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1. 

 
Introduction  
 

 

Social prescribing is a multi-dimensional concept with the potential to address health inequalities 

and promote public health and well-being (Popay et al., 2007; Moffatt et al., 2017; Verity et al., 

2021). It is a form of person-centred care, which typically involves a link worker (also known as a 

community connector, community co-ordinator or well-being advisor) who has a ‘what matters’ 

conversation with the individual, co-produces goals and connects them with assets in their 

community to meet their needs (Rees et al., 2019; SCIE, 2020; Wallace et al., 2020; Roberts et al., 

2021a).  

Models of social prescribing are highly varied and social prescribing has been implemented 

differently depending on the target population, resources available and context (Husk et al., 2016; 

Wallace et al., 2020; Roberts et al., 2021a). For this report, we use the Rees et al. (2019) definition of 

social prescribing as “connecting citizens to community support to better manage their health and 

well-being”. This definition encompasses forms of social prescribing that are implemented in the 

community, primary care and other settings. It also encompasses different types of social 

prescribing; signposting, light, medium and holistic, set out by Kimberlee (2015). These different 

types vary in their purpose, aims, levels of intensity, mode of delivery, role of person delivering and 

connections with other referral agencies. Social prescribing interventions may also be tailored 

specifically for certain target populations or groups (Carnes et al., 2017; Pilkington et al., 2017; Price 

et al., 2017; Steadman et al., 2017). 

The range of social prescribing models, and the differences within each of these types of social 

prescribing pose challenges for evaluating social prescribing interventions and drawing conclusions 

about the efficacy of social prescribing more generally. The complexity of social prescribing, given 

the breadth of stakeholder involved, variability, multiple referral pathways, range of outcome 

measures and a broad target population, also poses challenges for evaluation (Roberts et al., 2021b; 

Tierney et al., 2020). To date, evaluations of social prescribing have generally been small-scale and 

employed uncontrolled designs and the evidence base is regarded as inconclusive (Roberts et al., 

2021b; Bickerdike et al., 2017). Researchers have called for a co-ordinated evaluation framework 

which would facilitate the evaluation of social prescribing across the highly varied landscape 

(Bickerdike et al., 2017). In addition to facilitating consistent, robust evaluation across the social 

prescribing landscape, an evaluation framework can provide guidance and support for those carrying 

out evaluations or monitoring of services, without formal evaluation training.  

To begin the development of an evaluation framework for social prescribing, Wallace et al (2018) 

conducted a consensus study to determine outcome principles and a framework for Wales. The 

study identified three principles; individual, community and system. Each principle was accompanied 

by a number of outcome themes and general outcome measures which may be used to collect 

corresponding data. This study provided the basis for the development of the ACCORD study. 

ACCORD is a multi-phase programme of research incorporating a realist review (Elliott et al., 2021), 

two consensus studies to develop an evaluation framework and reporting standards for social 

prescribing, followed by testing of the framework and standards in practice (see Figure 1).   
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Figure 1. The ACCORD study (2020-2022). 

The present study reports on the first ACCORD consensus study, using Group Concept Mapping 

(Kane & Trochim, 2007) to explore what good practice in social prescribing evaluation should 

include, from the perspective of researchers, practitioners, managers, commissioners and other 

social prescribing stakeholders.  
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2. 

 
Method and approach 
 

 

The study was launched on 18th March 2021 for International Social Prescribing Day and closed on 

6th June 2021. Ethical approval was granted by the University of South Wales Faculty of Life Sciences 

Education low-risk ethics panel [REF: 200933LR].  

Group Concept Mapping 
 

The study used an online consensus method called Group Concept Mapping (GCM; Kane & Trochim, 

2007) to explore participants’ perspectives on what good evaluation practice should include, in the 

context of social prescribing. Participants are asked to complete three sequential stages individually 

online, using the Group WisdomTM software; brainstorming, sorting and rating. Brainstorming asks 

participants to generate statements in response to a focus prompt. Once statements are generated, 

participants sort all the statements into ‘piles’ that make sense to them, which they label. Finally, 

participants are asked to rate each statement on multiple rating scales. 

Using GCM allowed researchers to reach a geographically dispersed international sample of 

participants. Participants were able to engage with the research at a time and place convenient to 

them. The study was led by a trained GCM facilitator (ME), with support from trained GCM facilitator 

(CW) and a study steering group with content and methodological expertise. 

Demographic questions 

Upon entry to the online research space, participants were asked to answer five demographic 

questions that were used to analyse the data:  

▪ Where do you live? [List of options: South East Wales, South West Wales, Mid-Wales, North 

Wales, England, Scotland, Northern Ireland, Republic of Ireland, Europe, North America, South 

America, Africa, Asia and Australasia]. 

