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Social prescribing of cultural opportunities
to support health and wellbeing: the
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engagement, and inclusion in developing
local approaches
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Abstract

Background There is growing evidence for the role of culture in supporting health and wellbeing, including as
part of social prescribing provision. This study set out to explore the existing cultural provision and mechanisms for
connecting people to cultural opportunities as part of a local social prescribing offer in the UK and how it could it
be strengthened to better support health and wellbeing. A broad view of culture was adopted encompassing the
creative and digital industries, heritage, food, hospitality, nature, greenspaces, and sport. It covers activity associated
with the artforms and organisations such as collections, combined arts, dance, libraries, literature, museums, music,
theatre and the visual arts.

Methods A qualitative exploratory descriptive approach using focus groups was employed to explore the
perspectives and experiences of social prescribing and the cultural provision in an area of the East of England. Six
focus groups were conducted with social prescribers, community connectors, healthcare professionals, cultural
providers, adults with lived experience of adverse health, and young people. Data was analysed using a reflexive
thematic approach.

Results Findings from the research highlight the need for a clear and shared understanding of culture and health
and the link to social prescribing. Barriers for connecting people with culture and health opportunities in the area
were identified including gaps in provision and processes, challenges due to language and terminology, accessibility
issues for marginalised groups, and issues around funding for transport and sustainable and equitable provision of
cultural opportunities.

Conclusions This study indicated that to engage local communities in social prescribing and the development of
cultural provision for social prescribing, proactive outreach community strategies are required. This could be achieved
by involving community leaders, organisers, connectors, and representatives. In addition to promote the concept
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of culture for health and social prescribing and engage the wider community it was suggested that community
members should be involved in and contribute to culture and health social prescribing locally through volunteering,
roles for students, training opportunities, and befriending or buddy schemes.

Keywords Social prescribing, Culture and health, Social prescribing link workers, Healthcare professionals and

community connectors

Introduction

In this study concepts of culture and cultural oppor-
tunities were adopted encompassing the creative and
digital industries, heritage, food, hospitality, nature,
greenspaces, and sport, and covering activity associated
with the artforms and organisations such as collections,
combined arts, dance, libraries, literature, museums,
music, theatre and the visual arts. There is a growing
body of multidisciplinary research demonstrating the
positive impacts of engaging with cultural opportuni-
ties. This includes the arts, music, creativity, heritage and
nature, exercise and physical activity, and social or phil-
osophical activities — on people’s health and wellbeing
[1-7]. Such impacts include increased social interaction
and decreased loneliness; embracing healthier lifestyles
and physical activity; reduced anxiety and depression;
increased confidence to manage own health, a reduc-
tion in health service usage; general improved wellbeing;
enhanced social cohesion, employment and skill develop-
ment, and economic growth [3-6, 8—10]. However, cul-
ture and health are generally dealt with in distinct sectors
of our society and the pathways for connecting people
with cultural opportunities to support their health and
wellbeing are often lacking. Social prescribing is a mech-
anism for addressing this disconnect, aiming to promote
health and wellbeing through non-clinical, community-
based approaches. It also supports the United Nations
Sustainable Development Goal (SDG 3) “To ensure
healthy lives and promote well-being for all at all ages”
[11].

Social prescribing has been gaining momentum around
the world [12, 13]. Recent research sought to establish
internationally accepted conceptual and operational defi-
nitions of social prescribing using a multidisciplinary
panel of experts [13]. Consensus was reached on the fol-
lowing short definition (alongside a more comprehensive
long definition and operational definitions):

“Social prescribing is a means for trusted individu-
als in clinical and community settings to identify
that a person has non-medical, health-related social
needs and to subsequently connect them to non-clin-
ical supports and services within the community by
co-producing a social prescription — a non-medical
prescription, to improve health and well-being and
to strengthen community connections.” [13: p.9)

While this definition brings shared structure and mean-
ing to the concept, the authors emphasise how it can
account for nuances around the world. It also allows for
greater flexibility and expansion of how it may be under-
stood within local community approaches, particularly in
terms of social prescribing taking place in both clinical
and community settings.

