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SECTION 1 

INTRODUCTION 

Slough CVS has undertaken an evaluation of the Wellbeing Prescribing Service, currently being piloted 

in Farnham Road GP surgery. The Wellbeing Prescribing Service is being delivered by Slough Council 

for Voluntary Service and is funded by NHS Slough CCG, as part of their Better Care Fund Programme. 

The scope of the project is to explore the feasibility of expanding Wellbeing Prescribing across all GP 

Practices in Slough. The evaluation covers and reports on the key findings, outcomes and impact of 

the service between December 2016 and December 2017. 

Although this evaluation focuses on the outcomes from a particular client group, the scope of the 

Wellbeing Prescribing Service goes much further than this. A number of professionals, including Social 

Workers and Tenancy Sustainment Officers, are able to make referrals directly to VCS provisions and 

to the Wellbeing Prescribing Service. In total, the service has supported 1,097 service users, with 843 

directly accessing VCS and 254 receiving 1:1 support from a Wellbeing Prescriber.  

The report is broken down in to seven sections:  

• Section 1 -  Introduction 

• Section 2 – Executive Summary 

• Section 3 – An overview of Social Prescribing  

• Section 4 – Wellbeing Prescribing outputs 

• Section 5 – Wellbeing Prescribing outcomes 

• Section 6 – Conclusions  

• Section 7 – Appendices  
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SECTION 2 

EXECUTIVE SUMMARY 

2.1 Wellbeing Prescribing Outcomes 

12 months post intervention, there is a 24% reduction in GP appointments:   

- 41% reduction in males 

- 44% reduction in people living with a long-term condition 

- 44% reduction in people living with a mental health condition 

6 months post intervention, there is a 13% reduction in GP appointments:  

- 61% reduction in carers 

- 51% reduction in people living with a long-term condition 

Health and Wellbeing questions:  

- 71% of clients showed an overall increase in their health and wellbeing  

2.2 Wellbeing Prescribing Outputs 

- 62 referrals were received between Dec 16 and Dec 17 

- 87% of clients engaged with the Wellbeing Prescriber 

- 88% of clients reported an increase in social interaction or health improvements from 

attending referred services  

- 71% of closed cases met their wellbeing outcome  

- 45 clients received wrap around support from other services 

- 129 needs in total 

- Average 2.87 interventions per person  

- Combination of information and advice, emotional, practical, physical and social needs 

identified  

- Service users engaged with a mixture of voluntary and statutory services  

2.3 Conclusions and Evaluations 

- Wellbeing Prescribing has been successful at reducing demand on primary care services and 

improving clients’ health and wellbeing  

- The service should be expanded to become a mainstream component of health and social care 
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SECTION 3 

AN OVERVIEW OF SOCIAL PRESCRIBING  

3.1 National Context 

Traditionally, health and social care has been delivered by doctors, nurses and social workers. There 

has been a focus on “treating” the person, through prescribing medication and organising care 

packages. As a society, we are moving away from this biomedical approach, towards a biopsychosocial 

understanding of health and wellbeing. An example of this, is understanding that loneliness and 

isolation can impact a person’s life expectancy and conversely, strong social bonds protect our health. 

Research has found that not having solid social networks can increase our risk of life-threatening 

conditions such as stroke, heart attack or cancer. This in turns puts pressure on the NHS and Local 

Authorities. Primary care services and Local Authorities are already under significant pressures to cope 

with our ageing population and corresponding health needs. It is therefore essential that these 

services are being used appropriately. Evidence has shown that many socially isolated people visit 

their GP unnecessarily. It has been estimated that around 1 in 5 GP appointments are taken up by 

what is primarily not a clinical need. This cannot continue. People need support to address social 

isolation, however we cannot expect health and social care professionals to deliver non-clinical 

services to the detriment of those in need. We also cannot expect Social Workers and GPs to be aware 

of everything that is going on in the community. 

This poses the question; how do we meet these non-clinical needs in the most appropriate way? 

 

3.2 What is Social Prescribing? 

Social Prescribing is a term used to describe a non-clinical prescription, to link people to resources in 

the voluntary and community sector. It is a way of acknowledging and reacting to the fact that the 

range of factors that impact our health and wellbeing, may not be amenable to more traditional health 

interventions. 