▪ How many years of experience do you have with social prescribing? [Definition of social 

prescribing provided]. 

▪ What type of organisation do you work for? [List of options: Voluntary organisation, Private 

organisation, Statutory organisation, National health organisation, Private health organisation, 

Local government, National government, Academic institution/university, Other: Please state]. 

▪ What is your primary role in social prescribing? [List of options: Commissioner, Funder, 

Researcher, Manager, Practitioner, Governance, Member of the public, Other: Please state]. 

▪ What are your roles in evaluating social prescribing? [List of options (select multiple): 

Stakeholder, Service user, Public involvement representative, Evaluation user, Researcher, 

Evaluator, Lead investigator, Research design, Data collection, Data entry/input, Data analysis, 

Interpreting findings, Reporting findings, Evaluation commissioner, Service commissioner, 

Research management, Research governance, Ethics, Service improvement, Service delivery, 

Service management, Other: Please state]. 

Stage 1: Brainstorming 

Participants were asked to generate statements in response to the focus prompt: 

“When I think about evaluation in social prescribing, good evaluation practice should include…” 
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The focus prompt was generated by the authors in consultation with the Wales School for Social 

Prescribing Research (WSSPR) steering group and members of the ACCORD Steering Group. The 

brainstorming stage of the study was open for a 5-week period (18.03.2021 – 25.04.2021).  

Stage 2: Sorting 

In this stage, participants were asked to sort statements into as many piles as made sense to them. 

They were then asked to label these piles. The sorting stage of the study opened on 04.05.2021 and 

closed on 06.06.2021. 

Stage 3: Rating 

In the final stage, participants were asked to rate each of the statements on two 5-point Likert 

scales: 

▪ Importance   

1 (not important) to 5 (extremely important) 

▪ How helpful the statement is to your role? 

1 (not helpful to my role) to 5 (extremely helpful to my role) 

The rating stage of the study was open at the same time as the sorting stage (04.05.2021 – 

06.06.2021).   

Analysis 

The data was reviewed, cleaned, and online software acceptance processes carried out. Four data 

analysis steps were then followed using the online software: 

▪ Step 1: The five participant demographic responses were analysed using descriptive statistics. 

▪ Step 2: A similarity matrix was created from the participant sorted statements. This 

demonstrates the number of participants who sorted the statements together. 

▪ Step 3: Multidimensional-scaling analysis of the similarity matrix produced a statement point 

map. Each participant statement is allocated a point on a two-dimension (XY) axis (Figure 3. 

▪ Step 4: Ward’s algorithm was used in a hierarchical cluster analysis of statement clusters to 

produce a cluster map with cluster labels (see Figure 4), cluster rating maps (Figures 5-6), a 

pattern match report (Figure 7) and go-zone analysis (Figures 8). The go-zone analysis enabled us 

to identify the statements that participants perceive to be most important (Table 4) and the 

most helpful to their role (Table 5).  

The study steering group comprised academics from University of South Wales, Aberystwyth 

University, Bangor University, Cardiff University, University of Wales Trinity Saint David, Wrexham 

Glyndwr University and practice experts from Grwp Cynefin, Interlink RCT and Valleys Regional Park. 

The steering group supported statement synthesis, data analysis and interpretation of findings.  
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3. 

 
Findings 
 

  
Participants 

 

Invitations to participate were sent to gatekeeper organisations and networks including the Wales 

Social Prescribing Research Network, Wales School for Social Prescribing Research International 

Network, WCVA, PRIME Centre Wales, Social Prescribing Network Development group, Wales Social 

Prescribing Communities of Practice, Wales Arts Health & Well-being Network and others. 

Gatekeepers were asked to share the invitation amongst their networks with individuals who may be 

interested in participating.  

Fifty-six (n = 56) people registered an interest in participating, and fifty-one (n = 51) returned a 

completed consent form. Participants who engaged in the GCM completed the following:  

▪ Participant questions (n = 42) 

▪ Brainstorming activity (n = 36) 

▪ Finished sorting activity (n = 30) 

▪ Finished importance rating activity (n = 26) 

▪ Finished easy to measure rating activity (n = 20) 

Participants were geographically dispersed. The majority of participants lived in Wales (n = 21, 50%), 

with representation from South East Wales (n = 8, 19%), South West Wales (n = 5, 12%), Mid-Wales 

(n = 4, 10%) and North Wales (n = 4, 10%). The remainder of participants were based in England (n = 

12, 29%), Northern Ireland (n = 2, 5%), Europe (n = 6, 14%) and North America (n = 1, 2%). 

Duration of involvement in social prescribing ranged from 0 to 20 years, with a mean involvement of 

4.45 years and a median of 3 years.  

