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The purpose and structure of this review 

 
3.1 At its meeting on 25 April 2017 the Healthier Communities Select Committee 

agreed to hold an in-depth review of social prescribing. 
 

3.2 At its meeting on 13 June 2017, the Committee agreed the scope of the review. 
 
3.3 The key lines of enquiry were: 

The extent of social prescribing in Lewisham: Who are the partners and 

organisations currently involved in the development and provision of social 

prescribing services? What types of activities and interventions are provided, and 

how many people are being referred? What types of problems is social 

prescribing commonly used for, and which groups of people tend to be most 

commonly referred?  

The plans for social prescribing in Lewisham: What is the potential for 

expanding social prescribing in Lewisham? For which problems and groups of 

people could it play more of a role? What further partners and organisations could 

be involved in the development and provision of social prescribing? What is the 

capacity of local partners and organisations to provide more services?  

The effectiveness of social prescribing in Lewisham: For which problems 

and groups of people has social prescribing been used most effectively? How 

are the outcomes of activities and interventions captured and measured? How is 

the effectiveness and efficiency of social prescribing schemes evaluated?  

The gaps in social prescribing coverage: For which problems and groups of 

people is social prescribing coverage lacking? What further help and support do 

providers and other local organisations need to reach more people? What help 

and support do providers and local organisations need to improve the way they 

work more generally? 

3.4 The timetable for the review was: 
 

First evidence session – 20 July 2017 

Council officers, Lewisham Clinical Commissioning Group (CCG), Community 

Connections, Lewisham Safe and Independent Living (SAIL). 

Second evidence session – 7 September 2017 

Lewisham Disability Coalition, Rushey Green Time Bank, Sydenham Gardens, 

Lewisham Local Medical Committee, Healthy Living Centre, the Big Group. 

Report – 1 November 2017  

Committee to consider the final report presenting all the evidence and agree 

recommendations for submission to Mayor and Cabinet.  
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Introduction and policy context 
 

4.1 Interest in social prescribing has increased across the UK primarily because of 
the increasing burden on the NHS of long-term conditions and the growing 
crisis in general practice.1 The challenge of caring for an ageing population and 
supporting people with long-term conditions is one of the most important the 
country faces – chronic illnesses consume approximately 70% of the health 
budget.2  
 

4.2 Professor Sir Michael Marmot’s 2010 review, Fair Society, Healthy Lives, 
pointed out that the majority of health outcomes are attributable to social-
economic factors. In fact, it is estimated that around a fifth of visits to GPs are 
for a social problem rather than medical one.3 It is also acknowledged within 
primary care that around 30% of all consultations and 50% of consecutive 
attendances concern some form of mental health problem, usually depression 
or anxiety.4 
 

4.3 Given the increasing pressure in primary care, the fact that there is often no 
cure for many long-term conditions, and that GPs are not necessarily equipped 
to handle all the social and psychological burdens that patients present, some 
health experts argue that it is necessary to look beyond the traditional clinical 
model the NHS offers and develop new approaches, including social 
prescribing.5 
 

4.4 Some commentators believe that, by connecting people with local community 
services and activities, we can help improve the health and wellbeing of large 
numbers of people. Social prescribing, and a more holistic approach, is 
increasingly being seen as a potential solution to the burden of managing long-
term conditions and repeat attendees in surgeries.6 
 

4.5 Social prescribing was highlighted in NHS England’s General Practice Forward 
View as a mechanism to support more integration of primary care with wider 
health and care systems to reduce demand on stretched primary care services. 
The south east London Sustainability and Transformation Plan (STP), in 
common with all of London’s STPs includes a commitment to self-care and 
social prescribing. (officer report) 
 

4.6 Industry experts recognise, however, that links between primary care and third 
sector organisations are often underdeveloped, and that there is currently little 
robust evidence demonstrating the effectiveness and efficiency of social 
prescribing schemes.7 
 

