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HEALTH AND SPORT COMMITTEE 

SOCIAL PRESCIBRING OF PHYSICAL ACTIVITY IN SPORT 

ADDITIONAL INFORMATION FROM DUMFRIES AND GALLOWAY FOLLOWING 

THE EVIDENCE SESSION ON 29 OCTOBER 2019 

Dumfries & Galloway Social Prescribing Regional Framework 

Introduction and Purpose 

Social Prescribing, an approach for connecting people with resources in the 

communities, has been developing and growing across Dumfries & Galloway.  It is a 

key approach to tackling and addressing health inequalities, as well improving health 

& wellbeing outcomes.   

Dumfries and Galloway has the sixth highest proportion (20.2%) of the population 

living in remote rural locations. Whilst there are many positive benefits to living in a 

rural area, there are also a number of negatives including access to services, 

transport and digital technology, as well as rural deprivation that can have a marked 

impact. (appendix 1). The link between deprivation and health is well documented, 

with people living in the most deprived circumstances tending to have lower life 

expectancy and poorer outcomes for a range of health measures. There can also be 

issues relating to isolation and loneliness, which can have strong links with poor 

physical and mental health impacting on everyday life.   

Recognising the context of the region, there are opportunities for local social 

prescribing models to address some of the issues highlighted through connecting 

individuals to resources to improve health outcomes, but also to ensure more 

efficient use of resources. A whole systems approach is required to ensure that it 

grows, flourishes and outcomes are maximised. This includes working with 

individuals, the roles of practitioners, the role of wider health and social care systems 

as well as the role of the community. 

This framework provides an overview of the Dumfries & Galloway Health & Social 

Care Partnership approach and commitment to supporting and developing robust 

systems to support social prescribing for improving population health & wellbeing 

outcomes.  
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Defining Social Prescribing 

Growing evidence demonstrates that social prescribing is an early intervention 

approach that can be used to achieve population health & wellbeing outcomes 

through tackling social and health inequalities. Social prescribing is one means of 

supporting self-management.  It is a holistic approach for connecting people with 

non-medical sources of support or resources within the community. These include 

opportunities for the arts, physical activity, learning, volunteering, social support, 

mutual aid, befriending, self-help as well as support with benefits, debt, legal advice 

and parenting (Friedil et al 2007).1. In addition, the use of technology as an advocate 

for improving health & wellbeing is also growing, for example, through the use of 

apps. 

A more holistic approach is provided to that of the medical model (which focuses on 

treatment and science to cure all illness and disease) where the individual is placed 

within the context of social, economic and cultural factors that impact on health. This 

expands the options available through health & social care referral or signposting, 

increasing choice and providing a more holistic approach for the individual. Social 

prescribing also acts as a mechanism to strengthen professional relationships 

through improving understanding of roles and perspectives.  Social prescribing has 

been used with a range of client groups and draws on a wide range of different 

community-based services. It is aimed at people aged 16 and over, and examples of 

people who can access and benefit include recently bereaved people, low income 

single mothers, people with mild to moderate depression or anxiety as well as 

frequent attenders of primary care. 

Social Prescribing can vary in practice in regard to models, target populations and 

intended outcomes. Models can range from simple information-based services to 

‘link workers’ who support people through principles of health behaviour change to 

access and interact with a range of non-medical sources of support.  Social 

Prescribing and Community Linking projects were originally taken forward in 

Dumfries & Galloway as concepts as ‘tests of change’ as part of the Putting You First 

change programme starting in 2012. It is recognised that there are many models 

operating within the region and there may be new projects in future years (appendix 

2). The commonality of most projects is the use of a ‘link worker’ who works 

individuals to identify needs and link them to local community resources. Community 

                                                           
1 http://www.wellscotland.info/priorities/Social-Prescribing-and-Self-Help 28/9/17 

http://www.wellscotland.info/priorities/Social-Prescribing-and-Self-Help
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Link Workers (CLWs) are also identified as a service area under the new General 

Medical Services (GMS) Contract 2018.2 

The approach has been central to national and local policy including a range of 

actions as part of the previous Mental Health Strategy 2012-17, where a common 

language of understanding has been developed nationally. The term ‘social 

prescribing’ is used interchangeably with other terms, such as community linking and 

healthy connection schemes. Some people prefer not to use the term ‘prescribing’ as 

it can be seen to place the person in the role of patient or passive recipient and 

underplays the importance of self-management, choice and control. However, the 

term ‘social prescribing’ is used nationally and will be used within the context of this 

framework and local policy.  

