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Executive summary

Background
Social prescribing is a means of connecting citizens to community support to enable them to better
manage their health and well-being (Rees et al., 2019). Social prescribing is considered to be a
complex intervention, it involves multiple stakeholders, has multiple models, multiple user types,
varying aims and a range of outcomes that may result from the intervention. This complexity poses
challenges for those evaluating social prescribing. To date, evaluations of social prescribing have
been criticised and the evidence base for social prescribing is weak. Qualitative studies suggest that
social prescribing can have a positive impact on an individuals health and well-being, but these
changes are often not reflected in quantitative studies. There is currently no evaluation framework
or reporting standards for social prescribing. Health and Care Research Wales have commissioned
the Wales School for Social Prescribing Research (WSSPR) to develop a framework and standards
through a multi-phase study, known as ACCORD. This Realist Review is the first component in the
ACCORD study.

Review questions
This Realist Review sought to answer two questions, which will feed into a broader set of questions
posed by the ACCORD study:
▪
▪

How do social prescribing evaluations work or not work?
Why do social prescribing evaluations work or not work?

Methods
Between April 2020 and June 2021 we undertook a Realist Review to explore methodology, methods
and designs that have been used in social prescribing evaluations to date. The Realist perspective
goes beyond asking whether something works, and seeks to answer what works, for whom and in
what circumstances. It aims to develop a programme theory of an intervention, in this case, social
prescribing evaluation, to understand both the process that takes place, and the causal mechanisms
which generate outcomes, in given contexts. The review followed six iterative steps: Identifying the
review questions (1), searching for studies (2), study selection (3), quality appraisal (4), data
extraction (5) and data synthesis (6).
Search strategy
Search terms related to social prescribing, community and evaluation, and their alternatives were
used to search the international published literature and the grey literature in Wales for documents
published between 1st January 1998 and 31st May 2020. We searched online databases; ASSIA,
CINAHL, Embase, Medline, PsycInfo, PubMed, Scopus Online, Social Care Online and Web of Science.
The grey literature in Wales was searched via local authority websites, NHS websites, Open Grey and
university websites. Public facing evaluation and monitoring documents were requested from the
Wales Social Prescribing Research Network.
Methods of selection
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A multi-stage approach was taken to study selection, including preliminary title screening, abstract
screening and finally full-text screening. Screening was first undertaken by the first author and
consistency checks were undertaken by the review team. The abstract screening checked whether
the document met the inclusion criteria, which required the document to describe a social
prescribing process and provide detail on the methods for data collection and outcomes. Once the
screening process was complete and a final set of 82 documents were included.
Methods of appraisal
The 82 documents were appraised based on how useful and relevant they were to the review,
classified as either high, moderate or low. As the phenomena under investigation was evaluation
methods and methodology, it was not appropriate to exclude documents based on rigour. The
Realist approach acknowledges that documents typically regarded as low quality or of low relevance
can still contribute to understanding and development of the programme theory, and as such no
papers were further excluded based on the appraisal process.
Methods of analysis and synthesis
To facilitate analysis and data synthesis, documents were first split into sub-cases based on
methodology; qualitative, quantitative, mixed-methods and reviews. Data from each document was
then extracted using an extraction form. Emerging context-mechanism-outcome configurations
(CMOCs) were extracted and coded. CMOCs within each code were then gathered and analysed
together to draw meta-inferences. Data synthesis aimed to refine the initial programme theory and
provide causal explanations as to how and why social prescribing evaluations work.

Main results
Following document screening, a total of 82 documents were included in the Realist Review. Of
these 56 were from the published literature and 26 were from the grey literature. Documents were
split by methodology; qualitative (n=21), quantitative (n=14), mixed-methods (n=37) and reviews
(n=10). Generally studies lacked in-depth descriptions of the methods and evaluation processes
employed, which posed a challenge for this Realist Review.
The Review identified three components of social prescribing evaluation, which evaluators move
between in a cyclical process. These are; preparation (1), conducting the study (2) and interpretation
(3). The Review identified five key mechanisms through which social prescribing evaluations work
and highlighted overarching contextual features which influence evaluations, which contributed to
the refined programme theory (See Figure 1).
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Figure 1. Refined programme theory for social prescribing evaluation

Within each of the mechanisms a series of CMOCs were developed:
▪
▪

▪

▪

▪

▪

▪

Co-production
IF stakeholders are involved from the outset (C), THEN social prescribing evaluations are co produced (M) and are more acceptable to participants (O).
IF social prescribing evaluations are co-produced by mixed teams (C), THEN sharing of
experiences, expertise and diverse perspectives (M), increases evaluation trustworthiness (O).
Alignment
IF evaluators have strong contextual knowledge about the intervention and its’ aims (C), THEN
they can align the research questions and design (M) to understand whether the intervention
meets the aims (O).
Agency
When there are pre-determined aspects to an evaluation (C), the researcher does not have the
freedom to make decisions regarding the execution of the study (M) and this minimises data
quality (O).
Sequential
IF researchers use a mixed methods sequential design for data collection (C), they can use
existing data to inform subsequent data collection (M) to provide a nuanced, stronger
understanding of the effects & mechanisms for SP (O).
Integration
IF qualitative and quantitative findings are reported separately (C), THEN there is a lack of
integration (M), which results in a fragmented understanding of the effects of social prescribing
(O).
When there are multiple sources of data (C), researchers can integrate and triangulate findings
(M) to provide a nuanced, stronger understanding of the effects & mechanisms for SP (O).

Implications for practice
5

The findings from this Realist Review have enabled us to generate a series of recommendations for
social prescribing evaluation. These findings will also inform the development of the evaluation
framework and reporting standards for social prescribing, as part of the ACCORD study.
1.
2.

3.
4.

5.

6.

7.
8.

9.
10.

11.
12.

13.

14.

15.

Recommendations for social prescribing evaluation
Apply a mixed-methods design to produce an evaluation which captures the impact of social
prescribing at multiple levels.
Where possible, design social prescribing evaluations iteratively, so that each stage can build
upon the previous stage so knowledge can be accumulated and the evidence base can
continue to grow.
Undertake a mapping exercise to identify all stakeholders for a social prescribing evaluation.
Involve stakeholders from the outset to co-produce the study design and materials.
Involve stakeholders in the interpretation, analysis and dissemination of findings so that the
evaluation is grounded in the real world and findings can be translated back into practice, to
make a difference to people involved in social prescribing.
Involve members of the public throughout social prescribing evaluation in a meaningful way.
Follow the UK Standards for Public Involvement and report public involvement when
disseminating findings.
Take time at the start of the evaluation, before the study design is determined, to
understand the social prescribing intervention or service that is going to be evaluated.
Identify the aims, objectives, participants, context, setting, activities, processes that are
involved.
Align the evaluation with the social prescribing intervention so that the evaluation can
answer questions that are relevant to the intervention and to stakeholders.
Seek advice or use an evaluation framework to inform evaluation decision making. This will
maximise data quality, and ensure a consistent approach which can be compared with other
similar evaluations.
For rigorous evaluations of social prescribing, remove the burden on link workers and use
independent researchers to collect data at the appropriate time point.
Provide sufficient funding for social prescribing evaluations, to ensure that they can be
undertaken rigorously, without bias, to address gaps identified by services or in the
literature.
Integrate mixed methods findings to generate a more in-depth, nuanced understanding of
social prescribing, how it works, for whom and in what context.
Triangulate findings from multiple data sources and different perspectives to generate a
more in-depth, nuanced understanding of social prescribing, how it works, for whom and in
what context.
When using mixed-methods or conducting a multi-component study, produce an
overarching commentary or narrative, explaining the links between the different
components and identifying remaining gaps for future research.
Provide in-depth descriptions of methods used and decisions made to facilitate judgments
about the rigour and quality of the study, and to enable the study to be replicated in
different contexts.
Report good practice, strengths, successes, failed approaches and methods to mitigate
challenges in social prescribing evaluation to support future evaluators.
6

Lay summary
Social prescribing is a way of connecting people to sources of support in their
community, which help them to manage their health and well-being. It often
involves a person, called a link worker or community connector, who talks to
an individual, they decide goals and then connects them with community
groups or services (e.g. gardening groups, debt counselling). There are many
different models of social prescribing and lots of different people are involved.
Services also have different aims and record different outcomes, e.g. wellbeing, loneliness, depression. The differences in these social prescribing
services makes it difficult to evaluate them, which means that we don’t have a
full understanding of the impact of social prescribing.
Evaluation involves assessing the value of a service and understanding what
effects it has, the person who carries out the evaluation is known as the
evaluator. A number of academic publications report on social prescribing
evaluations, and there are also reports of social prescribing evaluations which
have been published by service providers and voluntary sector organisations.
Our project aimed to look at these reports and bring them together to
understand how different approaches to evaluating social prescribing work,
and why they work. We also wanted to understand why some evaluations do
not work so evaluators could learn from this. To do this we used a research
method called a Realist Review.
We found that there are a number of things that affect how social prescribing
evaluations work and do not work:
1. When evaluators gather people with experience of social prescribing
(including service users, health and social care professionals and
community groups) and involve them in the design and delivery of the
evaluation, the evaluation is more likely to be successful and acceptable.
2. When evaluators have a good understanding of the social prescribing
service, they can design the evaluation to match this, so that they can
understand how the service is working, what parts of it are working, and
whether it is achieving what it aims to do.
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3. When things in the evaluation have already been decided, or when the
evaluator does not have control over the way that the information is
collected, it can cause problems with the quality of the data that is
collected.
4. When designing studies and collecting data, evaluators can use findings
from early parts of their research, to help them to design the next step
of the study. For example, if the first stage found that social prescribing
improved well-being for older adults, but not younger adults, the second
stage could specifically look for older and younger adults to ask them
about their experiences, and why the difference may be.
5. When evaluations include many different parts, evaluators must bring
these together to help them gain a complete picture of the social
prescribing service and how it works. This also includes bringing together
data collected in different ways and from different people.
These findings helped us to develop some suggestions for people who are
doing evaluations of social prescribing. We will share these with our social
prescribing networks. These findings will also help us in the next stages of our
research, where we develop tools for people doing social prescribing
evaluations.
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1.

Introduction and background

The ACCORD study (Figure 2) is an evaluation framework and reporting standard, commissioned by
Health and Care Research Wales (HCRW). Researchers from the Wales School for Social Prescribing
Research (WSSPR) will develop the multi-phase programme of research, commencing with the
Realist Review reported here.

Figure 2. The ACCORD study

Through this programme of research the ACCORD study seeks to answer the following questions,
and develop outputs including an evaluation framework, reporting standards and training materials
for social prescribing evaluation. The overarching research question is “what methods for evaluating
social prescribing work, for which intervention types, for whom, and in what circumstances?”. To
address this overarching question, we specified five research questions for ACCORD:
▪
▪
▪
▪
▪

When do the differing social prescribing evaluations occur? [different stages, different types,
demographics, nature of the context]
Why do certain evaluation designs, methods & methodologies work or not work for different
social prescribing evaluation?
For whom (evaluators, commissioners, recipients) do the different designs, methods and
methodologies used for social prescribing work?
To what extent do the designs, methods and methodologies used for social prescribing
evaluation work?
How do these designs, methods & methodologies work or not work for social prescribing
evaluation?