                                                           
1 Kimberlee, R. (2015) What is social prescribing? Advances in Social Sciences Research Journal, 2 (1), p102 
2 Local Government Association, Just what the doctor ordered: social prescribing – a guide for local authorities, May 2016, p2 
3 ibid 
4 Kimberlee, R. (2015), p102 
5 ibid, it is anticipated that consultation rate will increase by 5% over the next 20 years. 
6 Kimberlee, R. (2015), p102 
7 ibid 

https://blogs.ncvo.org.uk/wp-content/uploads/2016/02/what-is-social-prescibing.pdf
Just%20what%20the%20doctor%20ordered:%20social%20prescribing%20-%20a%20guide%20for%20local%20authorities
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What is social prescribing? 
 

5.1 Social prescribing, or “community referral”, is a way of enabling GPs, nurses 
and other primary care professionals to refer people with social, emotional or 
practical needs to a range of local, non-clinical services. Social prescribing, 
recognising that people’s health is determined by a range of social, economic 
and environmental factors, seeks to address people’s needs in a holistic way, 
and to support individuals to take greater control of their own health.8 
 

5.2 Social prescribing schemes can involve a variety of activities, which are 
typically provided by voluntary and community sector organisations. Examples 
include volunteering, arts activities, group learning, gardening, befriending, 
cookery, healthy eating advice and a range of sports. It can also involve simply 
putting people in contact with services that can provide help and advice with 
issues such as debt, benefits and housing.9 
 

5.3 Social prescribing and similar approaches have been used in the NHS for many 
years, with several schemes dating back to the 1990s. The Bromley by Bow 
Centre, for example, one of the oldest and best-known social prescribing 
projects, was established in 1984 (see case study below). However, interest in 
social prescribing has increased over the past decade or so, with more than 
100 schemes now running across the UK, more than 25 of which are in 
London.10 

Social prescribing in Lewisham 
 

6.1 In Lewisham, the use of social prescribing is part of the wider shift by health 
and care providers towards prevention, early action and enabling people to look 
after themselves – by finding information or making connections in the local 
community, for example. Lewisham health and care partners said that social 
prescribing is not necessarily a medical model; it is more concerned with 
supporting an individual’s wider health and wellbeing including any underlying 
issues such as social isolation.  
 

6.2 Social prescribing is also a key focus of the four Neighbourhood Care Networks 
being developed in the borough (a central part of the wider integration of health 
and social care in Lewisham), and a number of tools have been developed at a 
neighbourhood level to support social prescribing.11 This includes 
Neighbourhood Community Teams,12 Multi-Disciplinary Meetings and 
Neighbourhood Co-ordinators,13 and Lewisham’s Single Point of Access.14 
 

                                                           
8 King’s Fund, What is social prescribing? (webpage), February 2017 (accessed May 2017) 
9 Local Government Association, Just what the doctor ordered: social prescribing – a guide for local authorities, May 2016, p4 
10 King’s Fund, What is social prescribing? (webpage), February 2017 (accessed May 2017) 
11 Lewisham’s Neighbourhood Care Networks aim to provide more integrated, higher quality, more timely, and cost-effective 

community-based care by bringing together, at a local level, the different organisations, individuals and agencies involved in a 

person’s health and care. They also aim to establish connections with other local support available, such as that provided by 

local voluntary and community organisations or by housing, welfare or education providers.  (Source: Health and adult social 

care integration, HCSC in-depth review final report, March 2017) 
12 virtual teams of district nurses and adult social care staff 
13 to support health and care staff to improve multi-disciplinary working 
14 To provide general health and care information and advice 

https://www.kingsfund.org.uk/topics/primary-and-community-care/social-prescribing
http://www.local.gov.uk/sites/default/files/documents/just-what-doctor-ordered--6c2.pdf
https://www.kingsfund.org.uk/topics/primary-and-community-care/social-prescribing
https://www.lewisham.gov.uk/mayorandcouncil/overview-scrutiny/Overview-and-Scrutiny-Reports/Documents/Health%20and%20adult%20social%20care%20integration%20review.pdf
https://www.lewisham.gov.uk/mayorandcouncil/overview-scrutiny/Overview-and-Scrutiny-Reports/Documents/Health%20and%20adult%20social%20care%20integration%20review.pdf
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6.3 An overview of some of the other key initiatives related to social prescribing in 
Lewisham is set out below. 