Participants worked for a breadth of organisations. The majority worked for academic 

institutions/universities (n = 18, 43%), voluntary organisations (n = 7, 17%) and national health 

organisations (n = 8, 19%). Other participants worked for private organisations (n = 1, 2%), statutory 

organisations (n = 3, 7%) and other (n = 5; 12%) which included independent management 

consultancy; GP cluster and self-employed.  

Participants primarily worked as researchers in relation to social prescribing (n = 22, 52%). 

Participants also described their primary role in social prescribing as practitioner (n = 5, 12%), 

manager (n = 4, 10%), commissioner (n = 1, 2%), governance (n = 1, 2%), member of the public (n = 

1, 2%) and other (n = 7; 17%), which included; prospective provider, public health advocate, support 

to social prescribing organisations/activities, innovator, expert by experience, referrer and 

practitioner, policy and strategic objectives.  

Finally, participants were able to select a series of roles that they undertake when evaluating social 

prescribing. All activities were represented by at least one participant. Participants reported 

undertaking a range of roles, between 1 and 13 roles, with an average of 5 roles in evaluation per 

participant. These roles included; Stakeholder, Service user, Public involvement representative, 

Evaluation user, Researcher, Evaluator, Lead investigator, Research design, Data collection, Data 

entry/input, Data analysis, Interpreting findings, Reporting findings, Evaluation commissioner, 

Service commissioner, Research management, Research governance, Ethics, Service improvement, 
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Service delivery, Service management, Other: prospective provider, social prescriber who is 

evaluated in terms of outcomes with patients, PPI in research, audit and evaluation of services. See 

Figure 2.  

 

Figure 2. Roles in evaluating social prescribing reported by participants (multiple selection). 

 

Good practice in Social Prescribing Evaluation 
 

Activity 1: Brainstorming 

During the brainstorming activity participants (n = 36) generated an initial list of 187 statements in 

response to the focus prompt, “When I think about evaluation in social prescribing, good evaluation 

practice should include…”.  

The Key Words in Context (KWIC; Kane & Rosas, 2017) method was used to synthesise the statement 

list. This involved reviewing the raw statement list, removing redundant/irrelevant statements and 

editing statements to ensure that they grammatically completed the focus prompt. Compound 

statements were split, resulting in 260 individual statements. Keywords that appeared in the original 

statements were identified and each statement was assigned a code word (e.g. outcomes, 

participatory, design, community). Each set of statements within a code word were reviewed by the 

authors and synthesised where possible into a single statement. A number of iterations were 

undertaken to synthesise the statement list. The first review reduced the list to 199, second reduced 

to 163 and the final review reduced the list to 125. The raw and synthesised list was sent to the 

steering group for review and comment. Steering group members highlighted statements which 

could be further synthesised, were duplicates or had been overly synthesised. Once all feedback was 

collated a final list of 124 statements was confirmed and reuploaded to the software for stages 2 

and 3. The full list of the final 124 statements can be found in Appendix 1 and examples of 

statements in the final list can be found in Table 1.  

Table 1. Examples of statements from the synthesised list. 

Statement No. Statement 

12 A rigorous scientific research protocol  
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24 Appropriate dissemination of the results of the evaluation to user audiences 

46 Mixed methods that incorporate views of all stakeholders 

78 Participatory action research involving partners, patients and service users in the 
evaluation of social prescribing 

111 Data from all parties - commissioners, social prescribing organisations, 
intervention providers, intervention receivers 

 

Activity 2: Sorting 

In this activity participants were asked to sort and group all the statements into piles and provide 

each pile with an individual label. From this, the software generates a series of point maps and 

cluster maps.  

In the preliminary analysis phase, with the steering group, analysis of the maps showed differences 

between data from UK-only participants, compared to the dataset with international participants 

included. Given that social prescribing is not advanced outside of the United Kingdom, and only 

seven international participants were included, it was agreed by the steering group to include only 

UK participant data at this stage of the analysis. International data could then be utilised at a later 

stage to provide suggestions about how the framework may be adapted in an international context.  

Using the UK only sorting and rating data (n = 22), the software generated a point map showing all 

the 124 statements (Figure 3).  

 

Figure 3. Computer generated point map of 124 statements. 

The dataset had a final stress value of 0.3559. The stress value is considered to be similar to 

reliability, with an acceptable range of 0.205 – 0.365 (Kane & Trochim, 2007), so the map generated 

is considered to be a good fit. Each point on the map represents a statement. Proximity of 

statements to other statements indicates how frequently the statements were sorted together by 
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participants. For example, statements 67 and 117 (upper right of map) are close together and were 

therefore sorted together frequently. Conversely, statements 122 and 10 are on opposite sides of 

the map, so were either rarely sorted together or not at all.  