Background
Health and social care interventions are often complex (Craig et al., 2008), characterised by multiple
interacting components, stakeholders and outcomes and a degree of flexibility in the intervention
delivered. As such, evaluating these interventions is challenging, and identifying mechanisms
through which interventions work for some people, and not others, is difficult (Craig et al., 2019).
Despite this, policy makers, commissioners, practitioners and researchers acknowledge the need to
develop the evidence base for these interventions (Datta & Petticrew, 2013).
An example of a complex intervention is social prescribing (Tierney et al., 2020; Roberts et al., 2021).
Despite lacking a standardised definition, social prescribing is being widely implemented across the
United Kingdom (Carnes et al., 2017). Models of social prescribing vary between the devolved
9

nations in the UK. In England, social prescribing is defined as “a means of enabling GPs and other
frontline healthcare professionals to refer to ‘services’ in their community instead of offering
medicalised solutions” (NHS England, 2018). People who deliver social prescribing, known as social
prescribers, link workers, community connectors, well-being co-ordinators, are either employed by
the National Health Service in England and based in primary care or funded by the third sector and
based in the community. Alternatively, Wales, Scotland and Northern Ireland use a broader model of
social prescribing. In these nations, people can be referred to social prescribing by health and social
care workers, those in the social services workforce, housing support staff and through self-referral
(Health and Social Care Board, 2018; Rees et al., 2019; Munoz et al 2020). Social prescribers are
predominantly based within the voluntary sector, and services tend to be developed using a bottom up approach on a small scale. Models of social prescribing are highly varied, and range from
signposting, ‘light-touch’ services to holistic models of care which involve ongoing support provided
by the social prescriber (Kimberlee, 2015). Typically, interventions involve a referral to a social
prescriber, who has a ‘what matters’ conversation with the individual, in which they co-produce
goals and identify resources in the community that can support the individual in meeting these
goals. Reasons for referral to social prescribing are extensive, and include; social isolation,
housing/benefits, mild-moderate mental health problems, family issues, feeling useless, disabilities,
bereavement, exercise, diet, weight loss, general practice frequent attendance, multi-morbidity, low
self-confidence, chronic illness, anxiety and depression (South et al., 2008; Kilgarrif-Foster &
O’Cathain, 2015; van de Venter & Buller, 2015; Moffatt et al., 2017; Cheetham et al., 2018; Kellezi et
al., 2019; Poulos et al., 2019).
Evaluating social prescribing is complex, and presents a number of challenges (Tierney et al., 2020;
Roberts et al., 2021). These include involvement of multiple stakeholders, utilising varying models of
social prescribing, varying levels of intensity of interventions, different political and geographical
contexts within which interventions are delivered, varying intervention aims, extensive reasons for
referral and a range of outcome. It is therefore unsurprising that the evidence base for social
prescribing is weak and inconclusive (Bickerdike et al., 20217; Roberts et al., 2021). Systematic
reviews of the social prescribing literature to date report poor quality of evaluation studies and
limited reporting on evaluation methodology and data (Pescheny et al., 2020). Qualitative studies
tend to report positive experiences of social prescribing, with service users describing improvements
in their health and well-being, social isolation and functioning (Moffatt et al., 2017; Crone et al.,
2018; Poulos et al., 2019; Dayson et al., 2020; Pescheny et al., 2020). However, these reports are
inconsistent with findings from controlled quantitative studies (Loftus et al., 2017; Panagioti et al.,
2018; Mercer et al., 2019) and this discrepancy has also been noted in mixed-methods studies
(Carnes et al., 2017).
The weaknesses in the social prescribing evidence base may be reflected in the methods,
methodology, design and tool used for evaluation. Whilst the hierarchy of evidence (Evans, 2003)
dictates that the strongest evidence comes from meta-analyses and randomised control trials, we
argue that not every methodology, method and design is necessarily appropriate for all contexts and
circumstances. This is particularly relevant given the complexity of social prescribing and the
challenges in implementing rigorous, controlled designs (Woodall et al., 2018). As such, this study
takes a Realist approach to explore what methods, methodologies and designs work (or do not
work) for whom and in what circumstances. The findings from this review will feed into the ACCORD
study to aid the development of an evaluation framework and reporting standards for social
10

prescribing. An evaluation framework will support researchers to undertake robust studies
(Greenhalgh et al., 2011) and reporting standards will ensure that sufficient detail is provided to
enable evaluation users to judge the quality and rigour of the study, and therefore draw conclusions
from the findings (Wong et al 2013).

The present review
To address the aim and research question of the overarching ACCORD study, this Realist Review
seeks to answer two questions which will feed into ACCORD:
▪
▪

How do social prescribing evaluations work or not work?
Why do social prescribing evaluations work or not work?
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2.

Methods and Approach

We undertook a Realist Review (Pawson, 2006) to explore methodology, methods and designs that
have been used to evaluate social prescribing to date. We aimed to understand how and why
evaluations in social prescribing do, and do not, work. The Realist Review ran from April 2020 to
June 2021 and was supported by an Advisory Group (Pawson et al., 2005), consisting of 13
individuals with expertise and experience in social prescribing, evaluation methodology and Realist
methodologies. The protocol was registered with PROSPERO (CRD42020183065; Elliott et al., 2020).

A Realist perspective
The Realist perspective seeks to unpick ‘what works, for whom and in what circumstances’ (Pawson
& Tilley, 1997). It goes beyond attempts to establish causal uniformities between variables and seeks
to identify what outcomes occur as a result of the context and setting the intervention is
implemented within (Dalkin et al., 2015). Adopting a generative model of causality, the Realist
approach proposes that to understand a causal relationship between two variables (i.e. an
intervention and an outcome), it is necessary to understand both the underlying mechanism that
connects the variables, and the context within which they sit (Pawson et al., 2005).
Realist Review is a logic of enquiry which is flexible and embraces real-world diversity and variation
(Pawson et al., 2005). A Realist Review synthesises findings from primary research through the
application of a Realist model of generative causation (Wong et al., 2013) . It seeks to identify context
(C), mechanism (M) and outcomes (O) detailed within the literature and understand the
relationships between these, representing them as CMO configurations. A table with definitions of
terminology used in Realist Review can be found in table 1.
Table 1. Realist glossary of terms

Term
Realist Theory
Realist Review
Context
Mechanism

Outcome

Definition
A theory which makes reference to the underlying generative
mechanisms that exist in the domain of the real (Hawkins, 2016).
The process of evidence review that follows the realist approach (Bunn
et al., 2017).
Any condition that triggers and/or modifies the behaviour of a
mechanism (Jagosh et al., 2011).
Underlying entities, processes, or structures which operate in particular
contexts to generate outcomes of interest. Mechanisms are hidden,
sensitive to variations in contexts and generate outcomes (Astbury &
Leeuw, 2010).
The impact resulting from an interaction between mechanisms and
contexts (Papoutsi et al., 2018). Intended or unintended outcomes
triggered by a mechanism within a given context. These may be proximal
(immediate) or distal (future).
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Programme Theory

Context-MechanismOutcome
Configuration (CMOC)

The ideas and assumptions underlying how, why and in what
circumstances complex social interventions work (Dalkin et al., 2015). An
abstracted description and/or diagram that lays out what a
programme/family of programmes comprises and how it is expected to
work (Wong et al., 2013b). Programme theory explains the sequence of
implementation of an intervention and provides theories of change to
explain how outcomes are generated by mechanisms.
A statement that describes the relationship between context,
mechanism and outcome, such that a context triggers a mechanism,
which then produces an outcome (Jagosh et al., 2011).

In the context of the present review, the intervention under investigation is the methodology,
method and design employed by researchers to evaluate social prescribing interventions, in contrast
with more typical Realist Reviews, in which the intervention is a health or community-based service.
The Realist approach was deemed most appropriate for this review for several reasons. Social
prescribing interventions are complex (Tierney et al., 2020; Roberts et al., 2021) and involve multiple
components, stakeholders and service variations. The Realist approach accepts this complexity
(Pawson et al., 2005) and enables exploration of mechanisms in a variety of social prescribing
contexts. Realist Reviews accept a broader range of sources of information than traditional
systematic reviews (Husk et al., 2016), and are not limited to the published literature (Pawson et al.,
2005). As social prescribing evaluations range from large-scale research to small-scale monitoring,
there were lessons to be learnt across the spectrum. By including grey literature documents and
documents from the social prescribing practitioner community, this review provides a
comprehensive view of evaluation methodology, methods and designs which are employed in a
variety of contexts. In subsequent stages of this programme of research, the findings from the
review will inform development of an evaluation methodology and reporting standards. These will
need to be applicable across the spectrum of evaluations and should therefore be informed by best
practice across the field. Finally, Realist Review rejects the hierarchical approach to appraising
research quality and rigour and instead assesses documents based on relevance to the research
question and rigour of methodology (Pawson et al., 2005). By broadening the scope of the review to
include documents with varying degrees of methodological quality, we were able to capture a more
inclusive perspective when drawing inferences from the data and developing the programme theory.

Method
Our approach was informed by the steps to Realist Review set out by Pawson (2006) and
supplemented with additional approaches to data extraction, analysis and synthesis (Ford et al.,
2016; Husk et al., 2016; Davies et al., 2017; North et al., 2018; Tierney et al., 2020). A detailed
description of the methods used in this Realist Review is set out in the study protocol (Elliott et al.,
2020).
Step 1: Identifying the review questions
This step involved clarifying the scope and purpose of the review and establishing the research
questions to be addressed by the review. This Realist Review sits within the broader ACCORD study,
which aims to develop an evaluation methodology and reporting standards for social prescribing
13

evaluation. The purpose of the review is to identify best practice in social prescribing evaluation, and
identify what works, and does not work, in different circumstances and for different people. This
review aimed to answer the following two research questions:
▪
▪

Why do certain evaluation designs, methods & methodologies work or not work for different
social prescribing evaluation?
How do these designs, methods & methodologies work or not work for social prescribing
evaluation?

Step 2: Searching for studies
We adopted a four-phase iterative approach to searching the literature (Pawson et al., 2005).
Primarily a background search was conducted to identify key sources, search terms and search
strategies used in systematic and Realist Reviews of social prescribing. This identified initial ideas
which informed the development of the initial programme theory about methodologies used for
social prescribing evaluation. From this initial search, a formal search strategy was established. The
search strategy was reviewed and added to by the Wales School for Social Prescribing Research
Steering Group, with membership from academia, third sector and health and social care. The full
study protocol (Elliott et al., 2020) and search strategy were also reviewed by the Advisory Group
who commented on strategy and provided suggestions for search terms and databases which may
yield further relevant documents.
Search terms were used relating to social prescribing, community and evaluation. The full search
strategy can be found in Appendix A. A full search of the international published literature was run
using the following databases; ASSIA, CINAHL, Embase, Medline, PsycInfo, PubMed, Scopus Online,
Social Care Online and Web of Science. In addition, the grey literature in Wales was searched for
publicly available evaluation and monitoring documents. This involved searching; local authority
websites, third sector websites, NHS websites, ‘Open Grey’ and university websites. A re quest for
evaluation and monitoring reports was also distributed to the Wales Social Prescribing Research
Network (WCVA, 2021) to identify any additional evaluation and monitoring documents. Databases
were searched for literature published until the end of May 2020.
The published literature search identified 2904 records and 144 records were identified through the
grey literature search and the network (n=25), see Figure 3 for a PRISMA diagram.
Step 3: Study selection
Evaluations were required to make some reference to the social prescribing/link worker process to
be included, however the evaluation could refer to any component of the social prescribing pathway
(e.g. referral, link worker process or engagement with community resources). All evaluation an d
monitoring designs were included, but documents where description of designs lacked sufficient
detail were excluded. International published literature was included, but only grey literature from
Wales was included. This decision was taken due to the differences in the models of social
prescribing between Wales and other UK nations (Husk et al., 2016) and the differing health and
social care systems as a result of devolution (Greer, 2016). As such, documents published from 1st
January 1998, the start of devolution, were included.
Of the 3048 documents identified for screening, 2493 were deemed irrelevant and excluded through
title screening undertaken by ME. Abstracts of the remaining 555 documents were then screened by
ME, using an abstract screening tool developed by the review team. A random sample of 10% of
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documents were screened by a second reviewer (JD) to establish consistency in application of the
abstract screening tool (Tierney et al., 2020). Where reviewers disagreed, the document was
discussed by the review team to determine whether it met the inclusion criteria (Perez Nyssen et al.,
2016).
Following abstract screening, a further 369 documents (total, n=2889) were excluded and 159
documents remained for full-text screening. Full text documents were reviewed by ME, with 10%
reviewed by a second review (CW). A further 76 articles were excluded at this stage for reasons
including; article does not describe a social prescribing pathway (n=32), methods are not sufficiently
described (n=16), no data is reported (n=13), full text document not available/document is
conference abstract (n=10) and duplicates (n=6). This resulted in a final selection of 82 documents
for inclusion in the Realist Review.
The Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) diagram (Figure
3) provides more detail on the screening and selection process.

Figure 3. PRISMA flow diagram of identified documents

Step 4: Quality appraisal
Documents were initially assessed for relevance and rigour. Documents were considered to be
relevant if they contributed to the development and refinement of the programme theory, and
provided information regarding contexts, mechanisms, outcomes or the relationships
15

(configurations) between them. Rigour was determined based on trustworthiness of the data, based
on methods used and quality of reporting. However, as the phenomena under review was evaluation
methods and design, and the aim was to establish how and why certain evaluations do and do not
work, it did not seem appropriate to make judgements or exclude any documents on this premise .
Even documents which would be classified as ‘low’ in rigour were able to contribute to the
programme theory and CMOCs. This was particularly important to ensure the inclusion of grey
literature documents which can provide learning about different contexts within which evaluations
may occur.
Therefore, the review team decided to appraise documents based on usefulness and relevance.
Documents were categorised as either ‘high’, ‘moderate’ or ‘low’, as defined in Table 2.
Categorisation of each document can be found in the document characteristics table in Appendix B.
Of the 82 included documents, 15 were classified as ‘high’, 35 were classified as ‘moderate’ and 32
were classified as ‘low’ in usefulness and relevance. Documents appraised as ‘low’ were still included
in the Realist Review as it was agreed that they may contribute ‘nuggets’ of information which would
be relevant to the development of the programme theory (Pawson, 2006b).
Table 2. Appraisal criteria for usefulness and relevance

Appraisal assessment: Usefulness and relevance of this study is:
High

Moderate

Low

None

Papers that have high
relevance – framing of
research and research
questions are highly
matched to review
questions, empirical
findings are clearly
described, rich
description of process
& context.