In the UK, social prescribing is a key component of
Universal Personalised Care and has been incorporated
into the National Health Service (NHS) in England with
significant investment in social prescribing link work-
ers [14—18] and the launch of the National Academy for
Social Prescribing (NASP) in 2019. Meanwhile, other
initiatives and policy have encouraged the integration of
culture and health that include or align with social pre-
scribing. For example, the recent Creative Health Review
provides examples of the potential of creative health to
help tackle issues in health and social care [19]. In addi-
tion, the Culture, Health & Wellbeing Alliance advo-
cates for creativity and cultural engagement to transform
our health and wellbeing. Social prescribing has been
described as an innovative form of integrated care [20]
and the establishment of Integrated Care Systems (ICSs)
in 2022 in England intended to build and strengthen part-
nerships between the NHS, councils, voluntary sector,
and others to “improve health and care services — with
a focus on prevention, better outcomes and reducing
health inequalities” [21: np). Approaches to population
health have traditionally been based on a deficit model
which focuses on issues such as deprivation, illness and
lifestyle behaviours which damage health. The emphasis
on such needs and priorities have tended to overlook the
role that individuals and communities can have in pro-
moting and maintaining health [22]. ICSs support com-
munity assets and Asset Based Community Development
(ABCD) representing a shift in a social deficit approach
to one where community assets are identified and sup-
ported [23].

Social prescribing aligns with the mobilisation of com-
munity assets agenda, which seeks to identify existing
assets, skills and resources within communities to pro-
mote wellbeing and resilience [24]. Asset-based com-
munity development approaches are gaining increasing
traction in UK public health policy making [23, 25]. Asset
based approaches and indeed social prescribing itself —
can be seen as working towards greater integration of
primary care and the community. Community-Enhanced
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Social Prescribing (CESP) has been advocated for to take
account of the capacity of communities to meet indi-
vidual need, with the suggestion that those in social pre-
scribing roles should act as a “catalyst in helping to build
community, as well as individual, capacity” and “formu-
late a bridge between the two” [26: p.184). However, to
achieve this there is a need to understand ‘community’
and the meaning an individual attaches to the communi-
ties they identify with. Morris et al. envisaged a theory
of change for CESP outlining the processes whereby
the assets, networks, and resources embedded in local
communities are brought together to create an enabling
environment that supports people in improving their
wellbeing [26]. Essentially, for CESP this entails a form
of asset-based community development to identify and
build close partnerships with voluntary, community and
social enterprise (VCSE) sectors to identify local cultural
and community opportunities and engage with local
communities.

In this article, we reflect on a localised research study
that explored the social prescribing of cultural opportu-
nities to promote health in an area of the East of England.
This represented the initial step in a larger programme of
work to improve health and wellbeing across the commu-
nity through engagement with cultural experiences. The
aim of the research was to determine what the existing
social prescribing for culture and health across Chelms-
ford looks like and how it could be strengthened. The
findings from the research will be directed into recom-
mendations for developing approaches to the social pre-
scribing of cultural opportunities to promote health in
local, national and international settings.

Methods

Background context

In March 2023, a local charity Culture Chelmsford pub-
lished the first district-wide cultural strategy with the
ambition to see the district ‘celebrated as a culturally
ambitious place that connects our innovative heritage of
science and engineering with a vibrant future of wellbe-
ing, environment and creativity, transforming our peoples’
lives”. The Strategy has three themes, one of which is to
improve health and wellbeing with the goal that: “by 2033
there will be a measurable improvement in mental and
physical health and the overall wellbeing of our people as
a consequence of participating in cultural experiences’
As the first step in understanding culture and health in
the local population the charity established a Culture &
Health Working Group (CHWG). This was a group of
stakeholders and included representatives from across
the NHS and healthcare providers, community and char-
ity organisations, leisure and cultural organisations, edu-
cation institutions, and individuals with expertise in fields
of culture, health, or their intersection. The partnerships
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and discussions facilitated through the CHWG led to
the initiation of this exploratory research to address the
research question: What does existing social prescribing
for culture and health across Chelmsford look like and
how could it be strengthened? Researchers from Anglia
Ruskin University worked closely with the charity, the
CHWG, and the local voluntary service Chelmsford
Council for Voluntary Service and with their local social
prescribing service to explore the existing mechanisms
for connecting people with culture and health opportuni-
ties, what is/is not working well, and where the gaps are.
To answer the research questions an exploratory qualita-
tive approach was selected and the research design com-
prised three stages:

1. A workshop with the CHWG to establish the context
for culture and health social prescribing in the
local area which includes a city and its surrounding
district with a total population of around 181,500
[27].

2. Focus groups with six key stakeholder groups (focus
group members are referred to as participants
throughout) to explore culture and health social
prescribing in the local area in greater depth and
identify key issues.