There are many different models up and down the country, however all have the same three 

components: 

1. Professional to refer 

2. Link worker/prescriber  

3. Range of VCS organisations and groups 

 

3.3 Slough Model 

Linking people to community services, is commonly known as Social Prescribing, however in Slough it 

is known as Wellbeing Prescribing. We chose “Wellbeing” in place of “Social”, as this incorporates all 

aspects of a person’s health and wellbeing, not just social, but practical, physical and emotional needs.  

Our model looks like: 

1. Professionals who refer - GP, Adult Social Care, Wexham Park Hospital, Neighbourhoods 
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2. Link workers employed by SCVS 

3. Range of Voluntary and Community Sector organisations and groups, many of whom are 

funded by SPACE  

 

3.4 What is the service 

Journey of the client: 

1. Clients are identified by referring professional  

2. Professional refers client to Wellbeing Prescribing Service  

3. Wellbeing Prescriber contacts the service user within 3 working days  

4. Wellbeing Prescriber completes holistic assessment (by telephone) to explore physical, 

emotional and practical needs  

5. Relevant referrals to voluntary / charity organisations are triggered based on service users’ 

needs 

6. Wellbeing Prescribing team keep in regular contact, bi-weekly for between 3-6 months, with 

the service user and actively engaged with the voluntary organisation(s) referred to 

7. Services users are encouraged, motivated and empowered to access services. Barriers to 

engagement are explored.  

8. Ongoing support is given to the client by Wellbeing Prescribing where needed for between 3-

6 months 

Our model promotes a person-centred journey. The service consciously focuses on what the service 

users wants to achieve, not what the professional thinks they need. Every service user is asked what 

they would like to achieve through engaging with the service. This is called their “wellbeing outcome”. 

Service users are then asked at the end of the service if they feel they have met this outcome and 

responses are tracked to measure the impact of the service.  

 

3.5 Service developments  

In October 2017 the decision was made to integrate Slough Carers Support into the Wellbeing 

Prescribing Service to make use of the infrastructure, create efficiencies and improve the service users 

journey. This allows referrers to use the same mechanism to refer carers as those being referred to 

the Wellbeing Prescribing Service. Carers have additional “bolt-on” services such as 

wellbeing/prevention plans, access to a carers website, monthly news alerts and access to carers 

support groups.  
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3.6 SPACE 

Slough Prevention Alliance Community Engagement (SPACE) is a consortium of over thirty 

organisations who serve Slough residents, by providing information and advice and wellbeing services.  

These services are commissioned according to contract requirements and community needs.  The 

Wellbeing Prescribing service is key in providing intelligence on needs in the local population which 

can inform commissioning e.g. befriending services are being increased and reshaped given the 

numbers of clients identified by Wellbeing Prescribing as being socially isolated and needing to 

reconnect to their community.  Wellbeing Prescribing is based in the SPACE lead organisation Slough 

CVS, and as such has excellent links into voluntary sector provision and influence on capacity and 

models of service e.g. some services have been commissioned only to receive referrals from Wellbeing 

Prescribing.   

 

Figure 3.1: SPACE and Wellbeing Prescribing  

 

Figure 3.1. highlights how Wellbeing Prescribing, the voluntary sector and commissioning all interlink 

and work together to deliver the most appropriate and needed services for the residents of Slough.  

Appendix A. provides an overview of organisations funded directly by the service. 

 

3.7 Volunteers 

Volunteers have been a valuable addition to the direct delivery of the service, as well as for the 

organisations and groups being referred on to. Two volunteers dedicated 72 hours of their time 

between July and December 2017, supporting the direct delivery of the service, completing 1:1 

telephone assessments and follow up calls, administration, etc. These volunteers have brought a 

wealth of skills and knowledge around the local community, including speaking other languages and 

enabling the service to communicate with clients who would otherwise have had a language barrier. 

In 2017, 53 volunteers supported the organisations and groups being prescribed to.  
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SECTION 4 

WELLBEING PRESCRIBING OUTPUTS  

Table 4.1 highlights the overview of monitoring statistics of the pilot study. 