Papers that have a
moderately relevant
framing to theories –
report on different but
related interventions,
similar outcomes,
describe middle-range
theories, areas of
interest, potential to
populate CMOs.

Papers that met the
inclusion criteria but
little description of
context and
mechanism. Contains
at least one idea or
statement about the
context, mechanisms
or outcomes that can
be used for refining
theory & building
CMOs.

Upon reading this
paper the full-text
paper does not
correspond to the
review questions, does
not have any context
that corresponds to
programme theories
or does not describe at
all the context or
mechanisms.

Step 5: Data extraction
The 82 included documents were split into four sub-cases based on methodology; qualitative (n=21),
quantitative (n=14), mixed-methods (n=37) and reviews (n=10).
A bespoke data extraction form was developed by the Review team using Microsoft Excel. The form
gathered data including; author, year, journal, sub-case, methods, intervention type, participants,
evaluators, circumstances, intervention aims and evaluation aims. Emerging context-mechanismoutcome configurations (CMOCs) were also extracted and recorded within the data extraction form.
Each CMOC was also coded, to allow gathering of CMOCs relevant to particular themes in the data
synthesis step. If-then statements were also developed for each of the CMOCs to further clarify
thinking around the relationships between the three components; context, mechanism and
outcome.
16

An example of the preliminary data extraction process for CMOCs and themes for one document
(Mercer et al., 2019) can be seen in Table 3.
Table 3. Example of coding & CMOC development
Context

Mechanism

Outcome

Theme

If-then statement

C1 = Researchers
aimed to collect
baseline data
before the start of
the intervention

M1 = lack of
researcher control
over when the
practitioner would
see the patient

Data collection

In a quasi-RCT, researchers aim
to collect baseline data before
the start of the intervention ©,
but the researchers lack control
over when the practitioner sees
the patient (M) so data
collection may be before or
after the start of the
intervention, which may
confound results (O).

C2 = Generating a
comparator group

M2 = Characteristics
of patients were
unknown in advance

O1 = Only 55% of
baseline data
collected before
first appointment /
O1b = No
significant
difference between
patients with data
collected
before/after
consultation
O2 = Not able to
select matched
control patients

Data

C3 = Describing an
intervention

M3 = Use of
framework to define
the intervention

O3 = Clarity about
each of the key
components of the
intervention

Intervention

When generating a comparator
group ©, knowledge of patient
characteristics is necessary (M)
to select matched controls (O)
When describing an
intervention ©, researchers can
use a framework like the TIDieR
framework (M) to define the
intervention and provide clarity
about each component of the
intervention (O)

C4 = Qualitative
studies have found
positive
experiences, but
these studies also
report that services
are often not used
to their full extent.

M4 = Qualitative and
quantitative findings
reported separately
and little linkage
between the two.

Broader
context

If a study is conducted as a
mixed-methods study ©, but
quantitative and qualitative
findings are reported separately
with little linkage between the
two (M), conclusions cannot be
firmly drawn about the effect of
the intervention (O)

C5 = Service
development
independent of the
study team

M5 = Intervention
lacks underpinning
theory and evidence
based development

O4 = Published
qualitative results
separately on the
same sample (ref
27). Concluded that
such approaches
may not achieve
their potential
because of ongoing
economic austerity
and lack of funding
for the third sector
O5 = ???

Intervention

C6 = Risk of
participant burden
in questionnaire
length

M6 = Create selfreported exercise
tool

O6 = Use of
unvalidated tool

Outcome tools

If a service is developed
independently of the study
team ©, the intervention (O)
may lack underpinning theory
and evidence based
development (M)
If there is a risk of participant
burden in questionnaire length
©, then researchers create
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tools to measure outcomes (M)
which are unvalidated (O)

Step 6: Data synthesis
The data synthesis process aims to refine the programme theory by determining what works, for
whom, in what circumstances, to what extent and why (Rycroft-Malone et al., 2012). The overall aim
of a Realist Review is to generate a refined programme theory. A programme theory is an abstracted
description and/or diagram which sets out what an intervention comprises and how it is expected to
work. There are two features which make a programme theory a Realist programme theory. Firstly,
the programme theory must provide detail around the implementation and sequencing of an
intervention. Secondly, it must provide causal explanations of how and why the programme works,
in the form of Context-Mechanism-Outcome Configurations (CMOCs).
To move from the data extraction phase through to data synthesis, codes were reviewed and
synthesised into overarching themes for each sub-case. An example of this process can be seen in
Table 4.
Table 4. Examples of codes and broader themes identified from the literature

Code
Influence of commissioners, Research team composition,
Stakeholders, Multiple stakeholders
Outcome measures, Integration of findings, Triangulation,
Design, Sequential
Sampling, Recruitment, Data saturation, Follow up

Broader theme
Stakeholders
Design
Sampling

CMOCs within each code, and broader theme were reviewed. A meta-matrix of all codes and their
broader themes was created to identify which codes and themes were identified within which subcase. Across the four sub-cases, 77 codes were identified, which sat within 13 broader themes;
analysis, broader context, data, design, dissemination, exploration, intervention, outcomes, research,
sampling, service, stakeholders and theory. The preliminary meta-matrix can be found in Appendix C.
Using these broader themes, corresponding codes and CMOCs, the initial programme theory was
refined. This involved locating each CMOC at a particular point, or multiple points, on the logic
model produced in the first stage (Figure 4). The initial programme theory and CMOCs were
reviewed and developed iteratively through discussions with the Review team, and through an
interactive Advisory Group meeting.
The primary reviewer kept a reflective diary throughout the synthesis process. Major decisions and
queries were discussed with the Review team at regular meetings.
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3.

Findings

Document characteristics
We included 82 documents in the Realist Review. Of the documents included, 56 were published and
26 were identified from the grey literature. To facilitate synthesis, documents were split into four
sub-cases; qualitative (n = 21), quantitative (13), mixed-methods (n = 37) and reviews (n = 10), see
Table 5. Sub-cases were agreed by the review team.
Table 5. Summary of documents within each sub-case

Qualitative
Quantitative
Mixed-methods
Review
Total

Published
20
13
15
8
56

Grey
1
1
22
2
26

Total
21
14
37
10
82

The majority of evaluations were undertaken in England (n=43), with others from Wales (n=26),
Scotland (n=6), Denmark (n=3), Northern Ireland (n=1), Netherlands (n=1), Canada (n=1) and
Australia (n=1). It is important to note that grey literature was only gathered from Wales, whereas
published literature was gathered internationally. This decision was taken due to the differences in
models of social prescribing within the four nations and internationally.
Generally, studies lacked in-depth descriptions of the methods and evaluation processes that they
undertook. This may be limited by journal article length limitations but posed a challenge for this
Realist Review.
The majority of documents were evaluations of general social prescribing programmes, focusing on
holistic wellbeing and promoting wellness. Most described a ‘link worker’ process (alternative terms
include navigator, link co-ordinator, wellbeing co-ordinator). Other programmes under evaluation
included Arts on Prescription, Nature-based interventions, Welfare advice services, Time Credits
programmes, Museum-for-Health programmes, National Exercise on Referral Services and nurse
navigation.
Finally, there was variety in the way that research teams and evaluations were managed, and who
they were undertaken by. Twenty-three (n=23) of the evaluations were described as being
commissioned and undertaken by an independent research team, who were not involved with the
intervention development, implementation or delivery. Alternatively, 18 were ‘in-house’
evaluations, undertaken by service providers. Twelve (n=12) of the evaluations described a mixed
team, including researchers and service providers, a further four (n=4) documents explicitly
described the involvement of members of the public within these mixed teams. In two of the
evaluations, the authors described how the researchers became stakeholders within the project as a
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result of the evaluation, and were involved with programme development and implementation.
Twenty-three (n=23) of the studies provided no description of the research team.
Details of the characteristics of each of the documents included in this Realist Review can be found
in Appendix B.

Development of the initial programme theory
This Realist Review identified five key findings which are important for social prescribing evaluation.
Initially, a lengthy and detailed initial programme theory of social prescribing evaluation was
developed based on a preliminary review of the literature (Figure 4). This preliminary literature was
drawn from an informal search on social prescribing evaluation methods and drew on substantive
theories including; Utilisation-focused evaluation (Patton, 2003) and Realist evaluation (Pawson,
2006). The initial programme theory was not realist in nature, as it did not describe the mechanisms
by which the evaluation worked. However, it informed the extraction of context-mechanismoutcome configurations (CMOCs) in the later stages of the synthesis.

Figure 4. Initial programme theory for social prescribing evaluation

Refining the initial programme theory
Following presentation of the initial programme theory for social prescribing evaluation to the
Advisory Group, it was agreed that it would be helpful to disaggregate the initial programme theory
into three components, which could then be explored and unpicked in more depth. These three core
components of the evaluation process were; preparation [1], conducting the evaluation [2] and
interpretation [3].
This section will explore each of the components in further depth and describe the tentative CMOCs
that were identified as relevant for each section during the development and refinement of the
programme theory. The refined programme theory and final CMOCs will then be presented.
Component 1: The preparatory phase
The preparation phase, component 1 (Figure 5), primarily involves a scoping activity for the
evaluator to understand the context within which the evaluation is taking place. This involves
understanding both the literature and the intervention under evaluation, as well as identifying
stakeholders to be involved. The processes of understanding the intervention and identifying
stakeholders feed into each other, to develop a more detailed understanding of the intervention
context. Identification of stakeholders also feeds into the formation and expansion of the research
team over the preparatory phase. We acknowledge that this building of the research team may be
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ongoing and iterative, as different stakeholders are identified and diverse perspectives and expertise
are required.
By understanding the context, the evaluation team are able to identify the service aims and gaps in
the literature to be addressed (PROXIMAL OUTCOME). This directly feeds into the identification of
research questions for the evaluation. These research questions may also be influenced by
commissioner priorities (CONTEXT) and the shared experiences (MECHANISM) of the mixed and
diverse evaluation team.
Once a preliminary set of research questions is identified by the evaluation team, the team can
proceed to deciding on the study design, methodology and methods that will be employed. This is
influenced by the research expertise (MECHANISM), past evaluation designs identified in the
literature, the diverse perspectives of stakeholders (MECHANISM) and also ‘real world’ perspectives
from stakeholders involved in service delivery and practice (MECHANISM). These stakeholders may
identify issues in implementing particular designs in their service.
There is also an ongoing period of refining both the design and research questions. This refinement
(MECHANISM) is important to ensure that the research questions align with the research design and
methods chosen. The preparation phase concludes with a design that is ethical, rigorous and
acceptable to stakeholders (PROXIMAL OUTCOMES). The evaluation team must then seek the
relevant permissions and approvals (e.g. ethical approval) to proceed with conducting the study.

Figure 5. Component 1, preparation

C
Component 2: Conducting the study
Component 2 (Figure 6) portrays the process of conducting the evaluation and involves three core
processes.
Firstly, participants must be recruited to join the study. The success of the recruitment strategy
employed largely depends on factors such as the evaluator relationship with the target group
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(MECHANISM), familiarity of the prospective participants with the research process (MECHANISM)
and characteristics of the target group (MECHANISM), such as their health or age. Once recruitment
is complete (OUTCOME), the data collection cycle may begin. This can involve quantitative-only or
qualitative-only studies, however, this review identified mixed-methods designs to be the most
effective for collecting data and reaching a nuanced understanding of the impact and mechanisms of
the social prescribing intervention. Using a sequential mixed-methods design (MECHANISM), where
findings from a preliminary study were used to shape design and data collection for the second
study was optimal, as this provided the opportunity for refinement (MECHANISM) and exploration
(MECHANISM).
Finally, data is analysed. At this point, data collected from different parts of the study, for instance,
from different stakeholders or using different data collection methods may be triangulated
(MECHANISM) to provide a more detailed understanding of which aspects of the intervention work
for which groups, and how (OUTCOMES). The data collection-data analysis process may be iterative
(MECHANISM), allowing data previously collected to shape the way that data is subsequently
collected, for instance, by adapting interview schedules to include additional questions that were
raised in previous interviews.