Principles 

It is important to establish a set of principles that will underpin the work, and which 

everyone involved in the system agrees. This will ensure a consistency of approach 

to the development and implementation of social prescribing. 

The core principle of social prescribing approaches is to reduce health inequalities 

through action on the social determinants of health. Therefore, social prescribing, 

supports the implementation of the Inequalities Action Framework Dumfries & 

Galloway through actions that mitigate, prevent or undo health inequalities. 

Other founding principles include health behaviour change, where people are 

supported to take steps to change health behaviour, and community development 

where communities come together to take collective action in what’s important to 

them.  It’s also based on a systems approach, where there is a vital role to play for 

the individual, the practitioner, health or social care system as well as the wider 

community. 

Through these principles, it is envisaged that: 

• An effective collaborative approach that tackles the underlying causes of 

inequalities and poor health will be taken 

• An approach that focuses on individual wellbeing and promotes personal 

choice is supported 

• People will be supported to self-manage their own health 

• Increased understanding for individuals and communities, helping them to 

access and engage actively in self-help approaches 

                                                           
2 https://www.gov.scot/publications/gms-contract-scotland/ 13/6/19 

https://www.gov.scot/publications/gms-contract-scotland/
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• Clinicians and others are able to offer a ‘more than medical’ approach to 

addressing individual health and wellbeing needs 

• An approach that recognises and unlocks existing assets within our 

communities e.g. volunteers, community-based activities is undertaken 

• A collective approach across Dumfries & Galloway’s health and wellbeing 

system to work within identified budget envelopes and maximise use of 

available resources is taken 

• Support & develop opportunities to access investment for social prescribing 

activities 

Outcomes & Impacts 

The current interest in social prescribing is based on several key areas, improving 

health outcomes, improving community wellbeing;3  as well as reducing demands on 

health services. 

Outcomes for individuals include improved health & wellbeing, more opportunities for 

social contact as well as greater ability to self-manage own conditions through 

encouraging individuals to take control over their own health. Wider individual 

outcomes include increased awareness of skills, activities and behaviours that 

improve and protect mental wellbeing, as well as uptake of arts, leisure, education, 

volunteering, sporting and activities through the use of behaviour change 

interventions, as well as addressing social inclusion and loneliness. 

Social prescribing as a concept can support health & social care systems as a 

preventative and early intervention measure in a variety of ways.  Outcomes for 

statutory services and practitioners include ensuring more holistic care packages are 

provided for individuals through focusing on what matters most to individuals through 

improving the range, choice and availability of health and social care provision as 

well as practically supporting wider health & social care issues. It can ensure that 

clinical time is used more appropriately, as well as potentially reduce inappropriate 

prescribing of anti-depressants and waiting times for psychological services 

  

                                                           
3 Friedli L et al,(2007). Developing Social Prescribing and Community Referrals for Mental Health in Scotland. 
Edinburgh: Scottish Development Centre for Mental Health 
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Social Prescribing can also be used in the context of self-directed support, where 

individuals can be linked to community resources as a means to enhance wellbeing 

as part of a care plan, and potentially a reduction of need for more intensive support. 

 

 

 

 

 

 

Social prescribing can be ‘customised’ so that it can be aligned to meet the needs of 

a particular setting so that link worker can work alongside health professionals to 

ensure collaborative and support for the individual taking a person-centred approach. 

The case study in Fig 2 shows how CLW’s can support primary and secondary 

mental health services, but it’s the same approach for any service supporting a 

health condition or social care need.  

 

 

 

 

 

 

 

 

 

 

 

 

FIG 2 Complementing Mental Health Services 

Community Link Workers have a really important role to improving population mental 

health and supporting mental health services to implement care plans in the community 

The role of community link services can be utilised as an early intervention approach to 

reduce the need to see specialist mental health services where individuals may be 

experiencing low level/mild distress that is not significantly impacting on their day to day 

functioning or as an approach that complements Primary Care Mental Health Services as 

per the new GMS Contract to promote self-management of conditions as part of a care 

pathway. In this case,  mental health services supports the individual with the 

management of their mental health condition, whilst the CLWs role complements this 

through providing support such as access to activities and resources in the communities.  

