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Background
Social prescribing is growing rapidly globally as a way to tackle
social determinants of health. However, whom it is reaching and
how effectively it is being implemented remains unclear.

Aims
To gain a comprehensive picture of social prescribing in the UK,
from referral routes, reasons, to contacts with link workers and
prescribed interventions.

Method
This study undertook the first analyses of a large database of
administrative data from over 160 000 individuals referred to
social prescribing across the UK. Data were analysed using
descriptive analyses and regression modelling, including logistic
regression for binary outcomes and negative binomial regres-
sion for count variables.

Results
Mental health was the most common referral reason and mental
health interventions were the most common interventions pre-
scribed. Between 72% and 85% of social prescribing referrals
were from medical routes (primary or secondary healthcare).
Although these referrals demonstrated equality in reaching
across sociodemographic groups, individuals from more
deprived areas, younger adults, men, and ethnic minority groups
were reached more equitably via non-medical routes (e.g. self-
referral, school, charity). Despite 90% of referrals leading to
contact with a link worker, only 38% resulted in any intervention

being received. A shortage of provision of community activities –
especially ones relevant to mental health, practical support and
social relationships – was evident. There was also substantial
heterogeneity in how social prescribing is implemented across
UK nations.

Conclusions
Mental health is the leading reason for social prescribing refer-
rals, demonstrating its relevance to psychiatrists. But there are
inequalities in referrals. Non-medical referral routes could play
an important role in addressing inequality in accessing social
prescribing and therefore should be prioritised. Additionally,
more financial and infrastructural resource and strategic plan-
ning are needed to address low intervention rates. Further
investment into large-scale data platforms and staff training are
needed to continuemonitoring the development and distribution
of social prescribing.
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Background

Social determinants of health (SDOH), including income, educa-
tion, employment, housing, childhood experience, social support,
have long been demonstrated to play an important role in determin-
ing health outcomes.1–3 SDOH are estimated to account for 47% of
health outcomes compared with just the 16% attributed to clinical
care.1 Social prescribing is proposed as a way to address SDOH
and improve health and well-being outcomes.4 Although social pre-
scribing has been advocated and practised since 1980s, not until the
past decade has it been widely recognised and implemented across
the UK.5 Social prescribing involves linking patients with non-
medical forms of support in their local communities, such as phys-
ical activity, social support, mental health support, financial advice,
housing support and so forth.6 The predominant social prescribing
model involves a healthcare professional referring patients on to a
link worker, community connector, community navigator or
health trainer, who then works with the patient to develop a perso-
nalised care plan that connects them to community support and
interventions.4

Evidence of mixed quality suggests that social prescribing
helps with a wide range of problems, including supporting
mental health, well-being and health behaviours.7–10 Preliminary
evidence also suggests that social prescribing either reduces
healthcare demand and costs or moves healthcare demand to
primary care services rather than more expensive tertiary care,

and demonstrates a favourable return on investment.11 Given its
potential, NHS England has committed to tripling the number
of link workers by 2036/37.12 However, despite the promises of
social prescribing , national evaluations remain scant. Instead, evi-
dence on social prescribing is often limited to small-scale local
evaluations and homogenous patient groups.13–16 Reviews into
the use of social prescribing suggest that referrals are not equitable,
with those who are under 16 years of age, male and those from
ethnic minority backgrounds being less likely to be offered social
prescribing.14 There are even concerns that social prescribing is
not effective for addressing social inequalities – it cannot
address upstream determinants of inequalities and could even be
provided disproportionately more to individuals who are less
disadvantaged.17–19

To try and better understand the national picture of social pre-
scribing, studies have begun to explore patterns of social prescribing
in electronic patient health records. For example, the Social
Prescribing Observatory has analysed administrative data on
social prescribing referrals from over 1800 general practices in
England, showing a rapid increase in referrals since 2020, especially
during the COVID-19 pandemic.20 Significant variation in rates of
referrals across England has been identified, but with no substantial
variation in referral rates by gender, ethnicity or neighbourhood
deprivation.20 Although findings such as this are of great import-
ance, there are limitations.
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First, social prescribing is not limited to general practitioner (GP)
referrals, with referrals also made in secondary care,21 through
voluntary and community sector organisations (VCSOs), via
statutory services (e.g. education, social care), self-referral and
more.22 Currently, the demographics of social prescribing referrals
via non-medical pathways are largely unknown. Moreover, given
that certain demographics, particularly people from ethnic minority
backgrounds, are less likely to report positive experiences accessing
GP services23 and young people report not wanting to access
GP support for their mental health,24 it is important to establish if
such groups are accessing social prescribing via these alternative
pathways.