Figure 6. Component 2, conducting the study
Component 3: Interpretation
Finally, an interpretation phase is undertaken (Component 3; Figure 7).
This involves discussions about the findings with the broader evaluation team and stakeholders, to
interpret the findings in the context of the intervention (CONTEXT). Findings are then explored
within the broader study context. This includes both the integration of different components of a
study to draw overarching conclusions (MECHANISM), as well as integration of the findings from the
evaluation with the existing literature (CONTEXT, MECHANISM) to make sense of the results and
theorise as to why the findings may have occurred. Findings and interpretations are then reported,
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in both academic and public-facing documents which are accessible to lay readers, and
recommendations are provided (OUTCOMES). These recommendations may include unanswered
research questions for future research, or methodological or service provision recommendations to
improve future evaluation or practice.

Figure 7. Component 3, interpretation
The relationship between the three components
The flow between components is cyclical (see Figure 8), with the preparation phase required to seek
permissions to proceed with conducting the study, before interpreting findings and integrating them
with existing knowledge. Whilst we hypothesise a connection between interpretation and
identification of new research questions, initiating another cycle of the evaluation process, this is
less evident in the literature.

Figure 8. Overarching flow between the three components of social prescribing evaluation
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The refined programme theory
As demonstrated in figures 5-7, a series of contexts, mechanisms and outcomes were developed and
located within the logic model. When considering the relationship between the three components
(Figure 8), it became clear that the mechanisms and contexts were frequently relevant across the
different components of social prescribing evaluation. Drawing upon the CMOCs and ide as within
the diagrams above, the refined programme theory was developed. This incorporates the CMOCs,
which will be explored and expanded below, and demonstrates the cyclical nature of the process of
social prescribing evaluation.
The refined programme theory can be found in Figure 9. This programme theory is structured
around the three components from the initial programme theory. It also identifies six core
overarching contextual factors which are influential in social prescribing evaluation. It then
identifies five mechanisms through which social prescribing evaluation works, depending on the
given context, to give the outcome of an acceptable and high-quality social prescribing evaluation.
This Review will discuss each of these mechanisms, relevant context-mechanism-outcome
configurations (CMOCs) and provide evidence from the literature to support this refined programme
theory.

Figure 9. Refined programme theory for social prescribing evaluation
The relationship between the contexts, mechanisms and outcomes identified can also been seen in
Figure 10. This demonstrates the complicated relationship between the CMOs and highlights how
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there are multiple configurations between the contexts and mechanisms to produce outcomes. The
CMOCs listed below within each of the themes explores these relationships in further depth.

Figure 10. Diagram depicting the relationships between contexts, mechanisms and outcomes for social prescribing
evaluation.

The overarching context
There are multiple, relevant contextual features of social prescribing evaluation which should be
considered; funding, service status, stakeholder involvement, contextual knowledge, target
population and theoretical stance. These are relevant to all three components of the evaluation
process, and directly impact upon the five mechanisms described below.
The funding arrangements for social prescribing evaluation are seldom discussed in evaluation
reports and documentation. A number of documents alluded to study limitations as a result of
funding (Stalker et al., 2008; Heijnders & Meijs, 2018; Social Prescribing Torfaen, 2018; Woodall et
al., 2018; Mercer et al., 2019; Kellezi et al., 2019), some explained that funding was made available
for the service, as opposed to research activity (Poulos et al., 2019) and Chatterjee et al (2018)
highlighted a gap in funding for ‘state-of-the-art’ evaluation for social prescribing interventions. The
level of resource directly impacts upon the rigour, design and time a research team can afford in the
design and implementation of their evaluation. Ethical, social and practical reasons also influence
feasibility of evaluation designs, for instance, use of a controlled trial in which the intervention is
withheld from a group (Woodall et al., 2018).
Features of the intervention also affect how the evaluation works. Social prescribing interventions
are known to be highly variable and flexible (Stalker et al., 2008; Carnes et al., 2017; Loftus et al.,
2017; Kingstone et al., 2019; Hanlon et al., 2019) and discrepancies in service delivery pose
challenges for evaluators. Recruitment may also be impacted by the nature of services, particularly
in relation to high staff turnover and non-permanent staff (Craig et al., 2008b; Skivington et al.,
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2018). The focus and design of evaluation is also influenced by commissioner interests, conceptions
and key performance indicators, which alter the level of control the researchers have (Dayson, 2017,
Cheetham et al., 2018). Evaluation design decisions can be informed by the literature, participant
group and stakeholder involvement (Chatterjee et al., 2018; Wellbeing 4 U, 2018; Kingstone et al.,
2019; Elston et al., 2019).
The target population for the intervention is a key contextual factor which influences how social
prescribing evaluations work, for whom and in what context. Ensuring that evaluation designs and
methods are appropriate for the group under investigation is crucial (Stickley & Hui, 2012, Stickley &
Hui, 2012b). Awareness of demographics of participant group can also inform conclusions about
generalisability of the findings (Woodhead et al., 2017). Participant health may impact participation,
with higher rates of declining and non-completion for groups with health problems (Kilgarriff-Foster
& O’Cathain, 2015, Loftus et al., 2017, Milestone Tweed, 2018). Potential for bias in the evaluations
occurred where participants were expected, rather than chose, to participate in programmes
(Jensen & Torrissen, 2019) and where participants were aware of funding challenges for community
organisations (Payne et al., 2020).
Finally, the theoretical stance that researchers adopt in the design and delivery of the evaluation will
influence the way in which it is undertaken, and findings are interpreted (Stickley & Hui, 2012;
Dayson, 2017; Todd et al., 2017; Bertotti et al., 2018; Bird et al., 2019; Hanlon et al., 2019; Jensen,
2019; Kellezi et al., 2019; Kingstone et al., 2019; Mercer et al., 2019; Wildman et al., 2019; Payne et
al., 2020).

Mechanism 1: Co-production
Twenty articles (n=20; Campbell et al., 2007; Craig et al., 2008b; Stickley & Hui, 2012; Carnes et al.,
2017; Moffatt et al., 2017; Bertotti et al., 2018; Chatterjee et al., 2018; Heijnders & Meijs, 2018;
Milestone Tweed, 2018; Pescheny et al., 2018; Pesut et al., 2018; Skivington et al., 2018; Woodall et
al., 2018; Kellezi et al., 2019; Kingstone et al., 2019; Poulos et al., 2019; Redmond et al., 2019;
Hassan et al., 2020; Irvine et al., 2020; Payne et al., 2020) provided information relating to this
theory and it is relevant across all three components of social prescribing evaluation. There was a
contrast in the literature, between evaluations that reported independent research teams, which
had no connection to the intervention, evaluations that were led by integrated research teams,
which included academics, policy advisors, practitioners and service providers and members of the
public and evaluations that did not comment on the composition of their research team.
IF stakeholders are involved from the outset (C), THEN social prescribing evaluations are coproduced (M) and are more acceptable to participants (O).
IF social prescribing evaluations are co-produced by mixed teams (C), THEN sharing of
experiences, expertise and diverse perspectives (M), increases evaluation trustworthiness (O).
Formation of a mixed team, which includes researchers and stakeholders (service providers, those
receiving the service, commissioners, healthcare professionals, etc.), at the early stages of
evaluation development is crucial in ensuring that an evaluation design that is acceptable and
trustworthy.
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The mixed research team allows for sharing of experiences and perspectives, so that research
materials, e.g. topic guides, are co-produced and based on both the literature and experiences of
stakeholders (Heijnders & Meijs, 2018). Link workers and beneficiaries can comment on the study
design and acceptability of design features (e.g. number of outcome tools used, type of outcome
tools, frequency of data collection, etc.) for prospective participants (Craig et al., 2008b; Woodall et
al., 2018; Irvine et al., 2020). By ensuring that these aspects are guided by stakeholders, evaluators
can reduce participant burden and subsequently increase data completion rates.
Involving service providers in evaluation development also facilitates implementation and bedding in
of the evaluation in practice. Evaluators often rely on link workers to support participant
recruitment, as gatekeepers and collect data as part of service provision (Carnes et al., 2017; Moffatt
et al., 2017; Bertotti et al., 2018; Heijnders & Meijs, 2018; Pescheny et al., 2018; Skivington et al.,
2018; Irvine et al., 2020; Payne et al., 2020). By including them at the outset, a sense of investment
in the evaluation is fostered. This sense of investment encourages effective data collection and a
sense of responsibility for the evaluation, resulting in higher completion rates and better-quality
data collected. There was strong evidence that where link workers were involved in participant
recruitment, particularly for qualitative studies, recruitment was more successful, and more
individuals agreed to participate. Whilst a randomised approach to participant recruitment would be
optimal in removing biases, this sampling approach yielded few participants (Carnes et al., 2017;
Bertotti et al., 2018; Kellezi et al., 2019) and often required link worker follow-up to boost
recruitment numbers. This was still true where the recruitment guide was co-designed with link
workers (Pescheny et al., 2018). Similarly, in a study where all participants were contacted and
invited to interview, and a self-selection recruitment strategy was used, response rates were still low
(10% of programme users; Hassan et al., 2020). As such, evaluators must manage the balance
between data integrity and feasibility of recruitment strategies.
Researcher involvement in the patient journey and intervention development also offers a different
perspective/lens through which to examine the data (Redmond et al., 2019). Where this includes
involvement of researchers from different professional backgrounds this provides an opportunity for
triangulation and increases the trustworthiness of the analysis (Kingstone et al., 2019, Poulos et al.,
2019).
Only six studies included in the review (6/82; 7%) explicitly reported on patient and public
involvement (Campbell et al., 2007; Stickley & Hui, 2012; Milestone Tweed, 2018; Pesut et al., 2018;
Kingstone et al., 2019; Hassan et al., 2020). Involvement of public advisors throughout the study
provides contextual information and different perspectives for study design and interpretation of
findings, resulting in co-produced study materials and collaboratively determined themes and ideas
(Stickley & Hui, 2012; Kingstone et al., 2019; Hassan et al., 2020). To facilitate data analysis where
members of the public or inexperienced researchers are involved, vignettes can be created from
transcripts to make the data more accessible to the research team (Stickley & Hui, 2012).
Furthermore, where public members are involved in data collection, for instance by co-facilitating
focus groups, a relaxed environment for conversations is created, enriching the data collected
(Hassan et al., 2020). Pesut et al (2018) took a community-based research approach whereby
members of the community were involved with evaluation conceptualisation and implementation.
Through this process, trusting relationships were developed, which facilitated the evaluation and
resulted in limited study attrition. In a systematised review, Chatterjee et al. (2018) highlighted the
27

importance of involving stakeholders, particularly participants in evaluation, to determine what they
expect and integrate all views and perspectives.