In other cases the referral to CLW’s as part of the exit strategy after the mental health 

intervention. Communication between the CLW and the MH professional ensures that 

everyone is clear of each others roles and they work together within the parameters of 

the management plan, as well as each staff members skills and competencies. 

It is recognised that mental health services should always be identified as an first line of  

service access for people experiencing mental health conditions. Advice can be sought 

through Primary Care liaison staff where necessary. In some cases the level of distress 

that an individual is experiencing is not apparent and the individual will need to be 

signposted back to the GP or to the Primary Care Mental Health Liaison Service. 

Professional support and advice  for community link workers can be provided through 

Mental Health Service professionals where necessary and required. 

There are specialist services available for specific population groups such as Emotionally 

Unstable Personality Disorder, Eating Disorders and Alcohol & Drug issues that should be 

FIG 1  

A study of a scheme in Rotherham (a liaison service helping patients access support from 

more than 20 voluntary and community sector organisations), showed that for more than 8 in 

10 patients referred to the scheme who were followed up three to four months later, there 

were reductions in NHS use in terms of accident and emergency (A&E) attendance, outpatient 

appointments and inpatient admissions. A Bristol study also showed reductions in general 

practice attendance rates for most people who had received the social prescription.1 

(Bosurround) 
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Workforce  

Social prescribing works best where those involved have a good understanding of 

what it is, what it can offer and who it can benefit. Staff training, support and 

engagement can all help to make social prescribing feel part of everyday health and 

social care services and not an additional area of work. It can also ensure that staff 

have a sense of ownership and a clear understanding of how they can contribute to 

social prescribing. 

It is important to build capacity for any social prescribing programme to flourish. 

Specific resources should be considered and developed, such as briefings and 

training for all those involved. This needs to include all - sign-posters, link workers as 

well as community groups depending on the service provided. A range of 

opportunities should be considered to ensure that the wider workforce have a solid 

understanding of social prescribing practice and the benefits for individuals.  This 

needs to be set in the context of inequalities and the social model of health so that 

the medical and social models of health are combined to provide holistic health and 

social care. Opportunities for workforce development are outlined in appendix 4.  

Delivery mechanisms can be through a variety of informal and formal mechanisms 

such as: 

• GP’s  - Protected time for shared learning (within practices and between 

practices), Practice Based Small Group Learning (PBSGL), eLearning and the 

GP Evening Education Programme,  

• Pharmacy - Pharmacy Education Programme 

• Advanced Nurse Practitioners – Trainee CPD programme 

• Dentistry – CPD days 

The ‘Developing Our Approach to Health & Wellbeing’ Guidance Document 

outlines detail of competency based practice requirements to support the 1-1 

relationship and the capacity of the link worker including skills-based setting 

boundaries training such as motivational interviewing, managing expectations, as 

well as knowledge based training needs such as mental health, social issues such 

as benefits advice, service awareness. Training and development to support 

supervision arrangements, as well as evaluating and monitoring 1-1 interventions 

have also been identified. 
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Referral  

Social prescribing is more than simply a process of referral or as a method of 

signposting individuals to community provision. At its best, social prescribing is a 

unique ‘pathway’ in which individuals meaningfully participate in the selection of the 

support they are offered. It involves building relationships and supporting people 

throughout their participation. 

It is important that a person-centred approach is taken to ensure that care and 

support is tailored to the individual, and the individual receives the right care and 

support at the right time. Effective referral is crucial to ensure both a smooth process 

and improved outcomes for individuals. Confidentiality is paramount, and practice 

should be compliant with the principles of General Data Protection Regulations as 

per the Data Protection Act 2018. 

It is recognised that due to funding restrictions, some projects may have explicit 

referral criteria and therefore there may be some variable factors e.g. age, 

employment status. Where possible referral guidelines should be designed to fit the 

target population for the social prescribing scheme, as clear guidelines will ensure 

that individuals receive the most appropriate support dependent on their 

circumstances. Referrals will come from a variety of sources as well as the ability for 

individuals to self-refer (fig 1) 

Technology is an important element of any referral pathway, where any local service, 

community nurse or GP should be able to refer into a network based on a simple 

needs assessment and use technology to refer into social prescribing projects, such 

as the use of SCI Gateway or the Social Work Contact Centre (MOSAIC). It is 

recognised that not all practitioners have access to these systems and that there 

needs to be some flexibility with the referral system. Another route is through an 

email referral process into a specific secure mailbox.  