Community connections 

 
7.1 Established in 2013 by a consortium of voluntary sector organisations led by 

Age UK Lewisham and Southwark, Community Connections is a community-
development programme with the aim of decreasing social isolation and 
improving mental wellbeing.  
 

7.2 The programme helps vulnerable adults access community-based groups and 
activities, such as lunch clubs, befriending services and community learning, 
and it supports local voluntary and community-sector organisations to build 
capacity and develop services to meet local needs. 
 

7.3 Community Connections was commissioned to provide greater access to social 
prescribing activity, in recognition that social isolation and loneliness can be 
bigger predictors of ill health than smoking and obesity.15  
 

7.4 In 2016/17, Community Connections received more than 900 referrals. This 
included 200 from adult social care, 200 from GPs, 120 self-referrals, and 40 
from outreach work. 690 of these received a person-centred support plan 
following a home visit from a Community Facilitator. 57% of people supported 
were over 65 years old.16  
 

 
 

7.5 The needs that people are most often referred for include social isolation, 
mental ill health, dementia, access to activities and groups, and information and 
advice. The support people are most often referred to include social activities, 
groups for those with learning disabilities, volunteering opportunities, men’s 
groups, and mental health support.  

                                                           
15 UK must tackle loneliness, says Jo Cox Commission report, BBC News, 14 December 17 
16 Community Connections Annual Report 2016/17, p9 

Source: Community Connections Annual Report 2016/17 

http://www.bbc.co.uk/news/uk-42354807
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Neighbourhood Community Development Partnerships 

 
8.1 With one in each of the four neighbourhood areas in the borough, 

Neighbourhood Community Development Partnerships (NCDPs) work with 
local community groups and organisations to help them to connect to statutory 
providers and build capacity by recruiting, supporting and training local 
volunteers. In 2016/17, community-development workers developed 55 
organisation-support plans, working with various community groups and 
organisations to develop new projects and increase the capacity of existing 
projects.  
 

8.2 Each Neighbourhood Community Development Partnership will be responsible 
for producing a Neighbourhood Community Development Plan. This will use the 
findings from Community Connections’ analysis of gaps in local services in 
order to identify key priorities for the neighbourhood. A grant of £25k per 
partnership will be available to deliver local solutions to the local priorities 
identified. Health and care partners stated that NCDPs have the potential to 
expand the role of the voluntary and community sector in social prescribing.  

Social prescribing review group 

 
9.1 The Social Prescribing Review Group was established in December 2016 to 

develop a system-wide approach to the development of social prescribing in 
Lewisham. The group includes representation from secondary care, primary 
care, public health, social care and Community Connections and aims to review 
the activity in the borough that might be considered social prescribing, identify 
gaps in provision to improve 
targeting of activity, and consider 
a more coherent social 
prescribing model. The review is 
considering the infrastructure and 
capacity of the local voluntary 
and community sector and 
whether social prescribing is 
always an appropriate and 
reliable resource. There will be a 
particular focus on projects where 
there is a link worker in place (as 
per the Social Prescribing 
Network definition). 
 

9.2 There will also be a particular focus on the mechanism by which social 
prescribing referrals are made and what support the council can provide to 
ensure this operates as effectively as possible. Health and care partners stated 
that while there is considerable data on individual interventions, there is much 
less on the different referral mechanisms in use.  
 