Mechanism 2: Alignment
Twenty-four documents provided evidence for this mechanism (Craig et al., 2008b; Murphy et al.,
2010; Carnes et al., 2017; Dayson, 2017; Grow Cardiff, 2017; Rempel et al., 2017; Woodhead et al.,
2017; Bertotti et al., 2018; Chatterjee et al., 2018; Cheetham et al., 2018; Heijnders & Meijs, 2018;
Thomson et al., 2018; Woodall et al., 2018; Elston et al., 2019; Grow Cardiff, 2019; Kellezi et al.,
2019; Maund et al., 2019; Mercer et al., 2019; Poulos et al., 2019; Hassan et al., 2020; Irvine et al.,
2020; Pescheny et al., 2020; Tempo Time Credits, 2020). It predominantly pertains to the first stage
of the programme theory; preparation, however it is also relevant to the interpretation stage, in
which the findings are analysed and interpreted in relation to the research questions.
IF evaluators have strong contextual knowledge about the intervention and its’ aims (C), THEN
they can align the research questions and design (M) to understand whether the intervention
meets the aims (O).
By fully understanding the programme to be evaluated, the research team is able to design the
evaluation accordingly. This involves seeking information about the programme aims, objectives,
context, setting, participants, structure, components, key elements, etc (Stalker et al., 2008, Bertotti
et al., 2018). Researchers may do this by speaking to key stakeholders, including commissioners and
participants to understand their expectations (Chatterjee et al., 2018). Observations of the service in
practice and service mapping activities to map organisations and the interventions can also help
develop this understanding (Craig et al., 2008b). Best practice involves using a framework (e.g.
TIDieR; Hoffmann et al., 2014) to understand the purpose, resources, procedures, providers,
tailoring, modification, etc. for the intervention (Mercer et al., 2019). This thorough exploration of
the intervention, its aims and setting directly informs development of the research questions and
design. Alternatively, evaluations taking a realist approach (Pawson, 2006) will develop an initial
programme theory to explain the initial understanding about the intervention and how it works
(Woodhead et al., 2017; Bertotti et al., 2018). This provides a basis for the development of further
cycles of enquiry to explore, refine and develop the programme theory.
Crucially, the researchers understanding of the intervention, and what it aims to achieve should
directly inform research question development and study design (Craig et al., 2008b; Carnes et al.,
2017; Dayson, 2017; Grow Cardiff, 2017; Rempel et al., 2017; Elston et al., 2019; Maund et al., 2019).
This is particularly relevant when selecting outcome tools. By clarifying the study aim, e.g. to
improve quality of life (Mercer et al., 2019), the researchers can select corresponding validated
outcome tools for data collection (Dayson, 2017; Thomson et al., 2018; Mercer et al., 2019). This
alignment throughout the study enables the researchers to conclude whether the intervention has
achieved its’ aims. Some articles stated aims, but then proceeded to use misaligned evaluation
designs and outcome tools. As such, whilst some effects may be identified, others may be missed,
and the evaluation cannot conclude whether the intervention achieved what it set out to do.
Clear presentation of alignment between aims, research questions, methods and outcomes tools is
helpful in aiding the evaluation user. Where complex study designs were used, particularly for
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mixed-methods studies, this alignment was presented in table or diagram format, with clear links
between each of the components (Craig et al., 2008b; Carnes et al., 2017; Grow Cardiff, 2017; Grow
Cardiff, 2019). An evaluation of the impact of Tempo time credits (Tempo Time Credits, 2020)
presented an outcome map which showed the main impact areas of interest, specific outcomes to
be measured and data sources. Rempel et al (2017) reported that where documents had multiple
aims, they rarely stated which outcome measure corresponded with which aim.
Finally, by explicitly stating the research aims and questions at the outset, data collection and
analysis focuses on answering these questions, and data can be interpreted in response to each
research question. Where researchers present their findings in this way, showing direct links from
research question to findings (e.g. Grow Cardiff, 2017; Heijnders & Meijs, 2018; Woodall et al., 2018;
Tempo Time Credits, 2020), the reader can draw direct conclusions about the research and
intervention.
It is important to note that often in social prescribing evaluation, unanticipated benefits or outcomes
are identified (e.g. Carnes et al., 2017; Woodall et al., 2018; Maund et al., 2019; Pescheny et al.,
2020). This mechanism does not suggest that researchers should limit their designs, data collection,
analysis and interpretation to only correspond to the aims of the intervention. Instead, it
demonstrates the value of aligning the design and presenting the findings accordingly, to allow
stakeholders and readers to draw conclusions about the questions. A challenge with this mechanism
is current gaps in the social prescribing evaluation toolkit, which means that outcome measures may
not be fit-for-purpose for certain contexts (Campbell et al., 2007; Jarrett et al., 2012; Thomson et al.,
2018; Mercer et al., 2019; Irvine et al., 2020). As such, researchers have modified validated tools or
designed custom tools for their evaluation purpose, posing risks of bias and rigour.
Mechanism 3: Agency
Fifteen documents (n=15) provided evidence for this mechanism (Campbell et al., 2007; Dayson,
2017; Chatterjee et al., 2018; Cheetham et al., 2018; Heijnders & Meijs, 2018; Milestone Tweed,
2018; Panagioti et al., 2018; Social Prescribing Torfaen, 2018; Woodall et al., 2018; Bird et al., 2019;
Elston et al., 2019; Mercer et al., 2019; Pescheny et al., 2019; Prior et al., 2019; Jones & Lynch,
2020). It is relevant throughout the evaluation process, but particularly for preparation and
conducting the study.
When there are pre-determined aspects to an evaluation (C), the researcher does not have the
freedom to make decisions regarding the execution of the study (M) and this minimises data
quality (O).
Often, evaluations of social prescribing interventions are implemented after the programme has
been rolled out and implemented in practice. As such, certain components of the evaluation are pre determined. For instance, the evaluation of Singing for Lung Health (Milestone Tweed, 2018)
selected outcome tools that participants had already completed through the programme. Whilst this
may have aided data collection due to participant familiarity with the tools, the pre -determined
tools may not have aligned with the aims and intentions of the evaluators. In this case, this also
involved use of five measures, which resulted in high levels of participant burden and compromised
data quality.
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Researchers also report that evaluation research questions, methodology, focus and outcome tools
are commonly pre-determined by scheme developers (Prior et al., 2019), commissioners (Dayson,
2017, Cheetham et al., 2018) or routine data monitoring systems (Cheetham et al., 2018). Where the
evaluation is implemented at a later stage, it is also not possible to capture robust value and
outcome data, required for more in-depth analyses (Jones & Lynch, 2020).
Evaluations of existing social prescribing interventions can also be challenging, as the researchers do
not have control over the intervention. For instance, Mercer et al (2019) aimed to collect baseline
data prior to the intervention where possible, but the researchers had no control over when the link
worker would contact the individual. As such, it was not possible to collect data in advance for 45%
of individuals and the researchers were not able to select matched controls at baseline. High
variability between baseline data collection and start of treatment was also reported as a challenge,
limiting ability to detect an effect from the intervention (Panagioti et al., 2018).
Another aspect of evaluation where researchers lack agency is when data is collected by a third
party, rather than directly by the researchers. Challenges associated with third party data collection
include; validated tools not being completed correctly (Chatterjee et al., 2018), incomplete datasets
(Campbell et al., 2007), insufficient data collected (Chatterjee et al., 2018), self-reporting biases to
service providers (Bird et al., 2019), inconsistencies in collecting measures at agreed-upon time
points (Bird et al., 2019) and limited statistical power (Campbell et al., 2007). These challenges result
in poor quality data, evidence gaps, insufficient data, bias and limited insights.
The impact of funding on researcher agency was evident. Financial constraints on researchers limit
ability to adopt a control group for direct comparisons (Woodall et al., 2018), have sufficient sample
sizes (Heijnders & Meijs, 2018), have sufficient follow-up periods to detect longer term outcomes
(Mercer et al., 2019), conduct sufficient analysis (Social Prescribing Torfaen, 2018) and employ
rigorous evaluation designs (Stalker et al., 2008) . This lack of control due to funding limitations
results in limited data quality and limitations in conclusions and insights that can be drawn from the
research. We anticipate that the impact of funding on research control and rigour may be greater
than reported in the literature.
Mechanism 4: Sequential
Thirteen documents provided evidence for this mechanism (Craig et al., 2008b; Vogelpoel & Jarrold,
2014; van de Venter & Buller, 2015; Dayson, 2017; Woodhead et al., 2017; Chatterjee et al., 2018;
Heijnders & Meijs, 2018; Skivington et al., 2018; Thomson et al., 2018; Woodall et al., 2018; Jones,
2019; Maund et al., 2019; Payne et al., 2020), and it is relevant across all three components of social
prescribing evaluation.
IF researchers use a mixed methods sequential design for data collection (C), they can use
existing data to inform subsequent data collection (M) to provide a nuanced, stronger
understanding of the effects & mechanisms for SP (O).
Where studies employ a mixed-methods design, researchers are able to utilise findings from earlier
stages to inform design of subsequent stages. Most often, this involves using qualitative methods,
e.g. interviews and focus groups, to unpick findings from quantitative research. Whilst quantitative
studies may show an effect, outcome or demographic profile of the intervention and its users,
exploration of this using qualitative data allows researchers to identify mechanisms through which
30

the effects were achieved (Woodall et al., 2018; Jones, 2019; Poulos et al., 2019). Maund et al (2019)
also highlighted the benefit of using qualitative observations to confirm quantitative findings,
identify intended benefits that were not collected during the quantitative study and triangulate
findings to draw general conclusions. This approach is particularly valuable where outcome tools
used in quantitative research are not fit-for-purpose in the context of the intervention, and
therefore may not detect intervention effects (Chatterjee et al., 2018).
Researchers are also able to use existing datasets to develop purposive sampling strategies, and
stratify qualitative samples based on outcome data (van de Venter & Buller, 2015, Dayson, 2017,
Todd et al., 2017). This enables them to use the data to disaggregate participants into subgroups for
further comparisons and explorations. For instance, by conducting interviews with low and high
scoring participants on mental well-being scales, they can generate a more nuanced understanding
of how and for whom the intervention may work best. This enables the researchers to recruit a
heterogeneous sample and identify participants for whom the intervention was successful or not so
successful, to explore reasons for their outcomes.
Furthermore, some studies took an iterative approach to data collection and analysis (Craig et al.,
2008b; Woodhead et al., 2017; Heijnders & Meijs, 2018; Skivington et al., 2018; Thomson et al.,
2018; Hassan et al., 2020; Payne et al., 2020). By using a multi-stage approach and conducting
analysis iteratively, as opposed to conducting all analysis once data collection is complete, the
researchers are able to identify themes and topics of interest. These can then inform subsequent
data collection (e.g. interview schedules, topic guides, evaluation pro-formas). This iterative
approach works by enabling the researcher to explore topics that arise in early interviews with
additional participants, providing further insight into how the intervention may be working or the
impact that it has had. Researchers can look for initial patterns, identify data saturation and include
emerging themes and topics of interest in subsequent interviews to enrich the dataset and
understanding of the impact of the intervention over time.