Recognising the range of projects that embed social prescribing, it is important that 

referral processes and pathways are made as easy as possible for both the referring 

person and the individual who is being referred. 

Fig 3 demonstrates the social prescribing pathway taking into account various 

projects across the region.
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Communities 

Communities, and the many rich assets within communities, have an important role 

to play in social prescribing approaches. Working in partnership and supporting our 

communities is vital to ensure that individual and population outcomes are improved. 

It is recognised that there are a wide range of clubs, groups and organisations 

across Dumfries & Galloway that should be utilised and supported as part of social 

prescribing practice. It is important to ensure that they are supported to flourish and 

the needs of communities are understood through engagement and co-production. In 

addition, promotion of self- management within communities will support a cultural 

population shift towards preventative and early intervention approaches as a first 

point to improving health outcomes 

Recent engagement with local communities shows that individuals value 

participating in groups and opportunities within community settings, yet there is a 

need to consider community spirit and ensure that communities are inclusive, caring 

and supportive to all to allow individuals to participate fully in community life. The 

Carnegie Trust UK identifies that kindness can go a long way to reducing social 

isolation and loneliness. The Trust identified three key requisites to promoting 

kindness within communities – welcoming places, creating opportunities for 

connections and promoting the value of kindness. This could be supported through 

access to opportunities and training to promote awareness of key equality and 

diversity issues. 

Community capacity building involves working with individuals, community groups, 

whole communities and community networks. Where required support should be 

given to help activities flourish through providing access to information and support 

to build capacity of the service or the group. This includes support to develop 

activities where a need is identified. Some activities are provided at no or low-cost, 

and recognition should be given to support resourcing where possible. 

Volunteering has an important role to play in social prescribing, and volunteers can 

be a valuable resource for building capacity within a social prescribing programme. 

The activities and services that people are connected to through social prescribing 

are often provided by voluntary and community sector organisations, many of which 

are either run by, or involve, volunteers. Enhancing the recognition of volunteers as 

community assets to support individuals to reduce their overall reliance on health 

and social care services is crucial. Volunteers should be supported and shave the 

same rights as employee rights. They should receive full training and supervision 

and supported in carrying out their role. A commitment to supporting volunteers is 

required, including the provision of out of pocket expenses, due to giving their time 

freely and regular.  
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Technology Innovations 

Technology has an important part to play in social prescribing approaches, whether it 

is through the referral process, through supporting individuals or through monitoring 

performance management of outcomes through an effective database. 

Technology can be utilised to help improve people’s wellbeing through a variety of 

measures. Opportunities to sign post include: 

• Telecare helps support people to live their lives independently through 

assisted living 

• Telehealth helps support people to manage their conditions. This could be 

through using systems like the Florence system which can create alerts to 

remotely monitor blood pressure, diabetes, and COPD 

• CCBT Beating the Blues has been proven to help people suffering with 

mild and moderate depression to get better and stay better and is based 

on Cognitive Behavioural Therapy (CBT). 

• Apps can help support people to improve and maintain their wellbeing. – 

e.g.  Five ways to wellbeing, WRAP 

Recognising the rurality of the region and the limited transport infrastructure, new 

ways of supporting individuals through the use of technology such as Skype, VC or 

attend anywhere (video consultation). 

Managing Risk & Safeguarding  

It is important to ensure that any social prescribing scheme has appropriate 

governance in place. Including relevant policies and procedures are in place for each 

component of the programme including the referring professional, the link worker 

and the local voluntary, community or social enterprise group.  

Referring healthcare practitioner: 

The GP/Care Professionals have a responsibility for making sure that referrals are 

appropriate and in line with guidance to ensure that the individual is helped to access 

the right support at the right time depending on their needs, Any concerns in relation 

to feedback on services access must be fed back by the referring practitioner. 

Link Worker 

Practitioners have a responsibility to make sure that the patient is being referred or 

signposted to an organisation, service or group that is well run, accountable, and 

communicates well regarding outcomes. 