Table 4.1: Monitoring statistics  

Monitoring Number Percentage 

Number of new referrals  62 
 

Number and percentage of clients engaged  54 87% 

Number and percentage of clients signposted to other services  45 83%          

Number and percentage of clients who attend signposted services 41 91% 

Number of total needs 129 
 

Number of interventions per person 2.87 
 

Number and percentage of clients who report increase in social interaction 
or health improvements from attending services 

36 88% 

Number of cases closed 34 
 

Number and percentage of closed cases who meet their wellbeing 
outcomes 

24 71% 

 

Of the 62 patients referred to the service between December 2016 – December 2017, 54 engaged 

with the Wellbeing Prescriber. There were onward referrals of 45 clients to 129 services provided by 

the voluntary, community and statutory sector. This is an average of 2.87 interventions per person. Of 

these referrals, 91% engaged and attended the services they were referred or signposted to. As a 

result of this positive onward engagement, 88% of clients self-reported an increase in social 

interaction or health improvements.  

 

 

See Appendix B. for the breakdown personal characteristics.  
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Figure 4.2: Breakdown of needs  

 

 

Figure 4.2 highlights the diverse range of presenting needs amongst the cohort.  All needs have been broken down into five categories; information and 

advice, social, practical, physical and emotional.  
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Figure 4.3: Needs broken down by category  

 

 

 

Figure 4.3 shows the breakdown of needs in to categories. It highlights information & advice as the 

most common need, with 40% of needs falling within this category. The second most common need 

was emotional support (23%), followed by practical support (15%), social (11%) and physical (11%).  

This highlights the scope for Wellbeing Prescribing to support service users in a variety of ways. It is 

not restrictive to social needs, like many other models predict. It also supports our understanding that 

people attend their GP for a multitude of non-clinical reasons.
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Figure 4.4: Organisations referred to  

 

 

 

Figure 4.4 highlights the diversity of organisations being referred on to. There is a mixture of voluntary, some funded by SPACE, and statutory organisations. 

This highlights the need for a multi-disciplinary and holistic approach to a person’s health and wellbeing and supports the movement towards integrated 

health and social care to deliver a person-centred service.  
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Figure 4.5: Organisations referred to 

 

 

Figure 4.5 highlights the breakdown of organisations being referred on to. There is an equal split 

between SPACE associates (37%) and other charities (37%), and less to statutory services (26%). 
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SECTION 5 

WELLBEING PRESCRIBING OUTCOMES 

This section of the evaluation summarises the quantitative and qualitative data captured from the 

Wellbeing Prescribing Service to ascertain the true impact on service user’s health and wellbeing and 

primary care use. One case study and service user quotes are also included to provide more detail into 

the range of support provided by the service.  

 

5.1 Quantitative findings 

Use of primary care services 

Out of the 62 clients referred to the service between December 2016 and January 2018, we were able 

to analyse 35 clients’ use of primary care services pre- and post-intervention. Out of these 35 clients, 

we compared 12 clients, 12-month pre- and post-data and the remaining 23 clients, 6-month pre- and 

post-data. 

 

Table 5.1: Change in the average number of GP appointments 

 12m before 12m after Change % Change 

 
    

All service users 10.25 7.75 -2.50 24% 

Gender     

Male 8.00 4.75 -3.25 41% 

Female 11.38 9.25 -2.13 19% 

Disability      

Blind or partially sighted 3.00 1.00 -2.00 67% 

Carer 9.75 7.50 -2.25 23% 

Long-term condition 20.40 11.40 -9.00 44% 

Mental health condition 4.50 2.50 -2.00 44% 

 
    

 6m before 6m after Change % Change 

All service users 5.40 4.70 -0.70 13% 

Gender     

Male 7.11 5.33 -1.78 25% 

Female 4.29 4.36 0.07 -2% 

Disability      

Carer 5.75 2.25 -3.50 61% 

Long-term condition 5.75 2.80 -2.95 51% 

Mental health condition 4.40 5.50 1.10 -25% 

Unknown 27.00 18.00 -9.00 33% 

Wheelchair/mobility 3.50 6.50 3.00 -86% 
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There is a significant increased percentage change at 12 months compared to 6 months. This confirms 

our understanding that it takes time to develop social connections and change habits. “Frequent 

flyers” may have been frequently attending their GP for many years. It is therefore expected that it 

will take some time to break this cycle to find new, more appropriate, services to meet their needs. 