Second, there is very limited information available in SNOMED
codes used by GP practices, and these can include inconsistent
coding, alongside poor recording of wider determinants of health
leading to conclusions that they cannot be used to assess equity of
referrals.20,25 Indeed, little is known about if social prescribing refer-
rals lead to any contact with link workers and actual interventions,
why people are referred to social prescribing, what interventions are
prescribed, and what aspects lead to a successful, engaged social pre-
scribing referral.

Third, national social prescribing research has largely relied on
data in England. How social prescribing is implemented in other
devolved countries in the UK is unknown.

Aims

The growth in cloud-based referral-management platforms that
allowmultistakeholder data input about social prescribing pathways
and integrate with primary care, secondary care and social care
systems is presenting new opportunities for understanding how
social prescribing is working and who it is reaching.26 However,
data from these platforms have not been properly capitalised on.
Therefore, the present study was initiated to address the knowledge
gaps outlined above by using administrative data from one such
social prescribing platform: Access Elemental.

We aimed to explore demographic characteristics of people who
were referred to social prescribing, referral reasons, number of con-
tacts with link workers and interventions being provided. We also
aimed to explore whether these rates differed between medical
and non-medical referral pathways and whether there were any
early indications of differences in social prescribing models across
UK countries. Overall, these analyses aimed to provide a more com-
prehensive understanding of social prescribing roll-out across the
UK, in particular for psychiatrists, with important implications
for future policy, service and workforce planning.

Method

Data

Data were administrative records obtained from Access
Elemental,27 a digital social prescribing platform used by health
and social care professionals, community development workers
and other service providers to keep track of social prescribing activ-
ities and their impact from the point of referral. As a paid service,
Elemental is the most widely adopted social prescribing platform
in the UK to date. It serves a population of over 20 million people
across England, Scotland, Wales and Northern Ireland, and is
used by over 37 740 health and care professionals and 4405 social
prescribers. To date, Elemental has recorded over 2.1 million con-
tacts between patients and social prescribing teams, including
over 438 000 referrals.

Although Elemental does not comprise a random sample of sites
or patients in the UK, it does have good geographical coverage in

England (45% of integrated care boards), Wales (57% of Welsh uni-
versity health boards) and Northern Ireland (80% of health and
social care trusts), alongside smaller representation in Scotland
(13% of Scottish health and social care partnerships). Further,
because of the existence of multiple IT systems in primary care in
the UK, it is typical for research involving primary care to only
involve a proportion of the whole population.28

Elemental collects detailed information tracking individuals’
social prescribing journeys, including referral source, referral
reason, appointment with link worker, prescribed interventions
and so forth. They also collect core demographic information,
such as gender, age, ethnicity (optional). Elemental data are avail-
able since January 2017, and this study used data up until
November 2022. In this time, there were 201 037 social prescribing
cases from 169 818 unique individuals as some individuals had
more than one case (<14%). In total, 94.3% of individuals provided
valid postcodes (N = 160 128), allowing for data linkage with pub-
licly available geographic information (see Supplementary
Figure 1, available at https://doi.org/10.1192/bjp.2024.141).
Supplementary Figure 2 shows the distribution of social prescribing
service users across local authorities in the UK. Supplementary
Figure 3 shows the number of social prescribing service users over
time in the UK and across different countries. Most cases (88%)
occurred between 2020 and 2022 in the UK, after the formal
launch of the scheme as part of the NHS England Long-Term
Plan.29 The research project was approved by the UCL Research
Ethics Committee (12467/006).

Measurement

Referrals sources were used as binary medical versus non-medical
referrals. Medical referrals were mainly from GP practices, but
also secondary care staff such as occupational therapists, phy-
siotherapists, discharge teams and hospital-based social workers.
Non-medical referrals could come from educational establishments,
local authorities, VSCOs, housing associations, self-referral and so
forth.

Referral reasons were coded in >600 categories and we grouped
them into seven domains:

(a) mental health and well-being;
(b) physical health and well-being;
(c) social relationships (e.g. loneliness and social isolation);
(d) lifestyle (e.g. exercise, diet, drinking, smoking);
(e) employment, education and skills;
(f) practical support (e.g. housing, finance, legal); and
(g) other reasons (see Supplementary Table 1).