The software then generated a number of cluster maps, to gather statements sorted together into 

similar clusters. The software gave options of 4 – 15 cluster solutions. The study steering group 

considered the selection and analysed the 4 – 8 cluster solutions in detail. Following this in-depth 

analysis an eight-cluster model was agreed. We felt that the 4-7 cluster models lacked granular 

detail that would be useful in developing the framework, but that clusters within the 9+ cluster 

solutions overlapped and were not sufficiently succinct.  

The software generated a list of possible cluster labels, as determined by labels that were given by 

participants in the sorting stage. Statements within each of the eight clusters were analysed and the 

most appropriate label was selected. These were; evaluation design (1), research methods (2), 

impact on user (3), outcome measures (4), workforce and organisation (5), understanding of local 

context (6), communications and dissemination (7) and research practicalities (8) (Figure 4).  

 

Figure 4. Cluster map with labels from the participant sorting exercise. 

The placement of each statement within a cluster is based on participant’s grouping of each 

statement. For example, statement 34, ‘A follow-up period of 12 months to explore long term 

outcomes and effects’ sits within the Evaluation design cluster because this is where it was most 

commonly placed by participants. The conceptual relationship between clusters is shown by the 

distance between them. The closer the clusters, the stronger relationship they have. Therefore, the 

cluster ‘Impact on user’ is closer to ‘Outcome measures’ and ‘Research methods’ than the other 

clusters.  

The ‘evaluation design’ [1] cluster had the most statements (n = 27) and ‘Understanding of local 

context’ [6] had the least statements (n = 10). Bridging values indicate how closely a statement is 

related to the items within the cluster it is placed, they range between 0 and 1. High bridging values 
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indicate that a statement has been sorted with ideas in a number of other clusters. Low bridging 

values indicate that the statement was sorted more consistently within that cluster, these 

statements represent the ‘anchor statements’ within a cluster. Table 2 shows the number of 

statements per cluster, the cluster bridging value and the two statements with the lowest bridging 

values within the cluster (i.e. the anchor statements).  

Table 2. Anchor statements for each cluster, number of statements per cluster and bridging value for clusters and anchor 
statements (lower bridging values represent a closer fit to the cluster). 

No. Cluster Bridging value 

1 – Evaluation design (n=27) 0.30 

11 The opportunity for multiple choice options to enable clear grouping 
of data, but with the additional option to add points that aren't clearly 
covered. 

0.00 

5 Designing sensitive research studies 0.09 

2 – Research methods (n=17) 0.17 

62 Use of validated tools, measures and questionnaires 0.02 

50 A mixture of quantitative (how much) and qualitative (why) measures 
to capture both the headline numbers and the nuanced understanding 
of how SP works for different people in different circumstances 

0.03 

3 – Impact on user (n=12) 0.30 

67 Person reported outcome measures 0.24 

59 
72 

Patient’s health outcomes 
A measure of whether/how far individuals have achieved their goals 
set 

0.26 
0.26 

4 – Outcome measures (n=17) 0.29 

42 Measures of a prescriber's time taken with patients (e.g. research 
beforehand of a condition, number of referrals completed for them 
after consult, time with patient in consult) 

0.13 

105 Evidence of the social determinants of health for the environment in 
which the individual lives e.g. Index of Multiple Deprivation, transport, 
unemployment rates, food poverty 

0.17 

5 – Workforce and organisation (n=12) 0.38 

96 Data on the social prescribing workforce profile of the intervention 
organisation 

0.29 

38 Information on intersectoral work 0.33 

6 – Understanding of local context (n=10) 0.28 

83 A focus on the evidence that matters to decision makers and funders 0.13 

27 Guidance on how to read the evaluation; providing explanation of the 
limits of the findings, generalisability, data sources, exclusion and 
eligibility criteria, timescales 

0.17 

7 – Communication and dissemination (n=17) 0.51 

77 Consideration of the social prescribing partners insights 0.34 

37 Input from health professionals 0.37 

8 – Research practicalities (n=12) 0.72 

9 A flow diagram of number of people approached/included etc. 0.46 

18 Ability to validate information input 0.47 
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Activity 3: Rating for ‘importance’ and ‘ease of measurement’ 

In the final activity, participants were asked to rate all 124 statements on two Likert scales ranging 

from 1 – 5 on importance and how helpful the statement is to your role. Table 3 shows the average 

rating on each scale for each of the eight clusters.  