Although there is a significant difference between the 12 and 6-month data, it is the variation in the 

data presented for the disability subcategory that is particularly interesting. Post-intervention, there 

is a positive percentage change for every disability apart from those living with a mental health 

condition or restricted mobility. It is reasonable that both these conditions can have a significant, 

complex impact on a person’s health and wellbeing and consequently, require multifaceted 

interventions. At 12 and 6 months, the service was particularly successful at reducing GP 

appointments, for those living with a long-term condition; 44% and 51% respectively. This confirms 

the findings of previous research. 

 

Table 5.2: Breakdown of change 

Table 5.2. breaks down service users who had a positive, negative or no change in the number of GP 

appointments they attended before and after intervention.  

 12m before 12m after Change % Change 

 
    

Positive change 11.71 6.43 -5.29 45% 
Negative 
change 7.60 9.40 1.80 -24% 

     

 6m before 6m after Change % Change 

Positive change 7.33 3.50 -3.83 52% 
Negative 
change 3.25 7.13 3.88 -119% 

No change 3.33 3.33 0.00 0% 
 

The data clearly highlights the positive impact the service can have on service users’ attendance at 

primary care services. For those Wellbeing Prescribing was effective for, there was a 45% reduction in 

GP appointments at 12 months and a 52% reduction at 6 months. 

On average, those who experienced a positive change attended five less GP appointments in the 12 

months following the referral to the Wellbeing Prescribing Service.  

On average, those who experienced a positive change attended almost four less GP appointments in 

the 6 months following the referral.  

It is imperative to further explore the reasons for positive and negative change and develop the service 

accordingly. 
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5.2 Health and wellbeing questions  

Clients who access the Wellbeing Prescribing Service, or services from a member of the SPACE 

consortium, are asked five health and wellbeing questions, at the time of the first intervention and 

then again three months afterwards.  The health and wellbeing questions are a tool to measure and 

monitor service users’ health and wellbeing pre- and post-intervention. They are asked on a scale of 

1-10, from not at all to completely. 

 

The questions are: 

1. Overall, how satisfied are you with your life nowadays? 

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

3. Overall, how happy to do you feel? 

4. Overall, how anxious do you feel? 

5. How connected do you feel to your community? 

 

Overall, 71% of clients showed an increase in their health and wellbeing. This is larger than the average 

increase across the SPACE consortium – 66% - which can be expected as more intensive support is 

provided. 

 

5.3 Qualitative findings  

All clients are asked to rate their satisfaction with the service they have received. 

Satisfaction Surveys  

• 92% of clients felt the service was easy to access 

• 100% of clients felt they were treated fairly by the service 

• 83% of clients were satisfied with the quality of service 

• 83% of clients were satisfied with the knowledge of staff 

• 75% of clients were satisfied with the promptness and efficiency of staff 

• 67% of clients were satisfied that the service was effective at helping them solve their problem 
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5.4 Case study 

Miss W. is a 55-year-old lady who was referred to the Wellbeing Prescribing Service by her GP. She is 

registered blind, partially deaf, had recently experienced two bereavements in her life and as a result, 

felt incredibly lonely and isolated.  

Through conversations and relationship building with the Wellbeing Prescriber, it was identified that 

Miss W. would like to attend a recently developed “Living with a Long-Term Condition” workshop. She 

attended and developed relationships with other members of the group and reported an increase in 

confidence. It was also identified that Miss W. may benefit from counselling services to address her 

recent bereavements. She now attends regular sessions with her counsellor and is feeling better able 

to cope with her feelings.  

The main goal for Miss W. was to get involved with volunteering. This is something she had wanted to 

achieve for some time as she felt she had a lot to offer but never felt able to. Through meeting other 

people living with long-term conditions, increasing her confidence and addressing her bereavements, 

Miss W. felt empowered enough to start her volunteering journey. She is now in the process of 

completing her befriending registration and training with the Royal Voluntary Service “Good 

Neighbours” scheme and is looking forward to supporting other residents of Slough. 

Watch our case study video here 

 

5.6 Quotes from service users 

 

“I’m very grateful for all the help 

we receive.” 

  

“I look forward to going [to 

Farnham exercise classes] every 

week.” 

 

“The gardening service did a good 

job, really happy with it.” 

 

“It’s very nice that there are people like you that care about us.” 