9.3 As well as those who may need support face-to-face or over the phone, health 
and care partners stated that it is important to consider how to support those 

The three key components of a social 

prescribing scheme:  

 a referral from a healthcare 

professional,  

 a consultation with a link worker, and  

 an agreed referral to a local voluntary, 

community and social enterprise 

organisation. 

Social Prescribing Network (January 2016) 
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who are able to navigate the health and care system themselves, for example, 
by making online information easier to access. 
 

9.4 Given that the evidence on social prescribing shows that the most effective 
social prescribing schemes are targeted at particular groups, the review will 
also consider whether the appropriate groups are being targeted. Officers noted 
that Healthy London Partnership has recently carried out analysis of GP 
practice data in Lewisham in order to work out which groups, if targeted, could 
benefit most from social prescribing.17 

Lewisham SAIL 

 
10.1 Fully launched in 2017, Lewisham SAIL (Safe and Independent Living) is 

intended to provide a quick and simple way of accessing local services to 
support older people (60+) with their independence, safety and wellbeing.  
 

   
 

10.2 Lewisham SAIL has formed partnerships with a range of organisations to 
provide referrals for support with, among other things, health and wellbeing, 
mental resilience, social Isolation, financial inclusion, fire safety, home security, 
safeguarding and personal safety and security. Anyone can make a SAIL 
referral by completing the one-page checklist (see appendix).   

 
10.3 Between July 2016 and March 2017, Lewisham SAIL received 194 referrals 

from more than 50 different organisations, including GPs, adult social care, the 
police, fire brigade, local NHS trusts, and various voluntary sector and 
community groups. 25% of referrals came from GPs.18 

                                                           
17 The Healthy London Partnership advocates the increased use of social prescribing and has been working to identify, using 
existing data sets, the numbers of people who may benefit in London from social prescribing. It also intends to calculate the 
return to the NHS in London on investment in implementing social prescribing initiatives over a five year period to March 2021. 
18 Lewisham Safe and Independent Living (SAIL) Connections Impact Report July 2016- March 2017, p2 

http://www.ageuk.org.uk/bp-assets/globalassets/lewisham-and-southwark/documents/lewisham-sail-checklist-aug-17.pdf
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10.4 The service is targeted at those aged 65 and over because older people are 

more likely to have more than one long-term condition, to become socially 
isolated, to need help finding support, and less likely to have access to the 
internet. But SAIL will “do everything [they] can to help people access the 
services required even if they don’t fit perfectly onto the checklist”. The average 
age of those who have use SAIL is 78.19 
 

10.5 SAIL works closely with Community Connections and the Neighbourhood 
Community Development Partnerships in order to maintain its knowledge of the 
various groups and providers in the borough. 
 

10.6 Lewisham health and care partners are planning a review of the SAIL initiative. 
This will evaluate the early stages of the programme and consider gaps and 
recommendations for improvement. 

Lewisham health and social care directory 

 
11.1 The development of the Lewisham health and social care online directory of 

services is closely linked with the future development of social prescribing in 
the borough. The online directory will allow people to search by postcode for a 
broad range of services and activities. Improvements are currently being made 
to the content and functioning of the site, including the development of a 
screening tool, in the form of a questionnaire, which will be linked to the 
services in the directory.  

Community and voluntary-sector organisations 

 
12.1 In Lewisham, there are a wide range of voluntary and community-sector 

organisations involved in the provision of or referral to activities that could be 
described as social prescribing. During the course of the review, the Committee 
heard from a number of these organisations including: Sydenham Garden, 
Lewisham Carers, Lewisham Speaking Up, Bromley and Lewisham Mind, 
Lewisham Disability Coalition, and the Lewisham Local Medical Committee.  
 