Table 3. Number of statements per cluster, bridging value and average rating for each cluster on scales of importance and 
easy to measure. 
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Number of 
statements 

27 17 12 17 12 10 17 12 

Bridging value 0.30 0.17 0.30 0.29 0.38 0.28 0.51 0.72 

Average 
importance rating 
of cluster (n=20) 

4.04 4.04 4.35 4.01 3.81 3.90 3.93 3.71 

Average helpful 
to role rating of 
cluster (n=14) 

3.96 4.01 4.36 4.06 3.74 3.98 3.80 3.67 

 

The cluster-rating importance map (Figure 5 and Table 3) and helpfulness to role map (Figure 6 and 

Table 3) demonstrate that participants rated the ‘Impact on user’ [3] cluster as the most important 

(M = 4.35) and the most helpful to their role (M = 4.36). Conversely, the ‘Research practicalities’ [8] 

cluster was rated the least important (M = 3.71) and least helpful to their role (M = 3.67).  

 

Figure 5. Cluster rating map: importance of statements to social prescribing evaluation. 
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Figure 6. Cluster rating map: How helpful statements are to the participant’s role. 

These cluster ratings can be further understood with Pattern Match reports. Figure 7 shows the 

average rating per cluster on the two scales. This is a relative pattern match, and as such presents 

the cluster averages within the range of ratings for each scale, rather than on a fixed, absolute scale. 

The relative pattern match enables the researcher to compare multiple measurements to establish a 

trend (Kamat, 2019). As the rating scales measure different concepts (i.e. importance and 

helpfulness to role), it is more useful to compare the ranking of clusters on the different scales, as 

opposed to the absolute numbers, which may not be comparable.   

The pattern match (Figure 7) indicates very high consistency between the importance and 

helpfulness to role rating scales (r=0.95).  
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Figure 7. Relative pattern match report comparing cluster ratings for importance and helpfulness to role. 

Group WisdomTM software also enables the researcher to produce a ‘Go-Zone’ report. This places 

statements on a graph based on their average rating on the two scales used in activity 3. The Go-

Zone is split into four quadrants based on the average rating for all statements for each of the two 

scales. Figure 8 shows the Go-Zone report for the importance-helpfulness to role ratings. The Go-

Zone correlation (r) for the Importance-Helpfulness to role report was 0.78. This indicates a strong 

correlation between how participants rated a statements’ importance and how helpful it is to their 

role.   

 

 
Figure 8. Go-Zone report displaying how each statement is reported in relation to importance and helpfulness to role. Note, 
statement point colours relate to which cluster the statement sits within. 
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The top ten statements rated highest on importance and helpfulness to role can be found in Tables 4 
and 5 respectively.  
 
Table 4. Statements rated as most important. 

# Statement Importance Cluster 

121 The view of the person receiving the social prescription 4.7895 4 

55 Clear methodology, approach and aims 4.75 1 

123 
Feedback from participants about their experience: whether 
they felt heard and whether they had their needs met 

4.7 3 

60 Patient's wellbeing outcomes  4.65 3 

65 Impact on quality of life 4.6 3 

76 Consideration of the social prescribing clients insights  4.55 5 

67 Person reported outcome measures 4.5263 3 

35 Proper funding for the evaluation 4.5 1 

50 

A mixture of quantitative (how much) and qualitative (why) 
measures to capture both the headline numbers and the 
nuanced understanding of how SP works for different people in 
different circumstances 

4.45 2 

72 
A measure of whether/how far individuals have achieved their 
own goals set 

4.45 3 

 

Table 5. Statements rated as most helpful to their role. 

# Statement Helpfulness Cluster 

60 Patient's wellbeing outcomes  4.6923 3 

50 

A mixture of quantitative (how much) and qualitative (why) 
measures to capture both the headline numbers and the 
nuanced understanding of how SP works for different people 
in different circumstances 

4.6667 2 

121 the view of the person receiving the social prescription 4.6154 4 

65 Impact on quality of life 4.6154 3 

117 Data on patients' satisfaction 4.5833 3 

123 
Feedback from participants about their experience: whether 
they felt heard and whether they had their needs met 

4.5385 3 

1 
Agreement of clear goals and objectives in advance (e.g. what 
do the commissioners want?) 

4.5385 1 

7 
Individual (patient) characteristics (e.g. demographics 
information, sociodemographic, health information) 

4.5385 1 

55 Clear methodology, approach and aims 4.4615 1 

72 
A measure of whether/how far individuals have achieved their 
own goals set 

4.4615 3 
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Drawing together ratings on importance and helpfulness to role (Tables 4 and 5), we have calculated 

mean rating scores to identify the ten statements rated as collectively most important and most 

helpful to their role. These can be found in Table 6.  

Table 6. Statements rated as collectively most important and helpful to their role. 