 

“You don’t know how relieving it is talking to you, you do a brilliant job.” 

https://youtu.be/P8jxwsHUXyI
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SECTION 6 

CONCLUSIONS 

This report has highlighted the key findings, outcomes and impact of the service. This section will cover 

findings and suggest next steps: 

1. The service has worked with over 60 clients since December 2016. They have been supported to 

access the voluntary, community and statutory services. Of the clients who engaged with the 

service and were referred out, 91% resulted in a positive engagement. The service was most likely 

to be accessed by White British compared to any other ethnicity, and clients were aged between 

18-65+. Clients who accessed the service were significantly more likely to have a disability (70%) 

than not.  

 

2. The third component of Social Prescribing (funding to the voluntary sector) is fundamental to 

success. The services clients were referred to play a fundamental role in the Wellbeing Prescribing 

Service. Without them, there would be no prescription. It is essential to continue to monitor the 

gaps in services and align commissioning to support clients moving through the service. 

 

3. Needs to be expanded to become mainstream component of health and social care. To truly 

measure the impact of Wellbeing Prescribing it must be expanded across more GP surgeries. This 

also prevents a “postcode lottery” of who can receive the service. 

 

4. Wellbeing Prescribing is successful at reducing unnecessary GP appointments, however, it 

works better for some than others. The service appears to be particularly successful at reducing 

GP appointments for people living with long-term conditions and carers, and less successful for 

those with mental health or mobility problems. The service is currently developing links and 

working in partnership with Community Mental Health Team in 2018 to develop services and 

pathways to support those living with mental health conditions.  

 

5. The service has a positive effect on personal health and wellbeing. 71% of clients self-reported 

an increase in their health and wellbeing after three months of service. They also reported 

satisfaction with the service. 

 

6. Next steps for the service: 

• Engaging with Patient Participation Groups 

• Drop in sessions at local GP surgeries 

• Options for face to face contact 

• Engage with groups that we have seen the most improvement in 

• Develop pathways for those that it doesn’t seem to work for 

• Work with CMHT to develop pathways and support those with mental health conditions 
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APPENDICES 

Appendix A 

Service 
Category 

Organisation Service Overview Who For 

Number 
of 

clients 
for 

amount 
of 

funding 

Number 
of WP 
clients 

Total 
number 

of 
clients 

Social  
Asian Carers 

Group 

The group set up to help older Asian carers and women from Asian 
backgrounds to come together. We act as a support group and 

have over 60 members. 

WPS referred clients 
and self-referrals 

4 1 5 

I&A Berkshire Vision 
Offer information on special equipment and statutory services as 
well as practical support. We can also provide general advice on 

benefits and allowances. 

WPS referred clients 
and self-referrals 

1 6 7 

Social  
Cippenham 

Carers Group 

The group meet once per month at Cippenham Baptist Church to 
chat with other carers, share food, have a sing song and do some 

seated exercise.  

WPS referred clients 
and self-referrals 

2 1 3 

I&A Destiny Support  

Debt assistance can be for credit cards, council Tax, insurances, 
rent arrears, utilities, telephone bills, and penalty notice charges.  

o Benefits support can also be given to check on eligibility of 
benefits, apply for new benefits, renew existing claims, complete 

online or hardcopy forms, fill in appeals where benefits have been 
cancelled or stopped or call the benefits department for general 

enquiries.   

WPS referred clients 
and self-referrals 

26 40 66 
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Social  Meet and Mingle 

The group motto is to socialise, share, learn, be creative, have fun 
and be healthy. The project empowers women and supports them 

through difficult stages of life.  Benefits include better health, 
wellbeing and wholesome living for women  

through activities such as Zumba, dance, tennis, swimming, 
healthy walks, yoga etc on a regular basis. Other sessions include 

health talks and educating sessions on how to reduce risks of 
cancer and long-term illnesses such as diabetes and high blood 

pressure.  

WPS referred clients 
and self-referrals 

5 2 7 

Social  Polish Lunch Club 

The Centre helps to combat a feeling of loneliness and isolation 
and prolongs active participation in the community. Polish 

speaking volunteers offer free advocacy, translation, doctors’ visits 
and help with preparation of last Wills and Testaments is also 

provided.  The group watch Polish TV, play cards and board games 
and do seated exercise.   