12.2 Sydenham Garden provides fixed-length social and creative activity for people 
experiencing a wide range of mental ill-health. They also provide similar 
activities for people recently diagnosed with dementia. This is Sydenham 
Garden’s core provision and all of their “co-workers” (the name they give 
people who access their services) are referred by health professionals. In 
2016/17, Sydenham Garden received 421 referrals. In 2015/16 they received 
403 referrals and in 2014/15 they received 269.20 
 

12.3 Lewisham Carers operates on a neighbourhood model throughout Lewisham, 
providing regular “pop-up” advice and information sessions in GP practices. 
They provide a wide range of advice, information and advocacy, emotional 
support and specialist support. Lewisham Carers also seek and respond to 

                                                           
19 ibid, p9 
20 Annual Evaluation of Sydenham Garden 2016 – 2017, p3 
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feedback and understand that the services they provide are much needed and 
helpful.  
 

12.4 Lewisham Speaking Up works exclusively with adults with learning disability. 
They run a number of groups and activities that could be described as social 
prescribing and make referrals to other schemes that could be described as 
such. They are aware of other groups for people with learning disability, such 
as “Heart n Soul”, an arts-activity group. From being based in the Albany in 
Deptford, they are also aware of a number of schemes specifically for older 
people, such as “Meet me at the Albany”, which is another arts-based 
programme.  
 

12.5 Lewisham Speaking Up has recently received funding from the Deptford 
Challenge Trust to set up a “Speak Up and Wellbeing” group for adults with 
learning disability who receive little or no support from statutory services. This 
stemmed from organising a “People’s Parliament” event on loneliness and 
friendships, at which 60% of people with learning disability said that they 
experienced loneliness. Those who said they were lonely were often those who 
received traditional services such as a day service or support in the community.  
 

12.6 The Lewisham Disability Coalition (LDC) provides an advice service primarily 
for adults living with a long-term health problem or disability. They are part of 
Community Connections and signpost to other groups and organisations. Many 
people who approach LDC for advice are in fact lonely. LDC said that being 
part of Community Connections makes it easier to refer people on to more 
appropriate support. 
 

12.7 Bromley and Lewisham Mind provides a range of community-based mental 
health support services, This includes the Community Support Service (CSS), 
Peer Support Service, MindCare (for people with dementia), and Mindful Mums 
(for pregnant and new mums).  
 

12.8 Support from the CSS usually lasts for 12-20 weeks. Towards the end of their 
support, Mind often signposts people to other community groups and 
organisations in order to sustain the mental health improvements made during 
their short-term support. Mind will also follow up to check if there are any 
barriers to people engaging. Mind noted that it’s easy to pick out a community-
based activity, but “whether it’s suitable, understanding, welcoming and 
appropriate for a particular person with a mental health problem is another 
matter altogether”.  
 

12.9 In 2016/17, Mind’s Community Support Service received 540 referrals. 33% of 
these were from secondary care, 18% were self-referred and 17% were from 
GPs. GP referrals came from 25 practices in the borough. Nine of these 
provided 76% of all GP referrals. The issues most often mentioned in referrals 
include: motivation and confidence (85%), meaningful use of time (75%), 
developing skills (65%), money, budgeting and social activities (50%).  
 

12.10 The committee noted the importance of following up on referrals and 
gathering feedback and drew attention to written evidence from a local GP 
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who had not received any feedback after making referrals to Community 
Connections, which he said makes it very difficult to understand how useful or 
effective a referral has been. The committee also recalled a previous visit to 
Downham Leisure Centre where GPs were not following up and it seemed 
that people were being referred but not attending. As an example of good 
practice, the committee cited the Abbots Hall Road Healthy Lifestyle Centre, 
which provides follow-up, mentoring and coaching. 

