing interventions can be divorced from the structural 
causes of inequity, with a risk that richer areas might benefit more from social 
prescribing than deprived areas (Lewis et al., 2023). Cormac Russell (2017) also argues 
that social prescribing is too focussed on formal services rather than resident-to-
resident relationships and the civic or associational life of neighbourhoods. This does not 
necessarily have to be the case, however. Indeed, Burgess calls for a greater focus on 
collective justice in social prescribing, in line with a community development approach 
(Lewis et al., 2023).
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Within NHS England, the Integrated Care Partnership (ICP) and Integrated Care Board 
(ICB) have a statutory requirement to develop formal agreements for engaging and 
embedding the VCSE sector in Integrated Care System (ICS) governance and decision-
making, ideally through a VCSE alliance, which are supported by the national VCSE 
Health and Wellbeing Alliance (NHS England, 2021). However, beyond this, just 7 of 42 
ICBs have a constitutionally mandated role for the VCSE sector on the board, despite 
delivering a high proportion of contracted services (Allen, 2023). As indicated above, 
much of the literature addressing community engagement and social prescribing has 
related to the relationship between the VCSE and health care sectors, particularly the 
challenges that arise. While there may be a ‘long (and proud)’ historical relationship 
between these two sectors (Calderón-Larrañaga et al., 2023, p. 12), researchers have 
found that there are some underlying issues that have not been sufficiently addressed in 
the commissioning relationship that may be manifesting in social prescribing (Sheaff et 
al., 2023). Moreover, much of the research focuses on the relationship between larger 
voluntary sector organisations and the health system, rather than smaller community 
groups, which may have less visibility or power in health care commissioning. 

The first and foremost of these issues is funding, which also underpins other issues. 
Findings from He et al. (2022) show that VCSE organisations are experiencing increased 
demand for their services without an increase in funding. While organisations might 
receive some funding for contracted activities, these payments are unlikely to cover the 
full cost of provision by VCSEs (Dayson and Batty, 2020) or any core operational costs 
(He et al., 2022), and smaller community groups may especially struggle. There is also a 
view that applying for and receiving funding can be difficult, competitive or even unfair. 
There is a particular feeling that the health care system funds link worker roles rather 
than the community-based activities patients are referred to, erroneously assuming that 
these services are ‘free’ (Baxter and Fancourt, 2020). 

In a catch-22, the health system may be reluctant to commission VCSE organisations 
due to concerns over financial sustainability (Baxter and Fancourt, 2020). Lack of 
sustained funding and the need to adjust funding proposals to health sector priorities 
mean that services are ‘temporary and contingent’ (He et al., 2022, p. 8). And yet, 
‘the sustainability of such programmes is dependent on the availability of community 
infrastructure’ (Holding et al., 2020, p. 1541). Link workers may ‘[encounter] 
difficulties sourcing befriending, transport and other community services’ (ibid.). This 
was underscored by the perception that ‘bidding for commissions tended to introduce 
competition and mistrust between VCSEs’ which served as a ‘practical obstacle to VCSE 
activities which relied on inter-organizational collaboration’  (Sheaff et al., 2023, p. 6). 

Other issues raised in research concern the coordination and communication between 
the VCSE and health sectors. VCSE providers worry that the health sector is not 
aware of locally-available services, which will prevent referrals, while simultaneously 
experiencing high demand for services and some inappropriate referrals for individuals 
with complex mental health needs that small organisations are not equipped to handle 
(He et al., 2022; Jones et al., 2016). There is an additional perception that the VCSE and 
health sectors are speaking a different language and that a shared language would be 
beneficial (Baxter and Fancourt, 2020; Polley et al., 2023). 



63

This may be reflected in the commissioning relationship between the VCSE and health 
sectors, particularly where there are different perspectives on what outcomes are and 
how or whether they should be measured (Sheaff et al., 2023). Moreover, the priorities 
to which funding proposals are addressed may not align with the priorities of the local 
communities in which VCSE organisations operate (Garside et al., 2020), although the 
ICP is tasked with developing an integrated care strategy through a population health 
management perspective. This is where ‘collaborative commissioning’ may play a role. 
As opposed to competitive or commodified commissioning, collaborative commissioning 
adapts to the ‘fluid, emergent character of much VCSE activity’, draws on both 
horizontal and vertical networks and cooperation and addresses population needs (Sheaff 
et al., 2023, p. 8). However, collaborative commissioning is likely an ideal practice 
rather than currently widespread within NHS England. Moreover, smaller community 
groups may have less professional experience or bargaining power in commissioning 
and therefore be at a disadvantage in these processes, compared with larger voluntary 
organisations or charities. 