Mechanism 5: Integration
Forty-two (n=42) documents provided evidence for the final mechanism, integration (Campbell et
al., 2007; Stalker et al., 2008; Murphy et al., 2010; Stickley & Hui, 2012; Stickley & Hui, 2012b;
Stickley & Eades, 2013; Vogelpoel & Jarrold, 2014; van de Venter & Buller, 2015; Maughan et al.,
2016; Carnes et al., 2017; Dayson, 2017; Moffatt et al., 2017; Todd et al., 2017; Whitelaw et al.,
2017; Woodhead et al., 2017; Bertotti et al., 2018; Cheetham et al., 2018; Heijnders & Meijs, 2018;
Lloyd et al., 2018; Panagioti et al., 2018; Pescheny et al., 2018; Pesut et al., 2018; Skivington et al.,
2018; Thomson et al., 2018; Woodall et al., 2018; Bird et al., 2019; Elston et al., 2019; Hanlon et al.,
2019; Jensen, 2019; Kellezi et al., 2019; Kingstone et al., 2019; Maund et al., 2019; Mercer et al.,
2019; Pescheny et al., 2019; Poulos et al., 2019; Redmond et al., 2019; Wildman et al., 2019; Dayson
et al., 2020; Holding et al., 2020; Irvine et al., 2020; Payne et al., 2020; Tempo Time Credits, 2020). It
is predominantly relevant to the interpretation component of the program theory.
IF qualitative and quantitative findings are reported separately (C), THEN there is a lack of
integration (M), which results in a fragmented understanding of the effects of social prescribing
(O).
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When there are multiple sources of data (C), researchers can integrate and triangulate findings
(M) to provide a nuanced, stronger understanding of the effects & mechanisms for SP (O).
Articles in the review were initially separated by methodology into four sub-cases; quantitative
studies, qualitative studies, mixed-methods studies and reviews. However, during data extraction it
became apparent that many of the papers in the qualitative or quantitative sub-cases (n=14; Moffatt
et al., 2017; Todd et al., 2017; Woodhead et al., 2017; Heijnders & Meijs, 2018; Panagioti et al.,
2018; Pescheny et al., 2018; Hanlon et al., 2019; Jensen, 2019; Kellezi et al., 2019; Kingstone et al.,
2019; Redmond et al., 2019; Skivington et al., 2018; Mercer et al., 2019; Holding et al., 2020)
reported on components of larger mixed-methods evaluations of social prescribing. Despite this,
integration of findings and triangulation between the different components of the broader study is
rare. This results in a fragmented, disjointed understanding of the impact of the intervention. The
lack of integration reduces the opportunity for further interpretation, exploration of the findings in
the context of the other data and overall conclusions about the intervention. Cheetham et al (2018,
p1) comments that “quantitative and qualitative data each offer a partial view of how effectively
services were working”, highlighting the need for mixed-methods integration.
Whilst integration of findings was evident or minimal in some articles, others successfully integrated
mixed-methods findings, to provide the reader with an overarching understanding of the effects of
the intervention. For instance, van de Venter and Buller (2015) used a mixed-methods matrix to
triangulate findings from different study components, this enabled the researchers to use the
qualitative data to draw conclusions about quantitative findings. Studies also used qualitative results
and existing literature to illustrate findings identified in the quantitative study (Thomson et al., 2018;
Pescheny et al., 2019). Others integrated the results section, to present findings from multiple data
sources under sub-headings (Vogelpoel & Jarrold, 2014; Dayson, 2017; Cheetham et al., 2018;
Woodall et al., 2018; Maund et al., 2019; Poulos et al., 2019).
Alternatively, researchers may analyse the different components of the study separately, before
bringing together the findings in an ‘overall interpretive analysis’ section (Carnes et al., 2017), in
response to the research questions (Murphy et al., 2010; Woodall et al., 2018; Tempo Time Credits,
2020), in the discussion (Campbell et al., 2007; Stalker et al., 2008; Stickley & Hui, 2012; Stickley &
Hui, 2012b; Whitelaw et al., 2017; Bertotti et al., 2018; Pesut et al., 2018; Kellezi et al., 2019;
Kingstone et al., 2019; Poulos et al., 2019; Holding et al., 2020) or through creation of case studies
incorporating multiple perspectives (Vogelpoel & Jarrold, 2014). Researchers also presented key
findings about implementation, processes and outcomes in their published article, whilst citing the
full report to provide additional detail (Stalker et al., 2008). Presentation of the results in this
integrated manner allowed the researchers to present a cohesive interpretation of the findings,
enabling them to identify mechanisms, unpick findings and provide a more nuanced understanding
of the effects of the intervention.
Therefore, we recommend that where it is not possible to report findings together in a single article,
an over-arching publication or commentary should be produced to integrate the findings and discuss
the overall outcomes of the study and the implications these have for future intervention
development and evaluation.
Triangulation between mixed-methods and different participant groups is particularly important for
evaluation of a complex intervention, such as social prescribing, which has multiple components.
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Researchers can engage numerous approaches and methods to assess different components and
triangulate these in response to specific questions to provide a general understanding of the
intervention (Murphy et al., 2010). Researchers may draw this information gathered from multiple
sources into a conceptual model to guide future evaluation and understanding (Irvine et al., 2020).
Using multiple data sources and outcome tools for the same participants permits the researcher to
conduct confirmatory analysis and explore reasons for changes (Todd et al., 2017; Elston et al.,
2019). This type of triangulation also allows for contextualisation of the data, an understanding of
individual circumstances which may contribute to certain outcomes (Vogelpoel & Jarrold, 2014) and
learning about long-term impact of the intervention (Stickley & Eades, 2013; Todd et al., 2017;
Panagioti et al., 2018; Poulos et al., 2019; Holding et al., 2020).
Alternatively, studies can triangulate data from different participants to gain a stronger, overall
understanding of how the intervention works and gather different stakeholder perspectives
(Murphy et al., 2010; Stickley & Hui, 2012; Stickley & Hui, 2012b; Vogelpoel & Jarrold, 2014; Todd et
al., 2017; Whitelaw et al., 2017; Bertotti et al., 2018; Pescheny et al., 2018; Bird et al., 2019; Elston et
al., 2019; Kingstone et al., 2019; Holding et al., 2020). This provides a comprehensive understanding
of the broader impact of the different dimensions of the intervention (Bird et al., 2019). Overall
synthesis can identify cross cutting themes, processes, consensus, differences and unexpected
outcomes which may be useful for commissioners (Stickley & Hui, 2012; Stickley & Hui, 2012b;
Pescheny et al., 2018; Woodall et al., 2018; Kellezi et al., 2019; Kingstone et al., 2019; Poulos et al.,
2019). Inclusion of non-participant stakeholders, such as referrers, can be useful to gain insight
regarding non-attenders or hard to reach groups, where these groups cannot be accessed to be
included in the research (Pescheny et al., 2018). Kellezi et al (2019) highlight the need for
methodological triangulation and advanced analysis to identify the active ingredients for social
prescribing interventions, given the disparity of social prescribing models and variation in outcome
measures used.
Finally, findings can also be contextualised using the existing literature and theory (Maughan et al.,
2016; Carnes et al., 2017; Woodhead et al., 2017; Lloyd et al., 2018; Panagioti et al., 2018; Pescheny
et al., 2018; Elston et al., 2019; Kingstone et al., 2019; Hanlon et al., 2019; Mercer et al., 2019;
Pescheny et al., 2019; Dayson et al., 2020; Payne et al., 2020; Tempo Time Credits, 2020). When
researchers conduct a systematic literature review concurrent with data collection, they are able to
test emerging themes and models against the published literature and identify similarities and
contrasts between the literature and data collected. This anchors the results and enables the
researchers to clarify the social prescribing model and how it works. They are also able to use this
existing knowledge to further explain their findings and demonstrate the strength of their insights.
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4.

Discussion

This Realist Review aimed to understand how and why social prescribing evaluations do and do not
work. The Review is one component of the ACCORD study which aims to develop an evaluation
framework and reporting standards for social prescribing. Guided by the RAMESES standards (Wong
et al., 2013), we undertook a Realist Review of the social prescribing evaluation grey and published
literature to explore the mechanisms by which evaluations work, or do not work, the contexts which
trigger these mechanisms and the outcomes that they produce. This section will provide an overview
of the findings, their implications for social prescribing evaluations in different contexts , strengths
and limitations of this Review and recommendations for practice and future research.

Summary of findings
We included 82 social prescribing evaluation documents in the present Realist Review, drawn from
the international published literature and the grey literature in Wales. Social prescribing evaluations
employed a variety of methodologies and methods and their success was dependent on the context
within which they were employed. We identified five overarching mechanisms which apply, more
generally, to social prescribing evaluation, and can explain how evaluations work in different
contexts. These mechanisms, and the corresponding context-mechanism-outcome configurations
(CMOCs), provide the basis for recommendations for people undertaking social prescribing
evaluations in the future and the development of the social prescribing evaluation framework, in the
ACCORD study.
The first mechanism identified in this Review was co-production. The initial programme theory
demonstrated the process of developing the research team and identifying key stakeholders to be
involved. The findings highlighted that where stakeholders were involved from the outset in study
design decision-making and evaluations were co-produced, evaluations tended to be more
acceptable to these stakeholders, and study participants. Evaluations were also considered to be
more trustworthy, as they encompassed a breadth of perspectives in the design and interpretation.
Surprisingly, few studies reported on patient and public involvement in their evaluations. Public
involvement in research is widely regarded as essential to the research process and the UK
Standards for Public Involvement (NIHR Involve, 2019) provide a description of good practice in
public involvement should include. The benefits of public involvement in evaluation was evident
from the studies which described their input, particularly with regards to co-production of research
materials, interpretation of data and participant recruitment. Utilisation-focused evaluation (Patton,
2003) is a useful substantive theory to draw upon for this mechanism. It provides a process for
developing an evaluation according to the needs of the intended users and posits that evaluations
will be more useful to intended users if they have a sense of understanding and ownership over the
evaluation. Through this approach, stakeholders, defined as people who make decisions or desire
information about the intervention, are involved in each stage of the evaluation process. The utility
of the evaluation is central to the evaluation process and decision-making, and this is constantly
informed by the stakeholders. We therefore advise that future social prescribing evaluations seek to
engage members of the public and other key stakeholders, including service providers (link workers,
management), community organisations and assets, commissioners and health and social care
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professionals. Drawing on the principles of utilisation-focused evaluation, engagement of these
stakeholders will enhance the utility, acceptability and success of social prescribing evaluations.
Alignment between the intervention and evaluation was also critical to a successful evaluation.
When the evaluator had a strong understanding of the intervention, including the context, structure,
setting, participants, components, aims and objectives, they were able to design the evaluation
accordingly. This enables the evaluation to determine whether the intervention is implemented as
intended, and whether it is meeting the aims and objectives set out by the service provider and
commissioner. Clarity in reporting is also needed to ensure that the evaluation can be interpreted
correctly. We recommend that evaluators report the aims and objectives of the intervention/service
under evaluation, the aims and objectives of the evaluation and how different components of the
methods and study design align with each.
At times, social prescribing evaluations were limited by pre-determined constraints, e.g. pre-selected
outcome tools, requirements specified by commissioners, pre-collected data. As such, evaluators
lack the agency and freedom to make decisions about the execution of the study. This can have a
negative impact on the quality of the data collected, and the ability of the evaluation and data to
answer the research questions. This mechanism also interacts with the co-production and alignment
mechanisms. Where evaluators lack agency, their ability to co-produce and align the evaluation with
the intervention may be limited. However, where evaluations are co-produced from the outset,
agency may be increased and evaluators may be able to inform early decision making, which can
enhance later data quality.
From the included evaluations, it was clear that a mixed-methods evaluation was optimal for gaining
a nuanced, more in-depth understanding of a social prescribing intervention. The mixed-methods
approach was of particular use when used in a sequential, iterative way, enabling the researchers to
build on and develop their understanding through iterative cycles of data collection. It enabled them
to unpick findings from previous stages in the study to further develop their understanding. This
iterative approach to study design and data collection corresponds with Realist Evaluation
approaches. Pawson and Tilley (1997) discuss the value of cumulation of knowledge and
understanding in evaluation, by using iterative cycles of data collection to test theories and
hypotheses developed in previous stages. Similarly, in social prescribing evaluations we are
recommending the application of this approach to study design, allowing the evaluator to
accumulate knowledge, permitting them to design subsequent stages of the review accordingly to
address gaps or unanswered questions.
The final mechanism identified in this Realist Review, integration, highlights the added explanatory
power when findings from different studies, or multiple sources of data are brought together,
triangulated and integrated. Whilst reporting of a single study or method may offer a partial view
into a service (Cheetham et al., 2018), integration offers a more nuanced understanding of the
effects and mechanisms for social prescribing. Generally, the integration of studies in social
prescribing evaluation could be improved. Studies often reported on single components of a multicomponent study, without integrating or triangulating findings and with no explanation of how
findings from one component could inform or explain findings from another. We argue that
researchers may have a wealth of data and knowledge, but it is only at the point of integration that
useful conclusions and recommendations can be made. As such, integration of findings must be
considered and included in all social prescribing evaluations. This may involve integration of multiple
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data sources, perspectives, methods, methodologies and with the existing literature. Through this,
we can continue to build on and develop the evidence base for social prescribing, utilising all the
knowledge and information at our disposal.

Strengths and limitations
This is the first realist review exploring social prescribing evaluation methodology. To our knowledge
it is also the first Realist Review exploring evaluation of an intervention, rather than the intervention
itself. Given the complexity of social prescribing (Tierney et al., 2020; Roberts et al., 2021) and the
critiques and disparities in the social prescribing evidence base to date (Bickerdike et al., 2017;
Pescheny et al., 2020; Roberts et al., 2021) it was necessary to take a different approach to unpick
how and why social prescribing evaluations work. This Review has demonstrated the utility of
applying this approach to a less traditional phenomena, to generate useful information for practice
and research. In undertaking this Realist Review we followed a systematic process for screening,
extraction, analysis and synthesis. Our reporting has been transparent throughout and has followed
the RAMESES standards (Wong et al., 2013) for Realist Reviews. Our review team has a mixed
expertise, including Realist approaches, social prescribing research and social prescribing practice. In
conjunction with the Advisory Group, we have been able to sense check ideas with key stakeholders
at each stage of the Review.
Evidence syntheses are reliant on evidence available, and the way that other authors report their
findings (Papoutsi et al., 2018). Generally social prescribing evaluations lacked in-depth information
explaining the methods, design and process undertaken for the evaluation. This posed a challenge
for this Realist Review as information regarding decision making and mechanisms through which
things worked were not reported. Furthermore, whilst documents reported limitations of their
methods, there was less detail about the impact of these, and less information on what worked and
was successful. Positive outcomes were typically stated, without any causation or explanation,
whereas negative outcomes tended to be accompanied by an explanation as to why these had
occurred. This deficit focused reporting made it difficult to identify elements of good practice and
the contexts and mechanisms within which they occur. Reporting standards are essential for social
prescribing evaluations to ensure that sufficient detail is provided to be able to interpret findings
and judge the rigour of a study. In-depth reporting also builds the evidence base for good evaluation
practice and can be used to inform future evaluations and build capacity in less experienced
evaluators.