# Statement Mean Cluster 

121 The view of the person receiving the social prescription 4.70 4 

60 Patient’s wellbeing outcomes 4.67 3 

123 
Feedback from participants about their experience: whether they 
felt heard and whether they had their needs met 

4.62 3 

65 Impact on quality of life 4.61 3 

55 Clear methodology, approach and aims 4.61 1 

50 

A mixture of quantitative (how much) and qualitative (why) 
measures to capture both the headline numbers and the nuanced 
understanding of how SP words for different people in different 
circumstances 

4.56 2 

76 Consideration of the social prescribing client’s insights 4.47 5 

72 
A measure of whether/how far individuals have achieved their own 
goals set 

4.46 3 

1 
Agreement of clear goals and objectives in advance (e.g. what do 
commissioners want?) 

4.45 1 

45 Qualitative research methods 4.44 2 

 

Overall interpretation 
The present study identified eight clusters which should be included when considering good practice 

in social prescribing evaluation (Figure 4). These findings will be used to inform the development of 

the ACCORD social prescribing evaluation framework and reporting standards. Useful information is 

available regarding how important and helpful different participant groups appraised certain 

statements and their corresponding clusters. A framework for social prescribing evaluation must 

integrate both the sorting and rating data to provide representation from all clusters, whilst valuing 

the statements and cluster components which were rated as the most important and helpful.   
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4. 

 
Conclusion 
 

 

This Group Concept Mapping (GCM; Kane & Trochim, 2007) study engaged forty-two (n = 42) 

geographically diverse participants across the United Kingdom, with representation from different 

stakeholders and sectors in social prescribing. These participants undertook three sequential tasks to 

consider what good practice in social prescribing evaluation should include. The online nature of 

GCM facilitated a breadth of participation across the United Kingdom, particularly given the 

restrictions imposed by the COVID-19 pandemic.  

Analysis of the data within GCM has enabled us to identify eight clusters relevant to social 

prescribing evaluation; evaluation design [1], research methods [2], impact on user [3], outcome 

measures [4], workforce and organisation [5], understanding of local context [6], communication 

and dissemination [7] and research practicalities [8]. Further analysis explored differences in the 

appraisal of these clusters and the associated statements based on two scales; importance and 

helpfulness to role. Statement and cluster ratings on the two scales were strongly correlated, 

suggesting a strong correlation between how important a component of evaluation practice is and 

how helpful it is to the role. The majority of the participants stated that their primary role in 

evaluation was as a researcher, with representation from other professionals including practitioners, 

managers, governance, commissioners and funders. Unfortunately, due to low numbers of non-

researchers completing the rating scales it was not possible to disaggregate findings and compare 

researchers with non-researchers. Further research is needed to explore differences in the 

perceptions of these evaluation components and whether there are differences in what is helpful an 

important to different professional groups involved in social prescribing evaluation. This will inform 

whether the evaluation framework produced from this study will be the same for research and 

practice, or whether nuanced differences in the framework are required, to reflect the different 

needs and priorities of these professional groups. 

Limitations 

At the outset, we aimed to recruit participants internationally through our social prescribing 

networks. Unfortunately, we were only able to recruit seven participants who resided outside of the 

United Kingdom, six from Europe and one from North America. As these numbers were so low, the 

steering group agreed that it would not be appropriate to include data from these international 

participants at this stage of the analysis. This is due to the different stages of evolution of social 

prescribing outside of the United Kingdom and therefore different priorities and perspectives of 

international participants. We felt that it would not be representative to make international claims 

on the basis of seven participants. The data from these participants will be used when expanding the 

framework from a UK framework to an international framework for social prescribing evaluation, 

amongst further international research and testing.  

Similarly, we aimed to recruit participants with varied roles in social prescribing, to capture 

consensus across a broad group of social prescribing evaluation stakeholders. As previously 

mentioned, the majority of participants were researchers, and whilst other stakeholder groups were 

represented, numbers were significantly lower. Engagement and completion of the later two stages 

(sorting and rating) was also lower for non-researchers, which meant that it was not possible to 

make comparisons between the perspectives of the two groups. This may be explained by research 

burden on the practice stakeholders. The present study was the third Group Concept Mapping study 
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conducted by the Wales School for Social Prescribing Research in the past year, and some 

participants reported that this influenced their decision to participate. To mitigate this and ensure 

input from non-researcher stakeholders, the findings and frameworks will be developed in 

consultation with social prescribing practitioners through the Wales School for Social Prescribing 

Research evaluation forums and a world café consensus workshop in the third stage of the ACCORD 

study.  