There remains a tension between the health and VCSE sectors in the commissioning of 
social prescribing services. There is a feeling that providing non-medical activities to 
address individuals’ unmet social needs is something that the VCSE sector has always 
done and that there is a risk that ‘social prescribing’ becomes a by-word in the health 
system for all local voluntary action. This issue is exacerbated both by definitional issues 
around social prescribing, whether social prescribing can sufficiently address community 
needs and/or health inequalities (see for example Gibson et al., 2021; Mackenzie et 
al., 2020), and a wider debate around whether social needs should be medicalised or 
addressed in the health care system at all (see for example Haslam, 2022). 

Community engagement in social prescribing

During our scoping review, we identified frameworks for understanding community 
engagement in social prescribing, which are a starting point for understanding what 
community-led social prescribing may be. In this section, we discuss the foremost 
of these: co-production, social prescribing ‘plus’ and community-enhanced social 
prescribing. 

CO-PRODUCTION

Co-production is one of the most common approaches through which the community 
as well as community-based VCSE providers have been engaged in the design and 
implementation of social prescribing in England. Co-production involves ‘delivering 
public services in an equal and reciprocal relationship between professionals, people 
using services, their families and their neighbours’ (Boyle and Harris, 2009, p. 11). Co-
production encompasses not only co-design but also co-delivery and co-assessment. 
Co-design can be implemented as its own activity but is considered essential to co-
production (Bovaird and Loeffler, 2012). There is considerable evidence around the 
impact of co-production in health interventions, including community-based provision 
and non-medical support (Hubbard et al., 2020; Mayrhofer et al., 2020). While the 
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evidence with respect to co-produced social prescribing is still emerging, it appears that 
these interventions can result in (Thomas et al., 2021):

•	 Confidence, positive mood and sense of control

•	 Reduction of social isolation

•	 Feelings of ‘connectedness’

•	 Reciprocal relationships between service users and providers

These outcomes were reported for co-produced social prescribing interventions for 
people with long-term conditions, mental health problems, dementia, and those living 
in communities suffering from health inequalities (Thomas et al., 2021). Perhaps 
unsurprisingly, co-produced social prescribing interventions may face the same 
challenges in the relationship between communities, community-based VCSE providers 
and statutory services seen in social prescribing more broadly, as described above. 
Barriers to co-produced social prescribing included unequal relationships, a lack of 
awareness of support available in the VCSE sector, and short-term funding (Baker and 
Irving, 2016; Whitelaw et al., 2017). Issues of coordination and communication likewise 
pose problems for meaningful engagement with communities (He et al., 2022; Thomas et 
al., 2021). 

This body of work suggests that ‘a co-productive and co-designed approach is necessary 
in the development of interventions that seek to improve community well-being 
outcomes’ (Thomas et al., 2021, p. 2). The studies reviewed by the authors suggest that 
co-production ‘contributes to the development of sustainable healthy communities as 
it leads to interventions that are tailored to community needs and available community 
resources’ (Thomas et al., 2021, p. 11). They conclude, therefore, ‘that applying a co-
designed, co-produced approach to the design of SP interventions in future would be 
effective practice, particularly within a community setting’ (ibid.). 

SOCIAL PRESCRIBING ‘PLUS’

Social prescribing ‘plus’ is a proposed model of social prescribing which situates social 
prescribing’s potential policy development within the ‘context of a broader body of 
literature on asset-based and collaborative approaches to designing and implementing 
innovative ways to support people with multiple and complex needs through integrated 
health and social care services’ (Dayson, 2017b, p. 102). Social prescribing is understood 
as an asset-based approach to health care, meaning that it simultaneously seeks to 
address the symptoms of ill health while supporting community capacity to support good 
health. Dayson (2017b) suggests that social prescribing ‘plus’ more closely aligns with 
the criteria of asset-based approaches outlined by Morgan (2014) than social prescribing 
alone by:
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•	 Committing to improving well-being, including through long-term investment and in 
commissioning strategies

•	 Using principles of co-production

•	 Understanding service user needs versus availability of community resources and 
supporting community capacity to meet those needs

•	 Working in a multi-disciplinary, integrated manner to address wider population 
needs

•	 Embedding evaluation to inform service delivery and commissioning.

While social prescribing is understood as a ‘social innovation’, which addresses unmet 
social needs while also creating social value, Dayson argues that there has been limited 
discussion of the processes through which social prescribing has been adopted and scaled 
throughout England (Dayson, 2017a). Dayson suggests that ‘collaborative innovation’ 
is a useful idea to understand how social prescribing ‘plus’ understands problems and 
challenges, develops and tests new ideas, implements solutions and diffuses successful 
approaches. Bringing together these concepts, Dayson argues that social prescribing 
‘plus’, as demonstrated in the Rotherham Social Prescribing Service, is a ‘model of 
asset-based collaborative policy innovation’ (Dayson, 2017b, p. 101) based upon five key 
principles:

1.	 Placing service users at the centre of the design and delivery of social prescribing

2.	 Harnessing and investing in voluntary and community assets through social 
prescribing

3.	 Taking on board the needs and views of professionals involved in social prescribing

4.	 Multi-stakeholder and inter-disciplinary collaboration throughout the development 
and implementation of social prescribing

5.	 Understanding the delivery of social prescribing as a process of adaptive 
implementation.

For Dayson, this proposed model of social prescribing ‘plus’ raises key questions about 
the policy development and implementation of social prescribing in England. He 
asks, ‘will their approaches draw on the asset-based collaborative principles that are 
evident in the development and implementation of social prescribing ‘plus’; or will 
social prescribing become a convenient way of framing an expectation that people 
and communities need to do more to help themselves, without significant investment 
in the capacity and capabilities necessary to support this alternate model of welfare?’ 
(2017b, p. 102) This key question relates to wider debates around the responsibilisation 
of individuals for their own health and wellbeing, not only in social prescribing but also 
other areas of health and social care, as discussed above (see for example Dowling, 
2021). It underscores the importance of involving communities in meaningful ways in 
social prescribing to ensure that it is not just a matter of individual responsibility or 
individual outcomes but community responsibility and outcomes, and providing resources 
and building capacity in communities to enable this. 
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COMMUNITY-ENHANCED SOCIAL PRESCRIBING

Community-enhanced social prescribing (CESP) is a new model of social prescribing, 
‘combining community engagement, organisational change and individual-level practice 
which aims to improve both community and individual wellbeing. It provides a way of 
thinking about the reciprocal value of individual and community wellbeing in the context 
of primary health care and local communities’ (Morris et al., 2022, pp. 179–180). The 
authors begin from the premise that the NHS Long Term Plan (2019) is too focused on 
individual outcomes and that social prescribing schemes ‘will need to engage with, and 
orient themselves more towards, local communities’ (2022, p. 180). They propose the 
CESP model as a framework for reorienting social prescribing towards not only individual 
wellbeing but also community wellbeing, which is not currently a part of mainstream 
understandings of social prescribing. Indeed, as Morris et al. note, ‘it can be argued 
that the genesis for social prescribing owes significantly more to the individualisation of 
social diagnosis than to the collective development of social solutions’ (2022, p. 183). 
The authors acknowledge the challenge in defining what a community is, but argue that 
its conceptual complexity is not an excuse for not engaging with communities. 

Community connection and empowerment are associated with reduced social isolation 
and loneliness (see for example Baba et al., 2017; Elliott et al., 2014). CESP recognises 
that communities are ‘not only potential sources of health benefits for individuals, 
but they provide opportunities for people to enrich existing capacity and develop new 
assets for the benefit of all’ (Morris et al., 2022, p. 185). The model explicitly integrates 
community development into social prescribing thereby addressing individual and 
community wellbeing. Fostering a sense of community is particularly important to the 
CESP model ‘as it supports people to enhance their connections with, and contributions 
to their communities, as well as deriving benefits from these’ (ibid.). CESP ‘aims to 
impact positively on the culture of primary care practice and provide a way to connect 
it with community assets, whilst recognising that communities are dynamic and that 
capacity-building may be required’ (ibid.).

Drawing together the Connected Communities and Connecting People approaches 
developed by the University of Central Lancashire, CESP brings together ‘embedded 
assets, networks and resources of local communities in order to support individuals who 
are seeking to improve their wellbeing’. As such, it requires a coordinated, integrated 
or whole systems approach - what Thomas (2017) refers to as ‘community-oriented 
integrated care’. To enable this, Morris et al. outline two necessary changes:

•	 At PCN level, a shared focus on community wellbeing, with a citizens panel to 
inform organisational change and objectives in this area. 

•	 At individual level, development of referrals for target groups, e.g., major 
conditions. 
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They suggest that this approach ‘will enable CESP to be applied in locally-relevant ways 
that also help to incrementally transform the whole system towards effective use of 
local networks, resources and community assets’ (Morris et al., 2022, p. 189). What is 
critical to the implementation of CESP is the use of a citizens panel to iteratively and 
continuously map local community assets, networks and resources, including those 
that are informal or less visible, and that the link worker works closely with this panel 
to ensure that social prescribing is based upon community need and also utilises or 
supports community capacity. This mirrors some of the examples above of community 
development, engagement and action research in wider health systems, which worked 
through existing or newly-created panels and forums to identify needs and responses 
(e.g. Rapport et al., 2008; Snooks et al., 2011).
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4. Community-led social prescribing

While each of these approaches and models differs slightly, there are some 
commonalities that we have drawn out that suggest that there is something distinct 
about the degrees of community engagement in designing and implementing social 
prescribing services. In co-production, social prescribing ‘plus’ and CESP, social 
prescribing is:

•	 based upon a community need, 

•	 involves communities from the start and throughout, and 

•	 draws on and supports community assets, networks and resources.