The grouping was done by two of the authors independently
and any disagreement was discussed and resolved by consensus.
These domains were non-mutually exclusive, allowing people to
have more than one referral reasons.

Once people were referred to social prescribing, they were
connected to a social prescribing link worker or a professional
in a similar role (see Supplementary Figure 4). We were
interested in how many contacts with a link worker were made
related to each social prescribing case, referred as the number of
contacts.

Contacts with link workers might or might not lead to indivi-
duals being connected with suitable community resources, referred
to as interventions in the present study. The intervention variable
concerns if any prescription was issued by the link worker and
what activities it entailed, without addressing service attendance
or engagement. To be consistent with referral reasons, interventions
(>400 categories) were also grouped into seven non-mutually exclu-
sive domains (Supplementary Table 1):
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(a) mental health and well-being;
(b) physical health and well-being;
(c) social relationships;
(d) lifestyle;
(e) employment, education and skills;
(f) practical support; and
(g) other support.

Sociodemographic covariates included gender (female, male,
other), age (0–17, 18–29, 30–39, 40–49, 50–59, 60–69, 70–79, ≥80
years), urbanicity (urban, rural) and Index of Multiple
Deprivation (deciles: 1, most deprived to 10, least deprived). Both
urbanicity and area of deprivation were derived via postcode
linkage to urban rural classification and Index of Multiple
Deprivation at lower layer super output area in each country.
Although ethnicity was available, as an optional measure it had a
high missing rate (>83%), which was excluded from most analyses.

Statistical analysis

Descriptive analyses were undertaken to compare the sociodemo-
graphic profiles of people referred to social prescribing services
across UK countries, the percentages of different referral reasons,
types of interventions received, and to what extent interventions
matched to referral reasons. Regression analyses were conducted
to assess variables that were associated with social prescribing ser-
vices stratified by country, excluding Northern Ireland because of
a large proportion of missing data (82.9%) on referral route
(Supplementary Table 2). Referral route and interventions received
were analysed using logistic regression models. The number of con-
tacts with link workers was modelled using negative binomial
regression to account for overdispersion. All models controlled
for sociodemographic covariates. For individuals with more than
one social prescribing case, the most recent record was used in
regression analyses. Missing data were excluded in descriptive ana-
lyses but imputed in regressionmodels by using multivariate imput-
ation by chained equations, including all covariates (imputed data-
sets = 30). All analyses were conducted in Stata V18.

Results

Demographic profiles

Among 160 128 unique individuals referred to social prescribing,
141 011 people (88.1%) lived in England, 9613 (6.0%) in Wales,
2374 (1.5%) in Scotland and 7130 (4.5%) in Northern Ireland.
This proportion was largely similar to national statistics, with a
slight overrepresentation of people from England (Supplementary
Table 3).

There was an overrepresentation of females being referred to
social prescribing in all countries, especially in Northern Ireland
where 72.8% were females (Fig. 1(a), Supplementary Table 4).
Most service users (78.0–87.2%) were aged 18–69 years in each
country (Fig. 1(b)). However, Wales (5.2%) and Northern Ireland
(11.5%) had a higher percentage of people aged under 18 years.
Scotland had a higher percentage of people in their 60s (32.7%).
Only 5.6% of social prescribing service users lived in rural areas in
England, much lower than the rural population estimate of 17.1%
(Fig. 1(c)). However, this percentage was substantially higher in
Wales (24.1% v. 20% rural population estimate), Scotland (27.2%
v. 17% rural population estimate) and Northern Ireland (35.5% v.
36% rural population estimate). Social prescribing service users
were more likely to live in deprived areas (Fig. 1(d)). In the
general population, roughly 10% of people live in each deprivation
decile in each country. In England, 45.9% of people referred to social
prescribing lived in the top three most deprived areas, 45.8% in

Wales and 63.8% in Northern Ireland. However, in Scotland,
service users were more evenly distributed across deprivation
deciles, except for the top two least deprived deciles.

Referral routes

Most social prescribing cases were referred from medical routes in
England (85.3%), Wales (72.3%) and Scotland (84.8%). The per-
centage was much lower in Northern Ireland (22.8%), possibly
because of a high missing rate (82.9%, see Supplementary
Table 2). Supplementary Table 5 compares sociodemographic
profiles of people referred from medical and non-medical routes.
Notably, social prescribing service users referred via medical
routes were more evenly distributed across ethnic groups, and
deprivation deciles; whereas those from non-medical routes were
more balanced across gender and urbanicity groups.