3. Reflexive thematic analysis including meeting with
the CHWG to reflect on the findings and develop
recommendations for strengthening culture and
health social prescribing in the local area.

Ethical approval was granted by the Anglia Ruskin Uni-
versity Faculty of Health, Medicine and Social Care
Research Ethics Committee and all participants gave
informed consent before contributing to the research.

Data collection

The extensive knowledge, expertise, and networks of the
CHWG was utilised to establish the current local con-
text for connecting people to culture and health oppor-
tunities. A workshop with CHWG members (stakeholder
group) was conducted online in February 2024 using
an open board Miro® [28]. A Miro is an on-line collab-
orative whiteboard platform which allows the sharing of
thoughts and ideas using digital sticky notes, it can be
used in the same way as non-digital ‘sticky notes’ as a
data collection method [29]. The Miro enabled the group
members to respond collectively to three key questions:

1. What culture and health opportunities are you aware
of in the local area?

2. How are people currently connected into these
opportunities and what are the barriers to access?

3. What gaps do you see in the current culture and
health social prescribing provision?
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Table 1 Focus group details
Key group Description Format Number of
participants
Cultural providers Representatives from various cultural organisations/venues, including some specifically in out- Online 7
reach/engagement roles, recruited mostly through the Local Cultural Education Partnership.
Health practitioners Health practitioners in various roles mostly working in the NHS, including Care Coordinator and Online 5
Health & Wellbeing Coach.
Social Prescribers Social prescribing link workers and those in similar roles, recruited through the local Chelmsford Online 7
Council for Voluntary Service Social Prescribing Team and Network.
Community Community leaders and organisers who have a role in connecting people with cultural opportuni- Online 8
connectors ties, mostly working in the voluntary sector.
Community members  Adult community members based locally with lived experience of adverse health and were all also In person 4
with experience of working or volunteering in the cultural and/or voluntary sector.
adverse health
Young people Young people aged 16-25 based in the city who were part of the Local Cultural Education Part- Inperson 5

nership Youth Forum.

CHWG members were also able to add to the Miro Board
individually for two weeks after the workshop. A total of
14 CHWG members contributed their responses to the
questions and all contributions were collated and sorted.
Data related to the first question of the CHWG workshop
is specific to the local context and therefore not included
here.

The data gathered from the CHWG workshop
informed subsequent focus groups in April and May 2024
with research participants from six key local groups: cul-
tural providers, health practitioners, social prescribers,
community connectors, adults with lived experience of
adverse health, and young people. It is important to note
at this point that social prescribing link workers may have
alternative titles in different locations including ‘commu-
nity connectors’ and ‘care navigators’ but who essentially
perform the same role [30].

Recruitment
Participant recruitment was facilitated through the
Culture & Health Working Group (CHWG). A short
summary of the research and recruitment criteria was
shared via email to relevant networks via the Culture &
Health Working Group (CHWG) who were partners in
this research. Neither the researcher nor members of
the CHWG approached individuals directly. Prospec-
tive participants who saw the summary and wanted to
take part contacted the research team by email, who then
sent the participant information sheet and consent form
by email. If they decided to take part, they returned the
signed consent form. At this point a doodle poll was sent
to those who returned the signed consent form to enable
a date and time to be set for the online focus group. Indi-
viduals could decide to change their mind and withdraw
from the research at any time.

The focus group questions covered the following topics:

+ DPerspectives and understandings around the
connection between culture and health as well as
what is meant by social prescribing.

« Current provision of cultural opportunities that
could support health and wellbeing locally.

+ Current pathways to connect people to cultural
opportunities, both formal referrals through
healthcare systems and informal connections
through community networks.

» Examples of where social prescribing to cultural
opportunities has worked well or not worked so well.

+ What is missing from the current provision and
pathways and what they would like to see - how
social prescribing could be strengthened to better
connect people with cultural opportunities to
support their health and wellbeing.

A total of 36 people took part across the focus groups,
with further details in Table 1. Adults and young peo-
ple who joined the in person focus groups received £20
vouchers as a thank you. These participants represented
a diversity of backgrounds, though demographics were
not recorded due to the small numbers who took part
and considerations around anonymity. Focus group dis-
cussions lasted between 40 min and 1 h 13 min and were
audio-recorded and professionally transcribed.