Conclusions
The ACCORD study is a multi-phase programme of research which aims to develop an evaluation
framework and reporting standards for social prescribing. The Realist Review is the first part of the
study, and findings will be combined with the findings from a Group Concept Mapping study to gain
consensus on good practice in social prescribing evaluation. Within the ACCORD study we aim to
produce an evaluation framework that can be applied in different contexts, and will be useful for
different people undertaking evaluations, at different stages of evaluation. Once produced, the
evaluation framework will be tested in practice in 2022.
The findings from this Realist Review provide clear guidance and practical advice to those evaluating
social prescribing interventions. The recommendations identified here are relevant to different types
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and levels of social prescribing evaluations. A summary of our recommendations can be found in
Table 6. We anticipate that recommendations may be adopted at differing levels depending on the
context within which the evaluation is being applied. Findings will be disseminated through social
prescribing networks to the different evaluation stakeholders. An easy-read summary with practical
advice for social prescribing evaluations will be produced.
Table 6. Table of recommendations for social prescribing evaluation generated from this Realist Review

Recommendations for social prescribing evaluation
1. Apply a mixed-methods design to produce an evaluation which captures the impact of
social prescribing at multiple levels.
2. Where possible, design social prescribing evaluations iteratively, so that each stage can
build upon the previous stage so knowledge can be accumulated and the evidence base
can continue to grow.
3. Undertake a mapping exercise to identify all stakeholders for a social prescribing
evaluation. Involve stakeholders from the outset to co-produce the study design and
materials.
4. Involve stakeholders in the interpretation, analysis and dissemination of findings so that
the evaluation is grounded in the real world and findings can be translated back into
practice, to make a difference to people involved in social prescribing.
5. Involve members of the public throughout social prescribing evaluation in a meaningful
way. Follow the UK Standards for Public Involvement and report public involvement when
disseminating findings.
6. Take time at the start of the evaluation, before the study design is determined, to
understand the social prescribing intervention or service that is going to be evaluated.
Identify the aims, objectives, participants, context, setting, activities, processes that are
involved.
7. Align the evaluation with the social prescribing intervention so that the evaluation can
answer questions that are relevant to the intervention and to stakeholders.
8. Seek advice or use an evaluation framework to inform evaluation decision making. This
will maximise data quality, and ensure a consistent approach which can be compared with
other similar evaluations.
9. For rigorous evaluations of social prescribing, remove the burden on link workers and use
independent researchers to collect data at the appropriate time point.
10. Provide sufficient funding for social prescribing evaluations, to ensure that they can be
undertaken rigorously, without bias, to address gaps identified by services or in the
literature.
11. Integrate mixed methods findings to generate a more in-depth, nuanced understanding of
social prescribing, how it works, for whom and in what context.
12. Triangulate findings from multiple data sources and different perspectives to generate a
more in-depth, nuanced understanding of social prescribing, how it works, for whom and
in what context.
13. When using mixed-methods or conducting a multi-component study, produce an
overarching commentary or narrative, explaining the links between the different
components and identifying remaining gaps for future research.
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14. Provide in-depth descriptions of methods used and decisions made to facilitate judgments
about the rigour and quality of the study, and to enable the study to be replicated in
different contexts.
15. Report good practice, strengths, successes, failed approaches and methods to mitigate
challenges in social prescribing evaluation to support future evaluators.
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7.

Appendices

Appendix A: Search Strategy
Databases
A range of sources will be searched to access a breadth of evaluation reports and materials:
Literature type
Published literature
(international)
Grey literature (Wales
only)
Call for materials (Wales
only)

Search method
Medline, Embase, CINAHL, PsycInfo, ASSIA, Web of Science, Scopus
Online, PubMed, Social Care Online
Local authority websites, third sector websites, NHS websites, Primary
Care One, CVCs, WCVA, university websites, ‘OpenGrey’
Request materials (See Appendix A) from the Wales Social Prescribing
Research Networks to include; materials they are using, reports, etc.
Requests to contacts in the Wales School for Social Prescribing
Research for contacts/resources. Request to WSSPR steering group to
identify key evaluations to be included.

Search terms
Search term
Social prescribing

Community

Evaluation

Alternatives
• Social prescriber, social prescription, social capital, social referral
• Link worker, link navigator, link coordinator, link co-ordinator
• Community connect*, community refer*, community coordinator,
community co-ordinator, community navigator, community
champion*
• First contact practitioner
• Parish organiser
• Local area co-ordinator, local area coordinator
Community asset, primary care, third sector, charity, public health,
community group, social enterprise, local asset, housing, housing
association, housing sector, social business*, social value organisation,
voluntary sector, projects, arts, outdoor, dance, green, woodland, welfare,
activ*, social capital, community benefit, social benefit, community
resilience
Monitor*, review*, evaluat*, outcome*, impact, implication, evidence,
cost, analysis, process, cost-effective, cost consequence, social value,
investment, cost-benefit analysis, indicator, return on investment, tool,
scale, quality indicator

Search strings
String 1 - "social prescribing" OR "social prescriber" OR "social prescription" OR "social referral" OR
"link worker" OR "link navigator" OR "link coordinator" OR "link co-ordinator" OR "community
connector" OR "community connection" OR "community referrer" OR "community referral" OR
“community coordinator" OR "community co-ordinator" OR "community navigator" OR "community
champion" OR "community champions" OR "first contact practitioner" OR "parish organiser" OR
"local area co-ordinator" OR "local area coordinator"
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String 2 – evaluat* OR monitor* OR review* OR outcome* OR impact OR implication OR evidence
OR cost OR analysis OR process OR cost-effective OR "cost consequence" OR "social value" OR
investment OR "cost-benefit analysis" OR indicator OR "return on investment" OR tool OR scale OR
"quality indicator" OR effect*

String 3 – “Community asset” OR “primary care” OR “third sector” OR “charity” OR “public health”
OR “community group” OR “social enterprise” OR “local asset” OR “housing” OR “housing
association” OR “housing sector” OR “social business*” OR “social value organisation” OR “voluntary
sector” “projects” OR “arts” OR “outdoor” OR “dance” OR “green” OR “woodland” OR “welfare” OR
“activ*” OR “social capital” OR “community benefit” OR “social benefit” OR “community resilience”
String 3 (Ab) AND string 2 (Ab) AND String 1 (Full text)

Study inclusion criteria
The review will include evaluation of any component of the social prescribing pathway, i.e. the
referral, the link worker process, engagement with the community assets or third sector. The
evaluation does not need to describe the entire social prescription process in order to be included,
however it must be clear that the intervention is linked to a social prescribing pathway (e.g. referrals
must be received from a social prescriber).
Component
Intervention

Referrer

Participant
group
Design

Inclusion
Clear link to the social prescribing
pathway.

Exclusion
Evaluations which do not mention the
“link worker*” process

A community asset must have
received referrals from a link
worker*.

Community asset independent of social
prescribing.

Intervention includes primary care,
third sector and private sector
organisations.
Primary care setting
Community healthcare provider
Third sector
Self-referral
Participants age 18 years.
Any physical or mental health
condition.
All evaluation & monitoring
designs.
Process, implementation &
outcome evaluations.

Document

Self-referral direct to a community asset
without link worker.

People under age 18 years.

Studies where evaluation/monitoring
design is not described or defined in
sufficient detail.
Studies which do not involve an
evaluation of a social prescribing
intervention.
Editorials, opinion articles,
communications, protocols

Peer-reviewed articles
Grey literature
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Outcomes

Location &
language

Date

PhD, MPhil & MRes reports
Unpublished evaluation reports
Organisational reports
Posters
Case studies
Indicators
Terms of Reference
Operating procedures
Guidelines
Individual level
Organisation level
System level
Published literature – international
Grey literature - Wales only
English & Welsh language only.
Papers published 1 January 1998
(start of devolution) to 31 May
2020
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Appendix B: Characteristics of all studies (n=82) included in the review
Author

Year

Country

Sub-case

Intervention type

Study method/design

Evaluators

Appraisal

Age Connect Cardiff
& the Vale

2017

Wales

Mixed Methods
(grey)

Low

2017

Wales

Mixed Methods
(grey)

Uncontrolled before-andafter design and qualitative
survey feedback
End of year reporting,
monitoring data

In-house evaluation

Age Connect Cardiff
& the Vale

In-house evaluation

Low

Age connect Cardiff
& the Vale

2017

Wales

Mixed Methods
(grey)

Low

2019

Wales

Mixed Methods
(grey)

Independent research team

Moderate

Jones, Lynch

2019

Wales

Mixed Methods
(grey)

Time Credits, time based
community support

Independent research team

Low

Bertotti, Frostick,
Hutt, Sohanpal,
Carnes

2018

England

Mixed Methods

Social prescribing with
social prescribing
coordinators

Independent research team

High

Bickerdike, Booth,
Wilson, Farley,
Wright
Bird, Biddle, Powell

2017

England

Reviews

Social prescribing

Uncontrolled before-andafter design and qualitative
survey feedback
Uncontrolled before-andafter design, interviews
with staff
Uncontrolled before-andafter design, document
analysis of patient notes,
interviews, focus groups,
reflective diaries
Realist evaluation including
GP surveys, interviews with
stakeholders and
observations
Systematic review

In-house evaluation

Bangor University

Volunteer support
programme targetting
isolation
Volunteer support
programme targetting
isolation
Volunteer support
programme targetting
isolation
The Health Precint, referral
via social prescribing

Independent research team

Moderate

2019

England

Mixed Methods

CLICK into activity,
community based physical
activity

Mixed methods evaluation
using RE-AIM framework
with uncontrolled beforeand-after design
questionnaires, interviews
and programme-related
documentation.

Independent research team

Moderate
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Campbell, Winder,
Richards, Hobart
Carnes, Sohanpal,
Frostick, Hull,
Mathur, Netuveli,
Tong, Hutt, Bertotti
Chatterjee, Camic,
Lockyer, Thomson

2007

England

Quantitative

Welfare advice services

Longitudinal postal survey

2017

England

Mixed Methods

Social prescribing pilot

2018

England

Reviews

Cheetham, Van der
Graaf, Khazaeli,
Gibson, Wiseman,
Rushmer

2018

England

Mixed Methods

Social prescribing (nonclinical community
interventions)
Integrated wellness service

Patient surveys with
matched control groups,
interviews with service
users
Systematic review

Craig, Booth, Hall,
Story, Hayward,
Goodburn, Zumla
Crone, Sumner,
Baker, Loughren,
Hughes, James
Cwm Taf UHB

2007

England

Mixed Methods

Tuberculosis link worker

2018

England

Quantitative

Arts on Prescription

2015

Wales

Dayson

2017

England

Mixed Methods
(grey)
Mixed Methods

Social prescribing for
healthy lifestyles
Social innovation pilot in
the community

Dayson, Painter,
Bennett

2020

England

Qualitative

Holistic social prescribing
with link worker

Elston, Gradinger,
Asthana, Lilley-

2019

England

Quantitative

Holistic well-being coordinator service
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No description of research
team
Independent research team

High

Independent research team

Moderate

In-depth semi-structured
interviews with service
users, focus groups with
service-users and nonservice users and routine
monitoring data
Cohort process evaluation
and interviews with service
providers
Uncontrolled before-andafter design

No description of research
team

Moderate

Mixed research team,
researchers became
stakeholders in project
No description of research
team

Low

Literature review, survey,
semi-structured interviews
Service evaluation with
uncontrolled before-andafter design and interviews
with patients, carers,
commissioners and
providers
Qualitative case study with
three nested case studies;
semi-structured interviews
with commissioners,
providers and patients
Uncontrolled before-andafter design

In-house evaluation

Low

Independent research team

High

No description of research
team

Moderate

Mixed research team

High

High

Moderate

Woolnough, Wroe,
Harman, Byng
Grayer, Cape,
Orpwood, Leibowitz,
Buszewicz
Grow Well

2008

England

Quantitative

Graduate Primary Care
Community Link scheme

Uncontrolled before-andafter design

Independent research team

Low

2017

Wales

Mixed Methods
(grey)

Therapeutic horticultural
support, social prescribing
in community gardening

In-house evaluation

Low

Grow Well

2017

Wales

Mixed Methods
(grey)

Independent research team

Moderate

Hanlon, Gray, Chng,
Mercer

2019

Scotland

Qualitative

Semi-structured interviews
with service users

Independent research team

Moderate

Hassan, Giebel,
Khedmati Morasae,
Rotheram,
Mathieson, Ward,
Reynolds, Price,
Bristow, Kullu
Heijnders, Meijs

2020

England

Qualitative

Therapeutic horticultural
support, social prescribing
in community gardening
Links Worker Programme,
social prescribing to target
negative impacts of the
social determinants of
health
Life Rooms, social
prescribing to address the
social determinants of
mental health

Uncontrolled before-andafter design, feedback, case
studies, monitoring data
analysis
Uncontrolled before-andafter design, survey

Semi-structured focus
groups with service users

Mixed research team
including PPI

Moderate

2018

Netherlands

Qualitative

Holistic social prescribing
with link worker

Mixed research team

Low

Holding, Thompson,
Foster, Haywood

2020

England

Qualitative

Independent research team

Moderate

Husk, Blockley,
Lovell, Bethel, Lang,
Byng, Garside
Irvine, Marselle,
Melrose, Warber

2019

England

Reviews

Social prescribing
targetting loneliness with
link workers
Social prescribing

Semi-structured, in-depth
interviews with service
users
Semi-structured interviews
with staff and volunteers
Realist review

Independent research team

Low

2020

Scotland

Mixed Methods

Nature-based intervention

Feasibility study,
uncontrolled before-andafter design, interviews
with service users

Mixed research team

Low
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Jarrett, Thornicroft,
Forrester, Harty,
Senior, King, Huckle,
Parrott, Dunn, Shaw