All sociodemographic factors were related to referral routes,
but estimated associations differed across countries (Fig. 2,
Supplementary Table 6). Key country differences are summarised
in Table 1.

Referral reasons

The most common referral reasons were related to mental health
and well-being (33.5%), followed by practical support (26.1%) and
social relationship (22.5%); whereas employment- or education/
skills- (10.3%) and physical health- (16.4%) related reasons were
relatively less common (Fig. 3(a)).

Most social prescribing cases (69.7%) reported reasons from a
single domain only. About a third reported reasons from more
than one domain. As shown in Fig. 3(b), 60.3% of cases referred
for mental health reasons also had reasons from other domains,
52.3% practical support, 63.4% social support and 50.7% physical
health. Supplementary Figure 5 shows differences across countries.
Physical health was among the most common reason in Wales,
Scotland and Northern Ireland. Lifestyle-related reasons were also
common in Scotland and Northern Ireland.

Contacts with link workers

After being referred, each case would be assigned to a link worker
who typically initiated contacts. Approximately 90% of social pre-
scribing cases had at least one contact with a link worker. Among
cases without any recorded contact with a link worker, 53.1%
were active cases who might yet be contacted. On average, there
were 4.2 contacts per case (s.d. = 6.8, median 2). Among all the con-
tacts, 11.5% were unsuccessful, 31.6% having reached clients with
specific outcomes (e.g. appointment arranged, referral made, sign-
posted, declined service), and 56.9% unclear (e.g. contact made,
email/message left). Most of contacts (81.2%) were made via
phone, video, email or letter, only 6.3% face to face, and another
12.6% unspecified. The contacts typically lasted for 0–15 min
(59.4%), but some were longer (Supplementary Figure 6).

People referred from a medical route had a higher number of
contacts across all countries (Supplementary Figure 7 and
Table 7). Gender, age, urbanity and area deprivation were also asso-
ciated with the number of contacts, but some heterogeneities were
founded across countries (Table 1).

Interventions

Among 201 037 cases, 38.3% (n = 76 992) had at least one interven-
tion prescribed. Intervention prescription rates were 35.4% in
England, 33.0% in Wales, but much higher in Scotland (51.9%)
and Northern Ireland (74.9%). Referral routes, number of contacts,
referral reasons, age and urbanity were associated with the odds of
having an intervention prescribed (Supplementary Figure 8 and
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Table 8). But there were notably differences across countries
(Table 1). For example, urban residents were more likely to have
an intervention in England, but less likely in Wales and Scotland
than rural residents.

For social prescribing cases with at least one intervention (n =
76 971), there were 165 595 prescribed interventions (2.2 per

case). Most of these interventions (91.7%) were recorded as free
to access. Only 6.3% had out-of-pocket costs and another 1.9%
were subsidised (Supplementary Table 9). England and Wales
were similar in that >95% of interventions were free. But only
50.3% of interventions were free in Scotland and 78.7% in
Northern Ireland (Supplementary Table 9).
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Fig. 1 Sociodemographic characteristics of unique individuals by country. (a) Gender; (b) age groups; (c) urbanicity; (d) Index of Multiple
Deprivation.
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Most prescribed interventions (82.9%) had information on
service domains, with 62.9% of these interventions falling under
one service domain and 37.1% with more than one domain. As
shown in Fig. 4(a), around 43.8% of social prescribing cases had
an intervention related to mental health and well-being, followed
by social relationships (36.3%), lifestyle (28.7%), employment, edu-
cation and skills (25.4%), practical support (24.6%), physical health
and well-being (19.0%) and other support (12.7%). Linking back to
referral reasons, Fig. 4(b) shows the percentage of cases with an
intervention prescribed by referral reasons in the UK. In total,
69.3% of cases who were referred because of mental health
reasons had no intervention, 67.6% for physical health, 71.0% for
social relationship, 65.9% for lifestyle, 70.5% for practical reasons,
72.8% for other reasons. The percentage of cases with no interven-
tion was much lower for those referred for employment-related
reasons (37.1%). Among cases who did have an intervention,
those who were referred for lifestyle-related reasons were more
likely to have an intervention matched to these reasons (81.7%), fol-
lowed by employment (76.1%), mental health (70.3%), practical
support (60.5%) and social relationships (60.1%) reasons. Cases
for physical health (32.7%) or other reasons (14.9%) were less
likely to have a matched intervention, but the patterns differed
across countries (Supplementary Figure 9). For instance, 35.9% of
cases who were referred because of lifestyle reasons had no interven-
tion in Scotland, compared with 20.8% in Northern Ireland.
Moreover, only 18.6% of cases with social reasons had no interven-
tion in Northern Ireland.