 

      Recommendation 

 

 
Evidence of effectiveness 

13.1 There is emerging evidence that social prescribing can lead to a range of 
positive health and well-being outcomes, and that getting people involved in 
community life, keeping them active and improving social connections is good 
for both health and wellbeing.21 
 

13.2 Studies have pointed to improvements in areas such as quality of life and 
emotional wellbeing, mental and general wellbeing, and levels of depression 
and anxiety.For example, a study into a social prescribing project in Bristol 
found improvements in anxiety levels and in feelings about general health and 
quality of life.22 
 

13.3 Social prescribing schemes may also lead to a reduction in the use of NHS 
services. A study of a scheme in Rotherham found, for more than 8 in 10 
patients referred, that there were reductions in NHS use in terms of accident 
and emergency attendance, outpatient appointments and inpatient 
admissions.23 
 

13.4 However, commentators have noted that systematic and robust evidence on 
the effectiveness of social prescribing is very limited. Quantitative evidence 
deploying robust methodologies to demonstrate effectiveness is particularly 
hard to find.24  
 

13.5 In Lewisham, 68% of those supported by Community Connections in 2016/17 
reported an increase in mental wellbeing. This is based on a five-item wellbeing 
checklist completed at the start and end of the intervention. A three-month 
follow-up found that self-reported wellbeing continued to increase after the end 
of Community Connections’ involvement. From the point of referral to three 
months after the intervention was completed, there was a 10% increase in 
average wellbeing score.  
 

                                                           
21 ibid, p5  
22 King’s Fund, What is social prescribing? (webpage), February 2017 (accessed May 2017) 
23 ibid  
24 Kimberlee, R. (2015), p108 

https://www.kingsfund.org.uk/topics/primary-and-community-care/social-prescribing
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13.6 Sydenham Garden said that in their experience a number of their projects are 
“some of the most effective non-clinical interventions”. Based on their scores on 
a recognised wellbeing scale, co-workers leave Sydenham Garden with their 
wellbeing at normal levels. This has been confirmed through case studies, 
focus groups, questionnaires and carer feedback. With Sydenham Garden’s 
Garden Project, for example, in 2016/17, 68% of co-workers recorded a 
positive change to their mental wellbeing.25  
 

13.7 In 2016/17, 79% of those supported by Mind’s Community Support Service 
recorded a meaningful improvement in their wellbeing. The biggest 
improvements were in “feeling significantly better about themselves, more 
cheerful and confident, and that they were dealing with their problems well”. In 
a survey rating satisfaction with the service at point of discharge, 150 clients 
expressed an average 91.2% satisfaction. 
 

13.8 Lewisham Speaking Up noted from their experience of supporting people with 
learning disability that the most important non-clinical interventions are those 
that address the social problems this group can face. This includes helping 
people with debt, benefits, and housing problems, and providing self-advocacy 
which addresses issues with self-esteem, confidence, meeting friends and 
socialising. Activity-based groups such as arts, gardening and sports also work 
well. Lewisham Speaking Up recognised that much of the evidence on social 

                                                           
25 Annual Evaluation of Sydenham Garden 2016 – 2017, p5 

Source: Community Connections Annual Report 2016/17 
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prescribing is more anecdotal than quantitative, but stressed that in their 
experience people “really value these groups and activities”. 
 

13.9 The committee heard from a number of witnesses that more consideration 
needs to be given to how social prescribing interventions are evaluated. More 
services should have clear outcome measures so that more evidence on the 
effectiveness of interventions can be shared. As well as data, the committee 
noted that patient-reported feedback is also important evidence of 
effectiveness, which should be capable of being captured, analysed and 
shared. The committee discussed with a number of witnesses whether a lack of 
coherent evidence on social prescribing, generally and locally, could be one of 
the barriers to greater take-up among GPs and the wider clinical community.  

 

      Recommendations 
 
 

Gaps in provision and awareness 
 

14.1 The Social Prescribing Review Group has so far found that the majority of 
social prescribing activity in Lewisham is targeted at specific groups, such as 
people aged over 60, or people with long-term conditions, for example. The 
group also found that there is clear gap in support for people under 60.   
 