Data analysis

Inductive reflexive thematic analysis guided by Braun and
Clarke [31] was conducted on the data related to the sec-
ond and third question of the CHWG workshop and the
focus group transcriptions. The analysis took a semantic
critical realist approach whereby the analysis was data
led and followed a semantic approach looking at surface
level meaning of the data. Coding and theme develop-
ment reflect the explicit content of the data based on
participants beliefs and assumptions to help understand
the qualitative perspectives, experiences, and reflections
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of participants. The process involved familiarisation
and coding the data, generating initial themes, develop-
ing and reviewing then refining the themes, and finally
writing up. This process was conducted predominantly
by the first author with support from the second author
throughout and particularly in refining and writing up
the themes. The findings were presented to the CHWG
who collectively discussed the implications in terms of
recommendations from the research and the possibilities
for informing potential pilot projects for strengthening
culture and health social prescribing locally. Recommen-
dations were subsequently written by the researchers and
reviewed and agreed by all partners. The findings pre-
sented here focus specifically on three critical issues that
were identified in the data: terminology, engagement, and
inclusion. All of which are important for social prescrib-
ing services more widely across the UK but also should
be considered in other countries where social prescribing
has been or is in the process of being implemented.

Findings

Three main themes were identified in the data, language
and understandings of social prescribing, and under-
standing of social prescribing, community engagement in
development and delivery, and inclusion of marginalised
individuals and communities all of which are central to
the initial step in developing the wider approach, as well
developing collaboration between healthcare providers
and community organisations and the voluntary sector.

Language and Understandings of social prescribing

The language of social prescribing was a key issue across
the findings, resulting in different understandings and
perceptions across individuals and groups that may com-
promise how social prescribing approaches are deliv-
ered and received. When asked what is meant by social
prescribing, those in the social prescribers focus group
described the formal process through health services
that they were involved in. In line with recent definitions
referred to above [13] they talked about a person-centred
approach that involves building a relationship with the
person they are supporting and finding out what matters
to them, before exploring opportunities and supporting
them to engage with their preferred activity.

[W]hen we meet the patients, usually we ask them
what matters to them the most... asking more ques-
tions and listening... Then, for example, if they love
gardening we'll refer them to the garden project and
then that connects them with lots of different age
groups and arts and crafts.... (Social Prescribers
Focus Group)
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Importantly, they also emphasised the wider factors that
may be stopping that person from engaging, such as
social isolation, mental health concerns, or their finan-
cial situation, and the significant initial work that is often
needed over an extended period before they can begin to
engage with a cultural activity.

...not everybody’s ready to take that step into leav-
ing the home or actually going somewhere on their
own... There are always other barriers... the finan-
cial situation... we kind of have to tackle [those]
things first, before we can actually get them to the
groups and clubs. (Social Prescribers Focus Group)

The role of social prescribers

For participants in other focus groups, some had heard of
the term social prescribing but were unaware that a for-
mal social prescribing role existed, while others — includ-
ing some healthcare practitioners — did not know the
extent of what social prescribers do.

I think there is a lack of understanding amongst
the population in terms of what social prescribers
actually do... I mean there is a lack of clarity even
between professionals, let alone the service users,
so I think there needs to be education on both sides.
(Health Practitioners Focus Group)

Despite this, understandings of social prescribing were
evident in the examples of good practice identified across
the health practitioners, cultural providers, and commu-
nity connectors focus groups.

We've got some really good social prescribers, in our
area, that are just brilliant. They just seem to have
an abundance of, a huge directory of, community
activities, groups they can join, support networks
and so on. It’s an invaluable service because its a
non-clinical service that is provided by the NHS...
who can help with the mental health and the wellbe-
ing of patients, we don’t necessarily want to always
prescribe medication. It might just be that they need
someone to point them, to signpost them really, to
some areas and aspects in their life that might ben-
efit them and to signpost people to ways of achiev-
ing goals with local community events and so on.
(Health Practitioners Focus Group)

Some participants viewed social prescribing as a valuable
alternative to traditional healthcare providing access to
support beyond medical treatment; though young peo-
ple emphasised that this should complement rather than
replace medical options.
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Defining the boundaries of social prescribing

While there was a general understanding of social
prescribing as signposting people to social and cul-
tural opportunities, it was difficult to define boundar-
ies around this in the community context. For example,
one participant who was an arts practitioner questioned
if because they were recommending people to attend
cultural venues or engage with cultural opportuni-
ties whether that made them a ‘social prescriber’ or
whether it was a role specific to the NHS. There were
other examples throughout the findings of how people
are connected to cultural activities through community
leaders and organisers. One participant highlighted how
important it was to have this pathway outside of formal
referrals to social prescribers through the NHS given the
various barriers to accessing healthcare particularly for
marginalised groups. Additionally, concerns were raised
about potential negative perceptions of the term social
prescribing and whether there was a need for it — par-
ticularly in relation to the more informal mechanisms
within the community for bringing people together and
connecting people with social and cultural opportunities.
One participant felt the term was alienating and stated:

We do it, but I've never called it social prescribing
before. (Community Connectors Focus Group)

This echoed the CHWG workshop, where the brand-
ing of social prescribing was identified as a key issue.
Some felt a more distinctive and easily understandable
term is needed, while others suggested a campaign to
raise awareness around social prescribing and the posi-
tive impacts of engaging with cultural opportunities on
health and wellbeing would be beneficial.

Inclusion of marginalised individuals and communities
Members of the CHWG identified barriers around lan-
guage for those who do not speak English. Additionally,
some people may be unable to read and understand writ-
ten words, presenting challenges for pathways that utilise
written advertisement online or in print. This emphasises
the need for inclusive communication of opportunities
and activities that are appropriate for diverse audiences.
In the health practitioners focus group concerns were
also raised around the health inequalities that may affect
certain cultures and create cultural barriers to accessing
healthcare — such as discrimination, language barriers,
and where people live, all of which need to be challenged
and broken down. Furthermore, physical limitations,
disabilities, and mental health challenges all represent
barriers to engaging with culture and health opportuni-
ties. People facing these challenges may need support in
accessing and participating in activities, and without the
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support infrastructure they are often reliant on personal
support networks.

Certain cultures tend to live out of the city centres
so... therere quite a lot of health inequalities, it's
harder for certain people to use public transport,
to even attain driving licences and so on, to access
any resources that are out there really, whether it
be health-wise, wellbeing, or even on a social level,
any clubs, community groups, and so on can be
quite hard depending on what culture you are from.
(Health Practitioners Focus Group)

Inclusion of marginalised groups

Across the focus groups, but particularly in the commu-
nity members focus group, participants raised concerns
around the inclusion of various marginalised groups
such as refugees and asylum seekers, people from Black,
Asian, and Minority Ethnic (BAME) groups, people with
physical disabilities or special educational needs and
disabilities (SEND), people experiencing poor mental
health, older people who may be frail, and people experi-
encing social isolation and loneliness. Some of the issues
these people might face include feeling judged by others,
fear and not feeling safe, not feeling represented, a lack
of confidence, language barriers, accessibility issues, and
needing specific support to access or engage with cultural
activities.

So what we need to do is make more people feel at
home and able to express themselves, in their cul-
ture, in their language, activities. Someone said,
compassion, be patient with them. And give them
opportunities, like volunteering, all sorts of roles
in society, then they feel they belong... in [Name
removed for confidentiality], when they come the
first day, volunteering... different learning disabili-
ties or different backgrounds. The first day, they’re
very closed and no confidence. But when they start
doing stuff, they gain confidence, they start smiling,
they start talking. It's an amazing difference. (Com-
munity Members Focus Group)

In the CHWG workshop an important point was raised
in relation to carers and the need to offer support and
respite opportunities to carers who are key to facilitat-
ing the participation of those with physical and mental
health needs.

Young people talked about the importance of represen-
tation and being able to see yourself and people like you
included in cultural activities and events. One participant
in the community members focus group shared how hav-
ing a severe health condition and a son with SEND meant
that she needed someone to come with her to access
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events in the park, for example. Meanwhile, a participant
from the social prescribers focus group pointed out that
they would be unlikely to be working with people who
could go out and access social and cultural opportunities
on their own; and the people that they see need a rela-
tional approach to work together to overcome various
barriers.

I think there’s something broader... thinking about
what could prevent people from getting involved
in things, particularly things like confidence... and
finding ways... to help them to access them. To make
that first step... particularly after COVID, people are
feeling less confident about joining groups... how can
some of those more practical matters be addressed
to make sure that where there is provision people
feel that it’s for them, that they can go to it, that they
feel confident to go to it and can become part of that
activity? (Community Connectors Focus Group)

Support needs

Specific support was identified as needed to address
the concerns around inclusion, and instances were pro-
vided in the focus groups. For example, one participant
suggested a paid position of ‘Outreach Officer’ who was
there to support people in accessing cultural opportu-
nities. Other examples included outreach and support
from community leaders and representatives, particu-
larly for refugees and asylum seekers; befriending or
buddy schemes encouraging volunteering and providing
opportunities for students; providing language support
and cultural activities to support language learning; clear
and detailed information about accessibility and some-
one who can be contacted to discuss any specific support
required.