It is important that link workers follow the appropriate operational procedures and 

health and safety policies as relevant to their role (see appendix 3). This includes 

relevant training and appropriate disclosure and PVG checks in place with working 
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with vulnerable people, as well as lone working policies to ensure that sensible 

precautions are undertaken when visiting people in their own homes.  

Communication with relevant agencies will help acknowledge any issues involving 

individuals who are referred into the social prescribing service to ensure suitability. 

On occasion this may mean that the referral may not be suitable and the referrer will 

be informed. Escalation policies will also be adhered to where concerns arise 

involving the individual to ensure more appropriate support.  

Practitioners should receive support through supervision arrangements to reflect on 

and review practice, discuss individual cases in depth and change or modify practice 

and identify training needs. Arrangements for access to professional support will be 

accessed if workers have any worries, concerns, or require advice and additional 

support in relation to a person’s circumstances.  

Community Groups 

Organisations or groups that are part of the referral social prescribing pathway behalf 

have a responsibility to provide feedback regarding outcomes, but also any safety 

concerns.  Consideration should be given to the following: 

• Detailed information sharing agreements are required for the purposes of 

confidentiality.   

• Referral requirements of organisations/ groups should be made available 

to the link workers 

• Advice of how to access support where a crisis may occur 

Individuals should be advised that Carers or support workers should accompany the 

individual to the activity as normal practice if they are in receipt of care and support. 

Quality assurance of community groups 

As different models of service design and pilots of social prescribing exist across 

Dumfries & Galloway, it is important to ensure that activities and services meet basic 

quality and standard requirements. Strategic Planning & Commissioning undertake a 

quality assurance process including risk assessments and reviewing operational 

procedures & polices as part of monitoring commissioned services. However, this 

will not necessary be applicable for smaller organisations and groups. 

Mechanisms can be put in place to check and monitor activities through the link 

worker or through funding streams where required and possible. This will include 

ensuring a basic level of policies and procedures are in place such as a constitution, 

liability insurance, accredited training (where required) as well as policies such as 

child protection, social media etc. Guidance should be made available to support 

local community groups and organisations. Appendix 5 provides detail of a potential 

minimum criteria checklist. 
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Training and support on issues such as mental health, dementia or LGBT awareness 

should also be made available to community groups to allow them to be inclusive, 

supportive and open to all as possible. 

Up to date information on local community groups and organisations should be made 

available and accessible to all individuals involved with the social prescribing 

pathways. Where there is no known information about the activity or service, this 

should be conveyed to the individual and the individual can make a judgement based 

on this information provided whether they wish to attend the activity or service. 

Evaluation, Performance Management & Governance 

Integral to any social prescribing project is the need is to ensure that it meets the 

objectives and outcomes that it is intended, most specifically in relation to addressing 

health inequalities and improving health & wellbeing outcomes. 

The Inequalities Action Framework Dumfries & Galloway makes reference of the 

need to measure progress to ensure that action mitigates, prevents or undo 

inequalities. Evidence is required to ensure that a difference is being made. 

Monitoring and evaluating potential impacts for individuals and services as well as 

ensuring that health inequalities are being addressed is essential.  

Evaluation can happen at a number of levels including reviewing processes, impacts 

for service users, impacts on wider social issues as well as contextual issues. Some 

key requisites to consider when integrating evaluation into social prescribing service 

include setting outcomes, data collection, analysis and reporting as well as learning 

from the findings to improve practice. Appendix 4 provides an overview of key areas 

for evaluation. 

The ‘Developing Our Approach to Health & Wellbeing’ Guidance document 

provides information on an equality minimum dataset such as demographic 

information, equalities monitoring, referral details, support details as well as outcome 

monitoring such as goals, self-efficacy, loneliness and health and social care 

experience. This provides a foundation for monitoring and measuring outcomes and 

impacts. 

It is recognised that due to varying funding criteria, performance measures can vary 

from project to project and the intended outcomes, however, there are performance 

measures central to any project.  Performance measures will include a combination 

of output measures as well as outcome measures. (Fig 4). Evaluation will include 

using a range of tools to help collect the data to demonstrate accordingly. 
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In addition, qualitative data should be collected from individuals and referral 

agencies to gain perspectives, experiences and impacts of the service. 