Discussion

Main findings

This study is the first UK-wide study, to the best of our knowledge,
on social prescribing referrals in the UK, with fine details on service
users’ sociodemographic profiles, referral routes, reasons, contacts

with link workers and actual interventions and their costs.
Although relying on data from just one data management system,
it provides importance evidence to triangulate with previous
research using GP records and smaller-scale evaluations by provid-
ing (a) simultaneous data on both medical and non-medical referral
routes, allowing the first direct comparison of population character-
istics, (b) detail not just on whether a referral was made but the
process by which the referral pathway was carried out and (c) a
large sample size with data over several years.

Most notably, it highlights that mental health is the leading cause
of referrals across the UK. It also systematically investigates the large-
scale differences betweenmedical and non-medical social prescribing
pathways across the UK and provides early data on differences across
the devolved countries in the UK. Understanding of the status-quo of
social prescribing in the UK is crucial for identifying its future direc-
tions and supporting the roll-out of social prescribing as a public
health intervention around the world.

Interpretation of the findings

As expected, the medical pathway is the dominant referral route in
the UK. The seemingly exception of Northern Ireland is likely to be
driven by missing data. The medical pathway has its merits.
Everyone in the UK is entitled to free healthcare, and most people
(if not all) are registered with a GP. This may explain why social pre-
scribing service users were more evenly distributed across depriv-
ation deciles and there was a higher percentage of people from
ethnic minority backgrounds among people from the medical
route compared to non-medical routes. This is consistent with pre-
vious findings of no ethnic or area deprivation difference in social
prescribing when focusing on primary care data.20 In this vein,
the medical pathway prevails in promoting equality in these
aspects. However, when it comes to actual service utilisation,
there are notable sociodemographic differences. For example,
there is less use of primary healthcare services among young

Gender: male

(a) England (b) Wales (c) Scotland

Gender: other

Age: 0–17
Age: 18–29
Age: 40–49
Age: 50–59
Age: 60–69
Age: 70–79

Age: ≥80

Urban

IMD: 2
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IMD: 4
IMD: 5
IMD: 6
IMD: 7
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0 2 4 6 8 0 2 4 6 8 0 2 4 6

[0.71–41.59]

8

Fig. 2 Odds ratios and 95% confidence intervals from the logistic regressionmodel on being referred viamedical routes by country. (a) England;
(b) Wales and (c) Scotland. IMD, Index of Multiple Deprivation.
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people andmen,30,31 whichmay limit their chances of being referred
to social prescribing through primary care. In addition to equality,
we need to consider equity. People from deprived areas generally
have higher risks of health problems and more complex needs,
potentially requiring extra support and resources to achieve an
equal outcome.32,33 Our findings suggest that the non-medical
pathway complements the medical pathway by reaching the under-
represented in healthcare and those who are in greater need of
support (e.g. those from more deprived areas). The two pathways
should work hand in hand to maximise the overall impact and effi-
ciency of social prescribing.

Referral, regardless of route, is only an early step in the life cycle
of an social prescribing case. A key question is whether a referral
leads to any intervention. Our analyses revealed that 9 in 10 referred
social prescribing cases had at least one contact with a link worker,
showing a successful initial transition. However, only 38.3% of cases
were subsequently referred to an intervention. What is unclear is
whether this low level of intervention engagement was voluntary
(i.e. patients finding sessions of talking and a supportive relation-
ship sufficient for their needs) or because of other issues such as a
link worker not being able to reach the individual, referral being
declined, or a lack of appropriate resources or suitable interventions
in the local community (especially considering that over 90% of

prescribed interventions are free of charge so depend on such pro-
vision being available). However, several factors suggest that it is not
entirely voluntary.