Instead of signposting them, getting them to access
it themselves, physically taking them, accessing with
them. Supporting them in accessing. And then wean
them into it. Outreach volunteer work... (Commu-
nity Members Focus Group).

Financial implications

Moreover, it was recognised that many within these
groups face additional challenges around the cost of
engaging in cultural opportunities, including the cost of
travel and the time it takes to attend. However, it was also
noted that given the cost-of-living crisis it was not just
those in marginalised or vulnerable groups who faced
financial challenges to engaging in cultural activities.

Theatre, again, its really expensive, very exclusive...
who can afford to go to the theatre? Certainly not
a lot of people with mental health diagnoses, who
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are on benefits or whatever. They're very often due
to obviously being on restricted incomes, they can’t
afford to access- They can’t afford to go to the cin-
ema... They can’t afford to go and eat out... So peo-
ple who are on a low income generally, due to what-
ever circumstance, are very excluded from cultural
life, because there’s not really much that they can do
for free. (Community Members Focus Group)

The lack of subsidised culture and health schemes in the
area — aside from those provided through the Recovery
College (an education based centre providing informa-
tion, networking and skill development for managing
mental health, wellbeing and daily living [32]), the Active
Health Scheme (where health professionals refer individ-
uals to the local gym) and a community space for visual
arts activities provided by a third sector organisation
was identified as an issue. Participants highlighted the
need for comprehensive funding to provide more such
schemes, these schemes provide additional benefits as
there is often integrated support, with someone to meet
individuals at reception and look after them while taking
part in the activity; social prescribers reported that they
were more comfortable referring people to schemes with
such support.

Community engagement in development and delivery

It was emphasised that the development of cultural provi-
sion for health requires community engagement. Health
practitioners and young people particularly discussed
this focussing on overcoming the barriers to accessing
cultural activities and ensuring that provision is inclusive
of diverse communities to help address the current low
uptake of some cultural activities.

[1]f you're offering something that'’s not within their
culture or what they like to do... that’s not going to
be worthwhile... it's more about learning... getting
to know your communities and what kinds of things
they like. Then, actually, you can be more proactive
at providing stuff within the community which kind
of fits with people... I do see a lot of programmes...
where they're really great on paper... then they have
a really bad or poor uptake... They need to do more
research. (Health Practitioners Focus Group)

However, it was also highlighted, by members of the
health practitioners focus group that it was challenging
to get people to contribute to their Patient Participation
Group and that there was generally a low uptake by the
community of the opportunities to be consulted on local
health issues. This indicates the need for careful consid-
eration about how to effectively engage communities and
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find out what they want and ensure representation from
all parts of the local community.

Supporting engagement

All the focus groups suggested community outreach to
promote cultural opportunities and support people to
engage with them. Those in the young people focus group
also suggested that cultural providers could promote the
opportunities for young people through schools, they
felt this may also create more demand for non-tradi-
tional sports or careers in the creative sector. Similarly,
the community members focus group participants high-
lighted the need for community leaders or representa-
tives to bring cultural opportunities to their communities
and provide support in understanding the opportunity
and having confidence to get involved.

...you need people to liaise with the communities...
support people and encourage them to come, give
them the confidence to come. Maybe give them a
bit of support when they’re there, if they need help
with language... [or] confidence. Because very often,
maybe people — refugees — will see an event going
on in the pub, but then because they haven’t heard
about it, they don’t know what it is. They might want
to approach, they might be interested to know what
it's about, but then they feel a lack of confidence in
approaching, and people might judge them... They
don’t know whether they’re going to be welcomed
there or whether they’re going to understand what'’s
going on or... So community representatives I think
are really important. (Community Members Focus
Group)

The need for support for people to participate in cre-
ative, cultural and community activities was emphasised
by members of the CHWG. This may include transport
infrastructure as well as childcare, respite for unpaid car-
ers, and buddies to go to cultural activities and events
with. There was also a suggestion around establishing
supported voluntary and weekend roles in the cultural
sector for people with additional needs.

This was also raised in the focus groups where it was
suggested that a way of engaging communities was to
create opportunities for community members themselves
to be involved in and contribute to culture and health
social prescribing and specifically outreach activities.
Further suggestions included providing opportunities
for students to build their skills (e.g. in design or adver-
tising), volunteer outreach roles, training opportunities,
and befriending or buddy schemes that support others to
engage.
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Another key example came from the local Recovery
College which includes peer educators and volunteers in
their service delivery.