Wider impacts can be demonstrated through system led evaluation seeks to 

understand the wider impact on the health service, such as GP’s services, 

admissions to A & E and unplanned admissions to hospital. It can also measure the 

wider impact on the community such as how many people are volunteering, how 

many new groups established and any changes to crime levels, use of emergency 

services or housing services. Methods to evaluate wider impacts include qualitative 

case studies as well as patient tracking methodology and collecting data from 

individuals as part of monitoring systems. 

Economic evaluation seeks to monetarise the outcomes achieved, asking how much 

money is saved by the programme. However, there is no agreed approach to 

economic evaluation for social prescribing schemes yet.  

Governance 

Ultimately the accountability and governance of social prescribing practice within 

health & social care will lie with the Integrated Joint Board. However, it is noted that 

other pathways of accountability may be in place to demonstrate local practice of 

national policies, for example: 

• Scottish Government 

• DGHWB Outcomes Plan 

• Local Mental Health Strategy Implementation 

• Locality Health & Social Care Plans 

• External Funders 
 
 
 
 

Core performance measures central to all projects include: 

• Number of referrals  

• Number of beneficiaries/ wellbeing plans 

Additional Measures may include: 

• % of individuals who have improved self-efficacy 
• % of individuals who have reduced feelings of isolation 
• No of technology interventions (VC/apps/home and mobile monitoring) 
• % of individuals with increased physical activity levels 
• % of people with improved wellbeing 
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Appendix 1  

Table Examples of individual indicators of deprivation, by locality; Dumfries 

and Galloway; 2011 Census 

  
Annandal

e and 
Eskdale 

Nithsdale Stewartry 
Wigtowns

hire 

Dumfries 
and 

Galloway 

Census: All 
households 

17,1
88   

26,3
33   

10,9
90   

13,4
69   

67,9
80   

People aged 65+, 
alone 

2,66
4 

15
% 

3,88
5 

15
% 

1,89
8 

17
% 

2,25
2 

17
% 

10,6
99 16% 

No central heating 322 2% 529 2% 297 3% 337 3% 
1,48

5 2% 

No cars or vans 
3,52

6 
21
% 

6,32
2 

24
% 

1,87
1 

17
% 

3,17
0 

24
% 

14,8
89 22% 

Lone parents with 
dependent children 

938 5% 
1,58

9 
6% 528 5% 803 6% 

3,85
8 

6% 

Occupancy: 1 or 
more rooms fewer 
than basic 
standard 

791 5% 
1,49

6 
6% 421 4% 715 5% 

3,42
3 

5% 

Census: People                     

 

Socio-economic class DE: Semi-skilled and unskilled manual workers; on state 
benefit unemployed lowest grade workers 

All Women 16-64 
11,9

84   
19,0

49   
7,26

2   
9,00

9   
47,3

04   

All Men 16-64 
11,5

19   
18,0

40   
6,82

8   
8,63

5   
45,0

22   

SEC DE Women 
3,68

8 
31
% 

5,87
5 

31
% 

2,00
9 

28
% 

2,99
5 

33
% 

14,5
67 31% 

SEC DE Men 
3,30

3 
29
% 

5,40
2 

30
% 

1,77
8 

26
% 

2,74
1 

32
% 

13,2
24 29% 
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 Never worked and long-term unemployed ((LTU) aged 16 to 74))  

All women aged 16 
to 74 

14,4
66   

22,4
69   

8,94
8   

11,0
04   

56,8
87   

All men aged 16 to 
74 

13,9
16   

21,3
34   

8,42
4   

10,5
46   

54,2
20   

Never worked and 
LTU women 521 4% 

1,00
9 4% 354 4% 643 6% 

2,52
7 4% 

Never worked and 
LTU men 452 3% 933 4% 277 3% 519 5% 

2,18
1 4% 

 

Having no qualifications or Level 
qualifications (aged 16 to 34)             

All women aged 
16-34 

3,50
1   

6,29
3   

1,94
7   

2,71
7   

14,4
58   

All men aged 16-34 
3,57

0   
6,04

5   
1,95

8   
2,67

2   
14,2

45   

Women low 
qualifications 

1,62
0 

46
% 

2,57
7 

41
% 704 

36
% 

1,31
5 

48
% 

6,21
6 43% 

Men low 
qualifications 

1,96
6 

55
% 

3,12
1 

52
% 973 

50
% 

1,57
8 

59
% 

7,63
8 54% 
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Appendix 2 – Examples of Social Prescribing Projects 

Currently there are several projects utilising social prescribing approaches within 

each of the four localities (Dumfries & Galloway such as the Community Link 

Workers in Annandale & Eskdale and Healthy Connections in the Stewartry, 

Nithsdale and Wigtownshire.   