2012

England

Quantitative

Jensen

2019

Denmark

Qualitative

Critical Time Intervention
to support mentally-ill
prisoners post release
(social, clinical, housing and
welfare services)
Arts on Prescription

Pilot Randomised
Controlled Design

Mixed research team

Moderate

Semi-structured interviews
with service users
Literature review

No description of research
team
Independent research team

Low

Jensen, Bonde

2018

Denmark

Reviews

Arts on Prescription

Jensen, Torrissen

2019

Denmark

Qualitative

Arts on Prescription

Semi-structured interviews
with service users
Semi structured interviews
and longitudinal survey

No description of research
team
No description of research
team

Low

Kellezi, Wakefield,
Stevenson,
McNamara, Mair,
Bowe, Wilson,
Halder
Kilgarriff-Foster,
O'Cathain
Kingstone, Bartlam,
Burroghs, Bullock,
Lovell, Ray, Bower,
Waheed, Gilbody,
Nicholls, ChewGraham
Loftus, McCauley,
McCarron
Mantell Gwynedd

2019

England

Mixed Methods

Social prescribing

2015

England

Reviews

Social prescribing

Literature review

Independent research team

Low

2019

England

Qualitative

Tailored social prescribing,
behavioural activation

Semi-structured interviews
with older people and
support workers;
interviews or focus groups
with GPs

Mixed research team

High

2017

Quantitative

Social prescribing pathway

Low

Mixed Methods
(grey)

Social prescribing,
Community link service

In-house evaluation

High

2015

England

Quantitative

CONNECT: social
prescribing

Uncontrolled before-andafter design
Monitoring data analysis,
interviews with service
users
Observational study

Mixed research team

2018

Northern
Ireland
Wales

Maughan, Patel,
Parveen,
Braithwaite, Cook,
Lillywhite, Cooke
Maund, Irvine,
Reeves, Strong,
Cromie, Dallimer,
Davies

No description of research
team

Low

2019

England

Mixed Methods

Wetlands for Wellbeing,
Nature-based health
intervention

Questionnaires, focus
groups and semi-structured
interviews for participants

No description of research
team

Moderate
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Low

Moderate

Mercer, Fitzpatrick,
Grant, Chng,
McConnachie,
Bakshi, James-Rae,
O'Donnell, Wyke
Milestone tweed

2019

Scotland

Quantitative

Primary Care Community
Links Practitioner

2018

Wales

Mixed Methods
(grey)

Singing for Lung Health

Moffatt, Steer,
Lawson, Penn,
O'Brien
Mon Community
Link
Natural England

2017

England

Qualitative

2020

Wales

Qualitative (grey)

2017

England

Review (grey)

Ways to Wellness, Holistic
social prescribing with link
worker
Social prescribing with link
worker
Nature-based interventions

Panagioti, Reeves,
Meacock, Parkinson,
Lovell, Hann,
Howells, Blakemore,
Riste, Coventry,
Blakeman, Sidaway,
Bower
Payne, Walton,
Burton
Pescheny, Gunn,
Randhawa, Pappas
Pescheny,
Randhawa, Pappas

2018

England

Quantitative

Health coaching

2020

England

Qualitative

2019

England

Quantitative

2018

England

Qualitative

Multi-activity social
prescribing
Social prescribing with
navigators
Social prescribing with link
worker

Pescheny,
Randhawa, Pappas
Pesut, Duggleby,
Warner, Fassbender,
Antifeau, Hooper,
Greig, Sullivan

2019

England

Reviews

Social prescribing

2018

Canada

Mixed Methods

N-CARE, nurse navigation in
early palliative care
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and healthcare
professionals
Quasi-experimental clusterrandomised controlled trial

No description of research
team

High

Uncontrolled before-andafter design, interviews
with staff
Semi-structured interviews
with service users

In-house evaluation

Low

No description of research
team

High

Case studies

No description of research
team
Mixed research team

Low

Trials within Cohorts design

No description of research
team

High

Semi-structured interviews
with service users
Uncontrolled before-andafter design
Semi-structured interviews
with service users,
navigators and GPs
Systematic review

No description of research
team
Mixed research team

Moderate

Independent research team

Moderate

Independent research team

High

Pilot study using
questionnaires and semistructured interviews with
service users

Mixed research team,
including PPI

Moderate

Evidence review

Moderate

Moderate

Poulos, Marwood,
Harkin, Opher, Clift,
Cole, Rhee, Beilharz,
Poulos

2018

Australia

Mixed Methods

Arts on Prescription

Prior, Coffey, Robins,
Cook
Public Health Wales

2019

England

Quantitative

Exercise on referral

2019

Wales

Quantitative (grey)

Public Health Wales

2018

Wales

Review (grey)

Social prescribing with link
worker
Social prescribing in Wales

Rainbow Centre
Penley
Rainbow Centre
Penley
Rainbow Centre
Penley
Redmond, Sumner,
Crone, Hughes

2019

Wales

Social prescribing

2019

Wales

2019

Wales

2019

England

Mixed Methods
(grey)
Mixed Methods
(grey)
Mixed Methods
(grey)
Qualitative

Rempel, Wilson,
Durrant, Barnett
Rhondda GP cluster

2017

England

Reviews

Social referral programmes

Systematic review

2017

Wales

Mixed Methods
(grey)

Well-being co-ordinator
service

Skivington, Smith,
Chng, Mackenzie,
Wyke, Mercer

2018

Scotland

Qualitative

Links Worker Programme,
social prescribing to target
negative impacts of the
social determinants of
health

Smith, Jimoh, Cross,
Allan, Corbett,
Sadler, Khondoker,

2019

England

Reviews

Social prescribing for frail
older adults

Monitoring data analysis,
testimonial, survey with
service users, practice and
providers
Semi-structured interviews
with community
organisation
representatives and
Community Links
Practitioners [link workers]
Systematic review

Social prescribing
Social prescribing
Arts on Prescription
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Program evaluation
including uncontrolled
before-and-after design,
focus groups and
interviews
Uncontrolled before-andafter design
Uncontrolled before-andafter design
Evidence mapping

Mixed research team

High

No description of research
team
Mixed research team

Low

Mixed research team

Low

Referral numbers and case
study
Referral numbers and case
study
Case studies, patient
reported outcomes
Qualitative survey of
service users

In-house evaluation

Low

In-house evaluation

Low

In-house evaluation

Low

Research team, involved
with programme
development and
implementation
Independent research team

Low

In-house evaluation

Moderate

No description of research
team

Moderate

Independent research team

Low

Moderate

High

Whitty, Valderas,
Fox
Social prescribing
Torfaen
Social prescribing
Torfaen
Social Value Cymru

2017

Wales

Social prescribing

Scotland

Mixed Methods
(grey)
Mixed Methods
(grey)
Mixed Methods
(grey)
Mixed Methods

2018

Wales

2019

Wales

Stalker, Malloch,
Barry, Watson

2008

Stickley, Eades

2013

England

Qualitative

Arts on Prescription

Stickley, Hui

2012

England

Qualitative

Arts on Prescription

Stickley, Hui

2012

England

Qualitative

Arts on Prescription

The Growing Project

2017

Wales

Mixed Methods
(grey)

Thomson, Lockyer,
Camic, Chatterjee
Todd, Camic,
Lockyer, Thomson,
Chatterjee
van de Venter, Buller

2018

England

Quantitative

2017

England

Qualitative

Therapeutic horticultural
support, social prescribing
in community gardening
Museum-based social
prescription
Museum-based social
prescription

2014

England

Mixed Methods

Arts on Prescription

Vogelpoel, Jarrold

2014

England

Mixed Methods

Arts on Prescription

Social prescribing
Social Prescribing via
Community Link Officer
Local area coordination for
people with learning
disabilities

57

Monitoring data analysis,
case studies
Monitoring data analysis,
case studies
Monitoring data analysis

In-house evaluation

Low

In-house evaluation

Low

In-house evaluation

Moderate

Case studies, postal
questionnaire and semistructured interviews with
co-ordinators and
managers
Semi-structured interviews
with service users
Narrative inquiry using indepth interviews with
service users
In-depth semi-structured
interviews with referrers
Monitoring data analysis,
interviews with service
users
Uncontrolled before-andafter design
Semi-structured interviews
and weekly diary entries
from service users
Uncontrolled before-andafter design and interviews
with service users
Uncontrolled before-andafter design, interviews and
dynamic observation
proformas, case studies

Independent research team

Moderate

Independent research team

Moderate

Mixed research team
including PPI

Moderate

Mixed research team
including PPI
In-house evaluation

Moderate

No description of research
team
No description of research
team

Moderate

No description of research
team

High

Mixed research team

Moderate

Low

Moderate

Warm Wales

2019

Wales

Mixed Methods
(grey)
Mixed Methods
(grey)
Quantitative

Warm Wales, tackling fuel
poverty
Time Credits, time based
community support
National Exercise on
Referral Scheme

Case study design

In-house evaluation

Low

We are tempo

2020

Wales

Impact evaluation, surveys
and journey mapping
Uncontrolled before-andafter design

In-house evaluation

Moderate

Webb, Thompson,
Ruffino, Davies,
Watkeys, Hooper,
Jones, Walkters,
Clayton, Thomas,
Morris, Llewellyn,
Ward, WyattWilliams, McDonnell
Wellbeing 4 U

2016

Wales

No description of research
team

Low

2018

Wales

Mixed Methods
(grey)
Mixed Methods
(grey)

Social prescribing, Wellbeing co-ordinators
National Exercise on
Referral Scheme

In-house evaluation

Moderate

Independent research team

Moderate

Scotland

Qualitative

Social prescribing in
General Practice

No description of research
team

Moderate

2019

England

Qualitative

No description of research
team

Moderate

2018

England

Mixed Methods

Ways to Wellness, Holistic
social prescribing with link
worker
Social prescribing with wellbeing co-ordinators

Monitoring data analysis,
survey, case studies
Randomised controlled trial
design with nested process
and economic evaluation
Case study design using
semi-structured interviews
with steering group, wider
primary care team and
community groups
Semi-structured interviews
with service users

Welsh Government

2010

Wales

Whitelaw, Thirlwall,
Morrison, Osborne,
Tattum, Walker

2017

Wildman, Moffatt,
Steer, Laing, Penn,
O'Brien
Woodall, Trigwell,
Bunyan, Raine,
Eaton, Davis,
Hancock,
Cunningham,
Wilkinson
Woodhead, Collins,
Lomas, Raine

Uncontrolled before-andafter design and interviews
with service users

No description of research
team

High

2017

England

Qualitative

Realist semi-structured
interviews with general
practice staff, advice staff
and service funders

Independent research team

Low

Welfare advice services
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Appendix C: Meta-matrix of themes & codes identified in each sub-case
THEME
Analysis
Analysis
Analysis
Analysis
Analysis
Analysis
Broader context
Broader context
Broader context
Broader context
Data
Data
Data
Design
Design
Design
Design
Design
Design
Design
Design
Design
Design
Design
Design
Design
Dissemination
Dissemination
Exploration
Exploration
Intervention
Intervention
Intervention
Outcomes
Outcomes
Research team
Sampling
Sampling
Sampling
Service
Service
Service
Service

CODE
Analysis
Confound
Quality
Quant-qual disconnect
Reporting
Validity
Contextualise findings
Dissemination
Integration with the literature
Triangulation/multiple stakeholder
perspectives
Bias
Data
Data saturation
Broader context
Clear definition of process
Data collection
Design
Ethics
Explanation
Framework
Limitations
Outcome tools
PPI
Research questions
Sequential design
Translational research
Impact
Recommendations
Complexity
Iterative
Fidelity
For whom
Funding
Identifying outcomes
Use of tools to quantify qualitative
responses
Research team composition
Follow up
Recruitment
Sampling
Case studies
Completion rates
Integrating evaluation
Intervention
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QUANT
Y
Y

QUAL
Y

Y
Y

Y
Y
Y
Y
Y
Y

Y
Y
Y
Y
Y
Y
Y
Y
Y
Y

MM
Y

Y
Y
Y
Y

Y
Y

Y
Y
Y

REVIEW
Y
Y
Y
Y

Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y

Y

Y
Y
Y
Y

Y

Y

Y

Y
Y
Y
Y
Y
Y
Y

Y
Y

Y
Y
Y
Y
Y

Y

Y
Y
Y
Y
Y

Y
Y

Y

Y
Y

Y

Service
Service
Service
Service
Stakeholders
Stakeholders
Theory
Theory
Theory
Theory

Programme aims
Referrals
Unexpected benefits
Variation in service
Commissioners
Multiple stakeholders/triangulation
Exploration
Methodological recommendations
Social value
Theory
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Y

Y

Y

Y
Y
Y
Y
Y
Y
Y

Y
Y

Y
Y

Y