We've got about 19 staff members... at least six to
seven of them are individuals who came as students
to attend Recovery College and then became staff
members... going back to that whole point about cul-
ture, we are trying to have this option where we are
encouraging people to attend our courses and kind
of having these real life examples where people are
embracing the fact that they came as students and
then became tutors or practitioners. (Health Practi-
tioners Focus Group)

Therefore, in conjunction with broader community level
peer support positive role models were seen as ways to
increase inclusion and engagement. However, members
of the CHWG highlighted that culture and health pro-
vision across the region is not consistently available to
everyone, it is dependent on location. Consistency was
also referred to in terms of the social prescribing pro-
cess only connecting people to activities for a set period.
It was suggested that this “stop/start nature” can have a
negative impact and does not meet the needs of people
who would benefit from ongoing participation in activi-
ties. Similarly, the decline of existing longstanding activi-
ties was identified, with music opportunities in schools
cited as an example. Such issues feed into wider concerns
around the longevity of creative, cultural and community
projects, long-term planning, and the sustainability of
provision.

Discussion

The specific purpose of this research was to support the
development of approaches to the social prescribing of
cultural opportunities in a district in the East of England,
yet the findings are transferable to other areas where
social prescribing occurs. We set out to establish what
was happening locally in terms of culture and health pro-
vision, what already exists, what is working well, what
is not working well, and where the gaps are to develop
effective and appropriate structures and support. Struc-
tures and support are needed to ensure that social pre-
scribers are aware of existing local provision, and to build
the capacity of the creative sector to deliver arts, creativ-
ity and culture on prescription safely.

It was important to capture the views of members of
the public as well as those of cultural providers, peo-
ple working in the voluntary sector and those directly
involved in social prescribing. A strength of this study
was the inclusion of the wide range of stakeholders and
the focus group methodology which enabled the views of
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all the participants to be captured and promote discus-
sion through the sharing of experiences.

Patients are more likely to enrol in a social prescribing
programme if it is presented to them in an acceptable way
that matches their beliefs including whether they believe
that it will benefit them [33]. Therefore, if members of
the public are going to be willing to support and access
social prescribing it is crucial that they understand what
it is and what the potential benefits are of engaging with
the process. For the most part the data suggest that the
many of the those contributing to the focus groups had
some idea of what social prescribing entailed but this was
not the case universally, with some community members
and even some healthcare professionals demonstrat-
ing a lack of understanding regarding the extent of what
social prescribers did. However, generally amongst health
and social care practitioners the term social prescribing
is increasingly recognised, as the roles are introduced
more widely around the UK. Other terms such as com-
munity referral have been used as an alternative name
to social prescribing [34] and whilst the term social pre-
scribing has been legitimised by its use in international
and national policy documents and guidance, the word
‘prescription’ may be off putting for some people. This
is because the risk of it being seen as medicalising social
needs [35] and linked to the biomedical model of care
with the associated perceived paternalistic approach of
medical care [36, 37]. However, a contrasting view is that
patients’ expectations regarding services and their prefer-
ences for health professionals may result in reluctance to
seek support from the third sector or voluntary organisa-
tions [38]. Therefore, for some individuals who may have
otherwise refused the use of the word ‘prescription’ may
encourage them to take up the offer.

The language used to describe social prescribing has
been described as diverse and confusing due to the lack
of standardisation of names for social prescribing prac-
titioners across different areas [39] but also on occasion
within the same locality depending on where they are
situated (e.g. link workers, care navigators, community
connectors). In addition to the different labels assigned
to similar roles in the UK, social prescribers can form
part of primary care teams and be employed by the NHS
but may also be employed by the voluntary sector and
commissioned to work for the NHS [40]. Furthermore,
different models of social prescribing are offered across
different areas [33]. Such lack of consistency in use of
terminology, and different models of service can confuse
and create barriers to engagement and impair communi-
cation with healthcare professionals and the public. Effec-
tive communication and the use of appropriate language
are important particularly for hard-to-reach groups who
are already less likely to engage with social prescrib-
ing [37]. Social prescribing link workers therefore need
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awareness and sensitivity to a specific context, the local
community and the characteristics of the participants
referred to them [41]. It is recognised that there is a need
for those initiating any form of community engagement
to establish relationships to build trust and to be cultur-
ally competent, with knowledge of how information (and
activities) will be received by different groups with trans-
lations and alternative communication formats available
[42].