Conclusions and next steps 

The present study has identified eight clusters which make up social prescribing evaluation good 

practice, as determined by social prescribing stakeholders across the United Kingdom. From this 

data it has been possible to identify the statements that were rated as the most important and most 

helpful to the participant’s role. The findings from the present study will be combined with the 

findings from the Realist Review exploring how social prescribing evaluation works (Elliott et al., 

2021) to inform preliminary development of the social prescribing evaluation framework and 

reporting standards. The framework standards will be further developed in consultation with 

stakeholders in a world café workshop in 2021/22. Following this development process, the 

framework and standards will be tested in simulation and practice, alongside training materials for 

social prescribing evaluation. All materials and tools will then be disseminated to social prescribing 

stakeholders for use in their evaluations. 
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6. 

 
Appendices 
 

 

Appendix 1: Full list of statements generated by participants (n=124) 
 

1 Agreement of clear goals and objectives in advance (e.g. what do the commissioners 
want?) 

2 An analysis of the local context (e.g. community characteristics, voluntary sector 
environment, GP practice particularities) 

3 An assessment of the number of opportunities in the locality to support social prescribing  

4 An assessment of the value contributed by the social prescriber outside the social 
prescribing relationship (e.g. building community capacity through community 
development) 

5 Designing sensitive research studies 

6 A clear definition of social prescribing and its component parts and boundaries, for the 
purposes of the evaluation. 

7 Individual (patient) characteristics (e.g. demographics information, sociodemographics, 
health information) 

8 Disaggregated data to assess health equity (e.g. by sociodemographic, by race) 

9 A flow diagram of number of people approached/included etc. 

10 Payment for participants 

11 The opportunity for multiple choice options to enable clear grouping of data, but with the 
additional option to add points that aren't clearly covered. 

12 A rigorous scientific research protocol  

13 Direct linkages to practice in a learning health system approach 

14 Opportunities to collect data from those who are typically excluded from research (e.g. 
those who are 'hard to reach', capacity issues) 

15 Opportunities to collect data using the preferred language of the participant 

16 Complete data sets i.e. all eligible people should be canvassed 

17 Timely data 

18 Ability to validate information input 

19 Strong communication and dissemination of findings with stakeholders (e.g. decision 
makers, those collecting data on the ground) 

20 Frequent communication and dissemination of findings with stakeholders (e.g. decision 
makers, those collecting data on the ground) 

21 Well defined target audiences 

22 A clear method to identify who is in your target participant group to understand whether 
you are reaching the right people (and once findings start to emerge, the people who 
would benefit most) 

23 Language which is intuitive and easy to understand for a range of audiences (i.e. not 
overly technical) 

24 Appropriate dissemination of the results of the evaluation to user audiences 

25 Appropriate dissemination of the results of the evaluation to academic audiences 

26 Appropriate dissemination of the results of the evaluation to policy audiences 

27 Guidance on how to read the evaluation; providing explanation of the limits of the 
findings, generalisability, data sources, exclusion and eligibility criteria, timescales 
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28 The reasons why patients dropped out of the intervention 

29 Input from those who chose not to engage with the social prescribing offer 

30 A way to understand, based on actual behaviour, what factors mean people are more 
likely to drop-out versus stick with the identified support and/or move on to other 
relevant support 

31 Economic evaluation (e.g. financial data, analysis of the funding of the social prescribing 
program) 

32 A set of agreed and workable measures which are flexible enough to suit a range of 
organisations 

33 A good deal of flexibility to allow evaluation to work for the wide range of different 
arrangements that different localities have for SP 

34 A follow-up period of 12 months to explore long term outcomes and effects 

35 Proper funding for the evaluation 

36 The impact on healthcare utilization  

37 Input from health professionals 

38 Information on intersectoral work 

39 The views of those who are 'Social Prescribing' across formal type SP activities  

40 The views of those who are 'Social Prescribing' across informal type SP activities  

41 Input from social prescribers 

42 Measures of a prescriber's time taken with patients (e.g. research beforehand of a 
condition, number of referrals completed for them after consult, time with patient in 
consult) 

43 Actions taken by social prescriber on feedback from the individual or the intervention 
organisation 

44 Something more than just a tick box exercise 

45 Qualitative research methods 

46 Mixed methods that incorporate views of all stakeholders 

47 Something like the 'Most significant change' process. 

48 Reference to specific case studies with clear and in-depth conclusions 

49 Ethnography (observation and in the moment tracking methods) to see in practice how 
the lived experience plays out for clients 

50 A mixture of quantitative (how much) and qualitative (why) measures to capture both the 
headline numbers and the nuanced understanding of how SP works for different people in 
different circumstances 

51 Easy to use data collection tools (for a non-researcher) with excellent guidance on exactly 
what is required, in what format and when 