In so doing, these models and approaches speak to ‘how public sector bodies involve 
voluntary and community organisations, and the people they represent, in the 
transformation and commissioning of public services’ (Dayson, 2017b, p. 102).

Even with these factors, there may remain variation in the degree to which communities 
are initiating and leading these efforts. In each of these approaches and models, 
the locus of social prescribing policy development and implementation is the health 
care system and its commissioners. However, as our initial exploration into Big Local 
partnerships has suggested, communities - whether citizens or VCSE organisations - may 
take a more active role in initiating and leading social prescribing efforts. As such, based 
upon our scoping review, we propose the following definition of community-led social 
prescribing:

Community-led social prescribing describes social prescribing 
activities, systems or processes that have been initiated by the 
local community, often involving other local partners, and based 
on community-identified needs and solutions.

This forms a starting point for our research project with Big Local areas. We expect to 
test and refine the definition over the course of the project. We also expect to find a 
range of examples of engagement in social prescribing, which might be to a greater or 
lesser extent community led, and based in a range of settings. To help us articulate this 
range of activity we have developed a matrix (page 21) which will allow us to later situate 
examples according to whether the community or health system is leading them, and 
whether they are operating predominantly within the community or in a statutory setting. 

We have also initially identified five ways (page 21) in which the community might 
initiate and lead social prescribing schemes, based on our scoping work on Big Local 
areas involved in social prescribing. One of these is co-production, which is not only 
a wider approach to community engagement but is also an element of both social 
prescribing ‘plus’, explicitly, and CESP, implicitly.



69

Figure 1A. Matrix of community-led and community-based social prescribing 
initiatives

Community-based

	 Health system-led							       Community-led

Health system-based

Figure 2A: Possible forms of community engagement and leadership in social 
prescribing

Co-production 
and co-design

Community organisation and/or community members and/or 
service users work in partnership with health services and others to 
co-design and/or co-deliver social prescribing scheme. Individuals 
are involved in the co-design and/or co-delivery of a social 
prescribing scheme. 

Investment
Community organisation provides funds to other organisations or 
individuals to enable a social prescribing scheme, or to participate 
as a service in one.

Development
Community organisation builds capacity and capability of groups 
and individuals to contribute to the design and/or delivery of a 
social prescribing scheme.

Spaces
Community organisation provides or facilitates physical space for 
social prescribing scheme.

Partnerships
Community organisation builds relationships with other groups and 
health services, and/or facilitates others to do the same, to enable 
or take part in social prescribing schemes. 
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5. Conclusion

This review has reviewed relevant literature on community development and 
engagement in health and wellbeing, including in social prescribing. Section 1 
defined the concepts of social prescribing, community and community development 
and introduced a gap in current understanding of social prescribing with respect to 
community engagement and leadership in social prescribing activities. Section 2 set out 
the existing research on the relationship between community development and health 
and wellbeing, as both are key aspects of the Big Local programme, especially where Big 
Local areas have chosen to engage in social prescribing activities. Section 3 reviewed 
recent scholarship on the relationship between the VCSE sector and social prescribing 
under the NHS and highlighted the opportunities and challenges therein. It also outlined 
three models for understanding community engagement in social prescribing, which 
share three characteristics: 1) based upon a community need, 2) involves communities 
from the start and throughout, and 3) draws on and supports community assets, 
networks and resources. Section 4 builds on this learning to articulate a working 
definition of community-led social prescribing. 

This review suggests that there is potentially an important place for community-led 
social prescribing within social prescribing policy and implementation in England. It 
appears that co-production, social prescribing ‘plus’ and CESP may engage communities 
to a greater degree than the standard NHS England social prescribing model insofar as 
they are based on community need, involve communities from the start and throughout 
and draw on community assets, networks and resources. Our scoping work with 
Local Trust suggests that there may be an additional factor around the initiation and 
leadership of social prescribing activities. In Big Local areas, the partnerships have 
identified a community need and initiated engagement with social prescribing - in 
various forms (see Figure 2) - and/or led the development and implementation of the 
social prescribing activity. Our initial searching into other community-led examples 
suggest that this may be happening outside the context of the Big Local programme as 
well. 

The next steps for this research project involve exploring whether community-led social 
prescribing exists in practice, the ways in which community groups and residents take 
the lead in different ways in initiating, evaluating and ‘doing’ social prescribing, and 
specifically what this looks like in Big Local areas. While it is outside the scope of this 
project to measure or compare health and wellbeing outcomes from this model, we 
aim to understand and detail in-depth what sets it apart from other models, including 
perceived benefits, barriers and enablers. Our final report will help communicate the 
experience of communities and residents getting involved in social prescribing, and the 
difference their involvement can make.
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