Difficulties with communication and understanding
may exacerbate other access issues facing those in need.
The research identified inequality of provision of cultural
activities across different areas, lack of transport, the
costs of attending activities and the time it takes to attend
as possible barriers to accessing arts and cultural activi-
ties, even if activities are provided with no direct cost
to the individual. This resonates with previous research,
which also reported however that a modest cost to join
a session could be a motivating factor [33]. The authors
further suggested that to promote community engage-
ment and inclusion the service must meet the needs of a
local community, and it needs to be accessible. For some
this means physical proximity to enable ease of travel to
the sessions, for others it may also depend on the time of
day the sessions are offered [33].

Social prescribing programmes are developed and
delivered within the social and cultural context of a given
community, where there will be different priorities and
different expectations regarding where and to whom the
programmes are targeted and what they are expected
to achieve [43]. In the current research it was suggested
that to increase inclusion the local community could
be involved in the delivery of the service itself though a
range of measures such as outreach and volunteering
opportunities, support with language etc. Thomas et al.
suggest that to promote engagement and inclusion that
social prescribing programmes should be co-produced
and co-designed with the local community to empower
people and provide a sense of ownership in the pro-
gramme [44]. However, whilst this maybe effective there
will be those who are not represented and are excluded
from engaging with co-production because of finan-
cial hardship, and competing priorities such as employ-
ment, and other structural barriers such as issues with
language. Adams in 1989 (p.181) stated that “When par-
ticipation is open to all it often becomes unequal” (cited
in [45]) nevertheless lessons could be learnt from the
wider literature regarding public and patient involvement
in research. For example, research into how to be more
inclusive and engage under-represented groups in patient
and public involvement and engagement groups (PPIE)
identified five key themes that need to be addressed; — to
build trust, involvement from the beginning of a project,
demonstrate impact, use clear and appropriate language,
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and imagine the life of the people you are trying to
engage [46]. Equally, such strategies could also encourage
engagement in social prescribing programmes.

As well as accessibility of different community
resources and the activities that people can be referred
to there is also a more fundamental issue and that is the
availability of suitable resources and activities. This will
depend on the local community infrastructure which as
the participants in this current study described can be
inconsistent across different areas. This means that in
some areas there are few non-medical services or com-
munity assets for link workers to refer people to. Inter-
ventions that patients can be referred to as part of a
social prescribing programme are commonly provided by
third sector organisations such as charities, community
groups, and volunteers [20]. However, the third sector
in the UK has been affected by the lack of government
support and there is therefore a need for funding for vol-
untary and community sector organisations if they are to
be able to act as delivery partners [47]. Where funding
is provided for community assets to support social pre-
scribing initiatives these may be time limited meaning
that there may be insufficient time for patients with long-
standing or complex conditions to benefit from the activ-
ity or intervention they are referred to [48]. The National
Academy for Social Prescribing has recently highlighted
the need for an England- wide mechanism for social
investment to be adopted to increase community capac-
ity to deliver interventions. This would have the poten-
tial to widen the reach and range of services which offer
interventions and enable the collaboration between stat-
utory and community providers [49].

Limitations

Although the research was conducted in one region in
the UK, the issues around terminology, inclusion, and
community engagement have been identified in the wider
healthcare literature indicating that the findings would
apply elsewhere. The research is limited by the fact that
those who consented to take part may have been those
who already knew about social prescribing and had a
vested interested in offering their perspectives on local
cultural provision or lack of it. Secondly, as raised in the
discussion section it can be difficult for some people to
participate in research because of accessibility issues
including language, time commitments, and the financial
implications of taking part. For further research the sug-
gestions made regarding how to increase representation
from all sectors of the community should be considered.

Conclusions

This research indicates the need to develop a clear under-
standing of what is meant by ‘culture and health’ Using
examples of cultural opportunities and their potential to
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promote health and wellbeing could be instrumental in
developing an understanding of how culture and cultural
opportunities can link and contribute to social prescrib-
ing (or otherwise). Whilst the focus of this research was
on culture and health and the opportunities for cultural
engagement through social prescribing the issues around
terminology and inclusion are relevant to all models of
social prescribing. More broadly, the research adds to
the existing international evidence base demonstrating
the importance of involving local stakeholders including
community members in the development of services to
optimise provision and take up by those in most need.
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