52 Using robust data collection methods that allow comparison over time, between projects 
and internationally 

53 Use of creative and imaginative methods to access receivers' experiences e.g. use of arts, 
story telling 

54 Quantitative data (e.g. information on social prescribing service, referrals, duration, 
demographics) 

55 Clear methodology, approach and aims 

56 Use of relevant models and theories, e.g. Self Determination Theory (SDT) or COM-B 
Behaviour Change Model 

57 Development of theories of change and/or programme theories 

58 Ability to track and monitor progress 

59 Patient's health outcomes  
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60 Patient's wellbeing outcomes  

61 Personalised outcomes based on what matters to patient 

62 Use of validated tools, measures and questionnaires 

63 Defining measurable metric outcomes  

64 Taking into account unmeasurable aspects such as subjective improvement in a person's 
wellbeing 

65 Impact on quality of life 

66 Well defined outcomes (e.g. if you want to say 'increased wellbeing' what specifically do 
you mean by wellbeing in your context) 

67 Person reported outcome measures 

68 Community reported outcome measures 

69 Measures that can be universally applied to most social prescribing activities 

70 the outcome for the person/organisation making the intervention 

71 the outcome for the person making the social prescription 

72 A measure of whether/how far individuals have achieved their own goals set 

73 relevance to the required evaluation outcomes 

74 proportionality to organisational need 

75 Consideration of the social prescribing team insights  

76 Consideration of the social prescribing clients insights  

77 Consideration of the social prescribing partners insights  

78 Participatory action research involving partners, patients and service users in the 
evaluation of social prescribing 

79 Robust co-productive methods to increase citizens (service users) involvement in the 
evaluation of social prescribing 

80 Community-led evaluation 

81 Ownership by the participant 

82 Input from policy makers  

83 a focus on the evidence that matters to decision makers and funders 

84 relating the findings to national health and well-being agendas 

85 relating the findings to regional health and well-being agendas 

86 relating the findings to local health and well-being agendas 

87 Primary care professionals views towards social prescribing  

88 An analysis of the project implementation process 

89 Process evaluation to understand what is working, for whom and how it is achieved 

90 Clarity about the purpose of the evaluation (e.g. to provide evidence of effectiveness for 
funders, or to support continuous improvement for the providers of the social prescribing 
scheme) 

91 Recognising the messy realities of people's lives 

92 Balancing scientific rigour with lived experience 

93 The views of referral organisations 

94 Information about referrals (e.g. reason for referral, when referred, when seen, what 
support was put in place) 

95 An analysis of the social prescribing link worker role (e.g. background, qualities, soft skills, 
training) which contribute to an effective link worker 

96 Data on the social prescribing workforce profile of the intervention organisation 

97 Availability of evaluation training and supervision for link workers and staff 
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98 Checks that the social prescribing service has information that is kept updated 

99 Metrics to assess good practice in social prescribing 

100 Plans for sustainability 

101 Evidence that organisations are compliant with good employment practices, health and 
safety, remuneration and pension provision, staff development opportunities 

102 Organisational data on strategy, procedures and operational delivery 

103 Privacy and security statements 

104 Simple, easy to understand descriptors and measures 

105 Evidence of the social determinants of health for the environment in which the individual 
lives e.g. Index of Multiple Deprivation, transport, unemployment rates, food poverty 

106 A differentiation between the interaction with the social prescriber and the 
activity/intervention signposted/referred to 

107 Different perspectives - from referral, through the signposting stage, to the receiving 
organisation's perception 

108 A robust plot of patient/individual pathway through services, with information/research 
at each stage of the SP system (e.g. GP, link worker, community, patient) and linked 
outcomes where appropriate.  

109 Working in equal partnership with all of the key stakeholders (including users) from the 
outset 

110 access to all relevant stakeholders, including strategic decision-makers, funders, link 
workers, other on the ground staff, patients/clients 

111 data from all parties - commissioners, social prescribing organisations, intervention 
providers, intervention receivers 

112 Systems information 

113 Understanding of social prescribing as part of a complex system or ecosystem 

114 Sufficient time for planning, but retaining flexibility to adapt as delivery evolves 

115 Aspects around the patient choice and control 

116 Barriers experienced for engagement 

117 Data on patients' satisfaction 

118 checks that the person is able to receive the information (understanding, happy to attend, 
support needs to attend) 

119 The diversity of those able to access the service 

120 Data on why person only part attends the social prescription with reasons why not 
fulfilled 

121 the view of the person receiving the social prescription 

122 How far the person goes to achieving what they would like from the intervention 

123 Feedback from participants about their experience: whether they felt heard and whether 
they had their needs met 

124 Ease of accessibility and use by a wide range of individuals and professions 

 

 