External funding has been achieved to test out additional social prescribing models 

as part of cross-border EU funded projects – CoH-Sync (Dumfries and Stranraer) 

and MPower (Wigtownshire locality). CoH-Sync involves a health facilitation model 

with links to community resources, whilst MPower enables the older population to 

enhance their health and wellbeing through developing wellbeing plans that will link 

to community sources of support and technological interventions.   The two funding 

streams present opportunities to further test out social prescribing approaches and 

embed the concept further within health & social care delivery and within the 

community as a whole. 

SPRING Social Prescribing is a partnership between the Healthy Living Centre 

Alliance and Scottish Communities for Health and Wellbeing.  Funded by the 

National Lottery Community Fund, it has a network of 30 community health partners 

delivering Social Prescribing services in Northern Ireland and Scotland.” The Hub – 

Your Community Action Centre  is one of the centres of this five -year project that will 

seek to develop a social prescribing project. This will also have additional 

dimensions through developing volunteering capacity through recruiting and training 

volunteers that will assist people referred to the project. 

As part of the local employability services, the Links to Work employability support 

workers have been employed to support people to link with other agencies for 

specialist interventions to reduce barriers to progression into employment. This 

includes working with individuals through their  employment journey and can include 

addressing wellbeing and pre-employment needs including, access to activities that 

help develop confidence, knowledge, skills and experience. 

DWP are also leading on a project connected to three GP practice within the 

Wigtownshire area, which includes a drop in advisory service based within some GP 

practices. This aims to support individuals with a range of work-related and wider 

social issues such as skills for work, debt management and fitness and wellbeing 

through signposting to local community resources. 
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Appendix 3 Operational Procedures 

Below is a list of suggested operational procedures to support effective delivery of 

practice. This is supported by the ‘Developing our Approach to Health & Wellbeing’ 

Guidance. 

1. Referral Guidelines 
 

2. Pre-contact risk assessment 
 

3. Referral Form 
 

4. Referral processes 
 

5. Consent form 
 

6. Wellbeing plan 
 

7. Minimum Dataset & Outcome Indicators 
 

8. Information Governance 
 

9. Escalation Policy 
 

10. Complaints procedure 
 

11. Roles & Responsibilities 
 

12. Supervision arrangements 
 

13. Lone Working Policy 
 

14. Activity/organisation checklist 
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Appendix 4 - Potential Training Opportunities 

Training   Description 
 

Health Inequalities 
 

To provide background information on the key principles and determinants of inequalities /health inequalities  as well as evidence-
based practice to mitigating inequalities (background to practice) 
 

Health Behaviour Change 
Training 
 

To provide individuals with the competence to support individuals with behaviour changes  

Data Tools – Equalities, 
Loneliness 

To provide link workers with the competence to use data collection and measurement tools with individuals accessing the service 

Good Conversations 
 

To build confidence to improve outcome focused conversations 

Supervision Training To provide supervisors with the skills and confidence to provide supervision arrangements for frontline staff who are utilising social 
prescribing/community link approaches 

Topic Specific training  
Mental Health, Loneliness, 
Dementia 

To provide basic awareness of key issues that affect individuals such as mental health, suicide prevention, dementia, financial 
services, bereavement, trauma and loneliness  
To provide communities with awareness on conditions and circumstance to promote empathy, inclusion and support 
 

Community Linking Services 
 

To provide referring agencies with information on community linking services – background, role, referral criteria, processes, 
feedback (include Case studies) 

Community Development  
 

To enhance knowledge of community development, the roles of communities and links to health outcomes 

Community Group 
management  

A range of opportunities to provide community groups with tools to run groups and activities effectively e.g. volunteer management, 
child protection procedures, effective use of social media 

Evaluation & Outcome 
Measurement 
 

Provide services with the skills to evaluate impacts and outcomes of social prescribing interventions 
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Appendix 5 – Table of Proposed Evaluation Measures 

Evaluation Measures for Social Prescribing 
 

Process Measures Output or Outcome Measures Context & Service Measures 

 
No and % of individuals referred to social 
prescribing practice 
 
No and % of service users who are 
referred to support services and types of 
support services 
 