First, referral to an intervention is not even. People living in
urban areas are more likely to be referred to an intervention than
rural residents, suggesting that a lack of provision may be an
issue. Additionally, although mental health, practical support and
social relationship are the most common referral reasons, the per-
centage of people having a matched intervention for each of these
reasons is only around 20%, comparedwith 47.9% for employment –
provision of free employment support that has long been a priority
in the UK, suggesting that when free interventions are readily avail-
able, intervention rate could be higher.34 Therefore, urgent work is
needed on either building further community infrastructure in
domains outside employment to enable free services to be available,
or providing further ringfenced funding for link workers to utilise in
underresourced intervention domains. Additionally, more behav-
ioural research is recommended to identify what the barriers to
accessing interventions are and how they can be addressed.

Another finding that stands out is the heterogeneity of social
prescribing across countries in the UK. Sociodemographic profiles
of social prescribing service users differ across countries. For
example, in Wales and Northern Ireland, there are higher

Table 1 Summary of key differences across countries from regression analyses

England Wales Scotland

Referral routes (Fig. 2,
Supplementary Table 6)

Males were less likely to be referred via
medical routes.

People from older age groups (≥40 years)
had higher odds of being referred via
medical routes (versus aged 30–39
years).

Urban residents had higher odds of being
referred via medical routes.

People from less deprived areas were more
likely to be from medical routes.

Males were less likely to be referred
via medical routes.

Children and young adults (0–29
years) were more likely to be
referred via medical routes
(versus aged 30–39 years).

Urban residents had higher odds of
being from medical routes.

People from less deprived areas were
less likely to be from medical
routes.

No difference by gender.
Children under 18 years and older

adults in their 60 s were less likely
to be referred via medical routes
(versus aged 30–39 years).

No difference by urbanity.
People from less deprived areas were

less likely to be from medical
routes.

Contacts with link workers
(Supplementary Figure 7,
Supplementary Table 7)

Males had fewer contacts.
Urban residents had fewer contacts.
Older adults aged ≥60 years had fewer

contacts.
People from less deprived areas had more

contacts.

Males had fewer contacts.
Urban residents had fewer contacts.
Older adults aged ≥80 years had

fewer contacts.
People from less deprived areas had

more contacts, but no difference
between the most and least
deprived deciles.

Males had more contacts.
No difference by urbanicity
Older adults in their 60 s and those

aged ≥80 years had more contacts.
People from less deprived areas had

more contacts, but no difference
between the most and least
deprived deciles.

Interventions (Supplementary
Figure 8, Supplementary
Table 8)

Those from medical routes were less likely
to have an intervention.

People with employment-related reasons
had higher odds of having an
intervention; whereas those with
lifestyle or practical reasons had lower
odds.

Male were less likely to have an
intervention.

Children under 18 years were less likely to
have an intervention. People aged
40–69 years were more likely to have an
intervention.

Urban residents had higher odds of having
an intervention.

People from less deprived areas were less
likely to have an intervention.

Those frommedical routes were more
likely to have an intervention.

People with employment and
practical reasons had higher odds
of having an intervention, lower
odds for lifestyle reasons.

No difference by gender.
Children under 18 were more likely to

have an intervention. No
difference between those aged
40–69 years and 30–39 years.

Urban residents were less likely to
have an intervention.

People from less deprived areas were
more likely to have an
intervention, except for the top
three least deprived deciles.

Those from medical routes were less
likely to have an intervention.

People with lifestyle reasons had
higher odds of having an
intervention, but no difference by
employment or practical reasons.

No difference by gender.
Children under 18 were more likely to

have an intervention. No difference
between those aged 40–69 years
and 30–39 years.

Urban residents were less likely to have
an intervention.

Limited difference by area deprivation.
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percentages of children and young people under 18 years, as well as
people from the most deprived decile being referred to social pre-
scribing. This could reflect different approaches being adopted
with respect to equality and equity in different countries, which is
in line with our finding of differential associations of sociodemo-
graphic factors with referral routes, contacts with link workers
and prescribed interventions across countries. Differences in
service user compositions could also, to some extent, explain the
country differences in the distribution of referral reasons. For
example, over 50% of social prescribing cases are referred because
of practical reasons in Wales, and lifestyle is the most common
referral reason in Northern Ireland (one of the least common
reasons in England and Wales). Intervention rates are notably

higher in Scotland and Northern Ireland, which could be related
to reasons of referral and the availability of required services.
Notably, England andWales have a much lower percentage of inter-
ventions that are costed or subsidised than Scotland and Northern
Ireland, providing further evidence that relying on free services
because of a lack of funding could be a major obstacle to an efficient
and effective service.