WPS referred clients 
and self-referrals 

1 1 2 

Social  
Royal Voluntary 

Service 

A staff member creates an individual resilience package which 
may include assisted shopping trip, fitness or mobility aspirations, 
goal setting over a set period; confidence building or guidance on 
using relevant IT. The client is paired with a volunteer who would 

maintain regular contact over an agreed period of time and 
support them to link back into their community though achieving 

their goals.  

WPS referred clients 
and self-referrals 

120 52 172 

Practical 
Slough 

Community 
Transport 

Provides a community transport and Shop Mobility service for 
residents of Slough who are in need of such a service by virtue of 

illness, disability (mental or physical), age or vulnerability then 
renders it difficult or impossible for them to use standard public 

transport safely or at all. 

WPS referred clients 
and self-referrals 

5 32 37 
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I&A Shelter 

Information and advice hub for Slough led by Shelter with triage 
drop in every week day morning for advice on housing, benefits 

and debt with ongoing casework and specialist advice provided as 
required.  Other services include Legal surgeries, MP surgeries, 

counselling services and TB screening.  

WPS referred clients 
and self-referrals 

206 40 246 

Exercise Slough Active A programme of sport and physical activity. 
WPS referred clients 

and self-referrals 
397 28 425 

Practical 
Slough Furniture 

Project 

The Help4U project addresses some of the many problems 
associated with becoming older or disabled. The target group feel 

isolated, anxious that they are unable to manage, frightened in 
case of falling frail and unable lift items. The Healthy Gardening 
Project is designed for anyone who is unable to manage their 

gardens through illness or disability and have no one living in the 
property that is able to carry out the gardening. The service 

operates 26 weeks per annum from spring to autumn.  

WPS referred clients 
only 

61 43 104 

Social  
Slough Senior 

Citizens 

Seated exercise classes twice per week plus a monthly lunch club 
for older people.  The group runs an annual day trip to the seaside 

as well as annual community events.  

WPS referred clients 
and self-referrals 

4 2 6 

Social  Special Voices 

Special Voices is a group of parents/carers of children and young 
people with additional needs. They are supported by volunteers 

working in partnership with voluntary and statutory organisations. 
They raise awareness about the rights and needs of 

children/young people with additional needs. 

WPS referred clients 
and self-referrals 

0 2 2 

Social  WOW 
Social group for people with autism, meeting in a local pub to 

encourage socialisation with the wider community in a universal 
setting. 

WPS referred clients 
and self-referrals 

0 2 2 



Farnham Road Wellbeing Prescribing Service — An Evaluation May 2018 

 

21 

 
 

I&A 
Slough Refugee 

Support 

Supports refugees and asylum seekers with safe settlement, legal 
representation, healthcare and education.  The services help 

clients to break down barriers, allowing them to settle in Slough 
including finding work, demonstrating qualifications, 

understanding language and customs as well as addressing social 
isolation 

WPS referred clients 
and self-referrals 

4 1 5 

I&A 
Slough 

Immigration Aid 
Unit 

Ensures that people who need information and advice about their 
and their families’ rights and possibilities under immigration, 

nationality, EU and refugee law are able to access it.  

WPS referred clients 
and self-referrals 

7 1 8 

 Total   843 254 1097 
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Appendix B. 

Figures 1-6 highlight the key characteristics of Wellbeing Prescribing service users.  

 

Ethnicity 

A significant number of service users were White British. This is not representative of Slough’s 

population and raises the question why those from diverse backgrounds are not accessing the service. 

Figure 1: Ethnicity profile of service users 

 

 

Religion 

A significant proportion of service users were Christian - 52%. 

Figure 2: Religious profile of service users 
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Gender 

A significant amount of service users were females – 62%. 

Figure 3: Gender profile of service users 

 

 

Disability status 

A significant majority of clients identified themselves as living with a disability – 70%. 

Figure 4: Disability status profile of service users 
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Age 

The service benefitted a diverse range of clients spanning from, 18 years – 65+ years. This highlights 

the complexity of a person’s health and wellbeing and promotes the understanding that Wellbeing 

Prescribing can be effective at supporting people of all ages. 

Figure 5: Age profile of service users 

 

 

 

Ward  

The service benefitted clients across a range of wards in Slough. 

Figure 6: Ward profile of service users 
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