14.2 SAIL Lewisham noted that there is unmet need for a range of support, 
particularly home visits to provide information and advice to people who are 
unable to leave their home. The committee also heard that social prescribing 
needs to be accessible to those who are unable to leave their home to engage 
with support because they have social phobia.  
 

14.3 SAIL is aware of a gap in social prescribing support for people under 60, as 
they continue to receive referrals from people in their 40s and 50s. SAIL said 
that GPs in particular have difficulty finding support for people who are over 50, 
but under 60 – often people who are vulnerable. 
 

14.4 The Lewisham Disability Coalition (LDC) said that social prescribing could play 
more of a role for people with learning disability in particular. There are only two 
organisations that people with learning disability can be referred to, and during 
the school holidays there are none. There is also significant gap in support for 
people who need help navigating the health and care system, including social 
prescribing.  
 

14.5 Among people with learning disability, there is a demand for more support with 
developing a social life, which can be very difficult for some people with 
learning disability and autism. Lewisham Speaking Up noted that disabled 
people experience higher levels of loneliness, which is detrimental to overall 
health. More support and interventions around making friends and developing 
relationships, including sexual ones, would help people with learning disability 
live happier and healthier lives. 
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14.6 There is an appetite for more social prescribing activity among the adults with 
mental ill-health that Sydenham Garden work with, and among the 
professionals that refer to them – Sydenham Garden receive a third more 
referrals than they can place. Ecotherapies, creative and social activities, peer 
support and physical activity are all social prescriptions that would benefit 
people with mental ill-health. 
 

14.7 Mind noted that there is a lack of social prescribing options for younger people 
(14-25) in particular. Mind’s own services are predominantly used by the 35-55 
age group (as this tends to be the age at which people are more vulnerable to 
relationship, debt or social exclusion problems), but Mind noted that 75% of 
mental health problems begin before the age of 14 and that one in six young 
people have a mental health problem. The Chair of the Lewisham Local 
Medical Committee (LMC) also noted that a significant number of younger 
people are not accessing mental health support services.  
 

14.8 GPs in Lewisham would like to see more social prescribing for social issues in 
particular. 35-40% of GP consultations relate to social issues, such as debt, 
family and general wellbeing problems. One of the main barriers to the greater 
use of social prescribing among GPs is a lack of knowledge and awareness of 
the services available. Some GP practices are used to and confident making 
social prescribing referrals, but many are unaware of what’s available or how to 
access it.  
 

14.9 The committee heard that social prescribing needs to be continuously promoted 
to GPs and that social prescribing referral pathways need to be quick and easy. 
GPs need to be confident that if they make a referral something will happen 
and people will not just return to them. The SAIL referral is a good step forward 
in increasing awareness of social prescribing among GPs – but there need to 
be more integrated pathways with a quick tick-box referral process like SAIL.  

 
14.10 The committee heard that the link work between the prescriber and the 

prescription is vital. In Sydenham Garden’s experience, separate 
organisations set up to signpost or link people do not work, as they serve their 
own interests and add an extra step to the patient’s journey. Sydenham 
Garden has found funding their own link worker to be most effective. They 
also support the idea of having a link worker based in practices. 

 
14.11 The committee expressed concern at the apparent difficulty finding activities 

and support for support for younger people with learning disability mental 
health needs – particularly around the ages 14-25. The committee stressed 
that without activities during the daytime younger people can become socially 
excluded and start to feel demotivated. The committee noted that there are a 
number of services specifically for older people which younger people are 
excluded from and expressed concern that the whole community was not 
being considered. 

 

         Recommendations 
 



18 
  

Monitoring and ongoing scrutiny 
 

15.1 The recommendations from this review will be referred for consideration by 
the Mayor and Cabinet at their meeting on XX March 2018 and their response 
reported back to the Committee within two months of the meeting, or at the 
earliest opportunity following the 2018 local elections. The Committee will also 
receive a progress update six months after this in order to monitor the 
implementation of the review’s recommendations. 
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