However, with regards to limitations, the country differences
should be interpreted with caution as we are unable to assess the
representativeness of the data. This is particularly concerning for
Wales, Scotland and Northern Ireland where the sample sizes are
small. Although Access Elemental is the largest digital platform
for social prescribing across the UK, we cannot rule out the
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Fig. 4 Intervention domains (a) among cases with an intervention, percentage of cases belong to each domain and (b) percentages of cases
receiving an intervention matched to referral reason in each referral reason domain.
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possibilities that the country differences might be driven by different
clienteles of Access Elemental in these countries compared with
England. Indeed, despite being used across a diverse range of
places in the UK, Elemental has a low coverage in Scotland (13%)
and is not used in some areas e.g. Greater Glasgow and Clyde in
Scotland, which have high levels of deprivation, accounting for
the much lower representation we had in our data-set of people
from the lowest two deciles of deprivation in Scotland. Given that
all primary care data in the UK is non-representative given the mul-
tiple different data platforms in use both among GPs and for more
specialist purposes like social prescribing, this challenge is not easily
solved, but further work cross validating the findings presented here
is encouraged if we are to fully understand cross-country differences
in social prescribing.

In these analyses, although ethnicity is recorded in the data,
the fact that it is ‘optional’ for data input means it is missing
for most people, so we were unable to examine any social pre-
scribing differences related to ethnicity. Additionally, there is
limited information on people’s medical conditions that may influ-
ence the social prescribing services that they receive. Continued
efforts are needed to improve data quality and accessibility for a
better understanding of social prescribing implementation and its
impact.

Our study has the strength of using data from the most widely
adopted social prescribing platform in the UK to date, serving a
large and diverse population with detailed information about
diverse referral routes. However, because of its nature, we were
unable to compare our sample with those who have never been
considered for social prescribing. Development of further large-
scale rigorous evaluations of social prescribing as a service is
needed.

Implications

Overall, this analysis shows that social prescribing needs to be
understood more by psychiatrists given the central role of mental
health. It has previously been argued that social prescribing is
aligned with the principles of modern psychiatric care, emphasising
what matters to the individual, prioritising belonging and commu-
nity inclusion, supporting emotion processing and regulation, and
facilitating behavioural adaptations.35 Social prescribing is also
timely, given existing challenges in psychiatry such as medication
adherence, availability of traditional psychiatric services and shifts
in thinking about the concept of recovery.35 Psychiatrists are
encouraged to consider the suitability of social prescribing as an
additional clinical service they can refer or signpost their patients
to alongside traditional psychiatric services. This can be carried
out through existing link worker models using link workers avail-
able within primary care. However, novel programmes embedding
social prescribing into psychiatric services such as in mental health
service waiting lists in the UK and as part of shared decision-making
in psychiatric hospitals in Australia to support discharge plans are
underway, and further work is also encouraged.36 Nonetheless,
although the medical pathway in social prescribing is dominant
across the UK, it has a number of challenges associated, including
that it does not manage to reach certain demographic groups
such as young people, men and people from more deprived areas
as effectively. Consequently, there is a clear need for non-medical
referral routes to be prioritised in the policy and delivery planning
and funding of future social prescribing in the UK. Psychiatrists
also have a role to play in supporting the development of non-clin-
ical referral pathways for mental health, such as peer-support social
prescribing pathways,37 to ensure that they are developed in a way
that is safe, feasible and appropriate to the mental health needs of
those who will be using them.

Although social prescribing is an individual-focused interven-
tion that does not address the structural factors that may have
given rise to those inequalities in the first place, results from non-
medical referrals suggest social prescribing could provide additional
support to individuals experiencing inequalities.17,38 Additionally,
despite a high number of social prescribing referrals taking place,
only a third are leading to an intervention after link worker consul-
tations, with rates of interventions being particularly low onmedical
referral pathways and certain types of interventions (such as those
for physical health) being very limited. Challenges in funding for
community resources may be key here, with most financial resource
for social prescribing currently going to the pathway and affiliated
staff rather than community resources. Additional financial
resource for certain intervention domains for which there is not
suitable free provision could help to redress this balance. Also,
given our findings of heterogeneity in how social prescribing is
being delivered across England and devolved nations, specific
strategies for the development of social prescribing that meet the
differing health and social needs in different countries are recom-
mended moving forwards. Finally, in order to be able to continue
monitoring the development and distribution of social prescribing
in the UK, further investment into large-scale data platforms such
as Access Elemental and staff training in good-quality data
capture is vital.
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