Key demographic information 
 
No of organisations that are supported 
and able to receive referrals 
 
Capacity of third sector organisations to 
support a social prescribing scheme 
including giving feedback to referrers 

 % of individuals who successfully 
engage with a social prescribing practice 
 
% increase self –efficacy 
 
% increase – loneliness 
 
% increased physical activity levels 
 
%increased wellbeing 
 
Quality of life scores 
 
Response to health questionnaires 
 
Qualitative feedback from stakeholders 
on perceived impact of service on users 
 
Case studies 
 

Qualitative feedback regarding service 
quality 

• GPs, Practice Nurse, Health 
professionals 

• Patients 

• Referral partners 

• SP deliverers 
 
Impact on prescribing rates 
 
Impact on frequent attendances 
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Appendix 6: Quality Assurance Criteria (example) 

Groups Minimum Criteria 

1.Affiliation to a National Governing Body (where applicable) 

2. A constitution 
 
3. Relevant insurance (if not provided by NGB) 
 
4. A Welfare Policy reflecting national guidelines and agreed by the 
management committee. 
 

• A Welfare Officer that has attended relevant adult and/or child 
protection training. Equivalent Qualifications may be accepted. 

• Safeguarding and Child Protection training 

• Child Protection procedure for reporting concerns. 

• Codes of conduct for volunteers 

• Disciplinary procedures. 

• Criminal Record Checks (PVG) procedure 

5. First Aid and Health and Safety Arrangements including: 

• First Aid procedure for incidents/reporting 
 

6. Registration forms for all members including 

• Emergency contacts 

• Relevant medical information 

• Data protection/ photography statement 
 

7. Equity Statements 
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Appendix 7 Policy Context  

National Public Health Priorities The national public health priorities reflect the 

reflect public health challenges that are important to focus on over the next decade 

to improve the health of the nation to improve healthy life expectancy and reduce 

inequalities.  The six public health priorities have been identified are: 

• A Scotland where we live in vibrant, healthy and safe places and 

communities. 

• A Scotland where we flourish in our early years. 

• A Scotland where we have good mental wellbeing. 

• A Scotland where we reduce the use of and harm from alcohol, tobacco and 

other drugs. 

• A Scotland where we have a sustainable, inclusive economy with equality of 

outcomes for all. 

• A Scotland where we eat well, have a healthy weight and are physically 

active. 

The Public Bodies (Joint Working) (Scotland) Act 2014) sets a legal framework 

for integrating (combining) health and social care in Scotland. The main purpose of 

integrating health and social care is to improve the well-being of people who use 

those services, particularly those whose needs are complex and require support 

from health and social care at the same time.  

The National Health and Wellbeing Outcomes are high-level statements of what 

health and social care partners are attempting to achieve through integration and 

ultimately through the pursuit of quality improvement across health and social care. 

The concept of social prescribing contributes the health and wellbeing outcomes, in 

particular: 

Quality Strategy is the approach and shared focus for all work to realise the 2020 

Vision and is strategy for improving the quality of care patients receive from the NHS 

in Scotland focusing on three ambitions: safe, person centred and effective 

General Medical Services Contract - The use of community link workers has been 

identified as one of the areas of focus under the arrangements for the new GMS 

Contracts. Each of the 31 HSCPs in Scotland will develop a Primary Care 

Improvement Plan which will outline how these services will be introduced before the 

end of the transition period in 2021.  

  



 

22 
 

 

 

Wider Policy Drivers 

Social Prescribing as a concept supports the delivery of a wide range of policies 

including (but not exclusive): 

• Community Empowerment 

Act 2015 

• Mental Health (Care & 

Treatment) (Scotland) Act 

2003 

• Equality Act 2010 

• Mental Health Strategy 

2017-27 

• Connected Scotland: Our 

strategy for tackling social 

isolation  and loneliness and 

building stronger  social 

connection (2018) 

• Suicide Prevention Strategy 

for Scotland 2018 

• Community Learning & 

Development Partners 

Strategic Plan 2018-20 

• Dumfries & Galloway Anti-

Poverty Strategy 2015-20 

• Dumfries & Galloway Carers 

Strategy 2017-21 

• Regional Economic Strategy 

2016-20 
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